
Supplementary Data 

Box S1. Bibliographic database searches 

Database: CINAHL 

Host: EBSCO 

Issue: n/a 

Date Searched: 1/11/2021 

Searcher: SB  

Hits: 531 

Strategy: 

1. TI endometrio* OR AB endometrio*  

2. (MH "Endometriosis")  

3. TI adenomy* OR AB adenomy*  

4. (MH "Adenomyosis")  

5. TI ( (menstrua* or period*) N1 (heavy or pain*) ) OR AB ( (menstrua* or period*) N1 (heavy or 

pain*) )  

6. TI ( menstrua* N1 (disorder* or disturbance*) ) OR AB ( menstrua* N1 (disorder* or disturbance*) )  

7. (MH "Menstruation Disorders+")  

8. TI ( dysmenorrh* ) OR AB ( dysmenorrh* )  

9. TI menorrhagi* OR AB menorrhagi*  

10. TI ( oligomenorrh* or "oligo amenorrh*" ) OR AB ( oligomenorrh* or "oligo amenorrh*" )  

11. TI amenorrh* OR AB amenorrh*  

12. TI ( premenstrua* or "pre menstrua*" or PMDD ) OR AB ( premenstrua* or "pre menstrua*" or 

PMDD )  

13. TI ( (gynaecolog* or gynecolog* or vagina*) N2 (bleed* or condition* or discharg* or disease* or 

dryness or pain*) ) OR AB ( (gynaecolog* or gynecolog* or vagina*) N2 (bleed* or condition* or 

discharg* or disease* or dryness or pain*) )  

14. (MH "Genital Diseases, Female")  

15. TI ( menopaus* or postmenopau* or perimenopaus* or “ovarian insufficiency” or “ovarian 

deficiency”) OR AB ( menopaus* or postmenopau* or perimenopaus* or “ovarian insufficiency” or 

“ovarian deficiency” )  

16. (MH "Menopause")  

17. TI ( hot N1 (flash* or flush*) ) OR AB ( hot N1 (flash* or flush*) )  

18. TI polycystic N2 ovar* OR AB polycystic N2 ovar*  

19. (MH "Polycystic Ovary Syndrome")  

20. S1 OR S2 OR S3 OR S4 OR S5 OR S6 OR S7 OR S8 OR S9 OR S10 OR S11 OR S12 OR S13 OR S14 OR 

S15 OR S16 OR S17 OR S18 OR S19  



21. TI ( pain* N2 (abdominal or back or intercourse or menstrua* or pee* or pelvi* or period* or sex* 

or stomach or tummy or urinat*) ) OR AB ( pain* N2 (abdominal or back or intercourse or 

menstrua* or pee* or pelvi* or period* or sex* or stomach or tummy or urinat*) )  

22. TI pelvic N2 congestion OR AB pelvic N2 congestion  

23. (MH "Pelvic Pain+")  

24. TI dyspareunia OR AB dyspareunia  

25. (MH "Dyspareunia")  

26. TI ( constipat* or diarrhea* or diarrhoea* or haematuria or hematuria ) OR AB ( constipat* or 

diarrhea* or diarrhoea* or haematuria or hematuria )  

27. (MM "Constipation")  

28. (MM "Diarrhea")  

29. TI ( blood* N2 (excrement or faeces or feces or faecal or pee* or urinat* or urine) ) OR AB ( blood 

N2 (excrement or faeces or feces or faecal or pee* or urinat* or urine) )  

30. TI ( (infertility or reproductive) N1 (disease* or disorder* or infection* or morbidity) ) OR AB ( 

(infertility or reproductive) N1 (disease* or disorder* or infection* or morbidity) )  

31. S21 OR S22 OR S23 OR S24 OR S25 OR S26 OR S27 OR S28 OR S29 OR S30  

32. TI ( women* or woman or female* or girl* or mother* ) OR AB ( women* or woman or female* or 

girl* or mother* )  

33. SU "women’s health"  

34. (MH "Women")  

35. (MH "Women's Health")  

36. (MH "Female" NOT MH "Male")  

37. S32 OR S33 OR S34 OR S35 OR S36  

38. S31 AND S37  

39. TI (( (endometr* or fibroid* or uter* or cervi* or ovar* or vagin* or fallopian* or vulva* or gynae* 

or gyne*) N2 (cancer* or neoplas* or carcinom* or malignan* or tumor* or tumour*) ) or fibroids) 

OR AB (( (endometr* or fibroid* or uter* or cervi* or ovar* or vagin* or fallopian* or vulva* or 

gynae* or gyne*) N2 (cancer* or neoplas* or carcinom* or malignan* or tumor* or tumour*) ) or 

fibroids)  

40. (MH "Uterine Neoplasms+")  

41. (MH "Ovarian Neoplasms+")  

42. (MH "Fallopian Tube Diseases")  

43. (MH "Vaginal Neoplasms")  

44. (MH "Vulvar Neoplasms")  

45. S39 OR S40 OR S41 OR S42 OR S43 OR S44  

46. TI ( "primary care*" or "general practice" or general practitioner* or GP* or "practice nurse*" ) OR 

AB ( "primary care*" or "general practice" or general practitioner* or GP* or "practice nurse*" )  

47. (MH "Primary Health Care")  



48. (MH "Family Practice")  

49. (MH "Physicians, Family")  

50. TI (primary N0 ("health care" OR healthcare)) OR AB (primary N0 ("health care" OR healthcare))  

51. TI ( family N0 (practi* or doctor* or physician*) ) OR AB ( family N0 (practi* or doctor* or 

physician*) )  

52. S46 OR S47 OR S48 OR S49 OR S50 OR S51  

53. S45 AND S52  

54. S20 OR S38 OR S53  

55. TI ( (clinician* or "care provider*" or doctor* or gp* or "general practitioner*" or "health 

professional*" or "health practitioner*" or "healthcare professional*" or "healthcare practitioner*" 

or nurs* or physician*) N5 (attitude* or "discursive construction*" or experience* or perspective* 

or perception* or perceive* or view*) ) OR AB ( (clinician* or "care provider*" or doctor* or gp* or 

"general practitioner*" or "health professional*" or "health practitioner*" or "healthcare 

professional*" or "healthcare practitioner*" or nurs* or physician*) N5 (attitude* or "discursive 

construction*" or experience* or perspective* or perception* or perceive* or view*) ) 

56. (MM "Attitude of Health Personnel")  

57. MM "Physician Attitudes"  

58. MM "Nurse Attitudes"  

59. TI ( (clinician* or "care provider*" or doctor* or gp* or "general practitioner*" or "health 

professional*" or "health practitioner*" or "healthcare professional*" or "healthcare practitioner*" 

or nurs* or physician*) N2 (bias* or communicat* or discriminat* or disrespect* or interact* or 

listen* or prejudice* or stigma*) ) OR AB ( (clinician* or "care provider*" or doctor* or gp* or 

"general practitioner*" or "health professional*" or "health practitioner*" or "healthcare 

professional*" or "healthcare practitioner*" or nurs* or physician*) N2 (bias* or communicat* or 

discriminat* or disrespect* or interact* or listen* or prejudice* or stigma*) ) 

60. (MH "Physician-Patient Relations")  

61. (MH "Professional-Patient Relations+")  

62. S55 OR S56 OR S57 OR S58 OR S59 OR S60 OR S61  

63. TI ( experience or experiences or perspective* or qualitative ) OR AB ( experience or experiences or 

perspective* or qualitative )  

64. TI ( (conversation* or discourse) N1 (analys* or analytic*) ) OR AB ( (conversation* or discourse) N1 

(analys* or analytic*) )  

65. TI ( ethnograph* or "audio recording" or "video recording" or "audio video recording" ) OR AB ( 

ethnograph* or "audio recording" or "video recording" or "audio video recording" )  

66. TI "focus group*" OR AB "focus group*"  

67. (MH "Qualitative Studies+")  

68. S63 OR S64 OR S65 OR S66 OR S67  

69. S54 AND S62 AND S68 



Notes: limited to English language publications 

Database: Embase 

Host:Ovid 

Issue: 1974 to 2021 October 29 

Date Searched: 1/11/2021 

Searcher: SB  

Hits: 1269 

Strategy: 

1. endometrio*.tw. 

2. endometriosis/ 

3. adenomy*.tw. 

4. adenomyosis/ 

5. ((menstrua* or period*) adj2 (heavy or pain*)).tw. 

6. (menstrua* adj2 (disorder* or disturbance*)).tw. 

7. exp menstruation disorder/ 

8. dysmenorrh*.tw. 

9. menorrhagi*.tw. 

10. (oligomenorrh* or "oligo amenorrh*").tw. 

11. amenorrh*.tw. 

12. (premenstrua* or "pre menstrua*" or PMDD).tw. 

13. ((gynaecolog* or gynecolog* or vagina*) adj3 (bleed* or condition* or discharg* or disease* or 

dryness or pain*)).tw. 

14. gynecologic disease/ 

15. (menopaus* or postmenopau* or perimenopaus* or "ovarian deficiency" or "ovarian 

insufficiency").tw. 

16. menopause/ 

17. (hot adj2 (flash* or flush*)).tw. 

18. *female infertility/ 

19. (polycystic adj3 ovar*).tw. 

20. ovary polycystic disease/ 

21. or/1-20 

22. (pain* adj3 (abdominal or back or intercourse or menstrua* or pee* or pelvi* or period* or sex* or 

stomach or tummy or urinat*)).tw. 

23. (pelvic adj3 congestion).tw. 

24. exp pelvic pain/ 

25. dyspareunia.tw. 

26. dyspareunia/ 

27. (constipat* or diarrhea* or diarrhoea*).tw. 



28. *constipation/ 

29. *diarrhea/ 

30. (blood* adj3 (excrement or faeces or feces or faecel or pee* or urinat* or urine)).tw. 

31. (haematuria or hematuria).tw. 

32. ((infertility or reproductive) adj2 (disease* or disorder* or infection* or morbidity)).tw. 

33. *female genital tract infection/ 

34. or/22-33 

35. (women* or woman or female* or girl* or mother*).tw. 

36. "women’s health".kw. 

