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AFI : Amniotic Fluid Index

AIS : Androgen insensitivity syndrome

ASCUS : Atypical squamous cells of undetermined
significance

AUB : Abnormal Uterine Bleeding

BAD : Bis-acromial diameter

BCT : Benign cystic teratoma

BL : Broad Ligament

BLM : Broad ligament myoma

BMD: Bimastoid diameter

BPD : Biparietal diameter

BTD : Bitrochanteric diameter / Bitemporal diameter

BVs : Blood vessels

CIA : Common Iliac Artery

CILNs : Common Iliac Lymph notes

DMA : Direct Mento Anterior

DL : Diagnostic laparoscopy

DO : Detrusor overactivity

DOA : Direct Occipito Anterior

DOP : Direct Occipito Posterior

DZT : Dizygotic Twin

EH : Endometrial Hyperplasia

EILNSs : External Iliac Lymph nodes

EMA-CO : Etoposide , Methotrexate, Actinomycin—D

Cyclophosphamide , Oncovin

FCA : Fetal congenital anomalies

FFP : Fresh Frosen Plasma

FG : Fundal Grip

FL: Fundal Level

FU : Follow Up

GI : Granuloma Inguinale

HIFU:High Intensity Focused Ultrasound

HPL : Human Placental Lactogen

HSIL : High grade squamous intraepithelial lesion

HSM : Hepatosplenomegaly

IAP: Intra abdominal pressure

I LNs : Internal iliac lymph nodes

II vessels : Internal Iliac vessels

ITA : Internal iliac artery

IV : Internal iliac vein

IPHge : Intra Peritoneal Hemorrhage

List of Abbreviations

IUI : Intrauterine insemination

IUP : Intraurethral pressure

IVP: Intravesical pressure

LEEP : Loop Electrosurgical Excision Procedure
LGV: Lymphogranuloma Venereum

LLETZ : Large loop excision of the transformation zone
LMA : Left Mento Anterior

LMWH : Low Molecular Weight Heparin
LNG-IUD : Levonorgestrel - Intrauterine Device
LOA : Left Occipito Anterior

LPD : Luteal phase defect

LSA : Left scapula -anterior

LSIL : Low grade squamous intraepithelial lesion
MA : Mento-anterior / Monoamniotic

MC : Monochorionic

MCL : Midclavicular line

MCT : Malignant cystic teratoma

MDIF : Mullerian duct inhibiting factor

MH : Metropathia haemorrhagica

MP : Mento-posterior

MRKH : Mayer Rokitansky Kiister Hauser syndrome
MSAFP : Maternal serum Alpha Fetoprotein
MSH : Melanocyte stimulating hormone

MST: Malignant solid teratoma

MTX : Methotrexate

MV: Mento-vertical

MZT : Monozygotic Twin

NT : Nuchal Translucency

NTD : Neural Tube Defect

O/E : On Examination

OF: Occipito-frontal

OGTT : Oral Glucose Tolerance test

OHSS: Ovarian hyperstimulation syndrome

PAPP-A : Pregnancy Associated Plasma Protein A
PAS : Placenta Accreta Spectrum

PCT : Post coital test

PE : Preeclampsia

PEB : Premenstrual Endometrial Biopsy

PG: Primigravida / Pelvic Grip

POI : Premature ovarian insufficiency

POP: Pelvic Organ Prolapse

PPC : Post Partum Care

PROM : Premature Rupture of membranes
PUL : Pregnancy of Unknown Location
ROD : Right Oblique Diameter

ROM : Rupture of membranes

RSA : Right scapula — anterior

SIDS : Sudden infant death syndrome
SMB: Submento-bregmatic

SMM : Submucous myoma

SMV: Submento-vertical

SOB: Suboccipito-bregmatic

SOF : Suboccipito-frontal

SP: Symphysis Pubis

TD : Tubal Disconnection

TDF : Testicular differentiation factor
TENS : Transcutaneous Electrical Nerve Stimulation
TOA : Tubo-ovarian abscess

TOC : Tuboovarian cyst

TOT : Transobturator tape

TTTT : Twin To Twin Transfusion syndrome
TVT : Tension-free vaginal tape

UAE: Uterine artery embolisation

UG : Umbilical Grip

ValN : Vaginal intraepithelial neoplasia
VIN : Vulvar intraepithelial neoplasia
VVF : Vesicovaginal fistula
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Gynecology
Physiology of menstrual cycle --------=======-mmmemmm e 7
Amenorrhoea ——---=======mmmmm e 8

Puberty & Menopause -------======m=m=mmmmm oo 9
Anovulation, PCO , Hirsuitism & Hyperprolactinemia ------------ 10
Infertility -=----=mmm=m e 11
Fibroid ------=-=m=m e 12
Endometriosis & Adenomyosis -------=========mmmmmmmmmmmmm oo 13
AUB oo 14
ContracepPtion ====-======m == oo 15
Pelvic Organ Prolapse -----==--=====mmmmmmm e 16
Urinary Incontinence & Rectovaginal fistula ----------------=-------—- 17
Lower genital tract infections --------==========mmmmmmmmm oo 18

Acute PID - ee 19
ChroniC PID  —--- e e e e e 20
STDS  mmmm e e 21
Scheme for oncology-------====-==-==mmm e 22
Endometrial Carcinoma ----==========—-mmm oo 23
Cancer CerviX ==--==mmmmmm oo oo oo 24
Benign Ovarian Tumours -----============mmm e 25

Malignant Ovarian Tumours -----==--==========mmmmmmeomm e 26
Malignant vulval & vaginal tumours ----------========mmmmememmmee o 27
Functional cysts of the ovary -------===--==mm e 28
Benign conditions of the vulva & vagina --------=---===-—===mmmcmme- 28
Anatomy of female genital tract ----------====-==mmmeemmmeeee - 29 - 31

Sexual differentiation & abnormalities of female genital system --- 32
Endoscopy in Gynecology -----==--===mmmmmmmmmm oo 33

Obstetrics

Bleeding in early pregnancy
Abortion -- -——- 35
Ectopic pregnancy - 36
GTDs & Vesicular mole ----- - --—- 37

Bleeding in late pregnancy
APHge / Intrapartum Hge 38
Complications of 3rd stage of labor 39
Anatomy of female pelvis & fetal skull 40

Normal Labor 41

Abnormal labor & CPD 42- 43
Operative vaginal delivery 44
Occipito posterior / Face & Brow presentations 45
Breech presentation 46
Shoulder presentation 47
Multi fetal gestation 48
CS / Episiotomy / Analgesia & Anesthesia in labor 49
Assessment of fetal wellbeing 50
Premature Rupture of Membranes / Amniotic fluid disorders 51
Prematurity & Postmaturity 52
SGA & LGA 53
Fetal & neonatal asphyxia 54
Puerpurium 55
Puerpural sepsis 56
Fetal birth injuries 57

RH isoimmunization 58
Medical disorders during pregnancy

Hypertension with pregnancy

DM with pregnancy - - 60

UTI, Cardiac diseases & Seizures with pregnancy ----- -61
Anemia , Thyroid disorders ,VTE & PE with pregnancy - 62
GIT disorders with pregnancy / Toxoplasma / Rubella ----- -—-—- 63
Prenatal diagnosis of congenital anomalies 64
Fertilization, implantation & placenta formation 65
Placenta , cord 66
Diagnosis of pregnancy / Physiological changes during pregnancy ------------------ 67
ANC 67
High risk pregnancy , Maternal mortality 68

Instruments in OBGYN  69-70
Clinical History taking 72-77
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—> Ant pituitary Gnbe pragoonk b ko & slotion [ eplatemed & D&C, ...
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Puberty (1-12y)

Menopause (i-5)yr) -

| 3) Pubarche ( Adrenarche ) we beix Py v otk
| 4) Menarche wonees of 1 yeoss o8
| 5) Axillarche oy vor b i
Abnormal pubelrty
v v
Precocious Delayed
lea (‘as 1% amenorrhea

( Non reproductive — reproductive )
Due to maturation of pulsatility of hypothalamus

Normal sequence of pubertal changes: 2 Sexual diovetendid*
| 1) Growth spurt
[2) Thelarche ( Tanner staging [+ IV )@ bus

but due to familial /
constitutional )

Ly ddasy s W
v cealy menpasdie il 4 No
wmn 4 shorl SwHire 3
- & TI'l.le'(COIanIl) O ls Pseudo (rare) wgnmﬂ
Mn} s axis is present  guwinpuie  only peripheral hormones
P - ovulation occurs ¢ NO axis - NO ovulation

" el ( S5

v . A\
Constitutional CNS lesion Isosexual heterosexual
( mostly ) (Rarely) (=++E2) ( = ++Androgen)
Permanently ttt of cause Eg:
short stature Drugs Drugs
ttt: G R(ﬁa till Tnjedrion* E: secreting T. Androgen secret. T.
certain age Hypothyroid CAH
L Sep pvwih wunner — — o
| e Inv & ttt of the causek
Investigations for all : —
1) History to detect cause (drug intake )
2) US : to detect any tumors

3) Hormonal profile : for levels of E> , FSH , androgen

*

*
%
*

4) Specific for suspected lesion eg : CT Brain

o[

( Reproductive = non reproductive )
“Due to depletion of follicles cocyles
__’—H NN

<ex Yovnen bindrg Gbulin
_SHBG ews _ | B

++ Free Testosterone-wrive| __[nhibin

Clinical manifestations:
1) Atrophy of urogenital system :

Vulva : gaping

* Vagina : dryness , dyspareunia (ttt : give local E> cream) / infection

Cx * Uterus : ET < 5mm

Breast * Urethra / bladder : infection / SUI, ...

Ligaments : POP prlapss

2) Androgenic manifestations : :
voice / temporal recession of hair / change in libido ha
3) HOT FLUSHES ( most irritant ) — ttt:
4) Mood changes: insomnia
5) Skin : loss of collagen
6) Remote complications: \NT E
* CVS manifestations <" I +LDL / --HDL
* Osteoporosis —» ++ osteoclasts / -- osteoblasts
Management: Ly ssprhebic eSfngen ool
1) Reassurance PRSI = o e
2) Change life style : exercise / stop smoking / dietary habits
3) Prophylactic : Ca*™ / Vit D o
4) Annual screening program:
TVeS £Mr<‘r§% / Mammography / Lipid profile / DEXA 1]
5) ttt of complications :
* Osteoporosis
—+ Biphosphonate ((once weekly )
-+ SERM BUT ++ hot flushes
- Phytoestrogen BUT weak .+
—+ HRT BUT Ca breast/ Ca endometrium /++CVS oynineric
« CI: H/O Breast ca ré AUB/ DVTT,/U@,!QR%}L? liver disease « eb\if“ﬁfl\@

Forms : continuous E/P , Cyclic E/P

* CVS complications : prevention / cardiology referral

—> ++ FSH Vo —ve feedouale

(on QD‘\- Preneny — st axi

e *
\ yeuls

> %0

%0 proynoLy
A= A SR Mol

erm Effects (0-5y)
\otor symptoms

air changes
T + Decreased libido
Intermediate Effects (3-10y)

+ Vaginal dryness
« Dyspareunia

me Natuyl o e ob oSfeo
endomehiuw byperplasia that Gumad by &
ol i o (B

, Eonly in TAﬁF@o‘u\\y
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2% Wypo! hyper gpradism > cocykes
# Wypo ] Hyper Jonalokropes —> S 1

e
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o F3) PRG: at Dyy > Sng/mi (3-10= LPD).|.

