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Tha Vulvo consists of I0 ports:

l- Mons Pubis (Mons Veneris &Jeyl '$c, .tr 'ir1 4ll op,J'iJ-l sJl 4+,,,j)

. It is rrad of fat covered with hair over the symphysis pubis.

o It acts as a cushisn orL3 that absorbs the pressure during sexual intercourse
. The upper limit of this hair (the escutcheon@)

4 In ? -+ straight upper border (feminine criterion)
o in 6 extends to the umbilicus (A in shape)

.Even in severe cachexia it doesn't disappear@.

e- Labia Majora (single: labium majus):
o 2 longitudinal elliptical skin folds (containing fat):

4 ANT<.RIORLY: extend from the mons pubis.
d PO5T€RIORLY: extends to perineum, unite lJii'!, ---+ posterior

commissure ililt etijtyt

. Skin:
d It is covered by hair
d It contains sebaceous & sweat glands (some of them are apocrine

)produces characteristic odor attracts males)
o Occasionally contains the canal of Nuck (a fold of peritoneum)
o It corresponds to the scrotum in male.

3- Labia Minora (= nymphae, single labium minus):
l. 2 folds intemal to labia majora of non keratinized skin 15 g*t*.

ETHIN REOUNOANT 1no fat ctlt+ .li, no hair follicle@ contain
sebaceous & few sweat glands)

UPINK COLOREP lvascular connective tissue)
2. Anterior: divides to anterior flap (prepuce el'li) & posterior flap (frenulum)
3. Posterior: unite to form fourchette (drench of fork)
4. Fossa navicularis (in virgins only): between fourchette & hymen.

5.If too large: spanitl ear nvnttthue & it is indication of labial reduction

4- Clito.ris ( e- 3 cm) (: the hidden.or the key *GS eL^"rl aJ Ots crlj);

. Sensitive (Jnerve endings) & erectile (f vascular supply) tissue

o 2-3 am above the urethra (important relation in intersex)
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o It is formed of :

42 crura Jsbattached to the pubis by suspensory ligaments
a Body (formed of 2 Corpora Cavernosa)

a ending in Glans (between the prepuce & frenulum)

5- The Vestibule: Labia Minora cjl il+ t^
oThe area@ between the labia minoia
.The vagina, urethra,2 Bartholin ducts c.i-:i 6l-rl ---+open into it

6- External Urethral Meatus [3-4 cm)
.Site:

c2 Seen by separating the labia minora ejY& opens in the vestibule.
ol,ining:

d Transitional epithelium except the distal l/3 ) stratified sq@.

o Skene's glands: two paraurethral glands open in the floor of the urethra

(1cm before the externol urethrol meotus).

7- The Humen
oA (relatively avascular dlJ!.Ji) membrane.

.It is covered by stratified squamous epithelium on both sides.

.It partially closes the vaginal orifice.

oForms O: annular (commonest@), crescentic, septate (biperforate),

cribriform, fringed G+rAimpelforate hymen or congenitally absent

oTorn with l't coitus (with slight hemorrhage if f ed : defloration injury due

to injury of descending cervical artery) unless large opening or elastic

oAfter labor; its remnant are called Caranculae Myrtiforms

B- Bartholin's oland trts-/ii r-t-: the greater vestibular glands

oNhture:

+ Bilateral racemose glands (pea sized not felt exeept if diseased)

.Sifpl
4In the vesfibular bulbs (ppstpriof % of labia majorA gn both sides)

4 Duct (2-3 cm) opens in the vestibulc ?t 5,7 g'plepk

oLining:
4 the gland ) columnar, the duct ) transitional epithelium

.function: produces alkalins mucous during coitus for lubrication

9-
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l0- Vestibular Bulbs:
.Nature: Two collection of erectile vascular spongy tissue
oSite:

d Deep in the labia majora & deep to the bulbospongiosus

muscle,(:o p frinctu uayinae),
4 They are continuous above with the clitoris.

rFunction: coital cushion.

Blood supplv:
o Arteries@ o :

*Internal pudendal (mainly) a branch of internal iliac artery
*External pudendal (superficial & deep branches) arise of femoral artery@

o Veins:

*Accompany corresponding arteries

*Join vesical and vaginal plexuses

Nerve supplv@ :

*
* Also sensory from:

1-Perineal branch of lateral & posterior (not anterior@) cutaneous nerye of thigh
2-Genital branch of genitor femoral nerve

3 - Ilioinguinal & iliohypogastric

LVmphotic droinoge:r:
* It drains to the superficial inguinal ) deep inguinal ) deep femoral (including

tloquet LNj ) extbttr-all&'6orti#ori\ilia. > paraaortic LN)'rcistetuabhytri )
thoracic duct ) left subclavian vein & left supraclavicular (VIR(HOW) LN.

t The clitoris drains into the Cloquet LN directly

I
Ldbia Majota

Labia Minora

Clitoris

Skene's gland

Ovafies'

Bartholin glands

6

Scrotum

Ventral aspect of the Penis

Penis

Prostate

' ' ' Testes

Cowper's gland
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! Partial or total excision of external genitalia for

U social or

U religious cause

! but not due to therapeutic cause

( oyult+ 4cJi^n ,y': c* ;lrr.,,lt, Jt,... d .55 cJl_)r.)

& Tvpes (I,UHO ciossificorion)

)<TyPe f (Tnue@): only cut the Prepuce t excision of whole or part of the

clitoris : male circumcision. ,

)<Type fI: as above + labia minora.

XTyPe ,III (Infibulotion@):(Sudanese) remove the clitoris, labia minora

& suture labia majora together with narrowing of vaginal introitus.

i<Type IV : unclassified e.g piercing, tattooing,burning.

I Indicotions: large labia.uur. \'
r ,i :

r' Nymphomania 4r."j-ll +c;Jl o.:l;-.1
'r rr i I | |

'/ DYspareunia

,/ Cosmetic

I Complicoti'ons >, ta.rr+i rjl.l-,:

& Imtnediate: severe pain (up to neurogenic shock), hemorrhage, infection &

{amage to the urethra and vagina

oS Dglayed: fibrosis, if cxtensive it may interfere with sexual intercourCe &
r delivery a-<-, dermoid cyst, neuroma, recurrent urinary tract.infections &
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SIt is fibro-muscular canal, extending from the vulva to the uterus.
SIt is partially closed by the hymen in virgins
tThe cervix protrudes into vagina '---, 4 fornices: shallow anterior, deep

posterior &2 equal lateral@

I srRvcrvRe:

l< Mucosa:
\Stratified sq. nonkeratinized epith., elevated into rugae (allow distension)

& deepens into sulci which deepen in anterior wall forming:
Submeatal sulcus, Transverse vaginal septum & bladder sulcus

\the epithelium (under t Ertrog"n) stores glycogen which is worked by
lactobacillus of Diiderlein to produce lactic acid (PH 3.8-4.2).

\ttre amount of glycogen is proportional to the level of estrogen:
* Prepubertal & postmenopausal: the acidity is low (PH7), no

glycogen + thin
* In adult: the PH is 3.8 - 4.2 (high acidity) + glycogen + thick

)(submucosa: iayer of elastic fibers (lamina propia).

)(Muscle layer: made of outer longitudinal and inner circular fibers.

XOuter connective tissue sheath.

! 5ttaPs
l<Transverse section:H shaped in middle part (it is a potential space)

l<Longitudinal scction: inverted flask shape in young female

*<Tent e-Slike in postmenopausal females

! VAGINAL 5€(RCTI9N5
d Forrned of serous transudate, cervical mucus * Bartholin Secretions

d No glands except if exposed inutero to diethylstilbosterol : vaginal

adenosis@o

s RSLAI IoJ! t_o_r_ Ite_ .Y A-.Gir{A

o Anterior rvall (8 cm): Bladder (upper 2|3),Urethra & Paraurethral glands

o Posterior wall (10 cm)

o Upper fi + periloneum & Douglas pouch

o Middle % -, Re.cturn

o Lower Y, + Perineal body
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e Lhteral wall ts.: Ureter @

cardinal ligament, pelvic

diaphragm, vestibul ar bulb,

passes I% cm above & lateral to the lateral fornlx,
cellular tissue, levator-ani muscle, uro-genital

bulbo-cavernosus muscle & Bartholin gland.

!
1.

5VPPORT

Anterior:
* Attachmen

Posterior:
* Attachment to the Cx, Uterosacral lig. & Pelvic floor "levator ani"

The vasinal axis:

t to the Cx, Pubocervical ligament & urinary bladder

3.

* Lower part: passes upward & backward making 45'with the horizon,

* Upper part: turns backward & horizontal resting on the levator ani.

! l=l:MP_l_{ATI( DBAfXA_QS _o_E rHe _v_aGIllA

OUprrer 213 of the Vagina ) as Cervix

Ol,orverll'3 q[ tlre Yagtrra ) as Vulva

^L€Bve_tulPLIJolIt€tyA_Gt_v-AOUppe126 of the Yaein4 ) insensitive as uterus.

as Vulva (Pudendal nerve)Olower 1/3 otthe llaeua )

s

! 4&rc&l^1 SVPPI]r--o-r--rH-e- Y^GNA Y
nternal iliac artery: Vaginal, middle rectal artery.

nteriiti 
'Pudendal 

artery & its brandh inferior rectal artery
terihe a. gives circular artery of the cx ) ant. & post.''1{tygos arteries

&de'scending cervical a (cervicovaginal'a.). : i

,ll are tiidiiohes'o'f dqteribr dlvision'of internal iliac, so in uncontrollable

hemorrhage, bilateral ligation of internal iliac artery is done.

! V€NOVs DRAINAG€; Plexus of veins communicate with the vesical &

hemorroidal plexuses and drains into the iliac veins.

It iS 1't syhthetic E,. it waS giveh to pregnant female having abortion, DM, Pb,

to I fetal losSes.2-3 rnilliohs pregnant female received this drug 1950- 197d

At t971 was proved that this drug is teratogenic &carcinogenic (produces

vaginal clear cell adenocarcinoma peak at 19 y old.)