37. women's health/ 

38. Female/ not Male/ 

39. or/35-38 

40. 34 and 39 

41. ((endometr* or fibroid* or uter* or cervi* or ovar* or vagin* or fallopian* or vulva* or gynae* or 

gyne*) adj3 (cancer* or neoplas* or carcinom* or malignan* or tumor* or tumour*)).tw. 

42. fibroids.tw. 

43. exp uterus cancer/ 

44. exp ovary tumor/ 

45. uterine tube tumor/ 

46. vagina tumor/ 

47. vulva tumor/ 

48. or/41-47 

49. ("primary care*" or "general practice" or general practitioner* or GP* or "practice nurse*").tw. 

50. exp general practice/ 

51. general practitioners/ 

52. exp primary health care/ 

53. (primary adj1 ("health care" or healthcare)).tw. 

54. (family adj1 (practi* or doctor* or physician*)).tw. 

55. or/49-54 

56. 48 and 55 

57. 21 or 40 or 56 

58. ((clinician* or "care provider*" or doctor* or gp* or "general practitioner*" or "health 

professional*" or "health practitioner*" or "healthcare professional*" or "healthcare practitioner*" 

or nurs* or physician*) adj6 (attitude* or "discursive construction*" or experience* or perspective* 

or perception* or perceive* or view*)).tw. 

59. *health personnel attitude/ 

60. ((clinician* or "care provider*" or doctor* or gp* or "general practitioner*" or "health 

professional*" or "health practitioner*" or "healthcare professional*" or "healthcare practitioner*" 



or nurs* or physician*) adj3 (bias* or communicat* or discriminat* or disrespect* or interact* or 

listen* or prejudice* or stigma*)).tw. 

61. doctor patient relationship/ 

62. doctor patient relation/ 

63. exp professional-patient relationship/ 

64. or/58-63 

65. (experience or experiences or perspective* or qualitative).tw. 

66. ((conversation* or discourse) adj2 (analys* or analytic*)).tw. 

67. (ethnograph* or "audio recording" or "video recording" or "audio video recording").tw. 

68. "focus group*".tw. 

69. exp qualitative research/ 

70. or/65-69 

71. 57 and 64 and 70 

72. limit 71 to english language 

Database: HMIC 

Host: Ovid 

Issue:  1979 to September 2021 

Date Searched: 1/11/2021 

Searcher: SB  

Hits: 35 

Strategy: 

1. endometrio*.af. 

2. adenomy*.af. 

3. ((menstrua* or period*) adj2 (heavy or pain*)).af. 

4. (menstrua* adj2 (disorder* or disturbance*)).af. 

5. dysmenorrh*.af. 

6. menorrhagi*.af. 

7. (oligomenorrh* or "oligo amenorrh*").af. 

8. amenorrh*.af. 

9. (premenstrua* or "pre menstrua*" or PMDD).af. 

10. ((gynaecolog* or gynecolog* or vagina*) adj3 (bleed* or condition* or discharg* or disease* or 

dryness or pain*)).af. 

11. (menopaus* or postmenopau* or perimenopaus* or "ovarian deficiency" or "ovarian 

insufficiency").af. 

12. (hot adj2 (flash* or flush*)).af. 

13. (polycystic adj3 ovar*).af. 

14. or/1-13 



15. (pain* adj3 (abdominal or back or intercourse or menstrua* or pee* or pelvi* or period* or sex* or 

stomach or tummy or urinat*)).af. 

16. (pelvic adj3 congestion).af. 

17. dyspareunia.af. 

18. (constipat* or diarrhea* or diarrhoea*).af. 

19. (blood* adj3 (excrement or faeces or feces or faecal or pee* or urinat* or urine)).af. 

20. (haematuria or hematuria).af. 

21. ((infertility or reproductive) adj2 (disease* or disorder* or infection* or morbidity)).af. 

22. or/15-21 

23. (women* or woman or female* or girl* or mother*).af. 

24. 22 and 23 

25. (((endometr* or fibroid* or uter* or cervi* or ovar* or vagin* or fallopian* or vulva* or gynae* or 

gyne*) adj3 (cancer* or neoplas* or carcinom* or malignan* or tumor* or tumour*)) or 

fibroids).af. 

26. ("primary care*" or "general practice" or general practitioner* or GP* or "practice nurse*").af. 

27. (primary adj1 ("health care" or healthcare)).af. 

28. (family adj1 (practi* or doctor* or physician*)).af. 

29. or/26-28 

30. 25 and 29 

31. 14 or 24 or 30 

32. ((clinician* or "care provider*" or doctor* or gp* or "general practitioner*" or "health 

professional*" or "health practitioner*" or "healthcare professional*" or "healthcare practitioner*" 

or nurs* or physician*) adj6 (attitude* or "discursive construction*" or experience* or perspective* 

or perception* or perceive* or view*)).af. 

33. ((clinician* or "care provider*" or doctor* or gp* or "general practitioner*" or "health 

professional*" or "health practitioner*" or "healthcare professional*" or "healthcare practitioner*" 

or nurs* or physician*) adj3 (bias* or communicat* or discriminat* or disrespect* or interact* or 

listen* or prejudice* or stigma*)).af. 

34. 32 or 33 

35. (experience or experiences or perspective* or qualitative).af. 

36. ((conversation* or discourse) adj2 (analys* or analytic*)).af. 

37. (ethnograph* or "audio recording" or "video recording" or "audio video recording").af. 

38. "focus group*".af. 

39. or/35-38 

40. 31 and 34 and 39 

Database: MEDLINE ALL 

Host: Ovid 

Issue: 1946 to October 29, 2021 



Date Searched: 1/11/2021 

Searcher: SB  

Hits: 775 

Strategy: 

1. endometrio*.tw. 

2. Endometriosis/ 

3. adenomy*.tw. 

4. adenomyosis/ 

5. ((menstrua* or period*) adj2 (heavy or pain*)).tw. 

6. (menstrua* adj2 (disorder* or disturbance*)).tw. 

7. exp Menstruation Disturbances/ 

8. dysmenorrh*.tw. 

9. menorrhagi*.tw. 

10. (oligomenorrh* or "oligo amenorrh*").tw. 

11. amenorrh*.tw. 

12. (premenstrua* or "pre menstrua*" or PMDD).tw. 

13. ((gynaecolog* or gynecolog* or vagina*) adj3 (bleed* or condition* or discharg* or disease* or 

dryness or pain*)).tw. 

14. Genital Diseases, Female/ 

15. (menopaus* or postmenopau* or perimenopaus* or "ovarian deficiency" or "ovarian 

insufficiency").tw. 

16. exp Menopause/ 

17. (hot adj2 (flash* or flush*)).tw. 

18. *Infertility, Female/ 

19. (polycystic adj3 ovar*).tw. 

20. polycystic ovary syndrome/ 

21. or/1-20 

22. (pain* adj3 (abdominal or back or intercourse or menstrua* or pee* or pelvi* or period* or sex* or 

stomach or tummy or urinat*)).tw. 

23. (pelvic adj3 congestion).tw. 

24. exp Pelvic Pain/ 

25. dyspareunia.tw. 

26. dyspareunia/ 

27. (constipat* or diarrhea* or diarrhoea*).tw. 

28. *constipation/ 

29. *diarrhea/ 

30. (blood* adj3 (excrement or faeces or feces or faecal or pee* or urinat* or urine)).tw. 

31. (haematuria or hematuria).tw. 



32. ((infertility or reproductive) adj2 (disease* or disorder* or infection* or morbidity)).tw. 

33. *reproductive tract infections/ 

34. or/22-33 

35. (women* or woman or female* or girl* or mother*).tw. 

36. "women’s health".kw. 

37. Women/ 

38. exp Women's Health/ 

39. Female/ not Male/ 

40. or/35-39 

41. 34 and 40 

42. ((endometr* or fibroid* or uter* or cervi* or ovar* or vagin* or fallopian* or vulva* or gynae* or 

gyne*) adj3 (cancer* or neoplas* or carcinom* or malignan* or tumor* or tumour*)).tw. 

43. fibroids.tw. 

44. exp Uterine Neoplasms/ 

45. exp Ovarian Neoplasms/ 

46. exp Fallopian Tube Neoplasms/ 

47. exp Vaginal Neoplasms/ 

48. exp Vulvar Neoplasms/ 

49. or/42-48 

50. ("primary care*" or "general practice" or general practitioner* or GP* or "practice nurse*").tw. 

51. exp Primary Health Care/ 

52. exp General Practice/ 

53. General Practitioners/ 

54. (primary adj1 ("health care" or healthcare)).tw. 

55. (family adj1 (practi* or doctor* or physician*)).tw. 

56. Family Planning Services/ 

57. or/50-56 

58. 49 and 57 

59. 21 or 41 or 58 

60. ((clinician* or "care provider*" or doctor* or gp* or "general practitioner*" or "health 

professional*" or "health practitioner*" or "healthcare professional*" or "healthcare practitioner*" 

or nurs* or physician*) adj6 (attitude* or "discursive construction*" or experience* or perspective* 

or perception* or perceive* or view*)).tw. 

61. *"Attitude of Health Personnel"/ 

62. ((clinician* or "care provider*" or doctor* or gp* or "general practitioner*" or "health 

professional*" or "health practitioner*" or "healthcare professional*" or "healthcare practitioner*" 

or nurs* or physician*) adj3 (bias* or communicat* or discriminat* or disrespect* or interact* or 

listen* or prejudice* or stigma*)).tw. 



63. Physician-Patient Relations/ 

64. Professional-Patient Relations/ 

65. or/60-64 

66. (experience or experiences or perspective* or qualitative).tw. 

67. ((conversation* or discourse) adj2 (analys* or analytic*)).tw. 

68. (ethnograph* or "audio recording" or "video recording" or "audio video recording").tw. 

69. "focus group*".tw. 