- B "'NW one
Anovulation o PCO ey
Ls No domlrw)o POMOK
{= hypogonadnsm } romc OV IRTOY
Def: %(“g‘ﬁxr‘g;g‘g N * Stein & Leventhal 1935 («obesity / Hirsutism / Infertility )
Stress | GnRh * Rotterdam criteria 2012 0F ot L ouk of 2
Et: L_) .| FSH A
Drugs (anovulation / hyperandrogen / US necklace appearance )
Hypothalamus I) .V,
>HYP 0 Irregu ar cycles hirsutism 0
| Infertility D
prolactinoma goneoinpg n_e/ll(t)y e
emptysella b FSH m\, S INC: 5- 10% +alopec\Q
sheehan p, Et: thﬁgﬂl’zw P’Mummecogrgl Hewd 1 '"‘;") “fw"
Ant. Pituitary ++ leptin — ++GnRh & ++ LH (malntamed) ,g,,ahm arww"'"
’ Cemules
‘ Turner3 | I 11I) ++ androgen no ovulation
PCO — @FSH—11)EU | T insulin ,peripheral e, Yo,
Vary o resistance N NOPRG
Cl.picture & Normal olbtions %,,‘2‘25»\ H1rsut1sm - LiE aven < Sngml |
S :» Regular cycles / spasmodic T eres trogenic state
i jEdysmenorrhea / PMS gl s N YPS L%‘mm&mﬁm .......
»Midcycle »Pain (Mittleschmerz) 1) L'abS' Y @ E, Y Yed  (pousty ?n;m estrone Wk eshuiol
v kSpotting-,;& ot Yime ) € >>>>>Ce
e Discharge s L . bo E2
b > By feahat b
Dt 2 e, & oot P £+ LH/ (N) FSH No Ut 9ib
) BRT chart TELG e tom Go ttets “PRG < Sng /ml N
-2) Eg\ll/lgglgmggry at mldcxcl o Y - ng/m

S

at mlgggcl% i}

(pre i ge

4) L‘I;IB Kits urlna%

5YPEB: not done
Ttt: of cause if present
induction of ovulation
* Clomiphene Citrate (CC)
in eugonadotrophlc (os) 4%
* HMG/ | Hcg}wm hypogonadotrophlc

Lex
* Ovum donation 22 we e
in hypergonadotrophic

Hirsutism
Def : ++ hair growth in androgen
dependent areas cresk b s inviey High
Et : » Constitutional (commonest)—
*> Ovarian as PCO Norrud
»> Adrenal ¢ ++DHEAS tome
* Jatrogenic medication
Diagnosis :
1) Labs :
4 DHEAS meaghte o dreosd ot
* Total & free testosterone
2) US : for pelvis ( ovaries & adrenal)
Ttt:
* Spironolactone (=50 reductase)
* OCPs (++SHBG - -- free androgen)
* Cimetidine ( antiandrogen )
+ hair removal
Ttt of cause if present

b

— ++ nsulin resistance

IT) US: Adam’s criteria ® Necklace appearance

III) Lap: (not needed for diagnosis) oyster-shell appearance
(npmusw(ﬂ
Ttt:

1) Weight reduction / metformin

2) Symptomatic ttt:

COPs to regulate cycles o Sawe fime @iy for 21 doyg
Spironolactone /cimitidine / OCPs for hirsutism

CC for anovulation ( ++ OHSS in HMG/HCQ)

¥ ¥ ¥ ¥

LOD (peritubal adhesions : not used )

Hyperprolactinemia

Def : ++PRL > 29ng ml

Et:

* Physiological (commonest )deﬂi‘

* Medication side effect mgnamo/
(eg: antipsychotic)

* Prolactinoma > micro < lem

. . - macro > lcm
Diagnosis : -

* Lab: PRL level
* CT Brain
Ttt : of cause
* Micro : Bromocriptine
(dopamine agonist)
Or  Cabergoline

* Macro: surgical removal
M
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Petume o pregninéy-abrer—-yemr—ob—unprohecive-—senval ioercue _
gok pragnon- beore —s \yeor o el sepul it

KoMy SFAY in ampula 24 hours

oge 1 Neveyr
4 Spenm waiking for 42 hours I“Eertll‘ty [:Zi‘gjvf\‘@“w thow Mok — 4. yeauts (ewr oo WFaFB™) in NiFw ferkmizakion
IVF-ICSI
Etiology : * Male 40% * Female 40% > Ovarian o SR
* Sexual 5% 1, sy nme Tubal LRSS VIS S
* Unexplained 15% Uterine - Severe tuboperitoneal factor
p 0 - Severe male factor

Cx / vaginal

. . + omoling . umps
Cl picture (history):> Male : surgery / drugs / infection 4 ongeted < o

. okl
euging g o > Female:» Ov : ovulation symptoms iegulsuy of cide)
x spon. O e e g Tube : operation / PID pavenr >

L fevet fain e
Ut :@@mountiof menses™ 3

Cx , vagina : discharge
* Sexual : frequency / vaginismus / impotence ...

oo ok comgure Yosyerm gize e
Jisamte Wi be \ite. oxmen —fygbd

# o W) lower Jemp fron bedy venp

3days ok alegyk el ‘“Wm‘sn%';;’p oy, ¥R Sabrbied toun70}
= > wifility , Blnt, nomed Corms o .
Inv:> Male : semen analy§1»sw %ﬁge\gtlcular biopsy in azospermic )
Female : > Qv Sifation tests oy be RO e _’ggm&kw-
Qg&d Tubes I\I;I\S/@W“WWWW Ogslgvrkgg;z ff“‘"b Auid ;gdld@exmw\—;m
.se%&‘ff U=_terus : [ls\//l_\l.g-(t}ano Gliny oend (Ghow® 3"‘*“‘“" ;q\—}mswmih—s‘&\‘?m
. . - asperey
Unexplained : DHL (diagnostic laparosco“g“? / hysteroscopy)
HUS6 3 withod Onectieca — w0y QUG Yube  OSM —>ortk from ol s by Vaplisopy (we ijed- wnifielin bue

n yabe € our Fhis 1S
&PaEM Not cbet)

Ttt ;> Male : stop smoking / control DM / Vitamins / |
IUI (Intra Uterine Insemination ) ~ SWW’S_&?&" oo \efne

* Female :» Ov : induction of ov ( clomid / }aﬂ\/‘lﬁG-HCG) rp Joxc Noid

> Tub&s ™ TVE ( % tubal disconnection in hydrosalﬁ\il\r&)
- Uterus : ttt of cause eg hysteroscopic myomectomy

> Unexplained : IVF-ICSI

- Unexplained infertility

Steps:
1) Pituitary downregulation by GnRha

2) Induction of ovulation by HMG

@ PRG spport

24 hrs ~ == ~
——
l | | | | L | | |
[ T T T T " T 3 |
~— @ @ 2-5 days @
@ HMG HCG Oocyte Embryo
retrieval ransfer

3) Final maturation by HCG
4) Oocyte retrieval under anesthesia by targoogiod. US
5) Start luteal phase support by natural PRG

6) Do IVF-ICSI & observe embryo devision ,
then transfer D 2,3 or 5

7) Continue PRG support for 2 weeks or till end of
1* trimester ( if pregnancy occurs)

Factors affecting success rate :
- Maternal age i &- Quality of oocytes
- Quality of embryos - Type of protocol used
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*cshwlf)/@ esufhvl\‘j 6b perod (exvometviunm)

ety are lo Covend Lo stefulou vl et

. - - musdeg <poth
o daroma crlgont Fibroid (myoma , leiomyoma)
e Definition : Benign tumour of smooth muscle fibers of the |myometrium.
® Incidence : 25 % of ¢ in child bearing period  !!! WOW o BU > (K, Bes) ligament (acigins)

Menorrhagia

o

ectigen —spmlitration ok myonetrivm ne present Lelore

® Etiology : ++ E; eg( Genetic/ Rac1a1 / Nulligravida / Anovulation / Early menarche ((%m Late menopause,ws)—a ol
Gmpression

ot dlter

i EEC) B with
(gu.!wr pen

Mic: <10 mitotic figures / 10 HPF
Pathological changes — Atrophy

e Pathology : EGross (site / size / shape / conmsteancy / cut sectlong@/ count ) %Fm,m masdles. oo, mepse -

* Hyaline ( commonest )
* Cystic
( Uterine Sarcoma ): Necrosis * Fatty
* Rapid growth Infection * Calcification ( menopause )

&

* Growth after menopause Mahgnant (Very

incomplete necrosis = eNeSive, ot Mdion & vesdy

* Rapid recurrence Degeneratlonq;u um)u;]&' * Red (Necro-biosis) commonest in pregnancy: & swda fom (L
rare) for prolifalion
but

ok i Com TG

Pain / Mass /Infertility. . . «Boed igamen- Porsd Gmpress ureter duge hoonephrosts.
S: —» General — anemia " burdal. sxbrmisos, mforon Lo cosiopp
—» Abdominal = * symmetrically enlarged ut ( submucous myoma)
ar sopresic. | * agymmetrically enlarged ut ( subserous / multiple fibroid)

YRRYASE
o V & Bimanual -+ mass ( in weeks— describe % - o, ¥
presute ls""“Bserous

Cousd )
e (Clinical plcture [:S |—> Asymptomatic / Menorrhagla unless SM fibroid polyp metrorrhagia SRt -3 (owenakile ek

win, .—cwn‘

o Di is : > o
iagnosis : > (US: TVS (TAS ) : Gold standard o) imterstitial

-» Hysteroscopy / Laparoscopy / HSG / MRI/ CT / X-Ray... incide wa (oo

: m
e Treatment : > Conservative: NO symptoms = NO ttt Bl OO, s v

Rapid recurrence / Growth after menopause (H(lfﬂset“ o %rﬂfy?) (gl
=»> Medical (for bleeding / anemia):[: Antifibrinolytic eg Tranexamic acid — (mwihide)
Fopre menses L reeding Venotonics eg Daflon ks Cowad
— Hormonal ( to combat Es ): Gestagens / GnRh agbmist / OCPs
=»> Microinvasive techniques : “UAE T ap ap. Myolysis / HIFU Lt of myomos  Blod wherine. dokery
-» Surgical (definitive ttt) : [:Myomectomy ( open / laparoscopic / hysteroscopic ) B pragouy puvpoces..
Hysterectomy ( open / laparoscopic / vaginal ? )—)wnl—houd’ s prevent @y

pod- 0P Q

NB: Fibroid during pregnancy , Never to be removed , due to high vascularity & ++ E» EXCEPT in certain conditions

News
Vir D ogpved bx
Q\bm‘é JWCAHYWV\/\/

* Yoa\hics

EXCEPT : > 14wks / BLM / Infertility or RPL in SMM / ‘i 1) corporeal ) cervical 3) broad

ligament
(single)
o PeOueleS —gass biosd _y e Blecd g Nei

to +ip

K
]

ek

(enehmebyum
Pa*rha\ty\

3HC
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Endometriosis  PAIN

Adenomyosis

\
[\'s
Wit

Def: presence of end. glands & stroma outside ut. cavity
«» uterus is clean . # (N0 —bea(iNg  age *
Inmdence 10% of all ! *e* 20% of ch pelv1c pam 30% of 1nfertility

Etiology: -/ white races
+ theories Sampson Retrograde menstruation eemmﬁi’m
Halban Lymphatic theory
Meyer’s coelomic metaplasia theory
Immunologic & genetic theory 4 was on
&homa g0

Pathology: o site (> pelvic W S s o o
wdlammobion [ extrapelvic Lungs , 25ain Al m“ﬁ'f
hw@‘)L by sizer» small spots : burn match— Diegposs b’ l“"“’sm"“ J
Gossis 7 ?‘&ﬁ?s [: large cysts :endometrioma ( chocolate cyst )

Clinical picture : hemosiden'n
Type of patient: L cvagion reseved fom Gbrss

Symptoms: PAIN / # Infertility gene
ysmenorrhea / deareuma (deep) / dysche21a / qy_surla /ch. pelvic pain

i gﬂe Abdominal N dutiny enabrbion

L

Nerve endrvss G o

|parioniom | DD of nodules in DP : Endometriosis / TB/ Krukenberg

h
Signs E General N Bt Tritage hemal-uria

L Local: PV & Bimanual p> fixed RVF
HHH‘»"‘OV‘ o ween  feckum .
E endometrloma (adnexal mass )