Page 6
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H_ollorv p,e ar s hape_d mus cular organ_llattened A.p
Dimensio_ns.:

Tt NG 3 x2xl inches (=50 g)@

*( I\4P 3%x2Yzxl/, inches (:75 g)@

o

Cornu is the site of insertion of the tube

The part above the cornu, is called the fundus
LAY@s oF TH€ WAlf AR€,$
d Endometrium:

* Colurnnar epitheliurn partially ciliated
* Glands (simple tubular), stroma & blood vessels
* att areE&. P sensitive )cyclic changes (endometrial cycle)

d Mvometrium
Inner circular:
# Acts as a sphincter around the trrbes & internal os (3 sites)

\Middle oblique:
d makes a figure of 8 around vessels) hemostatic

{Outer loneit}rdinal:
4 acts as a pacemaker of the uterus

d Perimetrium : peritoneum

U adherent to the corpus

U It covers the corpus completely@ tilrj LcLl.

U It is reflected :

a) anteriorly on the bladder (uterovesical pouch)

b)Reflects on the rectum (Douglas pouch)

o The Isthruut 3-5 mm r*,a'*ll

II LlsS s€rrry€_Elt ..

# Anatomical internal OS(Above) &
d Histological internal OS (below) which is the upper limit of the

endocervical mucosa
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l< It's lined by modified endometrium Lifln
l< It is covered by loose peritoneumO

l< It forms the lower uterine segment during pregnancy (10 cm)

_s<Gt{ofr N

r.Pt{Y5CIOGK4!-*BSA_qr_,_ANB!,!G'

d It is a groove between:

* The upper (thickened) upper uterine segment &
* Lower (stretched & thinned) uterine segment.

d Normallv, it is not felt or seen because it's below the symph. pubis

P D.D.: pathological retraction ring & contraction ring.

o The Ceruix (lower 1/3 = I lnch ejtrjbt
- Fusiform in shape

u }os;
,* Internal OS 3-4 mm@

fi Extemal OS:

d It is at the level of ischial spine@,

d Shape l+ e{+:
) Rounded in nullipara

F Slit in MP

0, IH_E_EEEVIX_15__DIVIDSD_ lNrg__2_ BBIS_ ry_ rH€ -Arl4-fi-l\{-eNr or_ IH€
_vdGlN^

o Supravaginal part: endocervix,

d The epithelium:
* Tall columnar partially ciliated epithelium
*. Interrupted by low cuboidal oells.

Page I

Upper segment

Peritoneum

Thick (3 layers) Thin (2 layers)

No middle oblique@

Well developed

Membranes Firmly adherent

Active in labor
(contracts & retracts)

Passive

(dilates & stretches)
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cl The mucosa is folded (arbor vitae olpll o;r+.ii= grooves &
, crypts) forming the cervical glands.

o Portio-vaginalis : ectocx

4 lined by stratified squamous epithelium

?_lvNcl9N5:
lF Squamocolumnar iunction:

4 Between ectocx & endocx
a It is not a constant point dj::l glli) forms transformation zone

{E Histolosical internal os:

4Between endocx & endometrium

U 2 5TRU(TVR,€5

{3 The wall is formed of 90Yo collagen & l0% muscles

lF The peritoneum @ covers it only posteriorly a-<+

D & C .d Hr,ll cJ$ Atropine l-r.r+ Alll *f

* The re-lation helween the -body & t-he c-e-r,,v-ix

Intrauterine chitd Before pubertv adult menoDause

CX: uterus 5:1 2:l l:1 l:2 Corpus shrinks > CX

o Anterior:
dNot covering the vagina or cervix
c2loose on the isthmus

dFirmly attached to the corpus.

dReflects on the superior surface of the bladder -+
pouch

Posterioi :

dCovers the cx,

4Upper ll3 of the vagina

dReflects on the middle ll3 of rectum * Douglas pouch

4The lower 1.13 of rectum is not covered by peritoneum.

Laterally:
4It forms the broad liganlent

utero-vesical

Page 9
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* BLOOD sVPPLY OF TH€ UT<RUs

d ART€RIAL sUPPLY
Q< Uterine Artery a- l:l-

. Branch of the anterior division of Internal Iliac Artery

. Crosses in front of the ureter (water under the bridgeax4-{+)
lateral to the supra-vaginal cervix

o Then runs upwards to the lateral border of the uterus till cornu to
anastomose with the ovarian arteries

o Uterine arteries are tortuous (to allow f in size of uterus during
pregnancy without decrease in blood flow)

o Branches:

1. Vaginal branches

2.Cervrcal branches which meet in midline to give
A. Anteriorly: anterior azygos

B. Posteriorly: posterior azygos

3. Uterine (ascending) branch ) arcuate ) perforating

branches ) straight & spiral arteries of the endometrium.

t< Ovarian Artery: Anastomoses with the uterine artery at the cornu

a Venous drainage'
- Pampiniform plexus in

* LYMPH DRAINAG€ OF TH€

dThe cervix:

broad ligament ) uterine & ovarian veins

UT€RU' I'i +-0.6..

L Para-cervical nodes.

Internal & external nodes2

3

4

5

. Sacral nodes.

. Obturator nodes.

. Then to 2nd relay LN (common iliac) then to para-aortic LN.
c/ The bodi:

1. Lower l13 as cervix
2. Middle I13 Internal iliac lymph nodes.

3. Upper 1/3: The fundus drains to the para-aortic.

4. The cornu drains to the inguinal LN.

* N<RV€ sUPPLY OF TH€ UT€RUs
It Pura-sympathetic (pelvic nerves): sacral 2,3,4
* Sympathetic (hypogasfic plexus): T5-L1

Page 10
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t(n dlt+.4 a+.n+ss a{.o cjl.s
l-

A, TRU€ ((€X,VICAL) MAIN sUPPOR,T
i.

, Fan shaped

. From lateral side of supravaginal cervix & vaginal vault to lateral pelvic
wall (white line).

. Ureter passes in a canal in it

. It forms the base of the broad ligament

.1g. Utero-sacral ligaments :

42 bands from back of cx to 3rd sacral piece surrounding the rectum.

1i1- Pubo-cervical Iiqaments = pubo cervicovesical fascia

4,from the anterior aspect of the supravaginal cervix'to the back of the

Symphysis pubis

B, FALS€ ((ORPOR€AL) l.tlNlMAt SUPPORT
[. Round ligament:

4,It keeps the anteversion anteflexion

4rlt is attached to the cornu

4Then passes in the inguinal canal

4rTo insert in the labium majus

4rlt is suPPlied bY

. Sampson artery (from ovarian artery)

. inferior epigastric artery.

rr Ovarian lisament:

4l Fibro-muscular bands between the ovaries & uterine cornua

111. Broad lisament:

|2 folds of peritoneum

fFrom the side of the uteius to the I'ateral pelvic wall.

|The infundibulopelvic Iigament is the part between infundibulum of
the fallopian tube & Pelvic wall.

Fallopian tubes

Round & ovarian ligaments

Blood vessels (Uterine & ovarian vessels), Nerves & lymphatics

Parametrium

. Remnants of Wolffian system (paroophoron & epoophoroon).

+
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P- The neritonealreflection (utero-vesical & Douglas pouch)

l- Position of surrounding strucfures.

4-:

Page 12

*
*

I.JORMALLY the uterus is AVF but in 20% it is RVF.

ANT€Y€R5ION: angle between the cervix and Yagina (90') maintained
by the utero-sacral, round ligament & inffa-abdominal pressure.

ANI€FLO(ION is the angle between the cervix and body (170")
maintained by the same factors of version * tone of uterine muscles.

consists of the soft tissues filling the outlet
of the bony pelvis)s)s.E)s.b.)e. dl3-,*l:

A) P€LVI( PGRITON€UM+

o Lateral to the uterus: it forms the broad ligament

o Anteriorly: it forms utero-vesical pouch

o Posteriorly: it forms the Douglas pouch.

B)P€LVI( FAS(|A+ it is divided into 2 parts

$ Visceral fascia:

.It fills:
) Between the pelvic organs *
) Layers of the broad ligament.

oFunction:

Xl-oose areolar tissue ) allow expansion of organs

ISupport the pelvix organs & attach them to pelvic wall

.It condenses around:

3< The cervix & upper vagina ) paracolpos.

l< The base of broad ligament )parametrium.
l< Between the vagina & rectum ) rectovaginal fascia

l< The cervical ligaments are condensations of this fascia i.e.

the cardinal, Pubo-cervical & utero-sacral ligaments.

$ Parietal fascia:

r Covers the rruscles of pelvis

. It's extra-peritoneal

. It is continuous with

F The fascia of the thigh through the obturator foramen,

) The fascia of the buttocks through sacro-sciatic foramen

F The peri-renal fascia.
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()TH€ P<tVl( DIAPHRAGM+

- Fibromuscular funnel shaped sheet
- I)iamond shaped extends:

* anterior to Iower border of symphysis pubis
lk laterally to ischial tuberosities
* posteriorly to tip of coccyx

- Composed of:
* 2 bvator ani
* 2 co""ygeal muscles
* Th"ir supporting fascia (superior & inferior pelvic fascia)

- Divided into 2 triangles:
* Arrt".ior one: urogenital triangle
* Posterior one: anal triangle

- The livator ani:
o Parts:

Support of pelvic organs.
Sphincter action for the rectum and vagina.

-

Internal rotation during 2nd stage of labor,

Nerve supplv:
1' Pudendal ilerve (8 z, r, a)) perineal surface
2. Coccygeal nerve (S 3&4)) pelvic surface.

1.

2.

3.

4.

Page 13_

Oriein insertion
back of the
pubic bone

o Side wall or urethra ) pubourethralis 
,

r Side walls of vagina & perineal body )
Pubovasinalis (fibers of Luihka)

r Side walls of rectum ) puborectalis
o Tip of coccyx and anococcygeal raphe )

pubococcvgeus proper

White line
(thickening of
the obturator
internus fascia)

F Coccyx
F ano-coccygeal raphe

ischial'spine coccyx

o Functions of the levator ani:
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D)TH€ P€RNeru MU5C€SI
o Transverse perineal muscles:

o Deep transverse perineal m: from pubic arch to perineal bo$L
o Superficial tr. perineal m: from ischial ramus to perineal body.

o Bulbocavernosus: from clitoris to the perineal body_.

o Ischiocavernosus: from ischial ramus to base of the clitoris.