70. exp Qualitative Research/ 

71. or/66-70 

72. 59 and 65 and 71 

73. limit 72 to english language 

Database: ASSIA 

Host: ProQuest 

Issue: n/a 

Date Searched: 1/11/2021 

Searcher: SB  

Hits: 72 

Strategy: 

Search 1: 26 results 

(ti(((clinician* OR "care provider*" OR doctor* OR gp* OR "general practitioner*" OR "health professional*" 

OR "health practitioner*" OR "healthcare professional*" OR "healthcare practitioner*" OR nurs* OR 

physician*) NEAR/5 (attitude* OR "discursive construction*" OR experience* OR perspective* OR 

perception* OR perceive* OR view*))) OR ab(((clinician* OR "care provider*" OR doctor* OR gp* OR 

"general practitioner*" OR "health professional*" OR "health practitioner*" OR "healthcare professional*" 

OR "healthcare practitioner*" OR nurs* OR physician*) NEAR/5 (attitude* OR "discursive construction*" OR 

experience* OR perspective* OR perception* OR perceive* OR view*))) OR MAINSUBJECT.EXACT("Doctor-

Patient relationships")) AND (ti(experience OR experiences OR perspective* OR qualitative OR ethnograph* 

OR "audio recording" OR "video recording" OR "audio video recording" OR "focus group*" OR 

((conversation* OR discourse) NEAR/1 (analys* OR analytic*))) OR ab(experience OR experiences OR 

perspective* OR qualitative OR ethnograph* OR "audio recording" OR "video recording" OR "audio video 

recording" OR "focus group*" OR ((conversation* OR discourse) NEAR/1 (analys* OR analytic*))) OR 

MAINSUBJECT.EXACT("Qualitative research") OR MAINSUBJECT.EXACT("Qualitative analysis") OR 

MAINSUBJECT.EXACT("Qualitative methods")) AND (((endometrio* OR adenomy*or ((menstrua* OR 

period*) NEAR/2 (heavy OR pain* OR disorder* OR disturbance*)) OR dysmenorrh* OR menorrhagia OR 

oligomenorrh* OR "oligo amenorrh*" OR MAINSUBJECT.EXACT("Endometriosis") amenorrh* OR 

premenstrua* OR "pre menstrua*" OR ((gynaecolog* OR gynecolog* OR vagina*) NEAR/2 (bleed* OR 

condition* OR discharg* OR disease* OR dryness OR pain*)) OR menopaus* OR postmenopau* OR 

perimenopaus* OR (hot NEAR/1 (flash* OR flush*)) OR (polycystic NEAR/2 ovar*)) OR (endometrio* OR 



adenomy*or ((menstrua* OR period*) NEAR/2 (heavy OR pain* OR disorder* OR disturbance*)) OR 

dysmenorrh* OR menorrhagia OR oligomenorrh* OR "oligo amenorrh*" OR amenorrh* OR premenstrua* 

OR "pre menstrua*" OR ((gynaecolog* OR gynecolog* OR vagina*) NEAR/2 (bleed* OR condition* OR 

discharg* OR disease* OR dryness OR pain*)) OR menopaus* OR postmenopau* OR perimenopaus* OR (hot 

NEAR/1 (flash* OR flush*)) OR (polycystic NEAR/2 ovar*))) OR (MAINSUBJECT.EXACT("Endometriosis") OR 

MAINSUBJECT.EXACT.EXPLODE("Menstrual disorders") OR (MAINSUBJECT.EXACT ("Gynaecological 

diseases")))) 

Search 2: 32 results 

(ti(((clinician* OR "care provider*" OR doctor* OR gp* OR "general practitioner*" OR "health professional*" 

OR "health practitioner*" OR "healthcare professional*" OR "healthcare practitioner*" OR nurs* OR 

physician*) NEAR/5 (attitude* OR "discursive construction*" OR experience* OR perspective* OR 

perception* OR perceive* OR view*))) OR ab(((clinician* OR "care provider*" OR doctor* OR gp* OR 

"general practitioner*" OR "health professional*" OR "health practitioner*" OR "healthcare professional*" 

OR "healthcare practitioner*" OR nurs* OR physician*) NEAR/5 (attitude* OR "discursive construction*" OR 

experience* OR perspective* OR perception* OR perceive* OR view*))) OR MAINSUBJECT.EXACT("Doctor-

Patient relationships")) AND (ti(experience OR experiences OR perspective* OR qualitative OR ethnograph* 

OR "audio recording" OR "video recording" OR "audio video recording" OR "focus group*" OR 

((conversation* OR discourse) NEAR/1 (analys* OR analytic*))) OR ab(experience OR experiences OR 

perspective* OR qualitative OR ethnograph* OR "audio recording" OR "video recording" OR "audio video 

recording" OR "focus group*" OR ((conversation* OR discourse) NEAR/1 (analys* OR analytic*))) OR 

MAINSUBJECT.EXACT("Qualitative research") OR MAINSUBJECT.EXACT("Qualitative analysis") OR 

MAINSUBJECT.EXACT("Qualitative methods")) AND (((ti((pain* NEAR/2 (abdominal OR back OR intercourse 

OR menstrua* OR pee* OR pelvi* OR period* OR sex* OR stomach OR tummy OR urinat*)) OR (pelvic 

NEAR/2 congestion) OR dyspareunia OR constipat* OR diarrhea* OR diarrhoea* OR haematuria OR 

hematuria OR (blood NEAR/2 (excrement OR faeces OR feces OR faecel OR pee* OR urinat* OR urine)) OR 

((infertility OR reproductive) NEAR/1 (disease* OR disorder* OR infection* OR morbidity))) OR ab((pain* 

NEAR/2 (abdominal OR back OR intercourse OR menstrua* OR pee* OR pelvi* OR period* OR sex* OR 

stomach OR tummy OR urinat*)) OR (pelvic NEAR/2 congestion) OR dyspareunia OR constipat* OR 

diarrhea* OR diarrhoea* OR haematuria OR hematuria OR (blood NEAR/2 (excrement OR faeces OR feces 

OR faecel OR pee* OR urinat* OR urine)) OR ((infertility OR reproductive) NEAR/1 (disease* OR disorder* 

OR infection* OR morbidity)))) OR (MAINSUBJECT.EXACT.EXPLODE("Pelvic pain") OR 

MAINSUBJECT.EXACT("Diarrhoea") OR MAINSUBJECT.EXACT.EXPLODE("Constipation"))) AND (ti((women* 

OR woman OR female* OR girl* OR mother*)) OR ab((women* OR woman OR female* OR girl* OR 

mother*)) OR MAINSUBJECT.EXACT("Females"))) 

Search 3: 14 results 

(ti(((clinician* OR "care provider*" OR doctor* OR gp* OR "general practitioner*" OR "health professional*" 

OR "health practitioner*" OR "healthcare professional*" OR "healthcare practitioner*" OR nurs* OR 

physician*) NEAR/5 (attitude* OR "discursive construction*" OR experience* OR perspective* OR 



perception* OR perceive* OR view*))) OR ab(((clinician* OR "care provider*" OR doctor* OR gp* OR 

"general practitioner*" OR "health professional*" OR "health practitioner*" OR "healthcare professional*" 

OR "healthcare practitioner*" OR nurs* OR physician*) NEAR/5 (attitude* OR "discursive construction*" OR 

experience* OR perspective* OR perception* OR perceive* OR view*))) OR MAINSUBJECT.EXACT("Doctor-

Patient relationships")) AND ((ti(((endometr* OR fibroid* OR uter* OR cervi* OR ovar* OR vagin* OR 

fallopian* OR vulva* OR gynae* OR gyne*) NEAR/2 (cancer* OR neoplas* OR carcinom* OR malignan* OR 

tumor* OR tumour*))) OR ab(((endometr* OR fibroid OR uter* OR cervi* OR ovar* OR vagin* OR fallopian* 

OR vulva* OR gynae* OR gyne*) NEAR/2 (cancer* OR neoplas* OR carcinom* OR malignan* OR tumor* OR 

tumour*))) OR MAINSUBJECT.EXACT.EXPLODE("Gynaecological cancer")) AND (ti("primary care*" OR 

"general practice" OR general practitioner* OR GP* OR "practice nurse*" OR "primary health care" OR 

"primary healthcare" OR (family NEAR/0 (practi* OR doctor* OR physician*))) OR ab("primary care*" OR 

"general practice" OR general practitioner* OR GP* OR "practice nurse*" OR "primary health care" OR 

"primary healthcare" OR (family NEAR/0 (practi* OR doctor* OR physician*))) OR 

MAINSUBJECT.EXACT.EXPLODE("Primary health care") OR MAINSUBJECT.EXACT.EXPLODE("General 

practice"))) 

 

 

Table S1. Bibliographic database search results 

Database Hits 
Original searches 

CINAHL 531 

HMIC 35 

Embase 1269 

MEDLINE 775 

ASSIA 72 

Total records 2682 

Duplicate records 986 

Unique records 1696 

Update searches* 

Embase 275 

MEDLINE 156 

Total records 431 

Duplicate records 126 

Duplicates with previous set 70 

Unique records 235 
TOTAL UNIQUE RECORDS 1931 

*Update searches were only run in bibliographic databases which were required to retrieve the included studies retrieved 
in the original searches, as recommended in Bethel AC, Rogers M, Abbott R. Use of a search summary table to improve 
systematic review search methods, results, and efficiency. J Med Libr Assoc. 2021 Jan 1;109(1):97-106. doi: 
10.5195/jmla.2021.809. 



 

Table S2. Studies excluded at full-text with reasons for exclusion 

Study Exclude reason 

Living with advanced breast cancer hormone treatment: the nurse's perspective. Eur J 

Cancer Care (Engl) 1998;7:113-9. https://doi.org/10.1046/j.1365-2354.1998.00076.x 

Not primary care 

Understanding menorrhagia: a physician's perspective. Surgical Technologist 

2010;42:127-8. 

Study design 

Alami S, Hervouet L, Poiraudeau S, Briot K, Roux C. Barriers to Effective 

Postmenopausal Osteoporosis Treatment: A Qualitative Study of Patients' and 

Practitioners' Views. PLoS One 2016;11:e0158365. 

https://doi.org/10.1371/journal.pone.0158365 

Phenomenon of 

interest 

Allegretti A, Borkan J, Reis S, Griffiths F. Paired interviews of shared experiences 

around chronic low back pain: classic mismatch between patients and their doctors. 

Fam Pract 2010;27:676-83. https://doi.org/10.1093/fampra/cmq063 

Phenomenon of 

interest 

Angelhoff C, Grundstrom H. Supporting girls with painful menstruation - A qualitative 

study with school nurses in Sweden. Journal of pediatric nursing. 2023;68:e109-e15. 