I::;% US *%or endometrioma ( Ground glass appearance )

fespor CA125: prognostic & follow up not diagnostic -ruwor

o

Laparoscopy : gold standard
Ttt:
Symptomatic for pain NehDs sadgsh.
Hormonal to atrophy end. glands : contlnuous COPs / gestagens
Surgicalp>conservative > lap ov.cystectomy if endometrioma >4cm
I: lap. ablation of end. foci

definitive : TAH & BSQ’)M“ l o GuRd

i Menoér:hagia
Def: presence of end. glands_inside myometrium

Etiology + theories: more in Multipara + Howona imbalance g o

~uterus is affected

(infiltration in myometrium during involution )

Pathology :[:

localized: DD Fibroid ( false capsule )
diffuse MNo Bordes

cut section : Granular trabecular pattern with no capsule

Clinical picture :
Type of patient:

> Symptoms:
> Signs:E

=» DD: symmetrically enlarged ut

bleeding ( menorrhagia )

pain ( 2 dysmenorrhea )

- Free adnexae

General : anemia
Abdominal : + enlarged uterus
PV & Bimanual:
- Halban sign ( symmetrically tender enlarged uterus )

Inv: US (TVS / TAS if large Ut ) $ Sranied

Ttt:
Symptomatic: > Analgesics / antifibrinolytics / venotonics
Hormonal ( tollmgnses ) Loy

eg

[/ Crom
SRS
q:;?mfum

s / gestagens mlrena LNG-IUD 2

Definitive surgical ttt : TAR b e ome R

.hbuk less Blesding [W(SH

ool

S

&
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(Bl thiciness £ _ewdo_e0 VS f—\bNo(mc& Orene. %\99() (&9\

r
{ most common) Atrophic‘?]‘0 Aster menopause — AUB =
( most serious) EH / EC # (postmenopausal bleeding) )

SOl thidiess thmg I

Before puberty [:

~Notmal Nensee wey N-a% dosp
Child bearing period & Fcs on o o

mostly FB introduction
may be precocious puberty

W D Qewis 10 M

sonte heddy _y

- Non specific ( HTN / Liver troubles / Thyroid troubles ) (H/O & Inv )
Ttt: Ly (§ ddeeck + qum
»of cause if present
*[f ovarian disorder:

(Men(lrrhagia/ Metrgrrhagia / Contact bleeding ) s
@ Exclude  oowowalily =~~~ consrel "H| b upon oudh @ Excludi B!
Fowod: (inrero
. . 0derOmYOIS ) Bl
Complications of pregnancy e %hen do US Complications of contraception
(1e bleeding in early pregnancy ) ( TUD / Hormonal )
(B-HCG) Gl votr e
@ | 10
Non - structural FIGO 2011 Structural
( = Dysfunctional DUB) abnormalities
COEIN PALM
- Coagulation disorder ( H/O & Inv ) - Polyp
- Ovarian disorder ( Exclusion ) " - Adenomyosis
(sp after puberty & before mel%p‘e\llg&%CO /...) - Leiomyoma Pioroid (US)
(*Metropathia Hgica ) Rrowisigy cides — edwsnlind e | one sheld %ﬂ\ﬁ‘ - Malignancy
- Endometrial disorder (US) - high vy Fovd A cX
- Tatrogenic drugs (eg anticoaguldnts) ( H/0) Rredly kA L ondometrium

functioning ovarian tumor

Types:

Dysmenorrhea

Def : puickul menusk-auel-ion

1" spasmodic -9()’"‘5‘\; @éﬁfwm
2% congestive—s percict Hhrvah |

- Endometripsis P@'woa’,‘“‘) o pd
( crescendo’docrescendo )

Cl picture:

- Type of pt

- S = type of pain

|—> associated symptoms

- Signs > General
’:: Abd
>

Inv:

PV / PR / Bimanual
to confirm or exclude organic
lesions

Ttt: Rgord
- Spasmodic ( NSAID / COPs)

gy

- Congestive ( ttt of cause ) {';wm@

No P&

V

PMS

( Premenstrual Tension

Dysfunctional menorrhagia No Ok . ttt of cause Syndrome )
( mefenamic acid / antifibrinolytic / venotonics) =eressakic Def: for ouulbony C~ld<_
Dysfunctional metrorrhagia Ginbé-weey, eading 3 —polymerevhen—s muw&ﬁw oo Theories : 6 v ettt
- pexio . :
CQPS / gestagens ME>Ee sproenk Enwersion Yo @nEIW. N2, Hmes. Inv : Keep d1ary‘1§ monthly .
- Mirena IUD ( old / multipara) Y o \rgal Y2hioes | TEE ¢ symptomatic / -- ovulation
\/E/V\ K p;\;hﬁzhvg S engo — ) _ Q“a,omenoi(h(’.ll Sles
- D&/ ( severe bleeding ) Wyperplatia ~ hrperd ver yewr
- End. ablation ( alternative to TAH , less morbidity) Zhyporoenoihea =) gk < Fowml
_ TTAT‘IM ~hypev evesiha (mrenovrwﬂ'w) -5 >towl]
*NB : Metropathia hemorrhagica: Abnormal excessive , often continuous bleeding due to persistence of proliferative
phase of menstrual cycle = swiss cheese appearance ( back to back arrangement of glands ) edgen
ek —hon Il Seedi) RG> e
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r‘thg\" rnMaNMuu tem Dnmﬂu

Aespetn. Need... balf hour.

Contraception. = T s’
ey wa\m“tﬁ\gﬁm Mainly used fﬁ%;:%%&:isz?riri”fe:l'ﬁfm;hﬂne'ggzfnlhz?Qifﬁfed eggl‘“ In special situation
Lok _UD 9 (cxnpined-yinnip+ aﬂ“:u&rmonal e o @ wa b (e mprtkd - Physiological Barrier Sterilization
s ‘”&:‘“m q:"“’;;.ogmﬁ)um, 4 1 ¥ /’?&"y *Physical g8/ .
w |* Copper % twnsey Oral IM subdermal Vagring Patches |* safe perlodlmm Condom &' / ¢ F emalg ¥ Blaepd.
§ * Silver E/P B/ :P:wpived Implants E/ P Wﬁ% E/P J* coitus . o) Xag diaphragm ( lTu];al hgjtlon)
*I M — daily)"v _(monthl 3 years 3wks weekl i odude X cap ap /open/ vag
= [*|Mirena (LNG — IUD)I( Y)dm%&%p Y) ( Iyzlgémé’m\’m(él mgng - Y . igziglg)rfussp in . [*Chemical $Z<.31~____E * Male G uster ol feishecia
gccl;lgg; """" (3months. 3wks) ﬁrSt. 6 1_n_(_)nths N i Eie;?:)l ;fi;sn‘?:ll: 9 i Bilat vasectomy
. |* - - implantation * _ - ovulation : st : mm.mm wi
° &| (create unfavorable * Atrophic endometrium D ] Ll I'seem??fﬁgatmn '|* - - Fertilization | Fertilizat;
R medium * Thick c¢x mucous ( Hostile i} PRG 4PRG ONLYE _ - Ovulation <- |* Kill sperms «-- |~ o zaton
= ie inflammatory) * Affect tubal motility _‘maceptlves
- Easy / Cheap / Available
k> Effective _ % .-
E (commonly used in * Regular cycles (with@OCPs) PR6 oty >amenorrhen ii[gig;(étszlon Permanent ?
developing countries)  |( commonly used in developed countries )
ol Qleedlng(menor@wég)
S | except é Mirena * Break through bleeding / |amount of menses * Post ligation
— * ' - * :
% Infection PMS like § Ineffective s‘y&ndrc‘)oyf s
o | Perforation / expulsion |* Hypercoagulable state with E containing COPs * Need cultured couple veseld s eriod (menorkasje
= |I* Missed IUD * Render hypertension , DM difficult to be controlled sngsime i)
bl Pregnancy on Top * Permanent
g+ e I o bkl H/O of DVT (with estrogen content ) p(f>- wwssiin oy
* Infect1on * Breast lesion or family H/O * Future desire
= |* undiagnosed bleeding |* Impaired liver function * iy \“‘hhom ________________ % 1 1 * lack of for fertility
< |* anatomical ut defect  [* HTN /DM %;:nma}m freguiar cycies compliance ( Undecided
* H/O of: PID/ Ectopic |* Migraine couple )
A R e * Lack of compliance ( é pills )e\.qm\ 94 s
* Emergency contraception: OCPs : 4 tab 12 4 tab | 2 0.75 mg 2 0.75mg  (upto48hrs) /  IUD: (up to 5 days) LHQ
i Contraceptlon during lactation: All EXCEPT E content ( as Estrogen - - inhibits lactation ) C;v;ﬂimmy » 5
: Physiological safe period oA
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............................. selonss okl _anatomy - 2o0e

(an'+
deseent

Def : desent ... below @ anatomical position Inc : 25% !!

Et: Wecakness of support :

. lak o Lig) ., fosr Aat . .
(lig: Mel\glégi%éog‘é s '/almltfrosa ral / pubocervical / ms: levator ani / fascia )
| ), .
due to : epeated childbirth S -t sehyredony ikself wok quse o
-chmnic guim dis ole 0L we ol Ligaverd
s Menopausal atrophy + PPT factors uw ygia vt ve cr
- e . S . wil
iy W Congenljial wé?maknegg °:“94;"""“L pritee
- . PO ~Ugpey — Ripcder godﬁ n.
Types : B | e T eale L/ s
o Va%inal — ant (uretheocele / cystocel < m e
f;v%"w el > post ( deficient perineum / rectocele 7 <t :
13 .
p\si\-wh' N Mixed

enterocele or hernia of DP S
. \y e,
- apical ot

( vault prolapse after hysterectomy )itens
* Uterine > 1% & bebw «hitl cpine
pro\apse :wnen Ly 2nd o ok bur Qe i

Utgr?h-vaginal
with ute

sty OF
gty .
Vagino-uterine

owed o Urerine)
\Ual

G felt bebw .
whial &ome by w. Ly 31444 complete procedentia ) supravag
. .. . Wl ) e :
Pathology : Vagina : keratinizatiofi " > okl < portio-
u»d%y shatfie) QUMW Won Lsini vaginalis ow
Cx : trophic ( decubitus ) ulcers
——=rall duhvey

b
7°k1nk1ng of ureter e weowure ' inept
wivib wosinl i

1 Wnows Syphe
Normally  gnea® be
rq)uul‘b

DUPTELAZINAL SIONEALON, Of CX ( SOMIGL o g g
Bladder : stasis of urine
Cl picture:
* Symptoms:
- Asymptomatic siretch lisgnenl
> Heaviness at end of day / backal‘gﬁe / mass protruding
> Symptoms of pelvic congestion
> Ant: urinary symptoms mass whuadiny lom  %oe wowa
( frequency or inability to complete except by reposition )
> Post: rectal (defecation symptoms )
> Sexual symptoms & lack of satisfaction — édji(\'ml’ pevinenm
* Qi . Wi (oue of WYV
igns :
- Gen : obesity/ chest / abd enlaggement omenocdr ooy sspsokion
. (1P obQold—
> PV : inspect / palpate / gurgﬁlng in case of enterocele
sound in supravaginal elongation of Cx

io_winel. olage o ae alpon Ok (% il \aose  opewning
U L | \ )

Tt :

Pelvic organ prolapse (POP)

Inv:

* Urine analysis ( for urinary symptoms) d\é\\y &

* Tests for SUI ( in cases of cystocele) &@Xb gf

* Prevention : \
N

Proper spacing @ 3
Proper management of 15, 2™ & 3 stages of labor
—> Kegel’s exercise after delivery
* Actual ttt: ( surgical at least 3-6 months after delivery )
Vaginal:
Cystocele : Ant repair Cystorectocele:
Rectocele : Post repair classical repair
Vault prolapse : Abdominal sacrocolpopexy

d Uterine :
opd> Mild 1% degree : NO ttt

— 24 degree : Sacrospinous fixation
2" degree with cx elongation : Fothergill’s or Manchester op.
(amputation of cx + shortening of Mackenrodt’s lig.
+ classical repair)

— 3" degree (é need to preserve fertility ) : Sacrospinous fixation
3" degree (_é no need to preserve fertility ) :
Vaginal hysterectomy & Classical repair

NB : £ U+ polgpee posk menJpcliies

* LeFort operation : in very old ¢ no sexual activity & can’t
withstand vag hysterectomy

* Pessary : in extremely fragile debilitating , can’t withstand any
form of anesthesia & surgery

Notes of Dr. Nadine’s lectures by Reem Abdelhakim

www.nadine-alaa-sherif.weebly.com

Page 1 6



desirg. Yo winye jis 50 w\.