OP€RN€AL sKN + (OLL€5 FAS(IA
3 N.B..ti! &lJ)tl

-Area between skin below & L. ani above

-Divided into 2 pouches separated b

perineal membrane

O STRV(TVR€: It is about 10 cm (4 inches) long, divided into:

4 Interstitial portion (1cm x < lmm): acts as a sphincter
S Preventing retrograde menstruation &
$ Delay the fertilized ovum for 3 days for maturation

4 Isthmus (2 cm x 2mm): straight, narrow with thick wall,

4 Ampulla (5cm x 5mm): tortuous widest part with a thin wall.

4 the peritoneum &

Page 14
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o
o

o LAY€RS:

$ Mucosa 'rendosalrrinx": It forms longitudinal folds "plicae". It is lined by
a columnar ceils (ciliated & secretory), peg cells (immature or reserve).

$ Muscles: It consists of outer longitudinal and inner circular layers.

$ Serosa: it is the upper margin of the broad ligament, the peritoneum

covering is complete except a narow strip opposite attachment of broad
ligament, interstitial part & fimbrial end (intraperitoneal).

tr Anteriorly: the obliterated umblical artery

3 Posteriorly: the ureter, internal iliac a.

Q< Lateraly: the obturator nerves & vessels.

O ATTA(HM€NTs
Bv the mesovarium: To the posterior surface of the broad ligament.

Bv the ovarian lisament: To the uterine cornu.

Bv the infundibulo-pelvic lieament: To the lateral pelvic wall.

O STRVCUR€:
o Hilum: through which vessels'& nerves enter & leave the ovary.

O Medulla: It is the connective tissue surrounded by the cortex.

e Cortex (MAIN COMPONENT): formed,of follicles covered by tunica

E,
p
p

albuginea. lined by a single layer o

o It is not covered by peritoneum

Page 15

f cubical cells "serminal enithelium"

the fossa ovarica (deoression in I

Blood supplv Lvmph

drainage

li
c{

o

d Ovarian a. branch of the aorta (L2)

d Ovarian vein:
* Risht: drains in inferior vena cava.

* Left: drains in the left renal vein.

Para-aortic

LN

. autonomic

(ovarian plexus)

formed of
o symp: T10,1I

o parasymp 52,3,4

o
--
ii

, Arteries: Ovarian & uterine arteries

(double blood supply so gangrene is rare).

, Venous drainage: Into the ovarian vein.

Para-aortic

LN
o As the ovary
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. lT €NT€,15 TH€ PEV,5 BY

\ Crossing the bifurcation of the common iliac artery
6 Behind the ovarian vessels

\ In infundibulopelvic ligament.

. TH€ UR€TCR, LI<5
/ Behind the peritoneum & Closely adherent to it.

. AT TH€ L€V<t OT E(HIAL 5PIN(5,

SIt runs medially and forwards
g Below the broad ligament

. IN MA(K<AIRODT LIGAIvT€IVTI

3 The parametrium condenses forming the ureteric canal

1< i{ere it lies 1.5 cm above &lateral to the lateral vaginal fornix.

e( At this site it is crossed anteriorly by the uterine artery.

. lT IOINS THe BLADD<R AT lT5 VPP<,I LAT<,141 <r{D,

4 BranchesFrom
g Internal iliac artery

E Uterine artery

4 Vaginal artery
g Inferior vesical arteries.

l< Site:
o At the point crossing the uterine vessels (most common)

e Beside the vaginal vault (2nd common)

o Behind the infundibulopelvic lig: in total abdominal hysterectomy

o, At,bifurcation of Common iliac artery: at iliac lymph adenectomy

ft Type:
X Direct 3 cutting, crushing, suturing

s Indirect:
- Devascularization in radical hysterectomy

- Post irradiation

; Hydro-ureter, Hydro-nephrosis & Fistula

Page 16
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l< Predisposing factors;
O abnormal course

O abnormal anatomy: cervical fibroid, cancers or extensive adhesions
O Intraoperative uncontrollable hemorrhage

lcMethods to avoid injury:
+ Preoperative: IVP.
d Intraoperative:

o Ureteric catheter ) if suspected injury
o Exposure of the whole course
o Pedicles & clamps should be clamped under vision
o Mobilization of the bladder

d( The superior rectal artery is the continuation of inferior mesenteric a.

diThe middle rectal artery is a branoh of the inteinal iliac artery

li Iflferior rectal artery is a branch of the internal pudendal artery

l< Median sacral arterv is a small artery from the posterior surface of aorta .

o Sub capsular removal of fibroids as the ureter is close to the capsule

onterior division

I

2

Ilio lumbar

Two lateral

sacral art.

Ends by

becoming

the superior

gluteal artery

1. Visceral branches (41

o Superior vesical.
o Middle vesical.
o Middle rectal (hemorroidal)
o Uterine artery which gives
/ Tubal & ovarian branches.
/ Yagiral artery.
/ Cewical artery which gives:

a. Anterior vaginal

b. Coronary artery of - the

cervix which gives anterior

& posterior azygous

2. Parietal branches (41

o Obturator artery.
o Obliterated hypogastric

artery (umbilical artery).

'2terminal branches:

,-Inferior gluteal artery

-lntemal pudendal artery

which Bivps :

/ Clitoridal artery.
/ Perineal branches.
/ Inferior rectal (inferior

hemorroidal artery).

U)
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WLVAy PcnneVU + LOW€R l/'r VAGNA
4 All somatic

. w<RUt (€RVIX, UPP<R %YAGINA:
4 autonomic nervous system

1-Svmpathetic (T7 to L2)

o Motor (T 7,8)

o Sensory (T10-L2)

o Sympatheticfibers(postganglionic)

4 Pass in the superior hypogastric plexus over the

promontory of sacrum

4 Divides into right & Left presacral nerves on both

sides of rectum.

o Preganglionic fibers

Pelvic

Splanchinic nerves

o Pass along the pudendal nerves

o Relay at ganglia ot flear wall of viscera

XThe pelvit plexus:
4 Presacral nerves + pelvic nerves join to form pelvic plexus

(inferior epigastric plexug),

4 h lies in the endopelvic fascia supplying the whole viscera

. OVARY + TVB€J

d .autonomic (ovarian plexus) formed of
o Sympathetic from celiac & renal ganglia (with ovarian vessels T10,1l)

o Parasympathetic from S2,3,4

4
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@EilBWOLOeYs

oINIRAW@IN€:
O 3rd weeks:

! Gerrn cells appear in the hind gut

s Then migrate by ameboid movement through the dorsal mesentery to
the genital ridge.

o 5th- 6th weeks:
! Ovaries appear in the genital ridge (medial thickened pan of the

urogenital ridge) opposite the upper lumbar vertebrae @

s Then descends O into the pelvis due to:
* Uunequal growth (trunk ) rest of the body)
* Not hormone dependent (unlike the testis).

O The ovary is formed of the 3 serm layers:
! Mesenchyme

. Form sex stroma ) theca cells

t
. Form sex cords (down growth of the surface epithelium into the

substance of the ovary) ) granulosa cells

S

O At 20 weeks:
t Number is 6-7 million by mitosis.

t Then stop mitosis ) (1'v oocytes) & start meiosis to stop in the

prophase of 1't meiotic (Ml).
! Granulosa & theca cells envelop the germ cells ) primordial follicles.

OAT D€IIV€RY+
s Number of oogonia at delivery is 1-2 million ( | number is by sheddine)

OAT PVB€RTYI
s The no. at puberty is 300,000-400,000 (reduction of number is by atresia).

t Every month 1000 follicles regrow & only I becbmes Graffian follicle.

oTVST PR€OVWATORY+

.! lry oocyte finishes Ml) Qly oocyte) & start 2nd meiotic to finish it just

after fertilization ) mature ovum & 2rd polar body.

Page 19
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O D€R,IVATIV€5 OF TH€ G€I{ITAL RIDGGI

! Upper part (above the ovary) ) infundibulo-pelvic lieament.

S Lower part ) gubernaculum ovariiO

$ rne part between the ovary and the cornu ) ovarian rigaments.

$ ffre part between the cornu and the labia majora ) round ligaments.

OFOR,I{ATION OF TH€ MULI€RIAN DU(T+

O 5th week:
$ Invagination of the celomic epithelium in the mesoderm lateral to

U genital ridge & Wolffian j system

$ & forms the Miillerian t ducts.

O Mtillerian ducts:

b They fuse in the midline ) Uterovaeinal primordium (UVP)

b UVp projects in urogenital sinus by Miillerian tubercle (eminence)

O This contact:

I Induces UGS to from the vaginal plate (endodermal origin)

O at 20 weeks:

I canalization of the vaginal plate occurs.;
OD€RIVATIV€s OT MVLL€fuNT DU(T

o

o
s Uterus * upper pait of the vagina.

O The vasinal plate sives:

o
! Sinovaginal

A uro-rectal se

bulb ) lower part of the vagina.

ntum divides the cloaca to:
s Two Compartments ) Urogenital sinus & anal canal

! Closed by 2 membranes Urogenital & anal nlombranes

O The UGS sivesax
$ Urinary bladder, Urethra & the genital part will form the vestibules.

O The hvmen:
$ arise at the junction between Mullerian tubercle & vaginal plate

Page 20



TTIE

Uterine

FORMATION OF THE UTERUS AND VAGINA

Uterine
septum

Cervix

Fornix
Caudal tip of
amesonePhric

ducts Vagina

C Tissue of
sinovaginal bulbs

Hymen
Urogenital sinus

(vaginal Plate)
c

Excretory tubule
of mesonePhros

derivatives of the genital ridge



b) At 4th week:

$swellings appear on the surface around the urogenital sinus:

d Genital tubercle ) clitoris

e UUrogenital folds ) Iabia minora.

4 UGenital swellinss ) labia maiora.

c)INXY) der effect of SRY

. produce testosterone (50th day) ) stimulates Wolffian

4 Sertoli cells

osomel :

, produce Miillerian inhibition factor ) degeneration of Mtillerian

duct (paramesonephric duct)

4 Testosterone

. Transformed to Dihydroteftosterone in external genitalia cells by 5

o-reductase which stimulates the growth ofi

\ The phallus into penis,

\ Genital folds ) ventral aspect of penis (floor of penile urethra)

\ Genital swelling ) Scrotum.

d) lF NO Y (HROMOSOM€:

g No testosterone ) degeneration of Wolffian duct.

o No M.I.F) growth & development of Miillerian duct.

o No D.H.T ) feminine external genitalia.

superlmPosed character
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O PRON€'HROs (I5T KIDN€Y)
r- Tubules

s Appear at the thoracic region of the urogenital ridge
! Open into the pronephric duct
S Then atrophy leaving

4 Hydatid of Morgagni (near tubal fimbria) &
Q Koblet's tubules (at outer part of broad ligament).

* Pronephric duct: persists.