Not primary care 

Ariss SM. Asymmetrical knowledge claims in general practice consultations with 

frequently attending patients: limitations and opportunities for patient participation. 

Soc Sci Med 2009;69:908-19. https://doi.org/10.1016/j.socscimed.2009.06.045 

Phenomenon of 

interest 

Arreskov AB, Lindell JF, Davidsen AS. General practitioner responses to concerns in 

chronic care consultations for patients with a history of cancer. J Health Psychol 2021; 

10.1177/13591053211025593:13591053211025593. 

https://doi.org/10.1177/13591053211025593 

Phenomenon of 

interest 

Ayre J, Jenkins H, McCaffery KJ, Maher CG, Hancock MJ. Physiotherapists have some 

hesitations and unmet needs regarding delivery of exercise programs for low back 

pain prevention in adults: A qualitative interview study. Musculoskeletal science & 

practice. 2022;62:102630. 

Phenomenon of 

interest 

Bekhuis E, Gol J, Burton C, Rosmalen J. Patients' descriptions of the relation between 

physical symptoms and negative emotions: a qualitative analysis of primary care 

consultations. Br J Gen Pract 2020;70:e78-e85. 

https://doi.org/10.3399/bjgp19X707369 

Phenomenon of 

interest 

Blakeman T, Macdonald W, Bower P, Gately C, Chew-Graham C. A qualitative study of 

GPs' attitudes to self-management of chronic disease. Br J Gen Pract 2006;56:407-14. 

Phenomenon of 

interest 



Cappiello JD, Boardman MB. Did I learn enough to practice? Reflections of new nurse 

practitioner graduates in providing sexual and reproductive health care. Journal of the 

American Association of Nurse Practitioners. 2021;34:109-18. 

Phenomenon of 

interest 

Chapple A. Menorrhagia: general practitioners’ and women’s perceptions of this 

condition and its treatment [PhD]. Manchester: University of Manchester; 1997. 

 

Thesis 

Copp T, Hersch J, McCaffery K, Jansen J, Doust J, Dokras A, et al. Challenges and 

uncertainties regarding polycystic ovary syndrome (PCOS) and the potential for 

overdiagnosis: Clinicians' views and experiences. BMJ Evidence-Based Medicine 

2018;23:A45. https://doi.org/http://dx.doi.org/10.1136/bmjebm-2018-111070.95 

Abstract 

Crawford SL. What you don't know can hurt you: more information and 

communication are needed regarding menopausal therapies. Menopause 

2017;24:1116-7. https://doi.org/10.1097/GME.0000000000000963 

Study design 

Cruickshank S, Hume A. The experience of providing support about menopausal 

symptoms to women with breast cancer. Eur J Oncol Nurs 2014;18:110-7. 

https://doi.org/10.1016/j.ejon.2013.08.001 

Not primary care 

Danielson EC, Mazurenko O, Andraka-Christou BT, DiIulio J, Downs SM, Hurley RW, et 

al. An Analysis of Primary Care Clinician Communication About Risk, Benefits, and 

Goals Related to Chronic Opioid Therapy. MDM Policy Pract 

2019;4:2381468319892572. https://doi.org/10.1177/2381468319892572 

Phenomenon of 

interest 

Dhatt H, Horodniceanu EG, Bayliss M, Miller K, Stroupe A, Lasch K, et al. 23rd Annual 

Conference of the International Society for Quality of Life Research. Qual Life Res 

2016;25:1-196. https://doi.org/10.1007/s11136-016-1390-7 

Abstract 

Fauconnier A, Staraci S, Huchon C, Roman H, Panel P, Descamps P. Comparison of 

patient- and physician-based descriptions of symptoms of endometriosis: a qualitative 

study. Hum Reprod 2013;28:2686-94. https://doi.org/10.1093/humrep/det310 

Not primary care 

Fredericks E. Short report: How family physicians can support discussions about 

menstrual issues. Canadian Family Physician 2014;60:e194-6. 

Not clinician 

perspective 

Grant C, Gallier L, Fahey T, Pearson N, Sarangi J. Management of menorrhagia in 

primary care-impact on referral and hysterectomy: data from the Somerset Morbidity 

Project. Journal of epidemiology and community health 2000;54:709-13. 

https://doi.org/10.1136/jech.54.9.709 

Not clinician 

perspective 



Hart A, Henwood F, Wyatt S. The role of the Internet in patient-practitioner 

relationships: findings from a qualitative research study. J Med Internet Res 

2004;6:e36. https://doi.org/10.2196/jmir.6.3.e36 

Phenomenon of 

interest 

Hinton L, Kurinczuk JJ, Ziebland S. Reassured or fobbed off? Perspectives on infertility 

consultations in primary care: a qualitative study. Br J Gen Pract 2012;62:e438-45. 

https://doi.org/10.3399/bjgp12X649133 

Phenomenon of 

interest 

Houwen J, Lucassen P, Verwiel A, Stappers HW, Assendelft WJJ, Olde Hartman TC, et 

al. Which difficulties do GPs experience in consultations with patients with 

unexplained symptoms: a qualitative study. BMC Fam Pract 2019;20:180. 

https://doi.org/10.1186/s12875-019-1049-x 

Phenomenon of 

interest 

Johansen ML, Risor MB. What is the problem with medically unexplained symptoms 

for GPs? A meta-synthesis of qualitative studies. Patient Educ Couns 2017;100:647-54. 

https://doi.org/10.1016/j.pec.2016.11.015 

Phenomenon of 

interest 

Karavadra B, Thorpe G, Morris E, Semlyen J. A grounded theory exploration of the 

delays to diagnosis of endometriosis. BJOG: An International Journal of Obstetrics and 

Gynaecology. 2022;129:25. 

Abstract 

Kitchen H, Aldhouse N, Haberland C, Schmitz H, Gater A, Gerlinger C, et al. A 

qualitative study of patient and clinician perspectives on item importance, scoring 

preferences, and clinically important differences for two patient-reported outcome 

measures: Endometriosis Symptom Diary (ESD) and Endometriosis Impact Scale (EIS). 

Qual Life Res 2018;27:1-190. https://doi.org/10.1007/s11136-018-1946-9 

Not primary care 

Kozica-Olenski SL, Garth B, Boyle JA, Vincent AJ. Menopause care delivery in the time 

of COVID-19: evaluating the acceptability of telehealth services for women with early 

and usual age menopause. Climacteric : the journal of the International Menopause 

Society. 2023;26:34-46. 

Not primary care 

Kraft PA. Perimenopause: a phenomenological study of women and health care 

providers in rural areas: WEST VIRGINIA UNIVERSITY; 1997. 

Thesis 

Kristiansson MH, Brorsson A, Wachtler C, Troein M. Pain, power and patience--a 

narrative study of general practitioners' relations with chronic pain patients. BMC 

Fam Pract 2011;12:31. https://doi.org/10.1186/1471-2296-12-31 

Phenomenon of 

interest 

Liao K, Hunter MS, White P. Beliefs about menopause of general practitioners and 

mid-aged women. Family practice 1994;11:408-12. 

Study design 

Limbacher SA, Mazanec SR, Frame JM, Connolly MC, Park S, Rosenzweig MQ. Early-

stage breast cancer menopausal symptom experience and management: exploring 

Not primary care 



medical oncology clinic visit conversations through qualitative analysis. Supportive 

care in cancer : official journal of the Multinational Association of Supportive Care in 

Cancer. 2022;30:9901-7. 

Marki G, Vasarhelyi D, Rigo A, Kalo Z, Acs N, Bokor A. Challenges of and possible 

solutions for living with endometriosis: a qualitative study. BMC women's health. 

2022;22:20. 

Not clinicians’ 

perspective 

Marzo-Castillejo M, Vela-Vallespin C, Mascort Roca J, Guiriguet Capdevila C, Codern-

Bove N, Borras JM. Health professionals' perspective about women's experiences 

during the diagnostic process of ovarian cancer in Catalonia: Qualitative study. 

Atencion Primaria. 2023;55:102619. 

Language 

May C, Allison G, Chapple A, Chew-Graham C, Dixon C, Gask L, et al. Framing the 

doctor-patient relationship in chronic illness: a comparative study of general 

practitioners' accounts. Sociol Health Illn 2004;26:135-58. 

https://doi.org/10.1111/j.1467-9566.2004.00384.x 

Duplicate 

Moran LJ, Tan Z-Q, Bayer S, Boyle JA, Robinson T, Lim SS. Perspectives of Allied Health 

Professionals on Implementation of the Lifestyle Polycystic Ovary Syndrome 

Guidelines: A Qualitative Study. Journal of the Academy of Nutrition and Dietetics. 

2022;122:1305-16. 

Not primary care 

Norton W, Mitchell H, Holloway D, Law C. The role of Endometriosis Clinical Nurse 

Specialists in British Society for Gynaecological Endoscopy registered centres: A UK 

survey of practice. Nurs Open 2020;7:1852-60. https://doi.org/10.1002/nop2.574 

Study design 

Olsson H. Nursing science in a Nordic perspective: under what conditions do the 

gynaecologist/women, midwife/women meet at a gynaecological examination? 

Scandinavian Journal of Caring Sciences 1990;4:13-5. 

Study design 

Ong BN, Hooper H. Comparing clinical and lay accounts of the diagnosis and 

treatment of back pain. Sociol Health Illn 2006;28:203-22. 

https://doi.org/10.1111/j.1467-9566.2006.00488.x 

Phenomenon of 

interest 

Rasmussen EB, Ro KI. How general practitioners understand and handle medically 

unexplained symptoms: a focus group study. BMC Fam Pract 2018;19:50. 

https://doi.org/10.1186/s12875-018-0745-2 

Phenomenon of 

interest 

Ryan GL, Lewis AM, Shinkunas LA, Lester WS, Stuart SP. “I was kind of taken aback 

because in my mind it had always been a personal and not a public health issue” – 

how physician experience and framing impacts advocacy for infertility care. Fertility 

and Sterility 2012;98:S96. https://doi.org/10.1016/j.fertnstert.2012.07.353 

Abstract 



Schall FM. Knowledge of menopause and attitude toward menopause in nurses and 

non-nurses [PhD]. Texas: Texas Woman's University; 1989. 