Et

* Hypermobile urethra

irritation / infection )

ompresn -3 NV -2 YOF
* Surgical (developed countries )—Kon)n g -

R ki pormy Tiaor s mewduise atrophy = o

&) wmmntz awmvs

e
asef ioka)
Involuntary escape upon stramlng
rodele _; inewplete \«\Nd-lbh—)twr

Can’t make it to toilet

Always wet
* No desire in VVF (except if very small & high)
* There is a desire in uretero vaginal from normal ureter

£ Coughtest
—* Bonney’s test (in POP +SUI)

*Q —tip test >30° mobility

* urine analysis
* urine C/S
* Cystoscopy

. .. o DS
* Sim’s speculum & position
Lybe soe 4nk wgginal walt

( Burch colposuspention ) thegh abd

(Gold standard ) success > 90%
* Periurethral injection of
Collagen in hypermobile urethra

In mixed incontinence: give medical ttt for urge incontinence first, before
planning surgery for SUI
DD: * Retention with overflow ( intermittent self catheterization )New
* Nocturnal enuresis (psychological ttt)

v‘ﬂallow max healing

Jrouk) o
[ shen GLL voper urodynamics : ( D.filling pre <15 cmH,0 / 1% Desire 150 ml * Methylene Blue ( 3 gauze test ) _ .
i e i k@ / Residual < 50ml / full at 400-600 ml) ity o g o aee e e
wo VT vk he 1WE7 IR S * Filling pr > 15cmH,0 * Ilf;gi KFTs @‘";
* Normal filling pressure (due to contraction of detrusor) ﬁ\vt\mﬁosw"ﬂ
* Leak on cough IVP > IUP * No leakage upon cough * Cystoscopy (toﬁu\al_i_ze\ﬁft/u@
(as IUP > IVP)
SURGICAL MEDICAL : bladder training CATHETER IF SMALL
Start by - Kegel’s * ttt of infection SURGICAL IF LARGE
- Scheduled voiding * ttt of stones * Dedoublement vaginal in low & abd in high fistulae
* Periurethral plication * Anticholinergic as NB :
( Kelly’s suture )sndue Aorsic heay oxybutynin (destrusitol ) In uretrovag : desire is present from @ureter filling
¢ 60-70% success n 0P & continuous leakage from affected ureter at
Lﬁ.s TOT>TVT vaginal sling op site of UVF
9 (3f without POP) (—veMBtest / Abd repair )
ttt * Retropubic urethropexy Before surgical repair in vesico vaginal (VVF):

* 3-6 months from procedure while putting a urinay

£ "catheter to divert urine, decrease size of fistula &
and agueds — \nigh Gl
* Post op: catheter for 10-14 days 8 owsdv =3 lew Gl
* No pregnancy for 1 year * Delivery by CS
In urethrovaginal: splinting urethra (no incontinence)
Vesicouterine: Menouria

/MENes o ane,

- - - : . Rectovaginal
Urinary incontinence (involuntary escape of urine upon ...) Sistula
Urethral Extraurethral Def :
e SUI DO s track between rectum &
Swes : : » vagina
(urodynamic incontinence) (urge incontinence ovesdhig GUF I: VVF (no de?“@“@W RS*“U"
Mixed incontinence Uretero-vagll?al fistula (& desire) SI'.plct ‘
Def Involuntary escape of urine upon 1 | Involuntary escape of urine upon Connection between urinary & genital tracts Tf smal'l :
! sppincrer weaes TAP desire to micturate (Always wet except in urethrovaginal) . incontinence to flatus
* Same as POP ++ D.contractions (idiopathic / | * Obstetric (developing countries )obskwhﬂ If large:

ncontinence to stools

ET:

* mostly between lower
rectum & vagina , due
to failed episiotomy
repair or obstetric
trauma.

Ttt: SURGICAL

Preoperative : fluid

diet & intestinal

antiseptic for 3-5 days

OP:

* Low1/3 : transform to

complete perineal tear

& repair by Lawson

Tait operation

* High fistula:

Abdominal repair by

dedoublement as VVF

Post operative :

* Low residue diet for 7
days

* Use laxatives to avoid
constipation

* Episiotomy should be
done in subsequent
deliveries
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20 sjer efsremic voneiskation (Cever sdnille 5 (igoic)

Na Qt_\\er ‘)“h”}-g lﬂuuk d“s w‘-‘nd b
NOVES) Livnmaity
lw Genital Tract Infections (no foven) 784 *° ™ e sty

Natural barriers *Vulva: aposition / apocrine glands ¢ acidic secretions

*Vw(

*Cx: mucus plug 4

*Sﬂ\ml inker coorze —semen ol

+20D i
Yoy vein Ro (om

For LGT *Vagina: aposition / st sq ep / E> ++ glycogen , lactobacilli act on glycogen + acidic PH (lactic a) *Ut: monthly shedding of endometrium
¥ LGT infections: ¥
Vulvitis / Vaginitis ‘S“F - ‘:“9‘*’““ woments Cervicitis
@Chlldhood foreign body / worms as oxyurius g:::m%
Menopause : -- Ezm‘“ﬁtrophlc / Alkahne PH 3 0om
(OChildbearing b1 _cdogen aamm-
Do v (g
fador T°  vaginitis -usdic W UakobadlD Cervicitis
Bacterial vaginosis Candidiasis Trichomoniasis . .
» o Acute Chronic Erosion
(commonest) ( 2" common) (3" common) ulembicn s
g Bacteria Fungus Protozoal ? Polymicrobial Recurrent *infection (ch.cervicitis)
'E - . . . *
5 | Gardnerella vaginalis | Candida albicans Trichomonas = 5P- Nelss§r1a & lmeﬂy@ *hormor%al(pi_e_g Q)
5 vaginalis o | Chlamydia acute y; ogavism congenital
) WE Nofmal Vg dihar
sl ++++ anaerobes - 1mD‘nY1)uIT19tr;m’ STD S;K]j‘é\ucorrheg F TokL 3 zgﬁﬁ-' notrr
*Mucopurulent due to pelvic Qogrer Y
. . . ooy
E Alkaline : 4.7-7 Acidic <4.5 Alkaline : 5-6 o| discharge congestion *%w &plemous
Ak - = *
— Profuse / yellowish S Mucous pOl};B .
- Ext 1 tant 8 . \p
0 Fishy odour ég;ﬁlee};;lr;;n Mildly irritant / 2| *Dyspareunia *Nabothian Ce foton Contact bleeding
2 | Profuse /non irritant = malodorous discharge @) follicleg®s o =N
2 ish Scanty /¢ BV & other STD e ool
§ d(.}rzﬁlls Odorless < S bOt erc . *Backache *Hypertrophic
ischarge i awbperry X o mghud @ved
warery discharge |:1 25% of cases #lokerme = | Cervicitis
o T .| WemaydoC/S
p= S Clue cells %:* iﬁ lgae he/te Fl{z%(fll;l;id E from discharge in N Pap smear
+ p yp p cases resistant to ttt Fo excwde (I [co
Plaoy Fluconazole line 100 *ttt of infection | tt of th
- Metronic azole I50mgroncemweekly _| Doxycychne in case of o CaUSe.
= sl for 2 weeks +niol : =| mgbid/ 7days Residual cases:
5} 500 mg id / 7days om | Metronidazole(@gm Q acute on top .
£ ( Clin 1% " ( CI all through ol 1d = Or of chronic Cauterization
5 <10 Fimester. pregnancy & in liver smgie orat ose S| Azithromycin 1gm ' > Diathermy
= give local cream or bl + ttt of partner ! *ttt of erosion
= SunDb onl . Iroubles | “single oral dose in case of Cryo
give local cream or (in pregnant females) ) - Laser
supp only) erosion

l)lV'C
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oo O rktied & New Lory
64 -’& YD > cohynaviax PQ'\

ot L inpekwesa
mu.

Definition: Salplngn;ls 00ph0r1t1s peritonitis

& rarely endoetritis due to regular monthly sheddin T
childbearing perlod gAurnoy +Hg§m'°""‘mm a;}“mmzm:gh W
Et:» organism:N. gonorrhea Ch. Trachomatls U e e
(mostly both together& others)
route: ascending (main 2;) local or lymphatic, blood (rarely)
risk F:» sexually active”, multiple sexual partners
Nek gme he EIUD after menses , after sexual intercourse

Chibed gieks ¢ any procedure : D&C , HSG , Hysteroscopy, ...

/

NB: [: OCPs & barrier contraceptioﬂ 3 risk ( ie are protective )

Chlamydia may cause silent PID
Pathology: e i e (1) Lo 7 émm“g“%* S5
> Endosa pingitis / interstitial salpingitis / perisalpingitis
(‘acute catarrhal or acute suppurative ) Didmyed Gia —w\h\lhd\W
= Oophoritis : ¢ microabscesses on the surface kg 1C
> Pelvic peritonitis
Clinical picture:
FSymptoms: fever , malaise , headache ,
H/O of recent OBGYN procedure
Acute lower abdominal pain
Foul smelling purulent vag..discharge
- Signs: > Fever >38.3° , tachycardia @ilareral
ELower abdommal tenderness & rebound tenderness
Cx Motion tenderness , discharge Juging, Sty
> Complications :> Abscess / septicemia
Chronic PID ( if inadequately treated)
Tubal obstruction & infertility
(due to fibrosis & adhesions )
++ risk of ectopic pregnancy
= DD: acute abdomen

Acute PID ( presence of fever )

Inv: for BVos o0 e
Blood tests: ++TLC , ++DLC , shift to Lt , ++ESR ,++ CRP
US to exclude DD : ectopic , complicated ovarian ,
appendicular mass , degenerated myoma
Laparoscopy: if diagnosis is doubtful

( not clinically needed ) :
Fitz Hugh Curtis syndrome (filmy adhesions between the
liver & under surface of diaphragm may be seen on
laparoscopy in cases of chlamydia )

NB[ Exam of discharge to detect causative organism & do C/ S

eadom, Sk _antetk |

Treatment:
= Mild PID ( € mild symptoms)- Outpatient
Ceftrioxone 250mg single IM dose
+ doxycycline 100mg oral /12hrs/14days
+ Metronidazole 500mg oral bid / 14days
= Severe PID (¢ severe symptoms ) Hospitalization
IV fluids /IV analgesics / IV antipyretics
IV antibiotics :
Cefotetan 2g IV/12hrs or cefoxitine 2gm [V/6hrs
® Doxycycline 100 mg orally / 12hrs
till symptoms become milder then continue previous
oral regimen of mild cases for 2weeks