OM€5ON€PHROs (zND KIDN€Y)
p Tubules

t Appear at the abdominal region of the urogenital ridge
! Open into the mesonephric (Wollfian) duct
! Then atrophy leaving

4 Epoophoron (between the ovary & the tube),
4 Paroophoron (between the ovary & the uterus)

u Mesonephric duct gives:
o ureteric bud which forms:

* Ureters

* Renal pelvis
* Calyces

o In d they produce the d duct system

o In ? gives the ureter only & atrophy)Gartner's duct which runs

* Medially below the fallopian tube

* Lateralto the uterus, cervix &vagina
* Ends at the clitoris (-ay form a cyst)

o^'|€TAN€PHROS (DCFINITIV€ KIDN€Yo d- dlr-,)
i- The ureteric bud:

! Will join the metanephros ) Permanent kidney
+ Mesonephric duct

! Below the ureteric bud forms the trigone of the bladder.

! The rest of ,the bladder & urethra arise from the urogenital sinus.

! Buds from the urogenital sinus arise in the urethra ) Skene glands
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OAPIASIA GAR€)
+ Iy-p-e,s:

* Complete Mtillerian agenesis : (absent uterus + vagina)

= Mayer-Rokitansky-Kiister-Hauser syndrome

* Partial (the uterus may be present).

* l'Y amenorrhea

* Apareunia

Signs:
* Normal 2ry sexual characters

* Small vaginal pouch with absent uterus by PR

Inve s_tigatio_n_s;
* Karvotyping: 46 xx
* IVP ! Renal abnormalities in 50%

* X fay ! vertebral abnormalities in 15%.

a Treatment: (aims to make a functioning vagina not treating sterility).
* Frank's method: dilatation & moulding ) gradual deepening of

vagina.
* Mc-lndoe's operation: open a gap lined by a skin from the thigh.
* : as above but lined by Amnion graft.
* William's operation: creation of an artificial labial pouch.
* Vachetti operation: gradual traction using a ball with a transfixing tape

done by laparotomy (the modified operation is done by laparoscopy)
* irtl +Jre &l'rl .

tii.JJ pa- dl5 Mullerian agenesis Testicular feminization$
Etiology Congenial abnormality Insensitivity to androgens

Karyotyping 46xx 46xy

Phenotype Normal ! Normal Q (tall * no hair l't 't-.gl
Gonad Ovary Testis in inguinal canal

Hormones Normal estrogen level Normal f androgen

Internal
genitalia

Small vaginal pouch ( ,-*.,)

External
genitalia

Normal vulva Complete type: normal vulva
Incomplete type: ambiguous genitaliz
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oHYPOPIASLA

S Small vagina.

$ Treatment ) repeated dilatation. -
O DUPTIC ATION

$ Longiludinal eeptum--+-duplication oL the -ute-rus;
) Cgmplaint:

* asymptomatic,

* Dyspareunia

* ObstruOted labor if breech delivery (overrides the septum)

)Treatment: Surgical excision + skin graft to avoid readhesions

$ Tranerrerse--seplumj
oUpper: common between upper & middle 1/3

okwer: junction of Mullerian duct & UGS(upper 415 & lower l/5)
.D.D ) imperforate hymen.

oTreatment )surgical excision + skin graft to avoid readhesions

lmperforate hgmen
o PATHOG€N€5|5 + PATHoLOGYT

C After puberty the blood is retained in the vagina "hematocolp,os" then
fills the uterus "hematometra" & the tubes "@!ryhq1;!".

C And it becomes dark & chocolate-like due to absorption of some fluid.
' The blood passes to the peritoneum ) adhesions.

O SYMPTOMS:
C Delayed menarche,

4 Cyclic lower abdominal pain recurring monthly (.molimi+a)

C Dysuria or retention (stretch & compre'ssion of the urethra).

e) Abdominal enlargement.

O 5lGN5r
C General examination: Well-developed breast.

C Abdominirl ex: reveals a pelvi-abdominal mass i.e. hematocolpos.

C PV reveals a bulging bluish imperforate hymen.
4 P.R. rev.eals a cystic swelling anterior to the rectum

O TR€ATMSNT:
d Under general anesthesia & aseptic precautions >> Hymenotomy (mpre

accepted) or hymenectomy. Donot press on the abdomen or introduce
, any instrument inside the vagina to avoid infection.

rt Antibiotics



O APLA9A (MRKH SYNDROMC-)I cj*.ai:I\ ofr
s

oHYPOPISSLA+ KNOWN BY UT€RIN€ IND€)()

I

I

ASLA (MRKH SYNDROMC-)I cji;oi:l\ Cfr

)PL.ASLA,+ KNOWN BY UT€R|N€ IND€)()

\
F Corporal: cervical leng

\Infantile uterus: Arrest o

) Corporal : cervical len

Arrest

- )_Qry-q.il9 : I, i :rl f ,,_e

$ 5Umptoms

$Menstrual svmptoms: Hyp o-menorrhea, Dysmenorrhea

$Infertilitv
S Habitual abortion in ascendins manner

s Signs
$Sound for Uterine index, the corpus is small (<2.5 inches)

$ lnvestiqations
$US, HSG, Hysteroscopy & laparoscopy.

s Treatmenf
$ If pregnant ) vaginal cerclage

$ If not.pregnant )cyclic E+P

o SY liMeTruCAL DUPLICATIONT

$ Eause:
ack of fusion of Miillerian ducts.

s Tuoes

l.Uterus didelphvs: 2 bodies, 2 Cx, 2vaginas,2 Cx (at least 2 cm apart)

2. Uterus bicornis bicollis: 2 bodies,2 Cx attached together & I vagina

3. Uterus bicoinis unicollis: as aboVe but 1 Cx

4. : a depression at the fundus

5. Septate & sub-septate

Page 25



Aplasia/ Agenesis

HYSIROSAT.HIGOGf,}ftIY

UilqNlflT,IEIIIBIJS

UterusBimrnis

unicollis

Arcuate uterus

(orditiformis)



$ 6rhe most commofl tlrpes a,'z:

Subseptate

Bicornuate unicollis

I May be asymptomatic
) Menstrual symptomSt Menorrhagia, dysmenorrhea,

) lnfertility
) Recurrent abortions due to

o Abnormal muscular affangement
o Patulous os

o Poor vascularity of the septum if implantation occurs on it
) Malpresentations (transverse lie or breech) ) obstruction
) Morbid adhcrence of the placenta.

$ Signs:
* Uterus may be markedly tilted to one side

s Differentiated bU:

lr External configuration by depression between2 uteri,
I< 3D U/S,

l< Laparoscopy
*< But not noticed on HSG or hysteroscopy

s Treatment:
4 Septate: combined hysteroscopy + laparoscopy for resection of Septum

? Bicornuate: Strassman's metroplasty.

4 Deliverv after correction is bv C.S.

*
{.

o COIvIBINC-D ANOMALKS

Page 26

Failure of fusion * hypoplasia of one side

d Sytnptoms:

I Asvmptomatic but:
* If lined by functioning endontetrium

* noh cotnmunicating) herhatometia.
* if lineA by furictiiiriiirg endonietiiuin

* cornmunicating ) Ectopic pregnancy.

d Treatment: Excision.

cto

horn'
d Definition:





* Blind uterine horn'
Definition:

I
Symptoms:
g

Treatment:
g

O HYP€RTROPHY OF LABIA IVTINORA OR, (LITOR,Is

d Treatment:
l< Labial reduction (Circumcision) if causing

\ Dyspareunia

\ Nymphomania

\ gad cosmetically.

O FUsION OF LABIA

b Causes,

O Congenital
O Acquired (more common) due to:

* Inflammation postnatal

* Postmenopausalo@.

b Trealmeni:
'' O''separation of labia

O Treatrnent of infection

O Application of ointment + local E.

o oTHeu
o Ambiguous genital (inteisex), bifid clitoris (with ectopia vesica), vestibular

artus, aplasia of the vulva (in dead rnonsters) & double tulva

l- Aplasia: leads to infertility (+ uterine aplasia)

2- Hypoplasia ( ++l.x 4* lqng, tortuous & narpop)

3- Actessory ostium, diverticulum ) infertility & ectopic pregnancy
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Atresia Congenital elongation
Patulous

internal os

e Cryptomenorrhea &
molimina

Dyspareunia Habitual

abortion

Inability to paS's sound Sound: I portio vaginalis

Treatment
Dilatation if failed

hysterectomy

Amputation Cerculage

'il ffi,.

O A((€5sOR,Y OVARY
/'Asymptomatic.

O sVP€RNVM€RARY OVARI€s
/ Accounts for menstruation after removal of both ovaries.
r' The ovarian tissue is found in the broad ligament or retroperitoneal.

o oTH€i,S:

/Abnormal descent (may be abdominal), aplasia or hypoplasia or

dysgenetic (as Turner look amenorrhea for details dltia cr t6lsl )

TVM.,.LiV MALtr
GONAD Ovary Testis

G€NITAL RIDG€ Infr.rndibulopelvic lig,
Ovarian lie & Round lie

Gubernaculum

MVLLARIAN DU(T Tubes, Uterus

Upper part of vagina
regress by MIF ...remnants

(appendix of testis)

WOLFFIAN DU(T -All regresses except
ureteric buds ....ureter

-Remnants

-Ureteric bud
-Epididymis, Vas , ejaculatory

duct, seminal vesicle

PRON<PHROS ...... ...,,M<5ON€PHRO5 ....,.,1'{€TAN€PHRO5 ... ...KIDN€Y

CLOA(A r

-UR,OG€T{ITAL

5tt{vs

-ANAL (ANAI

-lower vagina, hymen,
vestibule, Bartholin
glands, urethra
&paraurethral gland

-bladder
-anus

-prostatic utricle, seminal
colliculus,

-Cowper gland,urethra

- bladder
- anus





exT G<t{lTALtA

t-G€t{tTAL

TUB(RCL€

-clitoris
-corpus cavern0sum

-bulb of the vestibule

-penis
-corpus cavernosum
-corpus spongiosum

z-G€NITAL TOLD labia minora -penile urethra (venteral aspect

of penis)

3-GENIAL
5W<tLtt{G labia majora -scrotum

* Asymptomotic with minor molformotion.