Thesis 

Stewart E, Fioratou E, Davey P, Szubert W, Neill C. Human factors approach to 

diagnostic and management processes of chronic pelvic pain. BJOG: An International 

Journal of Obstetrics and Gynaecology 2021;128:223. 

https://doi.org/http://dx.doi.org/10.1111/1471-0528.17-16715 

Abstract 

Stortenbeker I, Stommel W, Olde Hartman T, van Dulmen S, Das E. How General 

Practitioners Raise Psychosocial Concerns as a Potential Cause of Medically 

Unexplained Symptoms: A Conversation Analysis. Health Commun 2021; 

10.1080/10410236.2020.1864888:1-12. 

https://doi.org/10.1080/10410236.2020.1864888 

Phenomenon of 

interest 

Teede H. Is there a need to increase PCOS awareness? Human Reproduction 2017;32. Abstract 

Toye F, Seers K, Barker KL. Meta-ethnography to understand healthcare professionals' 

experience of treating adults with chronic non-malignant pain. BMJ Open 

2017;7:e018411. https://doi.org/10.1136/bmjopen-2017-018411 

Phenomenon of 

interest 

Twiddy H, Bradshaw A, Chawla R, Johnson S, Lane N. Female chronic pelvic pain: the 

journey to diagnosis and beyond. Pain Manag 2017;7:155-9. 

https://doi.org/10.2217/pmt-2016-0052 

Study design 

Wee LE, Lim LY, Koh GC-H. Two sides of the coin: A qualitative study of patient and 

provider perspectives on colorectal, breast and cervical cancer screening in a low-

income Asian community. Proceedings of Singapore Healthcare 2015;25:80-91. 

https://doi.org/10.1177/2010105815616404 

Abstract 

Zale M, Lambert E, LaNoue MD, Leader AE. Shedding light on endometriosis: Patient 

and provider perspectives on a challenging disease. Journal of Endometriosis and 

Pelvic Pain Disorders 2020;12:69-76. 

Not primary care 

 

  



 

Table S3. Characteristics of included studies 

Study Country 
setting 

Year of data 
collection 

Clinician sample 
size, n (% primary 
care)  

Type of clinicians in 
sample, n  

Gender of clinicians in 
sample, n (%) 

Patient 
gender of 
interest 

Patients 
included in 
study, Y/N 

Chronic pelvic pain        

McGowan 2010 (43) UK NR 41 (100%) GPs (21); practice nurses 
(20) 

Female: 37 (90.2%); 
Male: 4 (9.8%) 

Female; male N 

Selfe 1998 (46) UK NR NR GPs (NR); gynaecologists 
(NR) 

NR Female Y 

Endometriosis        

Bertero 2019 (30) Sweden 2013-2015 16 (37.5%) Gynaecologists (10); GPs 
(6) 

Female: 10 (62.5%); 
Males: 6 (37.5%) 

Female Y 

Bullo 2021 (31) UK NR 11 (100%) GPs (11) Female: 11 (100%) Female Y 

Dixon 2021 (28) UK 2019-2020 42 (100%) GPs (42) Female: 23 (54.8%); 
Male: 19 (45.2%) 

Female N 

Grundstrom 2016 
(40) 

Sweden 2012-2013 25 (24%) GPs (6); gynaecologists 
(10); midwives (9) 

Female: 18, 72%; Male: 
7, 28% 

Female N 

Rowe 2021 (17) Australia 2018 13 (92.3%) GPs (12); gynaecologists 
(1) 

NR Female Y 

Van der Zanden 2020 
(18) 

Netherlands 2016-2017 43 (100%) GPs (43, including GPs in 
training: 12) 

Female: 33 (76.7%); 
Male: 10 (23.3%) 

Female N 

Young 2017 (19) Australia 2014 12 (33.3%) GPs (4); gynaecologists 
(8) 

Female: 8 (66.7%); Male 
4 (33.3%) 

Female N 

Young 2019 (47) Australia 2014 12 (33.3%) GPs (4); gynaecologists 
(8) 

Female: 8 (66.7%); Male 
4 (33.3%) 

Female N 

Infertility disease        

Fernandes 2020 (39) Norway 2019 13 (38.5%) GPs (5); gynaecologists 
(8) 

Female: 10 (76.9%); 
Male: 3 (23.1%)  

Female N 

Menopause        

Bush 2007 (32) USA 2005 22 (50%) Family practice/internal 
medicine (11); obstetrics 
and gynaecology (11) 

Female: 17 (77.3%); 
Male: 5 (22.7%) 

Female N 

Davis 2021 (15) Australia NR 30 (66.7%) GPs (10); gynaecologists 
(10); Pharmacists (10) 

Female: 15 (50%); Male: 
15 (50%) 

Female N 



 

Study Country 
setting 

Year of data 
collection 

Clinician sample 
size, n (% primary 
care)  

Type of clinicians in 
sample, n  

Gender of clinicians in 
sample, n (%) 

Patient 
gender of 
interest 

Patients 
included in 
study, Y/N 

DePree 2023 (37) USA 2022 20 (50%) Primary care physicians 
(10); gynaecologists (10) 

Female: 9 (45%); Male: 
11 (55%) 

Female N 

Esposito 2005 (38) USA 1999-2000 6 (100%) Nurse practitioners (5); 
physicians (1) 

NR Female*  Y* 

MacLellan 2023 (16) UK 2022 46 (100%) GPs (31); practice nurse 
(9); pharmacist, 
paramedic, associate (6) 

Female: 41 (89.13%); 
Male: 5 (10.87%) 

Female Y*** 

Nekhlyudov 2009 
(44) 

USA 2005 22 (50%) Internist/family 
practitioner (11); 
gynaecologist (11) 

Female: 17 (77.3%); 
Male: 5 (22.7%) 

Female Y 

Menorrhagia        

Chapple 1998 (33) UK 1995-1996 50 (100%) GPs (50) Female: 16, 32%; Male: 
34, 68% 

Female** N 

Chapple 2001 (34) UK 1995-1996 73 (100%) GPs (73) Female: 28, 38.4%;  
Male: 45, 61.6% 

Female** N 

May 2004 (42) a UK 1995-1996b 65 (100%)c GPs (65)c NR NRd N 

Menstrual disorders        

O’Flynn 2004 (45) UK 2000-2001 21 (100%) GPs (13); nurses (7); 
community 
gynaecologist (1) 

Female: 13 (61.9%); 
Male: 8 (38.1%) 

Female N 

PCOS        

Arasu 2019 (29) Australia NR 15 (100%) GPs (15) Female: 11 (74%); Male: 
4 (26%) 

Female N 

Copp 2020 (36) Australia 2017-2018 36 (41.7%) GPs (15); gynaecologists 
(10); endocrinologists 
(11) 

Female: 26 (72.2%);  
Male: 10 (27.8%) 

Female N 

Copp 2021 (35) Australia 2017-2018 36 (41.7%) GPs (15); gynaecologists 
(10); endocrinologists 
(11) 

Female: 26 (72.2%);  
Male: 10 (27.8%) 

Female Y 

PMS        

Labots-Vogelsang 
2021 (41) 

Netherlands 2017 27 (100%) GPs (27) Female: 17, (63%); 10 
(37%) 

Female N 



 

Abbreviations: HRT=hormone replacement therapy; GP=general practitioner; NR=not reported; PCOS=polycystic ovary syndrome; 

Key: *=ethnic minority population, specifically, immigrant Spanish speaking Hispanic population in New York; **=ethnic minority population, specifically, South Asian population in North 

West of UK; ***=UK ethnic minority patient population used to sense check data but not included as participants in qualitative data collection.  

Footnotes: a May 2004 is secondary analysis of four primary studies reporting data on menorrhagia, chronic pelvic pain, depression and medically unexplained symptoms. Only the study on 

menorrhagia contains data which is eligible for inclusion in this review; b Dates of data collection for source paper with data on menorrhagia in secondary analysis; c Inclusive of clinicians in all 

four studies in the secondary analysis; d Patient gender not reported but conditions in secondary analysis are not gender specific, so likely to be female and male. 

  



 

Table S4. Quality appraisal using adapted version of Wallace checklist 

Fi
rs

t 
au

th
o

r 
d

at
e

 

1
. I

s 
th

e
 r

e
se

ar
ch

 q
u

e
st

io
n

 c
le

a
r?

  

2
. I

s 
th

e
 t

h
e

o
re

ti
ca

l o
r 

id
e

o
lo

gi
ca

l 

p
e

rs
p

e
ct

iv
e

 o
f 

th
e

 a
u

th
o

r 
(o

r 
fu

n
d

e
r)

 

e
xp

lic
it

? 

2
b

. H
as

 t
h

is
 in

fl
u

e
n

ce
d

 t
h

e
 s

tu
d

y 

d
e

si
gn

, m
e

th
o

d
s 

o
r 

re
se

ar
ch

 f
in

d
in

gs
? 

3
. I

s 
th

e
 s

tu
d

y 
d

e
si

gn
 a

p
p

ro
p

ri
at

e
 t

o
 

an
sw

e
r 

th
e

 q
u

e
st

io
n

? 
 

4
. I

s 
th

e
 c

o
n

te
xt

 o
r 

se
tt

in
g 

a
d

e
q

u
a

te
ly

 

d
e

sc
ri

b
e

d
? 

5
. I

s 
th

e
 s

am
p

le
 a

d
e

q
u

at
e

 t
o

 e
xp

lo
re

 

th
e

 r
an

ge
 o

f 
su

b
je

ct
s 

an
d

 s
e

tt
in

gs
, 

an
d

 h
as

 it
 b

e
e

n
 d

ra
w

n
 f

ro
m

 a
n

 

ap
p

ro
p

ri
at

e
 p

o
p

u
la

ti
o

n
? 

6
. W

as
 t

h
e

 d
at

a 
co

lle
ct

io
n

 a
d

e
q

u
a

te
ly

 

d
e

sc
ri

b
e

d
? 

7
. W

as
 d

at
a 

co
lle

ct
io

n
 r

ig
o

ro
u

sl
y 

co
n

d
u

ct
e

d
 t

o
 e

n
su

re
 c

o
n

fi
d

e
n

ce
 in

 t
h

e
 

fi
n

d
in

gs
? 