:NB:
1) IF IUD pregent —» remove
2) In case of TOA » glve clindamycin 900mg IV / 8hrs
or Metronidazole 500 mg IV / 8hrs in addition to
the 2 above mentioned drugs of severe PID
3) IF TOA doesn’t resolve by medical ttt :
= drainage through laparoscopy / laparotomy
or colpotomy ( vaginal drainage)

b 19

Notes of Dr. Nadine’s lectures by Reem Abdelhakim

www.nadine-alaa-sherif.weebly.com



Chronic PID

Sequelae of acute

1B ( chronic from the start )

Pathology:

= Hydrosalpinx :

sequelae of inadequately treated acute catarrhal salpingitis
> Pyosalpinx :

sequelae of inadequately treated acute suppurative salpingitis
> TOC

»>TOA

- Chronic Interstitial salpingitis

Clinical picture :

=>Symptoms :

* history of acute PID

* dull aching lower abdominal pain (homc*

* pelvic congestion Menorrhagia

Leucorrhea Congestive dysmenorrhea

* backache + Dyspareunia

* infertility from tubal ohstmc‘uon & peritoneal adhesions
M mS\S heo& P

*Slgns' a \A\x\m\

* adnexal tenderness/ fullness / cyst

TB is a chronic¢ granulomatous disease
Etiology: [: Mycobacterium tuberculosis

Blood spread from lungs ( most common )
Pathology : ( genital TB )
= FT: (affected in 100% of cases of TB of genital tract )
*Endosalpmgltls caseous material inside thick , tortuous ,

*Interstitial salpingitis : thick , beaded , salpingitis ithmica nodosa
*Perisalpingitis: ¢ multiple tubercles on the surface

& on surrounding peritoneum
= Endometrium affection ( 50 %) : affection of basal layer + IU adhesions
"~ or Asherman syndrome ( PEB is diagnostic)
—» Ovarian affection (25%) : with microtubercles
=» Rarely : cervical, vaginal or vulval serpiginous ulcers éundermined edges

& necrotic floor

Clinical picture :

Symptoms Asymptomatic / ch.pelvic pain
Of 1 / Low grade fever/ loss of wt / loss of appetite
5-10% of infertility cases are due to TB salpingitis
Amenorrhea / oligomenorrhea / hypomenorrhea
Signs: |-> Mostly normal + Nodules in DP

-+ Gentital serpiginous ulcers ¢ undermined edges

No g
tobacco pouch appearance ( open everted fimbrial end ) (¢,

8}

. * ﬁxed_RVF in case of extensive adhesions Investigations : in E;‘wmn\!&(n
investigations: = X-ray chest (& pelvis for calcified LNs) - Nod\m&ﬁ& X
US for adnexal masses . bk -> HSG ( not in active TB ) : retort shape tube , IU adhesions 63;9 enbomQF( [N SP
HSG for hydrosalpinx emMarged e prximally = > PEB Craqhtiv bouth)
Iw is the gold standard in cases of ch. pelvic paln = Laparoscopy + biopsies from suspicial lesion ( serosal tubercles to be
Treatment : stained by Ziel —Nielsen to show the acid fast , alcohol fast bacilli) &
Symptomatic ttt —tubal dwomeckion (ant & cultured in in Lowenstein-Jensen medium
eg: infertility ttt » ( TD + IVF ) ““"‘e =» Tuberculin is a good —ve test
I:: paln & Congestlon in old age—» ( TAH & BSO) Titt: General ttt for anemia , proper nutrition N O
( antibiotics only in acute exacerbations ) ) Bilatel EAntl 1B (Rifampicin , INH , Pyrazinamide . Ethambutol) x 5% N
dazpzngormh'd"m}' Surgical ttt in case of tubal mass or endometrial TB e %c:p
A
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STDs

Bacterial Viral
Chlamydia . Donovanosis $
£ Trachomatis | Chancroid GD) LGV HSV, HPV HIV Spi(nekes
= Neisseria Chlamydia 3WW %ﬁfﬁgﬂﬁwﬂw Qan Yo skin
‘g gonorrhea Trachomatis | Hemophilus Klebsiella Chlamydia HSV HPV 6/ 11 AIDS Trepqnema
E’J (columnar & (columnar Ducreyi granulomatis Lizs S ]2\( (el Pallidum
o transitional) epithelium) mpe 611830G6 Yaansonieeion S . Syphillis
PID ﬁmﬁf’ Ut Vulval lesions Vulval + Systemic manifestations |
p-Mucopurulent Subclinical Painful Painless Destructive Painful | Painless warts [Asymptomatic |p-1% (chancre) ;
discharge Mucopurulent papule papule lesion Vesicles ¥ N Painless
. discharge ¥ ¥ ¥ ¥ (condyloma | Severe form P2 c‘zgdlyloma
= |pLower PID (silent) painful ulcer Ulcerate Ulcerate |painful ulcer| acuminata) (Fciilo aat:lllr: r)
-2 ||abdominal pain [»Squelae: ¢ exudation without Kaposi rash) Z ;;, 0
5 Fitz Hugh XXX NO xxX exudation sarcoma L 3n(systemic) |,
Bartholin Curtis ¥ LNs +++ [ xxx LNsxxx | LNs+++ _ " (tabes dorsalis)& |
EUrethritis syndrome in T“% E:‘";m:’ gumma formation |
Systemic laparoscopy b >Congenital: |
(IP  3-5 days) (IP 3-5 days) | (IP 3 weeks) |(IP 3weeks) |(IP 3weeks)| (IP 3months) | (IP 3years) |Yertical transmissionf
, . — F 1 cewicd, @ncer fisk Dark field Mic |}
Gram —ve Obligatory Coccobacilli Gram v ¢ >S}15t;1rruem Pap smear Western blot (spirochetes)
|| diplococci intracellular collected (;koﬂocytes) Non-specific
z |PCulture: Culture : Bodi " o bt o VDRL / RPR bw ctf
| Thaver Marti . Cl.picture i odies rom D"'C“':*"l * Eli Specific:TPH/TPI|
yer Martin || expensive .picture is vesicles 0 poscopy iza Tn 15 $% Ag present ||
NAAT NAAT enough . . . . m2v§»Ag&Ab |
India/Africa | India/Africa [> Ab e In 37 $% Ab present ||
Ceftrioxone Ceftrioxone > Acyclovir Vaccine Antiretroviral Penicillin |
250mg @ 250mg @ 400mg 10 days|»>Cryo ttt In penicillin |
+ . (can be taken [»Diathermy allergy:
pt . . . . 11 through i . )
= | Doxycycline | Doxycycline or X\, Doxycycline | Doxycycline ;regn;;c%,) :ﬁggg%}fg’ilm Vaccine ? > If pregnant: |
100mg/bid/ | 100mg/bid/ | O Auro | 100m g /bid/ [100mg/bid /> Vesicles at |np - s only if Desensitization
LEI labor =CS | Jarge lesions [> If not pre.gnant:
U pI0 ((on’facbaﬁ) k| Obstructing labor Doxycycline

NB: in case of pregnancy Doxycycline 100mg / bid / 7 days is substituted by Azithromycin 1 gm single oral dose as doxycycline is teratogenic (but not for syphlhs)
Other STDs : Trichomoniasis é protozoon ) = infecting lower genital tract /  Pediculosis pubis & scabies ( Ectoparasites )
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Scheme for oncology

Definition: From where the tumor arise
Incidence: How common / rare

Etiology :
Predisposing F:
Premalignant lesions :

Pathology:

> (Gross :

* Ulcer with raised everted edges , irregular necrotic floor ,
indurated base

* Cauliflower mass with areas of hemorrhage & necrosis

* Firm / hard endophytic or exophytic nodule

- Microscopy : ( depends on cell of origin )
eg : squamous cell carcinoma /
adenocarcinoma if arising from glands
Ylandular
e
= Grading :
*G 1 = < 5% malignant undiff.cells = best prognosis
*G II =+ 5-50% malignant undiff.cells = intermediate prognosis
*G I+ > 50% malignant undiff.cells = poor prognosis

» Spread :
* Direct spread to surrounding structures
* Lymphatic to the draining LNs
* Blood : Lung Bone Liver Brain

Cl . picture :
= Symptoms:
related to function / symptoms of metastasis

= Signs:
* General: for metastasis
cachexia / anemia / jaundice / virchow’s LN...
* Abdominal:
* PV & bimanual :

- Staging:

* Stage I : confined to the organ

* Stage II : limited local spread

* Stage III : more local spread + LNs

* Stage IV: distant spread
IV a : mucosa of bladder & / or rectum
IV b : distant spread (L B L B)

Inv.
To confirm diagnosis :
To detect spread:
* eg: chest x-ray / abdominal & pelvic US / bone scan
To assess fitness of pt for surgery: ECG & Lab testing

Ttt:

Stage I, I1 : 2= Surgery
Stage 11, IV : @ Radiotherapy / Palliative
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. . _ Norall cellg/shuaure
A AL moligrant chould excudes MRS in oy MANS, pmlifahde s hypensin. — endo (O

¥ W e & el orgpre Erae{ NS

Def: Tumour arising from Endometrial glands

Inc: commonest tumour of @ genital tract & having best prognosis

Etiology : dpegiy + D + KTV —(oipud o Spridofve Nulligawide

= Predisposing F: ++ E; (unopposed) = early mggggg.hmg/ Ppgg\r € in U
late menopause /Granulosa cell tumgg&é use ERT / obesity /Tamoxifen

simple ¢ atypia 9% / complex ¢ atypia 29%

Diffuse: ++ endometrial thickening > Smm  hisvtessdy
=>Microscopy
=» Adenocarcinoma ( best prognosis ) & commonest
-» Adenoacanthoma ( + benign sq metaplasia )
= Adenosquamous ( + malignant sq cells )
- Clear cell ca / papillary cell ca (undiff. so poorest prognosis)
=»Grading :
> G 1 =» < 5% malignant undiff.cells = best prognosis
= G II = 5-50% malignant undiff.cells = intermediate prognosis
= G [II=» > 50% malignant undiff.cells = poor prognosis
-»>Spread : Birect:: ?nyomggium / Cx / Ovaries / FT / vagina

Lymphatic: para%ortic / iﬁxguinal / paracervical /

parametrial  latend - oy N

Blood: LBLB
Cl . picture : sk e premeniOUER  uih enomeitium hyper pasi
> Type of pt / History =~ @\ se @mpbir (e refogin eseo DTV

( postmenopausal / white race / NG / PCO / Tamoxifen > Ay g o
- Symptoms: | Post menopausal bleeding (commonest) Blgos qae. *
» Signs: MoSt Sefi oM
*Gen: for metastasis : cachexia/ anemia / jaundice / virchow’s LN...
*Abd: enlarged soft uterus + signs of metastasis : ascites / liver
*PV & bimanual : enlarged soft uterus
+ adnexal masses ( ? ut to ov or ov to ut )

=» DD :of post menopausal bleeding

wave plitHmMm

Endometrial carcinoma

Staging: ( FIGO surgical 2018 )
=» Stage | : confined to the organ (uterus) us
Ia <’ myometrial invasion
I'b >’ myometrial invasion + endocervical glands
Stage II : limited local spread : Cx. stroma
Stage III : more local spread + LNs
Il a : Ovaries / ET
I b : Vagina / Parametrium . '
( parametric LNs / paraaortic LNs ) S\“’S‘Qﬁ' &@8‘%
-» Stage [V: distant spread
IV a : mucosa of bladder & / or rectum
IV b : distant spread (L B L B)

o AL L3

. €00 Mek \aSi, elcesiNe ool Tor
- Premalignant lesions :\ﬁpﬂ simple 1% / c’grﬁﬁlf)fex 3%““::;?35.“1&

Pathology: 0&%’«7 Vo
->Gross (» Localized: endometrial polyp seen W G wolyerd

= To confirm diagnosis :
* Screening: TVS (if ET > 5mm in menopausal) / Hysteroscopy

* Gold standard ( confirmatory ) : FC &| endometrial biopsy |

= To detect spread:
* eg: chest x-ray / abdominal & pelvic US / bone scan
* MRI for myometrial invasion & for LNs