* Menstruol irregulorites:
':1. 1ry omenorrheo solid rudinrentory terus.
2.Cryptonenorrheo: imperforote hymen, trons vetse voginol

septum, voginol oplosio, cervicol stenosis d cenvicol otresio,
3. Dysmenorrheo: hypoplostic uterus, uterus subseptus
4.Menorrhogio: bicoruote uterus.
5. Hypom.norrheo: infontile uterus,
6. Premoture ovorion foliure.

* Sexuol proplem: dysporunio os in voginol hypoplosio

* Infertility e.g oviduct hypoplosio.

i Pelvic endometriosis e.g neglected imperf orate hymen

* Pelviobdominol moss e.g inperforote hymen.

* Urinory symptoms &urinory molformotion.

* Pregnoncy comPlicotions:

1. Abortioh, ectopic, molpresehtotion, plocentol insuff icency os

implontotion on o uterine Septut'n.

2. dystocio (foliure of cx dilototion, P.P.H & retoined plocento) .

* Controception: inter ferewith introuterine device in obnormol

shope of the uterine covity.
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ONRH-\FStt+Ltl;E+P
D -V€ F€EDBA(K

l. Long -ve feedback: E + progesterone ) inhibit Gn RH,

l< Short -ve feedback: FSH, LH ) inhibits Gn RH.

It Ultra-short -ve feedback: self inhibition of Gn RH

2) +V€ F<€DBA<K lrr lrs r:6r

3 E (>200 pg/ml, > 50 hr O*l.Al )LH surge.

3 Progesterone (small level -LJ-+) ) FSH surge.

3) CNs (ONIROL ON TH€ HYPO-THALAFIU5 os .uf 
"lll 

rcJ cr

* Stimulotory neurotrqnsmitters
..'. Catecholamines (CA): released from mesencephalon.

* Catecholesterogen (: Combination of E &. CAU & r'iqJt rij.,pr gi'r).

* f In starvation & hyperthyroidism
* JIn obesity & hypothyroidism.

* Inhibitory neurotronsmitters
* Dopamine

lclnh ibits GnRH (hypothalamus).

l<Inhibits PRL (pituitary).

* Opioids

O Types : (-N(€PHALIN, DYNORPHINS & €NDORPH|NSo.

Oftay a role in

$ Strett induced amenorrhea,

9Pre..nstrual tension syndrome.

bMenopausal symptoms

SPr"- pubertal quiescence. (GnRH + inhibit FSH & LH)
.f. Serotonin

* Inhibits GnRH pulse secretion

*Melatonin
* Released from pineal body
*May play a role in onset of puberty.



{, (n ?tA

@

{},:!:!i:t"
J

. Serr lcnin
.tlclrtonin

fsA

Etv')'-

I "e.

I
0
C-r
I
o

l



GnRH (LHRII a$ rl) FSH LH HCG

Source Hypo thalamus Pituitary (basophils), placdnta@ Placenta

Nature > Decapeptide

> Released from
arcuate nucleus of
the hypothalamus by:
o Critical amplitude
. Critical frequency
(70- 200 min)

. Critical duration (2-4

min)

D Alpha: 92 aa

F Beta: 118 aa

-Aloha not
specific
-Beta: ll2aa

-Glycoprotein (water soluble)
*CHO part: glucose, fructose,
fructosamine & Sialic acid
()| met. Clearance & I %

life)
*Protein part: a&p

Mechanism

of action

Horm-Rec. Complex

)Internalization)
+ Adenyl cyclise

) tcAMP

membrane receptor)stimulate adenvl cycl ase

)fcAMP)lE +P

Action F Synthesis & storage

ofFSH &LH
) Transforrn from

storage form to

releasable one.

D Release of FSH &
LH

D f Its &.LH
receptors

D I follicular
size

) OMaturation
of granulosa

cells
> FSH surge)
ovulation

> LH surge

) ovulation
(how?)
) Responsible

for
luteinisation
) eSteroido-
genesis by

theca cells

D Maintains CL
of preg. till the

placental

development

F Immuno-
modulation
during
pregnancy

F Proper male

development

Metabolism Control: Feedbacks &.
rr I I I ! - (1, I r

neurotransmitters

) Starts at the receptor by desensitizhtion
) Liver
> 20 % are excreted in urine unchanged (HME)

Clinical uses of GnRI{ :-
If used in pulsatile manner:

Induction of ovulation

Advantages: no risk of OHSS (as pit-ovarian feedback is working)

If used in continuous manner

Inhibitiorr of FSH &LH ) decrease E (medical castration)

So used for:
Superovulation: in the start of invitro fertilization

Inhibitiag the ovaries before stimulation by FSH)

age 31
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) J Premature ovulation (no cancellation of cycles, improving
ova quality, |premature LH surge)

r' Contraception
/ Some E dependent tumors: fibroid, endometrial hyperplasia.

/ Dysfunctional uterine bleeding

/ Idiopathic precocious puberty, idiopathic hirsutism

l<Side effect: pseudomenopause & osteoporosis: give add back E+P

l< Uses :(GnRH analogues)

\ Nasal spray: nafarelin (synarel), buserelin (superfact)

\ SC injection @: goserelin (zoladex)

\ tlt injection: triptorelin (decapeptyl), leuprolide (lupron)

GJt{KAt U5€5 Of fSil + LH+

$Induction of ovulation in:

l< Hypothalmic- pituitary faliure ,

l< Clomiphene induction faliure

3 Unexplained infertility

3 Assisted reproductive tecfuliqu,ep

l< Male infertility

Olt{KAL U5€5 of HCG+

Slnduction of ovulation (LH like activity) given as 5.000-10.000 ru/IM
It Corpus luteum insufficiency

l< Some cases of threatened abortion

$ Tleatment of undescended testis & male in Fertility

$ Diagrosis of pregnancy, ectopic pregnancy, aborhon, vesicular male

& sone ovarian tunors
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v TYP€5+
lF Natural:

) Estrone (E1): less potent (Main E in menopause)

D Estradiol (82): tnost potent (Arlse from the ovaty)

) Estriot (E3): tess potent (11000 x durin$ pregnancy.)

ol (E4): very weak, from the fatal liver

(2 cell theory): follicles & corpus luteum

)r ; rr,,U S

U Ut->t androgen production by theca cells

U fSg ) aromatization of thecal androgen by granulose cells )f E

. Adrenal cortex.

. Blacenta,.
a

$ Fut, muscles, brain, intestine, liver (action of aromatase).

i$ Androgen)E (most of E in postmenopause)

* Semisvnthetic
) Ethinyl Estradiol (potent, effective orally)

) Mestranol: Methylester of ethinyl estradiol

* Svnthetic :

F Stilbesterol
) Diethyl stilbosterol not used any more as it is teratogenic r-c+4.IS1&

v Ivl€(HANlSM OF ACIoN
l< Diffusion of E across lh,e cell mqLbI4ne & nuclear membra,T,g

l< Then binds to its receptor on DNA ) mRNA ) protein svnthesi$.

v A(T|ONS:
Q E!! EA L UN AB o L t e! ?soJlI: E-RAT t rl 0 i

t-EoilE & toFT rtttuE
A. Growth spurt Ol-l$then closure of epiphysis'

B. Protection against osteoporosis

C..Deposition of fat in feminine areas

2-KlDilErt Salt'& water retention.
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3- METABOLfiM:
s GHO: anti-insulin action
S Fat: prevents ischemic heart diseases (|HDL+ JLDL)
S Protein: anabolic, *ve nitrogen retention
q t clobulins (SHBG,TBG)
I 1 Coagulation factors, Jfibrinolysins (f thrombosis).

4- BREAIT:
\ fDuct systemO & Fat deposition
\ f Prolactin but blocks its action 154r4r.

5- PtratTARr
U -ve feedback on FSH
U > 2oo pglml >50 hr ) LH surge 5G

IOOAL: IUURITY IN ALL OENITAL ORAANS ESP, OURINOASCUURITY IN ALL OENITAL
PUEEKIY + PR,EONANEI

VULYA:

' Jacqumeir sign $dtit \f+l lcongestion)

' 1 size & fat deposition
VAGITIA:

' Chadwick sign q!.!l te :sts$

t Increase thickness of epithelium

I Jsuperficial cells: acidophilic, pyknotic, polygonal

'Deposition of glycogen in cells +f lactobacilli ) PH (3.8 - 4.2)==

acidic (protects against infection)
CERY IX:
o Goodell sign cfujl t+.d$
o Mucus: more profuse ( runny clear crl-.) 

,

o s6 l+ ls+ O*r*r

UTERUT:
4 Endometrium ) proliferation & hyperplasia * carcinoma
d Myometrium.)

\ f sensitivity to oxytocin o'rY3ll p* eP JJr 4J

\ f tone&motility
\ J fibroid size

TUoE: f vascularity, hypertrophy of muscles & T peristalsis

OVARY: inhibition of ovulation

l.

2.

3.

4.

5.

6,
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v U5€5r os &! u;Ej cjl3-,

vulval & vasinal at
* Prepubertal &postmenopausal vulvovaginitis
* Vulval dystrophy or pruritis vulvae
* Trophic ulcers in prolapse
* Before & after vaginal surgery in menopause

* Ovarian failure e.g aplasia ,hypoplasia
* Menopausal $

* Some cases of amenorrhea (ut. Hypoplasia)
3-Some menstrual disturbances :

* Dysfunctional uterine bleeding
* Dysmenorrhea

4-Infertility to improve cervical mucous

S-contraception in contraceptive pills

Y M€TABOLI5M+
. ryo ftsg (THE ACTIVE FR.ACIION)
. 990A )

t( SEX HOR.IIONE BINPINO OLOBULINS

$ t SHgG: In hyperestrogenism, hyperthyroidism, starvatibn

$ JSHgG: hyperandrogenism, Hypothyroidism, obesity

l( ALBUfrIlN
r Excretrion mainly by:

O The liver
O Kidney



v TYP€5r
*

o l7g OH progesterone (adrenal source.)
o I OH progesterone (Pure ovarian source)reflects CL function).,

SOilRCEt
. Oyary: corpus luteum (main site)
. Adrenal cortex.
o Placenta.