8
. W

as
 t

h
e

re
 e

vi
d

e
n

ce
 t

h
at

 t
h

e
 d

at
a 

an
al

ys
is

 w
as

 r
ig

o
ro

u
sl

y 
co

n
d

u
ct

e
d

 t
o

 

e
n

su
re

 c
o

n
fi

d
e

n
ce

 in
 t

h
e

 f
in

d
in

gs
? 

9
. A

re
 t

h
e

 f
in

d
in

gs
 s

u
b

st
an

ti
a

te
d

 b
y 

th
e

 d
a

ta
? 

 

1
0

. H
as

 c
o

n
si

d
e

ra
ti

o
n

 b
e

e
n

 g
iv

e
n

 t
o

 

an
y 

lim
it

a
ti

o
n

s 
o

f 
th

e
 m

e
th

o
d

s 
o

r 

d
at

a 
th

at
 m

ay
 h

av
e

 a
ff

e
ct

e
d

 t
h

e
 

re
su

lt
s?

 

1
1

. D
o

 a
n

y 
cl

a
im

s 
to

 g
e

n
e

ra
lis

a
b

ili
ty

 

fo
llo

w
 lo

gi
ca

lly
 a

n
d

 t
h

e
o

re
ti

ca
lly

 f
ro

m
 

th
e

 d
a

ta
? 

1
2

. H
av

e
 e

th
ic

al
 is

su
e

s 
b

e
e

n
 

ad
d

re
ss

e
d

 a
n

d
 c

o
n

fi
d

e
n

ti
al

it
y 

re
sp

e
ct

e
d

? 

Arasu 2019 (29) Y N CT Y Y Y Y Y Y Y Y Y Y 

Bertero 2019 (30) Y N CT Y Y Y Y Y Y Y N N Y 

Bullo 2021 (31) Y N CT Y Y Y Y Y Y Y Y Y Y 

Bush 2007 (32) Y N CT Y Y CT Y Y Y Y Y CT Y 

Chapple 1998 (33) Y N CT Y Y Y Y Y N Y N Y N 

Chapple 2001 (34) Y N CT Y Y Y Y Y Y Y N Y N 

Copp 2020 (45) Y N CT Y Y Y Y Y Y Y Y Y Y 

Copp 2021 (36) Y N CT Y Y Y Y Y Y Y Y Y Y 

Davis 2021 (15) Y N CT Y Y Y Y Y Y N N N Y 

DePree 2023 (37) Y N CT Y Y Y Y N N CT Y Y N 

Dixon 2021 (28) Y N CT Y Y Y Y Y CT Y Y Y Y 

Esposito 2004 (38) Y N CT Y Y N Y Y Y Y N Y Y 
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Grundstrom 2016 (40) Y N CT Y Y Y Y Y Y Y N Y Y 
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(41)  

Y N CT Y Y Y Y Y Y Y Y Y Y 

MacLellan 2023 (16) Y N CT Y Y Y Y Y Y Y Y Y Y 

May 2004 (42)  Y Y Y Y Y Y Y Y Y Y N Y CT 
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McGowan 2010 (43)  Y N CT Y Y Y Y Y Y Y Y Y Y 

Nekhlyudov 2009 (44) Y N CT Y Y Y Y Y Y Y Y Y Y 

O'Flynn 2004 (45) Y N CT Y Y Y Y Y Y Y Y Y Y 

Rowe 2021 (17) Y N CT Y Y Y Y Y CT Y N Y Y 

Selfe 1998 (46) Y N CT Y Y N Y Y CT Y N Y Y 

van der Zanden 2020 
(18)  

Y N CT Y Y Y Y Y Y Y Y Y Y 

Young 2017 (19)  Y N CT Y Y Y Y Y Y CT N N Y 

Young 2019 (47) Y Y  Y  Y Y Y  Y Y Y Y N Y Y 

 

  



 

Table S5. Themes 1-4, subthemes, descriptions and supporting studies 

 Themes and subthemes* 
(supporting studies, n) 

Descriptions and supporting quotations Supporting studies 

1. Individual clinician level   
1.1 Clinician preference for women to 

come to clinics prepared (n=1) 
Primary care clinicians preferred patients who were well-informed, and communicated 
openly and clearly. It was considered harder to work with patients who presented with 
symptoms without articulating how they wanted the clinician to help them. 

Espostio 2005 (38)  

1.2 Clinician's role in validating there is a 
problem and providing a solution 
(n=4) 

Primary care clinicians perceived that they should determine whether a patient has a 
condition and what course of action to take. Young et al. described how clinicians held 
this view “despite uncertainty when an answer based in medical science knowledge was 
not readily available” (R) (47). Determination to be the validator of a medical problem 
was interpreted by researchers as exacerbating a sense of power divide between the 
clinician and patient, and threatening the collaborative aspect of clinician-patient 
interaction (19, 47). 

Chapple 2001 (34); Rowe 
2021 (17); Young 2017 (19); 
Young 2019 (47) 

1.3 Concern about investigation required 
for diagnosis (n=4) 

Clinicians reported that potential adverse effects of invasive procedures, such as pain 
and adhesions, meant they would only consider referral if there was a high probability 
of risk from a condition. This was especially the case with younger women, where the 
emphasis was more on symptom management than using invasive procedures to 
diagnose a condition: “the last thing I’d want to see is every 15-year-old who has a bit 
of pain having a laparoscopy” (P) (17). 

Bertero 2019 (30); Dixon 
2021 (28); Rowe 2021 (17); 
van der Zanden 2020 (18) 

1.4. Importance of motivating patients to 
make lifestyle changes (n=2) 

Primary care clinicians recognised that lifestyle changes were required or helpful for 
managing some gynaecological conditions and symptoms, and it was considered 
challenging but important to motivate patients to make these changes: “I think that’s 
where motivational interviewing comes in, and that’s a skill that GPs often do have, 
which is a way of discussing with patients, and eliciting their own motivation for 
activity” (P) (29). 

Arasu 2019 (29); Bush 2007 
(32) 

1.5 Infrequent clinical exposure to 
menstrual problems or gynaecology 
(n=4) 
 

Primary care clinicians sometimes reported limited exposure to gynaecological 
conditions. This was more prevalent amongst male than female clinicians due to patient 
preference to see female clinicians, and meant that male clinicians were relatively 
unfamiliar with diagnosis and management strategies: “I think there are some things 
that women don’t want to discuss with me being a male doctor, a younger, male 
doctor….I certainly would say that I would see less women complaining of symptoms 
than my female colleagues would…” (P) (15). 

Chapple 1998 (33); Davis 
2021 (15); Dixon 2021 (28); 
van der Zandern 2020 (18) 



 

1.6 Lacking knowledge or awareness of 
gynaecological conditions and 
secondary care options (n=7) 

Primary care clinicians recognised that they lacked knowledge of gynaecological 
conditions and symptoms, as well as a lack of awareness of guidance to help inform 
diagnosis and management. For example, one participant said that “endometriosis is 
really not well understood not even by many GPs … so actually we make some mistakes 
and [it’s an] ongoing learning experience” (P) (17). 

Bush 2007 (32); Copp 2021 
(35); Dixon 2021 (28); 
MacLellan 2023 (16); O’Flynn 
2004 (45); Rowe 2021 (17); 
van der Zandern 2020 (18); 
Young 2017 (19) 

1.7. May not feel diagnosis needed if 
adequate symptom control achieved 
(n=4) 

Some primary care clinicians considered that referral to secondary care for diagnosis 
was not necessary if symptom control could be achieved through treatment options in 
primary care. They perceived that some women did not want to be referred to 
secondary care, which added weight to their view that controlling symptoms in primary 
care settings was the best outcome for some patients. 

Dixon 2021 (28); Grundstrom 
2016 (40); Labots-
Vogelesang 2021 (41); Rowe 
2021 (17) 

1.8. Not wanting to give patients a ‘label’ 
too early (n=5) 
 

Concerns were raised by some primary care clinicians about giving a diagnosis too early, 
particularly for conditions which are hard to diagnose definitively. They perceived that a 
diagnosis could cause the patient to worry about their condition without providing any 
benefit, particularly if the treatment for symptoms was the same with or without a 
diagnosis, or if the symptoms were mild (36): “We just have to be very cautious in 
labelling them with conditions that are going to stay with them for a long time if there’s 
any level of uncertainty” (P) (36). 

Bertero 2019 (30); Copp 
2020 (36); Dixon 2021 (28); 
van der Zander (18); Young 
2019 (47) 

1.9 Nurses refer back to GP if they do not 
have a solution (n=1) 

Practice nurses did not perceive their role as including referral to secondary care, and 
would thus refer patients to GPs within their practice setting if they suspected they 
needed more specialist help.  

McGowan 2010 (43) 

1.10 Option to refer patients to secondary 
care is sometimes used if primary care 
clinicians have exhausted all other 
courses of action, AKA “simple 
disposal” (n=2) 

If primary care clinicians are unable to find an effective way to manage symptoms they 
may refer to secondary care in the absence of knowing what else to do. In one study 
this was described as “simple disposal” or “organisational disposal”, which described 
how the burden of finding a suitable treatment plan was moved elsewhere (42).  

May 2004 (42); McGowan 
2010 (43) 

1.11 Recognising the need to sensitively 
communicate about potential 
sequelae (n=2) 
 

Primary care clinicians struggled to communicate the likelihood of fertility issues 
associated with some gynaecological conditions without patients assuming a worst case 
scenario: “Often they believe they’re infertile. They believe they can’t have babies so 
they might take unnecessary risks in terms of contraception” (P) (36). 

Copp 2020 (36); Young 2017 
(19) 

1.12 Reluctance for referral because of lack 
of gain perceived (n=5) 
 

Primary care clinicians worried that referral to secondary care could lead to extensive 
investigations which did not find anything conclusive (43): “I would always try and keep 
them out of gynaecology because I find that once I’ve referred them to gynaecology it’s 
a gravy train…and they get pushed from this investigation to that investigation to the 
other investigation” (P) (43). They also had experience of women being discharged from 
secondary care where a medical specialist had chosen to focus on symptom control 

Copp 2021 (35); Copp 2020 
(36); Dixon 2021 (28); 
McGowan 2010 (43); van der 
Zanden 2020 (18) 



 

rather than investigation, which is something that the primary care clinician felt they 
could have done themselves (28). 