= To assess fitness of pt for surgery: ECG & Lab testing

* Early : o= Surgery * Late :@® Radiotherapy N b&‘«*‘\*\
Q

depends on: type of EH

atwph g
options: I:: RG (EMPm/[irena) "y
H
desire, for fertility( oLl
K SHOW®) TeAR) bez Vo dep .
-» Stage [ : TAH & BSO + cytology * later radiotherapy
-» Stage 1 'ﬁf?‘a%ﬁ'ger Cx_(Wertheim’s operation )
~emov. g as Subdy vaein .
=» Stage 11 : raglgfherapy External beam = pelvis
Extended = pelvis + abdomen
=» Stage [V : Palliative : pain relief / rediotherapy

'NB : Unfit pt for surgery in stage I, II : Radiotherapy

* Ut'sarcoma: rare after fibroid / blood spread / ttt: hysterectomy

* Choriocarcinoma : |->10w risk / high risk
_>

blood spread

by hece0ssy] o« Do

sterectomy la(\)o G%‘; \

cinit

Yo 1%
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g Popsy Yuking -

23 ‘i_

Gra " b= Eovts 4 I Oivell by it ety vw"\%w“'"'Wf'm""N‘?*V""‘“‘““*‘b“?r’;ﬁ;ﬁ“;‘ﬁm
P Bewean s fI0ACANCEE CX - 361 e oo cioser gk o oL I
. A AU S e pukive S el o) Bpam by acehc aid /Tdine bl 0
Def: Tumour arising from ectocx (85%), endocx (15%) starting in teserve cel‘l"’s %‘f;{e Z | Inv. gy g i gren pundn ok "‘U‘Lg\, Syoniattion
Incidence: 2" most common after endometrial Ca. / most preventable Crndamaion one. | [#>T0 Confirm d1agn051§ : »\*g “?&'«ygﬁ“ W
Etiology : Tigiation rod wazne 1) Pa}i\ smear ( sereening u)Ql\’O\vOS\l &%@;mf tiys 7
Predisposing F: Sexuality: early / multiple / low socioeconomic / multipara / smoking || 2) é—'ft’-m’scol’_yﬁ\o Voo (0N Qe 212 xpadigned
Nok homorol. dgewertd Viral: HPV ( 16 ,18) /HSVs / HIY HPY 6 -+ 1V = inkeckion tg;n’-ﬂo & 3) Blopsr(d/lrect / colposcopy /punch / Cone / LEEP )
o) bt ! lesion . :
Premalignant lesions: CIN 1 lpr?SILM) / C’f“N 2,3 (ﬁﬁL} ra > To detect spread: CXR / Abd & Pelvic US /Bone scan
h\;ﬁ'\m 1: atypical cells involve lower 1/3 of ep. without Ba enema / EUA / IVP / Cystoscopy / ...
N ) . . . : ¥ To assess fitness of pt. for surgery : ECG / Lab tests
,,»:'&:% CIN 2: atypical cells involve lower 1/, (or 2/3) of ep. » invasion tt
o ) . .
" CIN 3: atypical cells involve all layer§ of ep. of BM > 1% prevention ((HPV vaccine for teenage )
Pathology:(»Gross: Ulcer , Nodule , Friable mass (ectocx) / Barrel-shaped cx (endocx) only if unaffected by HPV Lstaken oebre soual
> Microscopy: Sq cell Ca ( ectocx 85% ) / Adenocarcinoma ( endocx 15%) - 2% prevention : screening prog‘f‘;"ﬁ’b;ﬂﬁap smear for
=»>Grading : G 1 » < 5% malignant undiff.cells ( best prognosis ) whole population / 3years in low risk ,
—> G II » 5-50% malignant undiff.cells ( intermediate prognosis ) annually in high risk
—> G III+» > 50% malignant undiff.cells ( worst prognosis ) > CIN> 1> Medidalitt & Pap smear after 3-6 months
pSpread;»Direct: uterus / vagina / parametrium / uterosacral /bladder /rectum. If refractory to medical ttt :
Lymphatic: » 17 : paracervical / obturator / ext iliac / int iliac ol Cryocautery / diathermy cautery / laser cautery
wegk @omen Ly o1y common iliac / lat. sacral /para aortic 'O 2> LEEP/LLETZ
Blood :LBLB 3[: Conization in young age (to preserve fertility)-shigh
Cl . picture : TAH in old age (not desiring fertility) J;;}O
> Symptoms -+ type of patient / |Contact bleeding |fom uler > Cancer Cx: - Early stage. :gRSI(Jir‘gelrly L
-»>Signs > General: Signs of metastasis ( anemia — jaundice — virchow’s LNs...) / - Late stage , adiotherapy Wm
Abdominal- @ - Stage [» 1l a: Wﬁrt}\}glm s operation ey
: Ueler emprees (fadical hysterectomy) low Wl

pdp PV& bimanual : Nodule / qus / Ulcer / vagina / normal sized uterus by Aweor Stage 11 b / 111 / TV: Radiotherapy / palliative s 25

S : uterosacral & Parametrial involvement —N—B——'—————————————————————————----------—-\”ﬂty.éwﬁ

= Staging ( Clinical FIGO 2018 ) Rt e used in carly st . v "":“"

>Stage I ( confined to cx ) :[: Ia <5mm depth of invasion <7mm width reiulli)s a:rZEZg(i:s;l tt(: used I carly stages giving same !

Ib > 5mm depth of invasion > 7mm width ( + uterus ) * Unfit patient : Radiotherapy in all stages £\ \mlf[@'

- Stage 11 ( local spread ) :p II a: vagina ( but not lower /3 ) ev * |
II b: parametrium ( but not to lat pelvic wall )

* Ovaries may not be removed as it is not a hormone hpy ve =1
>Stage I1I (more local + LNs) EIH a : vagina ( + lower 1/5)

* In recurrent cancer Cx : use opposite line of what was
used before

* Ca. of cx stump

’Idifﬁcult surgery (adhesions)

_’

dependent cancer !
III b: parametrium till lat pelvic wall (Uraemia & Death)

Il ¢ : LNs nook—> pap aner
>Stage TV ( distant ):[~ 1V a: mucosa of bladder & rectum O @G"p‘%‘ﬁ
b

> DD: Contact bleeding IV b: distant spread LBLB ‘ — R
e COLNCNIS L .. o G- 100G SEGIONE 24 zllv;n ?f"*’ |
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Qe Lrcionel

wtwe Epithelial 70% O — — Clinical classification: Cystic / Solid
(exyte) Germ cells 20 - 30% O 8 Ben‘gn ovarian tumours Pathological classification: Benign / Malignant
Sex cord s%%nga] li < Zﬂ% o O ( premalignant ovarian lesions ) Histological classification
*6tiginate fom Epithelial tumours (post menopausal) Germ cell tumours (child bearmg) Sex cord stromal o
mesd <+ awulatian Ay v : v v o ¥ embryomc : extra : undifferentiated s Qc g : Rge
Imetqplasio— (Tubalep) ! (Endo Cxep) (End] (wy ep) | (endoderm, 'embryonic! germecells & |7 & & 2! Fibrous t Theca
5 : | ol | meso, ectoderm | villi | Yolk | sex cord ar tissue i cells
S N M @kpodtwelin )
erLou v (u\b\l;ltgwlnn(i)i&s Brenner Deg& ‘!9*“'“ Gonadoblastoma %) Fibroma Thecoma
\UUW cystadenoma ‘urodsk twd E>< &
Size Moderate Huge Small Moderate = Small S. | Small-Moderate |  Small
g Ql =
»|  Site bilateral in 50%/| unilateral %j bilat in 15% | bilat in 15% ? bilateral in 15% § ko) bilat 10% bilat 10%
(% Uni/multilocular % Uniloc ¢ thick g). ~ %‘ 0%‘ Solid
Consistency Paplllary Multilocular | @ Solid capsule & | 8 Eﬂ Solid &g . . Solid
(exo/éfophyt 3. — 1 dicle | 3 | & o | & | élongpedicle
exo/endophytic) ) ong pedicle 2 S ¢z i 0w Yol
. e . o i i o
. Cuboidal ep | Columnar ep | =~ | Transitional Endo / Ecto / c. § Undifferentiated S % . Theca
Microscopy . , = Mesoderm =] Germ cells 5| = Fibroblast .
(ciliated / Non )| ¢ Goblet cells | & ep o | & |~ interna cells
— Rokltansky nodule|] 5 | o, | & Sex cord cells | & 8
Pseudo-myxoma | = e mus | © | B &
ot o ha teeth /bone| = | & . S .
. Psammoma peritonit = = In dysgenetic T| S |Meig's syndrome
Characteristic . ttt: chemothera = | Coffee bean| - mamilla © | o N2~ ) Post
bodies PY| = | § onads & ( + ascites
features . (radioactive \eef S nuclei | - chemical @ | 3 & sl 8 . |menopausal
(calcified cells) | intraperitonea® | 5 Peritonitis |9 Ych.asAIS | 5| 5 [& Rtpleffusion)
colloid) 2} oo trpd vide = | © | =
N\S * metcpaem}e mnsCA - CA . £ [ony pwﬁ\em truma -ovaii = § z e\eed%ﬁ*s
ecretions S N | . = S| = - E;
= o me—mb\ (thyroxine) y m@ G > 2l ==
. E “}JWN \ o [
Mallgnaqt 30% 5% S <1% # = per®® 300/? 2 N (m\(sr\u%;
transformation Cystadenocarculoma '\P()l\\\(JY\ \](’t IQ@I Hnigh (i o Yrsion Dysgermlnoma "Y‘«UY\S(‘DWCJ’IU\
i Complications: L"%,f”ﬁ-ffmf Sfﬁlnt mene Gy : : Cl.picture: g\wreq:lt Inv: -/ CA 125 / + Laparoscopy :
i 1) Torsion —» gangrene (rare) 22) oot | symptoms: 50‘\11)2'2;“: oy Gor scveenivy :
' 2) Hemorrhage —»acute abdomen 11| * asymptomatic * acute abdomen (pain) 1 Tit: “ :
| 3) Rupture  nothing ( in serous )&wd {1 | * mass(abdominal)  * pressure symptoms | 1 > Ovarian cystectomy (deicid) sivels o o1 |
! E chemical peritonitis (in dermoid) ! | *no bleeding] (except functioning) ' 1 P> Oophorectomy ( in huge mass ) e
i pseudo myxoma ( in mimn_cms ) el i signs » general : Cachexia in Mucinous » anhysterectomy (TAH+BSO) (in old age)‘ !
i 4) Infection + in puerperium ﬁ“j‘“@“m{fm ! l E abd: swelling (insp. / palp. / percussion) : . In preénancy (when to remqve it ?) & & :
| 5) IncarCeration = pressure symptoms <€ odnedsn 11 PV & Bimanual : Adnexal mass Ll T R AOLS = 6 v, W, e .
' 6) Malignant transformation i DD Kriikenberg tumor Noduleg Nov fender ¥ (whether laparoscopic ordép‘itrgfgng) TV avewrh

Vmoge o,
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Malignant ovarian tumours

Def : malignant T. arising from surface ep , germ cells & sex cord stroma of the ovary.