) lst $eneration:
I EfiTRANE g9 nor-progesterone) similar to testosterone as:

* norethindrone, norgestrel, norethisterone

8 PREONANE (17 acetoxy) similar to progesterone as:
..'. medroxy progesterone acetate

2nd generation: Levonorgestrel

IF

3rd generation (new progestins): f potency
E\ DesocESTREL (Marvelon +ill sle l+itl

\ NonoesTrMATE (Cilest)
A GesroDINE (Gynera).

not rate t.5 erfl;

J}
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+ J androgenic effects

N,ItD

It Diffusion of progesterone across the qell & nuclear membrane

l< Then binds to its receptor on DNA ) mRNA ) protein synthesis.

Y A(TloNS:

t-BRAlil:
* Thermogenic (f basal body temperature).

3 (D Respiration (especially in pregnancy f depth

2-KDilEr: Salt & water retention.

3- IylatcLEtl

S Relaxes smooth muscle (GIT, ureter)

1-BREAtft
\ f Aiieolar systemo

\ Blocks the action of prolactin l'5 ug.



5- PlratrARr
U -ve feedback on FSH& LH
S Small level ) FSH surgelu

LOCAL OREP4?E F_OR PREaNANCY)
ONLY IF TISSUES ARE_aBEII PWLY RESPON OE7 TO OE'TRO6EN
l. yAGtilA:

fp r J acrdrty

2. eERyl,r:
o Mucus: J amount (viscid) & cellular
o Negative fern & spinnbarksil 1s51s l\ l+ il.r'{i

3. UTERUI:

, ENOOITETRIUMI
$ cln lutaqlphasc: secretory

$ qn preflng1ncy: decidua & atrophy {LJL ojil p'ti:..'l jil

4 fiYOMETRIUil,S
\ Jsensitivity to oxytocin o'rt3ll P+,rt JJr aJ

\ ltone & motility
4. TUe E: I peristalsis

5. OYARI: inhibition of ovulation

v U5G5r 6Jsj dlJ-

-Threatened abortion

- habitual abortion
-CL insufficiency

-Surgery in pregnancy

-Endometriosis

-Endometrial hyperplasia

& carcinoma

- some cases of amenorrhea

- HRT
-Dysfunctional uterine bleeding

-premenstrual tension.
-Contraceptive pills

v M€IABOLl5t't+
p tyo free fiHE ACIIVE FR.ACIION)
.99y0 ) Bound to _E}JBG, Corticoster-oids bhdng. globulns

o Metabolized mainly in [[r,sr
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Testosteronet t in ovarian tumors

v TYP€SI
l* Natural (19c)

Dehvdroepiandrosterone (DHEA): t in adrena
Androstenedione: major androgen of the ovary

I tumors

?

?

S-O-ARCES: (dhq sreintermediatestcps in slnthcsis of estrogens)

* OVARY (theca & stroma cells)
.? SUPTURENAL CORIEX
* PERIPHERAL CONVERSION (Testosterone ) dihydrotestosterone)

ItSvnthetic
X Methyl Testosterone (oral).
X Testosterone propionate (injection)

M€(HAN|SMr ld5 oTH€3 5€X HoRItoN€s

€FF€(Tt doo fow to cquse anleffed ),f t ssinPCO orTU[lORt )
& An-ovulation:\,
I Befeminization flqlloyed,by virilization & hirsu.tism.

v U56 9ttgreprredbecause ol ahoteside effectsz

-Vulval dystrophies (atrophic types)

-MenopauSB (usually in combination with estrogen)

-Endometrips'is (progesterone better)

-Premenslrual lension (not acceptable) & decrease libido

/U€TABOLl5t't+

O gg\, bound to SHBG & loh free.

O M.t.bolism occurs in the liver mainly & peripheral tissues.

N'B' Wolff,ran system depend on T while UGS depends on DHT
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6 CI.pef1t monthtv_____--tJ_

TI]E FOLLICUUR PHASE

S 400 -1000 follicle grow

$ Only 4 -10 continue to grow & the others atrophy
q At last I succeeds to ovulate.

A 6tr e- prhpr CisI d slli s[a-s -(5Q. mi-cro n) :

$Itis:
!< Oocyte in the p_rop-_hes.e qI lsl meioric@

]< Surrounded by single layer of granulose cells

$ the fr Vlslgte ,Cx that they will resume growth r+.Lti.i l,lrlr*r is the
change of granulosa cells from squamous to cubical@

$ it is IRR€Vq,slBL€ stage (continuum) either:
q Ovulate or
g Atresia occurs

g pr e 1 antr sI d qtlictes (2 00- microns)

o 6fhe sranulosa ce[ts:

q Proliferate under FSH & produce estrogen @2 gjrrJt gCt)
o E )IFSH receptors with I follicular growth (snow balling effect)

o fftrceq c-ells

ODifferentiate from surrounding stroma (stroina iF dJt+ t#l 4Je st+)

+ 6fhe 6f'wo-ce[[ thaorl@. t.ri tf i
g LH_)f androgen production by theca cells

U FSII ) aromatiTatiol qf ,thecal androgen by granulose cells ?1 E

q dptrct ,ffolticles
a 6fhe aranulosq ce[[s

q More mitosis

Q Form Call-Exner bodies )coalescence) antrum (rich in FSH, E).

o dfu_the_sq_ce[E are differentiated into

g Theca interna &

$ Theca externa r

o ff-he-eo-lcle

! It is surrounded by Cumulus Oophorus
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* $(orc mitosls ) produce more E & inhibin
* cE & inht6tn)JFSH)f androgen (Jaromatization in G-cells)
* f ondrogen ) atresia of follicles except the dominant follicle
* {he domlnqnt Jotllcte

UHas the highest number of receptors &v.r{ll tt $**^d3t+ J-il
UIt is evident in the 7'h day of the cycle crrl3 -,l$l.1uJ.lll+ tersAi.

* Comptetes kt meiotk )
U 2r7oocyte (23 X dJ! rit3) g
U lst polor bodyin perivitelline space

* 2ry oocyte enters 2nd me'totic (stops at the metaphare u)t 4LSi- uL I
S E2>200Pg/ml >50 hrs (/ - fn tSeforeovaktionc,+idl tia rr )

* )LFt swrge.Qb - flfirs ilefore outktion ''""0r':t1 tir rg )
lF Lrt su,rge )f androgen which

' * Completes the atresia &
* | tibido

9 5Pj'-o-sesteronc in smaff dose )rsrt svyqe.-
I gfgtrirs of GroqFan fotticte (+20 mm) o-xl o-r+ rv 'ovum, perivitelline

space, zona pellucida, corona radi rte, cumulus oophorus, antrdiir foiiicuti;
rhembrana. granulosa, theca interna & theca exterha.

THE OyUUTOQ( PHASE G ffrn PAy)
1. ctSI Sur0e ) f o-AMP which antagonizes:

ocyte maturation inhibitor
titenizati on inhibitor.

9qt ls short li.'eed dva toz

{Cijrtsumption of pituitat} stores

Aloss of +ve feedback by E
\-ve feedback by progesterone on LH & LH on GnB.H

9t f-U reccptors

$stimulate pksminogen rctivator ) plasmin ) tsper.tion of the

cumulus cell moaa from the rest of the folliplp

i
oocyte
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4, pG:

I
5

t. {$IAp:egas-ts-ro:,.e- @plasmin & collagenase )deseneration of collasen

It arises under the effect of E

It stimulates contraction of srnooth ms of the ovary ) ovum expulsion.

LCorpnsJutruru

I it is formed by deposition of lutein (rich in cholesterol & carotene) in

4 Grorluloro <sllr ) Iutei4 cells

4 Ttleco cellr ) paralutein cells

Z.qlascv[arization of granulosa cells ,y dgY

3.(Proqest erone;------f-.-1,-

g Peak 7-8th day post ovulatory
g It acts:

t( CENT?ALLY+I pt
l( LOCALLY) inhibits other follictes

4.(E )t PG's )luteolysis) corpus albicans

l( {3I' 1 peak just preovulatory

pro6cster one - has one peak at day 2l
'dS(H:- has 2peaks 1't at the start of the cycle &, 2nd just pre-ovulatory

(Estrogon: 2peaks l't pre-ovulatory &,2nd at day 2l 
Lr4'r I)l ' )' Ll 'ir'r')''

l(
l(
l(

5,Af pregnancloccurred ) HCG )rnaintains corpus luteum

Follicular phase Luteal phase

Estrogen 30-75 pg/ml 200-300 pdml

Progesterone

Testosterone 0.2-0.8 ng/ml

Gonadotrophins
- 'UFSH: 5-30 mlU/ml' UtH: s-20 mlU/ml

2-20 nglml





* Upper 2/3 of the endometrium
o Functional layer ()implantation -secretion - menstruation)
4 Zona compactum (l/4 thickness) around the necks oflendometrial glands
d Zona spongiosum (l12 thickness) around the bodies.

* Lower t/3
o Basal layer )regeneration
d Zona basalig (1/4 thickness) around the bases of the glands.

Phase

-7r
fin
ON
a

Regeneration Proliferation Secretory phase

Duration l-2 days 9- 10 days 14 days

from basal gland E effect Progesterone effect

Endothelium 1-2 mm thick 3-4 mm 7-8 mm thick

Epithelium Cuboidal Columnar
High col. * secretory

(subnuclear vesicles)

Gland

Simple

Tubular

Narrow

Few no.