1.13. Treating women with empathy and 
respect (n=10) 

Primary care clinicians recognised the importance of empathising with how women 
feel. For example, one participant noted the importance of “confirm[ing] emotional 
expressions [from women patients] with emotional responses, meaning that I can hear 
or observe that you are upset” (P) (30). ‘Respecting’ patients meant discussing 
symptoms and conditions in an open manner which was not dismissive of women’s 
ability to understand potential diagnoses and management. They believed that this 
built up a rapport with patients and incorporated the patients’ perspective as an 
“expert on their own body” in collaborative decision making (R) (17). 

Bertero 2019 (30); Copp 
2020 (36); Davis 2021 (15); 
Dixon 2021 (28); Grundstrom 
2016 (40); Labots-
Vogelesang 2021 (41); May 
2004 (42); McGowan 2010 
(43); Rowe 2021 (17); Sefle 
1998 (46) 

1.14 Understanding psychosocial impacts 
of gynaecological conditions (n=13) 
 

Primary care clinicians recognised a need for an holistic approach to patient care, and 
showing an understanding of the psychological and social effects of a condition as well 
as the physiological effects. Bertero et al. described how a psychosocial approach 
involved a combination of “physiological, psychological, social, sexual and spiritual 
aspects, meaning that the female body was not treated as biomedical defect object, but 
rather as a part of the unity that constitutes a human being” (R) (30).  

Bertero 2019 (30); Chapple 
1998 (33); Copp 2020 (36); 
Davis 2021 (15); DePree 2023 
(37); Dixon 2021 (28); 
Fernandes 2020 (39); 
Grundstrom 2016 (40); 
Labots-Vogelesang 2021 
(41); May 2004 (42); 
McGowan 2010 (43); Rowe 
2021 (17); Selfe 1998 (46); 
Young 2017 (19) 

1.15 Using women’s subjective awareness 
of what is normal and abnormal to 
inform decision making (n=10) 
 

Primary care clinicians described how they take into account women’s perceptions of 
what is normal or abnormal pain or bleeding. For example, one participant noted that 
“most women know when they are in too much pain for it to be ‘normal’” (P) (17) and 
that clinicians should “listen to women and believe women when they say there’s a 
problem” (P) (17). Abnormal pain was characterised as enough difference to interfere 
with patients’ daily living (40). 

Bertero 2019 (30); Bullo 
2021 (31); Chapple 1998 
(33); Chapple 2001 (34); 
Grundstrom 2016 (40); May 
2004 (42); McGowan 2010 
(43); O’Flynn 2004 (45); 
Rowe 2021 (17); Young 2019 
(47) 

1.16 Viewing women as 'good' or 
'bad/challenging' according to 
whether they follow clinician advice 
(n=3) 
 

Some primary care clinicians assumed that their perspective was more important than 
the patient perspective. If a patient challenged such a clinician, these patients were 
referred to as “bad” or “challenging” rather than having a legitimate point of view (47). 
This was sometimes linked to “infantilising” of female patients, including using language 
such as “girls” rather than “women”, and was more common amongst male than 
female clinicians (47). 

O’Flynn 2004 (45); Young 
2017 (19); Young 2019 (47) 



 

1.17 Women who present with wide 
spectrum of complaints were more 
often considered as somatising and 
not referred (n=2) 

Primary care clinicians sometimes found it challenging to deal with patients with a wide 
range of symptoms and/or what they perceived to be an exaggerated sense of the 
severity of their symptoms. Such patents would sometimes become labelled as 
somatising, which could mean that they were not taken seriously. 

Rowe 2021 (17); van der 
Zanden 2020 (18) 

1.18 Young women less likely to be 
considered for pathological condition 
(n=5) 
 

Primary care clinicians were unlikely to consider a diagnosis of endometriosis or PCOS 
for adolescent women. They preferred to manage symptoms without applying the label 
of a chronic disease, as this was considered to be particularly unhelpful for young 
women, for example, a cause of anxiety (36). Clinicians noted that unless a condition 
was serious, there was no benefit in a diagnosis if the treatment for symptoms was the 
same irrespective of the diagnosis. 

Copp 2020 (36); Dixon 2021 
(28); O’Flynn 2004 (45); 
Rowe 2021 (17); van der 
Zanden 2020 (18) 

2. Structural and organisational factors   
2.1 Doctors don’t always take full 

responsibility because they don’t 
think women’s health issues are their 
remit (n=1) 

Primary care clinicians perceived that patients were moved around between medical 
specialities rather than someone taking responsibility for investigating and diagnosing a 
condition themselves: “… many of the issues the women bring forward are not always 
defined under a specialty. Therefore few doctors take full responsibility for the 
diagnosis….[Women] often have to seek several medical professionals and feel like it is 
a fight to be believed” (P) (39). 

Fernandes 2020 (39) 

2.2 Limited education for primary care 
clinical team (n=6) 
 

Primary care clinicians noted that they did not receive much training on women’s 
health issues during their professional education or during ongoing training. For 
example, one participant noted that, “despite doing several courses related to women’s 
health”, she had had no training on chronic pelvic pain: “[A] huge gap, bearing in mind 
that I trained in 1980s...I’ve been on quite a few [training courses] and if it was an issue, 
it certainly should be introduced perhaps in the Cytology Module, ‘cos that’s an ideal 
opportunity” (P) (43). Another participant noted that clinicians “don’t have the 
knowledge to recognize pain as a symptom of something bigger; education of the GPs is 
really important…” (P) (17). Limited education was raised as an issue for specific 
conditions (e.g. menopause, chronic pelvic pain, endometriosis) as well as generally for 
women’s health issues (15). 

Davis 2021 (15); Dixon 2021 
(28); Grundstrom 2016 (40); 
McGowan 2010 (43); Rowe 
2021 (17); van der Zanden 
2020 (18) 

2.3 Long delays and limited access to 
secondary care (n=4) 
 

Primary care clinicians perceived that there were delays and limited access to services 
in secondary care, and that this impacted on decision making about referrals to 
secondary care. Delays could be worse outside of large cities and towns: “There are 
huge barriers in terms of regional areas…some of the places if I’m referring 
to see a dietitian…it may be three-plus months before they could potentially get into 
see somebody” (P) (29). 

Arasu 2019 (29); Chapple 
1998 (33); Dixon 2021 (28); 
Rowe 2021 (17) 

2.4 Pressure to reduce referrals (n=1) 
 

There was a perceived pressure to reduce referrals, which could cause conditions to go 
undiagnosed. 

Dixon 2021 (28) 



 

2.5 Recognition of the importance of a 
multi-disciplinary approach (n=5) 
 

Primary care clinicians considered that a collaborative approach to working with other 
clinical specialists could improve the level of care that a patient receives. This included 
working closely with gynaecologists to understand when it was appropriate for patients 
to be referred for investigation (18), and working closely with dieticians, nurses, 
midwives, physiotherapists and counsellors to develop more holistic approaches to care 
(29, 30). 

Bertero 2019 (30); Copp 
2020 (36); Grundstrom 2016 
(40); Rowe 2021 (17); van 
der Zanden 2020 (18) 

2.6 Recognition that continuity of care is 
important (n=4) 
 

Primary care clinicians recognised that continuity of care was important in order to 
build a rapport with patients, and so that patients felt that they could trust them and 
have confidence in them. For example, one participant said “I think continuity is 
important, that we learn how to take care of our patients in a way that make them feel 
secure in some way” (P) (40). Where continuity of care was not achieved, clinicians felt 
that they could not provide the optimal level of care. Continuity required that care was 
provided by a sole clinician wherever possible, with an understanding of previous 
treatments, side effects and a patient’s stage in life. Clinicians also made the specific 
point that continuity of care was important if they were trialling a course of treatment, 
in order to assess its effectiveness (28).  

Bertero 2019 (30) Dixon 
2021 (28); Esposito 2005 
(38); Grundstrom 2016 (40); 
MacLellan 2023 (16) 

2.7 Unmanageable primary care doctor 
workload (n=7) 
 

Primary care clinicians perceived that high levels of GP workload sometimes prevented 
them from doing more than the minimum required for their patients: ““I do my best, 
but obviously I can’t spend a lot of time…I just outline, in general, what they have to 
do” (P) (29). Short consultation times were often referred to in this context. This 
subtheme was identified in studies that contained GPs, and also nurse practitioners and 
pharmacists in primary care settings. As data was not disaggregated it is not clear if the 
subtheme relates solely to GPs or also to these other primary care practitioners.  

Arasu 2019 (29); Chapple 
2001 (34); Davis 2021 (15); 
Dixon 2021 (28); Esposito 
2005 (38); MacLellan 2023 
(16); Selfe 1998 (46); Young 
2017 (19) 

3. Community and external factors   
3.1 Cultural beliefs of patients should be 

taken into account but stereotyping of 
minority groups by clinicians is 
unhelpful (n=2) 
 

Primary care clinicians described how an awareness of cultural beliefs of patients can 
improve the patient-clinician interaction. For example, it could help in the 
understanding of stigma or embarrassment that a patient might feel, and in particular 
could help in the understanding of when a patient might feel uncomfortable discussing 
an issue with a male clinician (33). However, it was also noted that primary care 
clinicians should be careful not to rely on stereotypes of minority groups when gauging 
how to interact with patients (38). 

Chapple 1998 (33); Esposito 
2005 (38); MacLellan 2023 
(16) 

3.2 External factors can lead to faster 
referral (n=2) 
 

Primary care clinicians described factors that led to faster referral, even if symptoms 
were similar to symptoms of patients not referred. These included where 
communication was difficult, for example, one participant said “Well I think I refer 
migrants more easily, because I find the conversation more difficult” (P) (18). If a 
patient was unwilling to speak to male clinicians and there were known female 

Chapple 1998 (33); van der 
Zanden (18) 



 

clinicians in secondary care settings, this could also lead to faster referral. Patients were 
also more likely to be referred if they were assertive and came to consultations 
prepared with relevant information. Referral was also faster if fertility concerns were 
raised by the patient. 