Inc : 3" most common malignancy of @ genital tract é worst prognosis , deaths from ovarlan tumours > deaths from end. & cx cancer together

Et: E: Predisposing F : NG / induction of ovulatlon / white race / genetic ( BRCA 1 & 2 L_Xn_h 2 ) , rb_glt’s are protective as they - - ovulation |
Premalignant :Epithelial T( serous 30% & mucinous 5% cystadenoma) / Germ cells (BCT<1%/ Gonadoblastoma 30% )

Pathology : Gross : bilateral / solid ¢ hemorrhage & necrosis / ascites / vascularityY v soppler 4

Microscopic & Grading

Wiration ok Surbate &) opulefion (Nukgriday Sex cord stromal
Epithelial (> 70 % ) [old age] _— ‘?ﬁﬁm cell Tumors ( 20 - 30 %) [ Child bearing | Tumors (<5 %) | ages Metastatic
. . Y MCT . Endodermal b Granulosa ¢ : Kriikenberg |
Serous Mucinous | Endometriod MST Chorio Ca sinus T Dysgerminoma cell T Sertoli Leydig (atypicat 27)
, Endo / Shiller Call Exner | cads
Mic sammoma End. glands | Meso/ | Trophoblasts Duval Lymphocytes bodies narogenic Signet ring
bodies — Ectoderm bodies ~;<‘ (Rosette cells cells O
& §* shape)
Secretions CALD-9 — HCG AFP LDH E; / Inhibin /Andr —
CA 125 >335 Mm %
Spread : Inv : 9o f““ @ @“\\)
Direct: other ovary / uterus / fallopian tubes To confirm diagnosis W
Lymphatic: para aortic LNs by US: bilateral / solid / papillae /ascites (1 or more ) s
IN

Blood :

Transcoelomic: peritoneal seedling

LBLB

Cl.pict:

> Signs:

> Symptoms : Type of pt / Asymptomatic ( very late presentation ) /
GIT symptoms /mass /cachexia /NO bleeding except in functioning T

- General: cachexia /anemia / jaundlcg X chow’s LN pl effusion
- Abd: inspection / palpation / percusswn%(ﬁ%é /
- PV& Bimanual: Nodules in DP in krukenberg T / Adnexal masses

1K
e{’scﬁ peau d’orange

—>Staging:

- Stage I (confined to ovary)
Ib : both ovaries

Ic : one or both é + ve peritoneal cytology mic/PsW§i

FIGO surgical
staging 2018

Ia : one ovary

ITa:Ut/FT

>

>

Stage I ( local sprMnexa) L

IIb : UB / colon / rectum

Stage III (more local + LNs) g ruft i Sry
Stage IV (distant spread) [:

IVa :lung & pleural effusion
IVh; distant liver parynchyma. / brain / bone

Doppler for vascularity / Tumour markers (CA 125) /  Laparoscopy

MI =§US (1 or 3) x Menopause (1 or3) x CA 125 , IF >200 ( High risk )
(1 if one criterion in US or 3 if more than one criterion in US)

To detect spread: Ba meal / enema / upper & lower GI /CXR /CT abd & pelvis
To assess fitness of pt for surgery : ECG / Labs /...
Ttt: Early : surgery /  Late : surgery (debulking + chemotherapy)
Surgery ( in all stages )
Stage I :Exploratory laparotomy and TAH + BSO + omentectomy + peritoneal
cytology + sampling LNs
Stages I1 = IV : Debulking +| chemotherapy |

NB:

* Debulking in late stages with fixed tumor ( as above + removal of all tumor
tissue > lcm ) :to decrease toxicity of post operative chemotherapy

* Stage Ia (germ cell T):can be unilat salpingo oophorectomy till completing her
Family

* Dysgerminoma : radiosensitive
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. . roaet omamen. fora =
Def: Malignant tumour arising from labia majoras/ minora / clitoris .

Inc: 4™ most common tumour of 9 genital tract after end , cx & ovaries
Etiology :

;

Pathology:
> Gross:

ame & opnorrel fop S
Predlsposmg F: rare in young age (smoking / HPV infection ) / old age /many anud
Premalignant lesions: > VIN (1,2,3) : VIN 1 & 2 usually regress pimers
ELichen sclerosus & Atrophicus ( in old age )pruribic wlve
Paget’s disease ( adenoca. in situ )(multifocal)

VIN : may appear @
Invasive: Nodule /Ulcer / Mass
VIN 1, 2, 3 /lichen sclerosus

= Mic:| VIN 1: atypical cells in lower 1/; of ep without
VIN 2: atypical cells lower 1/, or 2/3ofep [ MVasion
of BM

VIN 3: atypical cells inall ep.
Invasive: = Squamous cell ca.(commonest)
Paget’s Adeno ca. / Melanoma / Basal cell ca ( rare )
= Grading G 1: < 5% malignant undiff.cells ( best prognosis )
EG II: 5-50% malignant undiff.cells( intermediate prognosis)
G III : > 50% malignant undiff.cells ( worst prognosis )
%> Spread :» Direct: vagina / urethra / anus / perineum
E Lymphatic: inguinal —»femoral ( LNs of Cloquet )
Blood:LBLB
Cl . picture :
Symptoms E
Signs :

Type of pt
In VIN : Asymptomatic or Pruritis vulvaes
In invasive : Pain / Mass / Ulcer / Contact bleeding
(in addition to long standing pruritis valvae )
*QGeneral: signs of metastasis

*Abdominal : rare
*Local: In VIN ;= raised rough skin / thin reddish epithelium
|:: I—» white hyperkeratinization ( leukoplakia )

Malignant tumours of vulva

Staging: ( FIGO surgical 2009 )
Stage I : (confined to vulva) : <2cm
Stage II: (confined to vulva): > 2cm
Stage I11: ( local spread = LNs ) :
to lower vagina / lower urethra / anus
+ Inguinofemoral LNs
Stage I'V: ( distant spread )
* IVa: UB mucosa / Rectal mucosa
All urethral mucosa / All vaginal mucosa
*IVb: LBL B

Investigations:
> To confirm diagnosis: Direct excisional biopsy
If no apparent lesion: use colposcopy or paint ¢ Toluidine blue
& take biopsy from the white lesions

= To detect ngread : Colposcopy for cervix & vagina to detect
associated involvement
MRI - g‘\',fw,) (as all are predisposed by HPV infection)

CXR / CT abdomen & pelvis
& To assess fitness of pt. for surgery : ECG & Lab tests

Treatment:
Early stages: 2= Surgery / Late stages @ Radiotherapy
- In lichen sclerosus : corticosteroid ointment long ¥ime » wot€y e
> [n VIN = Symptomatic ttt to relieve pruritis for 3-6 months
1&2 by topical steroids (as usually regress spontaneously)
In small lesions : excisional biopsy
In wide lesions (if not responding to topical steroids):
skinning vulvectomy =+ skin graft
= In VIN 3, Stage I : wide local excision
= Stage I : wide excision + LN sampling
= Stage [II-»1V : external irradiation (radical vulvectomy is not

In invasive: |:: ulcerated / pigmented mass

done nowadays )

Malignant tumors of vagina

labia majora mostly then minora then clitoris
*Least common * 2ry far more common than lry

+ enlarged inguinal LNs
ttt : * in VaIN : 5- flurouracil vaginal cream for multifocal lesions
NB: Sarcoma Botryoides in prepubertal girls =» Mass & Bleeding

*Surgery : Wertheim for early cases

* Radiotherapy for most of cases
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= Sectere  Horones

5/

Functional ovarian cysts

Characteristics: > oM ONIRoN Gjex —>
tom remevants ot

(OuSe  presive symploms on ureer
hydonephgis > >Fav oqstecromy

* oS Q‘g- —Npe"

Occurs in childbearing period

_ 0
Represents 25% of all adnexal masses * 3 aoNodnal  men
— Nomo\
- Unilocular e M«EJ
—
- Ecolucent HOiker fom st oy

cenign by (RS,

* Wﬂ& e wnen &E’L'\‘&%
b neddiv of  endowmd-fium

Spontaneous regression is a rule

ater SR pelind @
ttt: Spontaneous
regression is the rule ,
> ifnot, give cyclical
84 0CPs monthly with
US follow up
o oo

Types:
- Follicular cyst (commonest):
Occurs in 1% half of cycle (pas+ mewghnad)
sode esHIden
- Corpus luteum cyst (2™ most common):
5/- Occurs in 2" half of 8‘4%%%& vascular

& may cause acute pain  (pre mendSirund)

. s
Secreke  PRG Lo i b= oy Qevcpwm @MQY“%
_-- Theca lutein cysts: as in V.mole & OHSS

o Lovign WG 3 WG
- Endometriomas: if more than 4cm , laparoscopic cystectomy is
needed. Otherwise medical ttt by continuous COPs

_/

in o of endomaiods {nsde ovaty — hvgy OfSE > anodate tdefial

- Inflammatory cysts (TOC / TOA): ttt broad spectrum antibiotics &
follow up for size by US , if no regression , then surgical drainage
is needed Hdeogends , o8

PID -50uumddain ok gus in buve 3 bonslps o

\r
\
e ~ Oy = TOR — dhwnic P“‘V'w&m’
- Inclusion cysts: precursor of epithelial ovarian tumors—t—oc

e DOONSOPIC 4

dud ~ceous Qwid

2enign... wwva. \esions—

#Pruritis vulvae v

With vaginal discharge (80%)

- Candida albicans

- Trichomonas vaginalis

Without vaginal discharge (20%)

- Generalized disease

- Allergy

- Scabies , seborrhea

- Lichen sclerosus (postmenopausal) = ttt: corticosteroid cream

( need follow up as it may be premalignant ) waker boss)

- Psychogenic oinkment-

- Urinary or rectal incontinence L %ﬁ’@
_ figwa

Vulval swellings

Cystic swellings

- Bartholin’s duct

Cysff.‘%ﬁ ttt: marsupialization tewee +ve i
gand opsk ametw” =

Infected c?&“"—» ttt: antibiotics
Abscessis tit: drainage
- Inclusion dermoid = ttt: excision & biopsy
- Sebaceous =» ttt: excision & biopsy
- Hydrocele of canal of Nuck = ttt: surgical excision (as hernia repair)
- Endometrioma=» medical / surgical depending on size
- Hematoma =» incision & drainage
- Varicosities =» medical ttt: sclerosing material or
ligation of the veins ( if not pregnant )

- Hidradenitis suppurativa (it affects sweat glands in the

axilla & mons pubis & causes very bad odor )

=» ttt : check for DM & local antibiotic cream
- Urethral caruncle ( it causes dysuria & contact bleeding )

=> ttt :excision & cauterization
Solid swellings
-Lipoma - Fibroma
- Papilloma / warts
ttt: excision & biopsy

-Nevus - Caruncle
- Hydradenoma
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Anatomy of female genital tract

- Lat borders related to :

1) ureter Icm

2) cardinal ( Mackenrodt’s ) lig

3) levator ani ( deep perineal ms )

4) bulbocavernous ( superficial perineal ms )

Middle
third :
II LNs

Gross Histology ‘:?:S;l Lymphatics Applied anatomy
Vestibule - FGM ¢ 4 types with early( bleeding , infection)
, & late ( loss of satisfaction, sexual problems &
Urethral opening . c e ..
: . - Stratified | _ frigidity ) complications.
Vaginal opening squamous dondal
o pudenda A &
- Mons venereum ( hairy pad of fat over SP) | ¢Pithelium |apery “!
o ) (keratinized) o)
S| - Clitoris: midline erectile organ (one of 2 Supgrﬁcial - —— —— ——
=| _ . . . : ; . mgumal Type 1 Type 2 Type 3 Type 4
g 2 labia majora: lat ha1ry ¢ fat , sweat & terminal LNs Removal Removal Removal Burning or
sebaceous glands -Transitional branches of clitoris of clitoris of clitoris, pricking or
.. , ) ) & labia mi labia mi ierci
- 2 labia minora: med é non hairy skin , no fat | ep. For Zf ant PRI b maiora
- ivision T . ..
- Hymen : memb 2 cm deep to vulval opening Blaftgmhn of TIA) - Clitoridal cyst : post circumcision
. glan _ R
- Bartholin glands on posterolat aspect of Cryptomenorrhea:in imperforate hymen
labia majora , duct opening in vestibule - Bartholin cyst : in obstructed duct
- Septum : longitudinal / transverse
- Ant. wall prolapse: Cystocele , urethrocele
- Fibromuscular potential tube é rugae - Post wall prolapse: Enterocele , rectocele ,
Upper deficient perineum
-7-9 cm anterior wall related to UB & third : - Support : Mackenrodt’s lig / Uterosacral lig
urethra as Cx / Pubocervical lig
- Non - Vaginal - Episiotomy : cut through post or posterolat
o] . keratinized | artery | Lower SRISOOMY. * stp P
£|-10 - 11 cm posterior wall related to DP , . . vag wall
o . stratified from third : .
rectum , perineal body : - Post colpotomy or culdocentesis :
= squamous | TIA to Inguinal for drainage of pelvic abscess in DP
epithelium LNs geolp