Elongated

dilated

Tortuous cork screw

apirearance (saw toothed)
* secretions

Stroma
a 6{, t+edema+leucocytic

infiltration

Yessels
i

6 if\ Basal a. I basal part

spiral a'} superficial part

9.9&^.Isn-is-ru

i. Endometrium Shrinks + {t coiling of spiral arteries (8 coils) +
ischemic necrosis of the Endometrium.

ii. WBCS extravasate in the stroma + disintegration of the stroma.

iii. JProgesterone + {t PGF za ) VC of spiral arteries (for 24 h) then,

iv. Dilatation (by PGE 2 & PGI 2) -+ Extravasations of RBCs into the

stroma & Endometrium.

v. Ltt blood occurs from spiral arteries (75%) then from coalesced blood

Lakes in the endometrium * endometrial capillary & veins

vi. Composition: blood, endometrial shreds, FDPs, leukocytes, cervical

mucous, desquamated vaginal epithelium, bacteria flora
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Menstrual Shedding forms clots inside the uterine cavity then by
fibrinolysis, fluidy blood pass outside
If bleeding > fibrinolytic system, blood clots pass + colicky pain

1- Homeostasis plug of platelets & fibrin into spiral arteries

2- VC of spiral arteries.

3- Re-epith elization(3'o - 4tn day) starts at isthmus & cornual ends.

3-5 doys eve?y 3-5 weeks (30 - 80 ml)

8 { progesterone) t endoperoxides (endo & Myo mchium BG Jpl,iJt6rllt) .

t cntomertiun)I PGF2 & thromboxanes) VC of spiral a.

]rln mlometium ) PGI2 & PGE2 ) back diffusion to endometrium ) VD &
massive blood loss

{. Qqftrelating the histopathological finding of the endometrium with the

date of the menstrual cycle. It has a value in diagnosis of infertile women.

1)Diagnostic test to determine timing of the ovulation.
2)Collect endometrial biopsy on day 10-12 postovulation

cssment of the e

> 2-days lag time is termed a luteal phase defect

1 tr_usL ffoa\, + 50-80 mU cycle. Measured by:\--------7-

l.Direct method: collecting the loss in cervical caps (difficult).
2.Indirect method: by lysing the hemoglobin out of all the collected

menstrual pads. That is inelegant but valid method.

3.Practically:
A)Blood clots at the menstrual blood ) excessive amount of loss.

B)Sharp increase in the number of pad used.

(2 atecter: dark altered liquid blood + vaginal secretion. It does not clot

(16fhe dvrqtlon o( menstruql c,ecle:-------E-

1-The length : 28 days + 7 days.

2-Duration: 2-6 days. Max loss is on day 2.

Page 43

vll.



Coltaprc o {
?a Jr rrr tlvi q rr^

f rtfeveidlrro
aF ltrrrrllu

Di li A cF ?aJ r {vrG lyi e^r

.t"rI?re

i
Vc

If
VD

2), fr Ji t

Ju)t t
ar|cr; rL ?s Z



(4 [ rr.eagfry-er.l
A) Minor subjective occePloble sympt0hs (menstrual molmina)

B) N0 Symptoms : these are a minority of women.

C) Morked Symptohs I as premenstrual tension & dysmenorrhea

(5 hlgi-ete: Either of fwo methods could be used:

A- External vulval Sanitary pad : changed 2-3 times /day ) t2-t} pads/ cycle
B- lntra-vaginal tampon : It should be removed & chang ed 3-4 times daily.

1-They are inadequate if the loss is heavier than average.

2- Missing tampon ) Toxic shock syndrome.

* History suggestive of ovulation (their absence does not mean anovulation):
t- Reoulor cvcles.

Z- MidCVCle OVUIOIOfV pOin (Mittelschmerz), due to irritation of the

peritoneum, by released blood from the follicle.
Z ilwatery discharge due to I cervical mucus.

estrogen level.: due to transient J in

e.g. mastalgia.

la99 44

3-

4-

5-

6-

Polymenorrhea < 2I day Oligomenorrhea > 35 day

Menorrhagia> 7 daysDuration Hypomenorrhea < 2 days

Hypomenorrhea < 30 ml Menorrhagia > 80 ml

Luteal phase

Cervica

mucus F +ve spinnbarkeit
) tve fern test

) - ve spinnbarkeit test
F - ve fern test

Vagina

Acidophilc, Pyknotic nuclei
(small dark & dense chromatin)

) lintermediate cells {fold:d
cytoplasm (navicular), basophilic &
clear vesicular nuclei)

Tube t movement

f 'secretion (max before ovulation)
ttJ

ng during menstruation





o It is:

$ Physical. sexual & psychological maturation of the female

S Wittr development of 2ry sex characters &

$ fnas by menstruation & growth spurt,

It starts at age 8-16 years (average 8-13), girls +/- 2 years earlier thgfr boys.

Puberty s a period@ of time (2-5 years), menarche is an evento

l-Constitutional, genetic predisposition

2-Psychological factors

3-Nutrition, activity (athletes have later puberfy)

4-Melatonin release from pineal body

(Very little in childhood)

to - ve feedback of steroids.

tPresence of Ct{S infriiitorlfactorwhich may be melatonin.

This feedback is less sensitive

Disappearance of the inhibitory factors

dincrease LH+FSH & estrogen

1. Somol'c -chonges

A. Growth spurt (lst sign) + Deposition of fat in feminine areas

B. Persistence of hlgh pit.t,ed voice

2. Adrenor-che + tlHge,

3. Ihelorche -+ breast bud appears 9 - I I y (l" sexual sign).

4. Eubor-che -+ scanty pubic & axillary hair.

5. Menorche- + lst merstrual period.

6.Genitol chonges (1E) ) development of genital organs

o
o
o

s
s

.1.

*



I= <9 yrs lI= 9-10 yrs III= 11 yrs IV= 12 yrs V= 14.5 yrs

Breas

bud

Elevation More

elevation

2ry mound (Areola

projects out)

Regression of ?ry

mound

Pubic

hair

No Scanty on

labia

majora

Scanty on

mons

pubis

Normal adult on

mons (Dark coarse

& curly)

Normal adult

distribution

Pediotric, pubertal, odolescent abnormalities oA J,t-
$ COI{(r<NTAI: ambiguous genitalia, congenital labial adhesion

$ TMUII{ATK: circumcision, sexual abuse, accidental trauma

g liillAI{t{ATORY : prepub ertal vulvovaginiti s

S IJ@PLA5TK: sarcoma botryoids (vagina), germ cell tumor (ovary)

$ Ms(€.tAf{(OVS:
repubertal vaginal bleeding especially due to foreign body

arly puberty ) precocious puberty

elayed puberty

g Appearance of pupertal changes earlier than 2 standard deviation below

the mean for a given community d.,ta+l
g in USA (1988)@:
" 

U appearance of 2ry sexual character before 8 yrs or
g the onset of menarche before 10 yrs

r.l

6 Adrenarche

\ Thelarche (one side or both)

\ Pubarche

Before 8 yrs with no t E .UA aor= ftissue sensitivity

$Usually regression occurs after few months and, other pubertal

changes occur normally so reassure the.Datient. ,
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Little Girl Preenant at the

ase of 5!

A man from a small village in

the Andes Mounains canied

his five-year-old dau$ter into

a hospital.The father told Dr.

Gdrado Londa that her

dau$ter $rangely having

regular periodsince age

three, but they had stopped

about 7 12 months prior to

the visit. Dr. G6rado listened to

the young girl's abdomen with a

stethoscope, and heard a tiny

second heartbeaf An X-Ray

was also performe( after which

there could be no doubt... to

the doctors' astonishment; five
year+ld Lina Medina was

about seven months

pregnant!
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lso-sexual = 1 E Heterosexual

TR\I€ ((€MR,AI) FAL5€ (P<,?IPH€R.AL) = t androgens

Vl
a.[
VI

=ld
U

C)constitutional 90%

T) skull fractures

I )meningitis /
encephalitis

l\l) pineal / 3'd

ventricle tumor

\ Endoeenous -> Tumor,
hypothyroidism.

\ Exosenous: COC intake
\ McCune-Albrieht $

r' PoUostotic Jibrous dysplasia )
pathological fractures oGgll *.

't Cafd du latt latches
{ hecocious puberty (l E)
/ Hyperthyroidism or Cushing $

l- OVARIlll{+
* Tumor
Sertofi-Le1fig.

* PCO:
commonest cause

2- ADR€NAI+

O c,q.H

O Tumor
O Cushing syn.

3- IATRO('<II[(l< f Gonadotrophins
]< Normal ovulation
B PregwawaA carl occur

]< No J in gonadotrophins

J< No ovulation ) no pregnancy

]t Only fewtwtzatiow
p
E

u)

a

a

PH ofsurgical operation & drug use.

FH of similar condition.

xl
ril

o Hirsutism I acne.
o Examine breasts & external genitalia.
o Neurological & endocrinal examination

?r-

6

.P f

.trsu&LH.

. BRAIN: CT, MRI, U/S

Tg )tEonly
IJrss&LH.
) UIS or laparoscopy.

)' goNe 5(AN in Mccune
Albright

o JT-+ ovarian causes

+U/S & laparoscopy.

ofDHEA+ adrenal

cause -) MRI & CT.

ol7oOH progesterone

O ..Eoro bll
mdl

/ Retarded in hlpothyoldlsm,

+ N,ormal in ,tso[ated FF &
r Advanced (tatt child but short adult) in isoscxua[ or heterosexvatPP

9t
trl
6Jl

EI
+Jl
dl
c.x

5l

o Treatment of the cause

. familial: Reassurance

. Medica,(lllll2JrL
v

$P: 400mg/3m

Anti E+ Block FSH & LH

$crnH -EJl i*Yt

o Treatment of the cause:

thyroxin for hypothyroidism
. Tumor:- remove

o Testolactone Z}mglkg for
non central causes as

MbCune-Albright $

o Antiandrogens fdr
Hirsutism

. Tumor ) removd

. CAH ) Steroids
for life

N.B.: CAH: congenital adrenal hyperplasia, T = testosterone
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d No menarche by 16

d No 2ry sexual.characters by 14

d No menarche for 5 years after completed thelarche '

€TIOLO('Y: ' .

S Constitutional, severe exercise, malnutrition.
* Hypergonadotrophic ) oiarian failure (CTINM) ,

* Ilypogonadotrophic ) hypothalamic -pituitary failure (CTIN\Q
* Normogonadotrophic ) end-organ-insetrsitivity (Mullerian agenesis, TFSI

irrrperforate hymen)

* !H, FSH to differentia[e the 3 types

* Hyqelgona.dotrophic irSH > 30 mlU/ml ) ...,karyotyping
* Eypogorudotrophic (FSH < 10mlU/rnl).....CT skull
t Normogonadotrophic . ,..ultrasound pelvis

]'.R€ATt{€Nf: according to the cause

o IUti
U The point ,f tine} dt which there is permanent cessation of

menstrLlation due to exhaustion of follicles.
U A relrograde diagnosis@'when menstruation had ceased for I year in

ariy female > 40 y (mean age 51. +tlzin USA)

o fr_OCCURSi
\ Usually gradually with decrease length of cycles

Or,

\ Irregular menstruation either

$ Hypo,renorrhea or . .