3.3. Normalisation of symptoms in wider 
society and amongst clinicians (n=6) 
 

Primary care clinicians perceived that symptoms of gynaecological conditions, including 
pain and heavy menstrual bleeding, are not always recognised by patients as outside of 
the normal range. For example, one participant thought that women with severe pain 
sometimes think “it’s just pain, … it’s just ‘I’m a woman and I have to put up with it’” 
(17). This was sometimes perceived as widely misunderstood amongst women (47), but 
was also perceived to be a misunderstanding that is specific to minority groups with 
different cultural understandings of gynaecological issues (16, 33, 38).  

Chapple 1998 (33); DePree 
2023 (37); Dixon 2021 (28); 
Esposito 2005 (38); 
Grundstrom 2016 (40); 
MacLellan 2023 (16); Rowe 
2021 (17); Young 2019 (47) 

3.4 Stigma or embarrassment of 
menstrual conditions and symptoms 
amongst patients (n=8) 

Primary care clinicians perceived that there is stigma and embarrassment about 
menstrual conditions and symptoms. This can include cultural stigma surrounding 
menstruation and embarrassment about visible signs of bleeding. Specific reference 
was made to “[t]aboo and shame about women’s reproductive organs in diverse 
cultural communities [which] can contribute to later presentation” (R) (17). Studies also 
described embarrassment about painful bowel movements, and pain with sexual 
intercourse.  

Bullo 2021 (31); Chapple 
1998 (33); Chapple 2001 
(34); Davis 2021 (15); Dixon 
2021 (28); Fernandes 2020 
(39); Rowe 2021 (17); van 
der Zanden 2020 (18) 

3.5 Web-based sources of accurate 
information are needed to correct 
misinformation which is a cause of 
anxiety and mistaken beliefs amongst 
patients (n=6)  

Primary care clinicians noted that there was a preponderance of online misinformation 
about gynaecological conditions which was a cause of anxiety and mistaken beliefs that 
were hard to challenge (19, 36). For example, one participant said “I mean there’s so 
much rubbish on the internet. Like any condition, it makes people vulnerable to a whole 
lot of proposed treatments that are not evidence based or validated” (35). They said 
that they would find it helpful to be able to signpost patients to reliable sources of 
online information (17, 28). 

Bertero 2019 (30); Copp 
2021 (35); Copp 2020 (36); 
Dixon 2021 (28); MacLellan 
2023 (16); Rowe 2021 (17) 
Young 2017 (19) 

3.6. Women’s health is underfunded and 
not seen as a priority for research 
(n=2) 
 

Large parts of women’s health were perceived as underfunded, with only maternity 
care receiving sufficient or more than sufficient funding to provide appropriate care. It 
was noted in a study of Norwegian clinicians that funding was provided based on 
interventions, which did not reward some areas of women’s health (39). 

Dixon 2021 (28); Fernandes 
2020 (39) 

4. Factors related to multiple conditions   
4.1. Gynaecological conditions can be 

difficult to definitively diagnose (n=9) 
 

Primary care clinicians reported that some gynaecological conditions are difficult to 
definitively diagnose. Van der Zanden et al. described how “[w]hen GPs are consulted 
by women with dysmenorrhoea or other complaints related to the menstrual cycle, 
they find it difficult to differentiate between physiological discomfort and pathological 
conditions like endometriosis” (R) (18). This sometimes means that patients are 
required to make multiple visits to see a clinician in order for the clinician to assess the 

Bertero 2019 (30); Bullo 
2021 (31); Copp 2020 (36); 
Dixon 2021 (28); Fernandes 
2020 (39); McGowan 
2010(43); O’Flynn 2004 (45); 



 

patients’ symptoms over time, and to consider whether symptoms can be managed 
without a referral or diagnosis. Definitive diagnosis may require a referral, potentially 
including an invasive procedure.  

van der Zanden 2020 (18); 
Young 2017 (19) 

4.2. Lack of GP guidance (n=4) 
 

GPs considered that there is a lack of guidelines on diagnosing and managing 
gynaecological conditions and symptoms. Even where guidelines do exist, they still do 
not sufficiently help primary care clinicians with patient care. For example, in discussion 
of menstrual symptoms, O’Flynn described how participants said that guidance “did not 
provide enough information with which to judge normality” including “lack of 
acknowledgement of the possible variability of cycles, and the poor predictive power of 
symptoms” (R) (45). 

Bush 2007 (32); Chapple 
2001 (34); O’Flynn 2004 (45) 
van der Zanden 2010 (18) 

4.3. Medicalisation of social 
phenomena/not believing there to be 
a physical issue (n=7) 
 

Primary care clinicians considered that symptoms associated with gynaecological 
conditions could arise due to psychological issues rather than physical issues, in 
particular, symptoms of endometriosis and chronic pelvic pain.(19, 43, 47) Uncertainty 
was expressed regarding whether some gynaecological conditions should be classified 
as medical issues or societal problems or trends. For example, it was suggested that 
symptoms of PCOS could be caused by obesity (36), and that PMS was a label that came 
in and out of “fashion” (41). 

Copp 2020 (36); Labots-
Vogelesang 2021 (41); 
McGowan 2010 (43); Rowe 
2021 (17); Selfe 1998 (46); 
Young 2017 (19); Young 2019 
(47) 

4.4. Need to follow a diagnostic hierarchy 
and exclude ‘red flags’ first (n=8) 
 

Primary care clinicians may seek to exclude the most serious and acute conditions 
before considering less serious or time sensitive conditions. This includes excluding 
trauma and abuse, and cancer in older women. Once more serious conditions had been 
excluded, clinicians’ sense of urgency for a diagnosis was reduced if the symptoms were 
not severe.  

Copp 2020 (36); Dixon 2021 
(28); Esposito 2005 (38); 
Grundstrom 2016 (40); 
McGowan 2010 (43); Rowe 
2021 (17); Selfe 1998 (46); 
van der Zanden 2020 (18) 

4.5. Risk of over diagnosis (n=3)  
 

Primary care clinicians noted that test results should be treated with caution, and that 
more than one type of test might be required to make a diagnosis, or that wider 
contextual factors might be relevant to consider. An incorrect diagnosis of a 
gynaecological condition can take a long time to correct and lead to years of not 
treating the real cause of symptoms.  

Copp 2021 (35); Copp 2020 
(36); McGowan 2010 (43) 

4.6. Trying but not succeeding to find 
solutions for patients who are 
dissatisfied with care (n=4) 

Primary care clinicians reported struggling to find solutions for patients who were 
dissatisfied with the level of care they had received for their condition or symptoms. 

McGowan 2010 (43); Rowe 
2021 (17); Selfe 1998 (46); 
Young 2016 (47) 

    
*Themes are in bold text, subthemes are in normal text. 

Abbreviations: R=researcher quotation; P=participant quotation



 

Table S6. Themes relevant to specific conditions (5-10), subthemes, descriptions and supporting studies  

 Themes and subthemes 

(supporting studies, n) 

Descriptions Supporting studies 

5. Endometriosis   

5.1. Disease impacts can be variable and 

unpredictable (n=2) 

The variability and unpredictability of disease impacts make endometriosis difficult to 

diagnose. Primary care clinicians found it challenging to explain these uncertainties to 

patients who were anxious about the disease and potential impacts.   

Dixon 2021 (28); Young 

2017 (19) 

6. PCOS   

6.1. Patients reluctant to accept no quick 

fix (n=2) 

Where lifestyle changes were recommended to patients to help manage symptoms of 

PCOS, primary care clinicians perceived that patients were reluctant to accept that other, 

less demanding ways of managing symptoms were not available. 

Arasu 2019 (29); Copp 2021 

(35) 

6.2. Too much guidance (n=1) Primary care clinicians considered that there were an abundance of conditions, both 

gynaecological and non-gynaecological, that potentially fell within their remit, and that 

keeping up with guidance was not feasible within the time and resource constraints of 

primary care practice. 

Arasu 2019 (29) 

7. Menopause   

7.1. Concerns about long term HRT (n=2) Primary care clinicians expressed concern about long term HRT use, particularly for 

patients at risk of breast cancer. They want to see alternative treatments become 

available.  

Bush 2007 (32); DePree 

2023 (37); Nekhlyudov 

2009 (44) 

8. Menorrhagia   

8.1 Differences in how male and female 

GPs interact with patients (n=2) 

Female primary care doctors were described as more adept than male primary care 

doctors at combining in-depth exploration of patients’ experiences with clinical 

judgement about the abnormality of heavy menstrual bleeding. In comparison, some 

male GPs relied solely on patients’ experience of blood loss, feeling ill-equipped to do 

anything else.  

Chapple 2001 (34); O'Flynn, 

2004 (45) 

9. Chronic pelvic pain   



 

9.1. CPP is a new label for pre-existing 

conditions (n=1) 

Primary care clinicians questioned whether CPP could be a considered a diagnosis, or 

whether it is a symptom of something else. 

McGowan 2010 (43) 

9.2. Disengagement of dissatisfied 

patients (n=1) 

Primary care clinicians expressed the view that some women patients turn to alternative 

medicines when they are unable to advise on managing symptoms.  

McGowan 2010 (43) 

9.3. Provisional diagnostic label keeps 

patients happy by validating their 

symptoms (n=1) 

Primary care clinicians perceived that a provisional diagnostic label of CPP could be 

helpful for patients to feel that their symptoms were recognised as a medical problem. 

Selfe 1998 (46) 

9.4. Uncomfortable talking about 

symptoms that cannot be explained in 

biomedical terms (nurses) / 

Perception of doctors that nurses do 

not know how to deal with patients 

with somatisation (n=1) 

Primary care doctors perceived that practice nurses did not have the skills to deal with 

patients who might be somatising. In confirmation of this, practice nurses expressed 

unease within discussing symptoms with patients that cannot be explained in biomedical 

terms. (However, despite this, practice nurses considered that they could have a more 

active role with this patient group as they are often the first point of contact for women 

presenting with these symptoms). 

McGowan 2010 (43) 

10. Pre-menstrual syndrome   

10.1. Only an illness when it affects daily 

lifestyle (n=1) 

PMS was not routinely considered an illness by some primary care clinicians, unless it 

interfered with daily living. 

Labots-Vogelsang 2021 (41) 

Abbreviations: CPP=chronic pelvic pain; PCOS=polycystic ovary syndrome; PMS=pre-menstrual syndrome 



 

 

 