- US guided oocyte retrieval through post
colpotomy

- Ureter may be injuried at lat fornix while
clamping the vag angles in TAH

- Pudendal n block :done at level of ischial
spines
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Arterial

Gross Histology iy Lymphatics Applied anatomy
- Pear shape 1x 2x 3 inches - Endometrium -F “nd“;f
( modified mucosa é Eall\r]zao 1 - Ut prolapse : 1°*, 2" & 3™ degrees
Fundus glands & stroma ) _ Cornu :
' - Uterine a superfi cial - Ut. support : Mackenrodtfs lig / Uterosacral lig
Isthmus Cornual - Myometrium of body | (tortuous inguinal LNs / Pubocervical lig ( as vagina )
c Body end of ut formed of 3 ms course on Body : 11 LNs
X . - :
layers : o latborders) | . - MRKH Syndrome in case of 1Y amenorrhea ¢
@ Outer longitudinal from ant ry £ d 1ch
= Middle criss-cross division of V> . presence of secondary sexual characters
&l - AVF (85% ) or RVF ( 15 %) Iner circular 1A paracervical
3| - Ant : UB / Pubocervical lig While Cx is formed of parametrial , - Cong anomalies :
- Post : DP / I.Jtero'sagral }ig outer & inner layers - Anastomosis ;’Ib]tjﬁator’ as septate / bicornuate / didelphys
- Lat: Broad lig & inside it : only at cornu with S with RPL , PTL
Fallopian tubes ovarian a & EILNs
Remnants of Wolffian ducts - Perimetrium : > - Cx is sensitive only to dilatation
- Uterine artery peritoneal adherent over CI LNs ( Cx dilatation should be done under anesthesia )
Ureter o t(ljle body but loose over Lat. sacral &
& Mackenrodt’s lig X Paraaortic LNs
2 Tortuous tubes 10cm in length - i
Ampulla 5cm g - Mucosa ( endosalpinx ) TI“l?al oint Lo . .
| Isthmus 2cm Infundibulum cubical or columnar Branch ( /2 inch abov.e mid inguinal point )
2 2cm partially ciliated - frcr)ilxrllflt:iine in cases of pain , PID , ectopic .
= . . - Commonest site for ectopic pregnanc
= Fimbrial end é i ~ DOimonen, JTle TR celOpie JICENales
— N fimbria ovarica | - Musculosa: 2 ms layers f;tz:izrslan Paraaortic LNs (ampullary part)
g Cornual ( Interstitial ) part (outer long & inner - Hydrosalpinx & pyosalpinx ( ch . PID)
) fem circular ) - Commonest permanent method of
E - Runs in upper part of broad lig o | contraception ( tubal ligation )
- For ovum pick up , transport & nutrition | s on oo - Tubal disconnection (TD)
perltoneal covering : fh d 1 : : IVF
for ovum & sperm in cases of hydrosalpinx prior to
- Almond shape 1x2x3c¢m i 2:{22:2 from -In ov.ariot.omy :.6 clamps. needed 2 on §ach pedicle
- On ureter & bifurcation of II vessels 22— <= abdominal (pvarlan , infundibulopelvic & mesovarium)
| - Not covered by peritoneum 1 aorta g%amints' ds in ab ¢ dcell )
- Streak gonads
*=| - Corrugated surface due to repeated 1) Outer cortex : rea SOMACS I abSENCe OF SEX Cord cetls Covering
=i . . e . Paraaortic LNs the germ cells , forming Turner syndrome ( 45 XO )
S| stigmata of ovulation ¢ follicles NB: Responsible for
. . - lesponsible for
©| - Attached to ut by ovarian ligament , to lat | 2) Inner medulla -Rtov.v 2> 1) ova production ( i¢ ovulation )
pelvic wall by infundibulopelvic lig , to the 3) gtl;g}l:lmgilttgf()f ] IIX ((:)V N 2) hormone formation ( Ex , PRG ) by
back of the BL by mesovarium mesovarium) Lt Re.nal v granulose & theca cells of oocytes
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Ureter

Pelvic floor

Perineum

Gross :

25 cm in length , retroperitoneal

- Enters pelvis in ovarian fossa above the
bifurcation of CIA

- Runs downwards in the base of BL
below uterine artery .

- crosses forward related to lateral vaginal
wall to enter trigone of the urinary bladder.

Histology :

Lined by transitional epithelium

Arterial supply :

Branches from IIA , uterine artery ,

Inf. vesical artery , vaginal artery

Lymphatic drainage :

Iliac LNs

Applied anatomy :

- Injury at

{EClamping infundibulopelvic ligament

Clamping Uterine artery 1 cm lateral to Cx
Clamping Vaginal angles
- Avascular necrosis in meticulous dissection
—> uretro vaginal fistula , symptoms
manifest few days post — operatively

1\

T #? :
3 ———— |

1) Peritoneum of DP with extra peritoneal fat & cellular tissue
2) Levator ani ms ( deep perineal ms ) ,
(urogenital diaphragm ) with :
- ischiococcygeus
- illeococcygeus
- pubococcygeus
E pubourethralis (decussation around urethra)

pubovaginalis (decussation of ms fibers around vagina)
Puborectalis (decussation of ms fibers around rectum)
3) Perineal ms ( superficial )
(ischiocavernosus , bulbocavernosus & transverse perineii ms )
Fat & skin of vulva
* The midline is pierced by urethra , vagina & anal canal

Area of 5 cm between vaginal orifice & anus
covered by less hairy skin & less SC tissue

Perineal body :
- a fibromuscular pyramidal structure between

posterior vaginal wall ( lower 1/3 ) & anterior
wall of anal canal

A
®

%

Perineal body Anal
< na
canal

Perineal skin 5cm

- It is the point of insertion of superficial perineal
ms & above it passes the levator ani muscle
Applied anatomy :

If defective , ie: deficient perineum that causes
sexual problem & is treated by posterior
colpoperineorrhaphy .

V' Uterine & cervical ligaments

Support ( to prevent prolapse )

Protect important structures

1) Lateral cervical = Mackenrodt’s ligament
= Cardinal ligament ( strongest )
Fanning from uterus to lateral pelvic wall

2) Uterosacral ( posterior ) :
From uterus & Cx to periosteum of sacrum

3) Pubocervical ( anterior ) :
From Cx to back of SP

- Fallopian tube (FT)
- Remnants of Wolffian duct:

Epoophoron
Paroophoron

Protects ovarian vessels

- Parametrial lymphatics & LNs, S & PS nerves

1) Broad ligament: ( lateral from uterus to lateral pelvic wall ), Contents :

- Uterine vessels
- Ureter

Hydatid cyst of Morgagni at fimbrial end of FT

Gartner duct : lateral to tube & downward to anterolateral wall of vagina
Paraovarian cyst : in case of cystic dilatation of remnants of Wolffian duct
2) Ovarian ligament ( Med between uterus and ovary ) : Protects ovarian vessels
3) Infundibulopelvic ligament ( Lat between ovary & lateral pelvic wall ):

NB : Round ligament :

Gubernaculum that attaches cornual end of of uterus to labia majora passing through inguinal canal , it protects Sampson artery & keeps AVF position of uterus.
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Sexual differentiation

Gonadal differentiation

( Genital ridge )

Internal organ differentiation
( Wolffian duct / Mullerian duct )

External organ differentiation
( Urogenital sinus )

XY XX XY p— Testosterone —> growth of Wolffian duct XY XX
G T‘?F NO TDF XX [ NO TDF / NO testosterone
JLonaas : « atrophy of Wolffian duct
Cortex ‘ o
Medulla » NO Sertoli cells/ NO MDIF Penis  *—___ Genital..— Clitoris
T - = growth of Mullerian duct ( paramesonephric duct) Tubrecle
= testicles = ovaries a0 D
— == a 8 —,
5 o e 8 = :
Germ cells : lf‘f 1? S Hydatid | SCTotum I 5 Labia
WU st of s & = = Majora
Spermatocytes oocytes Epoophoron - Morgagni = O = =
Paroophoron g 0%
Sex cord cells :
* Sertoli cells Granulosa cells From Gartner duct S . '
W secrete MDIF Theca cells Below oo et Penile Anus Labia
Upward ‘:\Jo\ﬁ’{ﬁ\\@\@a urethra Minora
. (4]
* Leydig cells —»  atrophy -»Hilar w
cells & Lower
vagina

Anomalies of Ovary

Anomalies of

Anomalies of Hymen

* Aplasia

* Hypoplasia

* Acccessory

* Streak gonads ( dysgenetic )
as in Turner Syndrome

* FT : Aplasia / hypo / accessory osteum / diverticulum

* Uterus : Aplasia/ hypo / septate / bicornuate /
didelphys / unicornuate / arcuate /
rudimentary horn

* Cx: Aplasia / atresia / incompetent

* Vagina : Aplasia / hypo / transverse septum /
longitudinal septum

* Imperforate hymen:
Failure of canalization of lower part
of urogenital sinus
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Endoscopy in Gynecology

Laparoscopy

Hysteroscopy

Laparoscopy

Vvagina Ceorvix Uterus

Speculum—"

Hysteroscopy

% | Introduction of an optic lens through umbilicus to visualize Introduction of an optic lens through cervix to visualize
A | peritoneal cavity & pelvic organs the uterine cavity

* Diagnostic : = Unexplained infertility * Diagnostic:— Infertility

ECh. Pelvic pain / Endometriosis —> RPL / Ut septum
g Cong anomalies of uterus —> AUB / Polyp
‘= | * Operative :—Ovarian ( cystectomy / oophorectomy ) * Operative : — Polypectomy
% Tubal ( ectopic / ligation / disconnection ) —> Septum resection
= —>Uterus ( myomectomy / hysterectomy ) — Myomectomy ( submucous )
Endometriosis : ablation of foci — Division of of IU synechia
Adhesiolysis — Tubal occlusion

-GA - NO anesthesia ( in office procedure ) ,
o | - Trendlenberg position ( head down ) Local or GA in operative procedures
% - Veress needle at umbilicus & inflate 3-5 liters CO; - Dorsal lithotomy position
g é pressure 15 mmHg - Dilatation of Cx in operative procedures
8 | - Introduce lens , light source , camera & manipulator - Uterine distension by COz, glycine ('is a must in op procedures)
= |-MB dye may be injected through Cx to visualize patency of FT - Lens , light Source ,camera are introduced

- Irrigation , evacuation at the end of procedure - Removal of instruments at the end of procedure
< | Anesthesia fzomphcatl.ons. / Cutaneous surgical emphysema - Fluid overload ( commonest complication )
g | - Electrosurgical complications to bowel , uterus , nerves :

. . . . - Electrolyte imbalance

Q | - Injury to vessel , intestine , bladder / Infection . . .
@) L) . o - Anesthesia complications ( if used )

- Neurological injury in poor patient positioning

- Less hospital stay , early return to work

.| - Minimal adhesions - Can be done without anesthesia as an office procedure

2z |- Early recovery , less GIT complications ( ileus , gastric dilatation ) ( no dilatation for diagnosis)
< | - Better cosmetic

- Rare wound complications ( dehisence & infection )

- Proper visualization of uterine cavity
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