$ Dysfunctional utetine bleeding '(tfrresfrotf, Steef,ing U..1 OIS)

{ Bnfply it stops sudflpafy <IP%
Or



'Menopause is easy - afler you laying eggs they eat you. '
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p Climacteric: the period during which the ovarian function decrease gradually

till end in menopause (45-52 years).

Perimeooause: period of life around menopause (before &lyeat after)

Menopause: Period of time after I year after menopause

Artificial menopause: due to surgery, drugs, radiation.

9Decreose estrogen

* J E2 due to exhaustion of ovarian follicles
*El

s Is the MAIN form@

! Produced by fat, Iiver, and muscles.

$ It is mainly from perinheral conversion of ,,{prdrostendione (85 % from

adrenal gland &. 15 % from the ovaries).

$ Progesterone

* Small amount continuous to be secreted by 16s APRENAL OLANOS.

$ Androgen

* Relative increase in testosterone with decrease estrogen ) slight virilization

seen in older fernale.

* It is produced by adrenal 75% & ovary 25%o

9Gonodotrophin
* Increased due to absent negative feed back ofovarian steroids

i VWVA: atrophy

* VAGINA:
d()iscfrorge (senile vaginitis, J glycogen) alkaline media & infections)

a{Bruritis lufrae
d (|1spar euniq (vaginal dryness, atrophic, smooth)

* u__TsBvt: atrophy of all layers \IROPHIC ENOOtfiETRlTlS is the

(OMMOI{€5T (AVs( of postmenopausal bleeding)

p
p
p

Page 49
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* CERUIX : atrophy of portiovaginalis (the vagina is flush with the cervix)
* endopeluic fascia & ligaments: weakness ) prolapse & SUI
* URINARy sysrEM : Frequency, urgency, SUI, recurrent cystitis

gv,eSolfofOR ltlSfABLlTy: hot flUshes (flAshes) in 50 - 85%

9cnnolovAs(ulAR+ coronary heart disease, hypertension

osteoporosis, rheumatic pain, backache & dowager hump

dyspepsia, flatulence, constipation & change in appetite

SSflN, mild hirsutism in upper lip & chin
g.psycxotocKnr, depression, irritability, anxiety, insomnia & J libido.

* Mild or obsent in 70%

* Moder ote in 20Yo

* Severe in l0%o.

Menstruol chonges
I Gradual decrease in amount & duration then stops.

Genito-urinory
o Qc6inc: atrophy, p.ale smooth & dry vagina

0 Qcrllx: loss of Portio-vaginalis of the Cx,

I (lterus: prolapsed

) {lrinarl slstcm: dysuria & SUI.

vosomotor instobility (hot f lushes or f loshes)
csuse: hypothalamic instability

lcal plctvre:

Present in 50-85% of postmenopausal females.

Intense warmth in upper half of the body of the body (due to VD)
Palpitations

profuse sweating

Then cold shiver (due to VC)

(}< 9lt--O"qursr

fi 6fhe.l sre q;nnorring sltmotoms of decreqse eslroqen' ' - - -- L --t -----(; 
--l. 
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..-..t, t.at. .llaJr'rj{A

. dt i'aliutr:

$tt tat<es few seconds to few minutes

$Vtor" at night

Disappear within 2 yrs with /without ttt ,

But may persist in 25o/o for another 5 yrs

Neurologicot
1 Depression, fatigue, nervousness, irritability, Iack of concentration

dardiovosculor
1 f Liabilities to iscfienic freart fiseasa ([ HDL, t LDL).

Braost otrophy

* Osteoporosis LtssJ eJijcJtJ-
*Oefinition P'a 't'i..'

o Decrease bone I{ASS

o with MICROARCHfiECIURAL changes of bone

o That Leads,to t bone f rogility _#-\Slr q.rj

trfause:
s Due to increas e OSIF')CLASIIC activity

6 Rate of loss is 2-3%/y in postmenopause.

fr$ite : distal radius, lumbar vertebrae, neck of femur.

t<esk factors: white race- slim body- smoking- alcoholism- sedentary

family history-premature ovarian failure - drugs.

* History & exominotion.

* Investigotions
s Qlormqrgl:

$, IFSH > 4o IU/l (most important)

$, 0 Ez <20 nelml, J!-tlu, relative fAndrogen & Lipid profile

t $_eg-i"ra_t ettslsgt-r f Parabasal, J superficial cells : cornification index

s SQrdio[o.g1r

* DEXA (fiufnergy 4ral a|sorptiometry) most accurate.

* US beam atteriuation measures bone mass not bone mineral density.

a X-ray late after 40%o of bone miner e lost

* U/S: endometrial thickness (>5 mm ) fractional curettage)

4 dtJ_C_.qJ_SLr LDL, HDL, cholesterol, triglycerides

Page 51
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"No bottenies needed, but you hsve to
be menopousol to moke them work."

tfiray

fPt



A-General
(foassurancs: menopause is a normal midlife event
clmpro'te tife style: avoid factors which can precipitate hot flushes as hot
weather, nervousness, excessive coffee
Ampro.te diet: decrease fat, increase Ca (1000 mg daily)
Qxeyclse improves osteoprosis

- $adatirres: tranquilizer for nervousness & depression

B-
4

hormone replocement theropy

3

4

5

Indications

1- SymptomS and signs of menopause. &premature menopause.

2- Prophyloxis and treotment of osteoporosis & Genito-urinary atrophy.

4 Contraindications:-

4 Complication;-
* tBreast & endometrial carcinoma.

* tHepatic adenoma & Gall bladder disease.

* Hypertension.

* Nausea, vomiting, wt gain

Page 52

* Absolute * Relative
./ Recent Stroke
,/ Recent Myocardial Infarction
/ Vascular Thrombosis
/ Acute Liver Disease
./ Unexplained Vaginal Bleeding

/ Migraine
/ Hypertension
/ Thrombophlebitis
/ GallBladder Disease
/ ActiveEndometriosis

Controlled HTN or DM are not contraindications of HRI'

TH€ WI.(I (U5A) + I MILLION 5TVDY (UK) sTVDI€s R,€5VLT5

eftnite I of endometrial cancer, venous thromboembolism, CVD
ble I in risk of breast cancer (related to length of use)

Sfumbernee[e[to fiarm 1250 fSff4Jl t.oLirr g: cillo)
9 fro.oen effect on quality of life, dementia, depression, sleep, libido

hormonq[ drugs are better used than HRT for control of symptoms
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d Mechanism of action :

*
o Decrease aotivity of osteoclasts (inhihit PTH).
o Increase Ca through

dfGIT absorption.
4 f renal loss of Ca

d I vit D activation in the kidney
d{rCalcitonin

* Protection against cardio vascular diseases:
o {IHDL, JLDL
o Jcholesterol & |cholesterol deposition in the blood yessels.

o fN.O synthesis (vasodilator).
o The above is masked by JATIII, I factor I,Z 8,9, 10

4
d Routes: )0.625-1.25 me/D

* Oral: liable to extensive first pass metabolism
* Iniection: liable to fluctuations of level
* Trans-dermal: no first pass metabolism, better for:

o Oiteoporosis: due to higher E2 concedtr-atidti

o DM: doesn't impair glucose tolerance

o IfFN: doesn't t liver RAS

L* Topiblt-in atrophic vaginitis

Before treatment:

* flcftc:

$Hirto.y & Examination to exclude contraindication

$Investigations: PAP smear, TVUS, endometrial biopsy, liver function
tests, cholesterol level

4 Method:

S Withdrawal bleeding occurs at the end of each month.'
s 0.625 CEE + 10 mg MPA for 10-14 days

* f,ontinuous:
! Avoids withdrawal bleeding
! Broaktfupgpgh bleeding occurs needing endometrial biopsy
$ Amenorrh,ea opoups 4f[,er ] ye.qp

! 0,6?s ppp + 2,$ MPA / 4
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* estro1en onl^l.theropy, indicated in fe* cases

a- If no utcrus follolving hysterectomy

b- Intolerance to progestin side effects.

$ Toffow up tfie patieat fu 1.)/5, Q.n.Q atf'ractionaf curettage

fl Duration +r+ll a)Sll: Accordin g the fl.merican Co[kge of olstetdcs e{, glnecofog1:

A. HRT is not recommended for more than 2 years

B. HRT should not be given for prevention of coronary heart disease

C. Other measures are used for treatment of postmenopausal conditions as

osteoporosis & hypercholesterolemia.

C-Non- hormonol theropy:
d VasomotorlIrnl]lprnsi

. Agreal, Bromocreptin (dopamine agonists), Belladonna.

. Vit. E, Ginseng, Clonidine, o methyl dopa,

. Phytoestrogens (natural estrogen: isoflavon, present in soya bean)

d Vaginal atrorrhy: water soluble vaginal lubricants.

D. SERM (selective estrogen

receptor modulators)
E. Tibolon (livial@)

Exert E effects in desired organs (CVS & bone) & anti-E effects in reproductive

organs (uterus & breast)

Tamoxifen@ is l't generation

while Raioxifen@ is nearly the

ideal estrogen but fails to control

postmenopausal vasomotor

symptoms

E Steroid@, synthetic with weak estrogenic,

pro gestogeni c, androgenic effect

8 ()osa: 2.5mgltablet lday

8 z\{,^tantagzs (according to tissue aff,rnity)

1-good relief of menopausal $

2-E does not stimulate uterus or breast

3-progesterone has no need to be added

4-Androgen improves osteoporosis &libido
5-controls climacteric symptorns

Q |ilfiat are tfre Pfi)rtoestrogets?
Tl-'^'r ara nalr rral aalvaa
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4

Treotment of osteoporosis
Prevention: good nutrition, ca rich diet

' Education: Stop smoking, exercise

* Vit D: 400 IU/D in adult & 800IU/D (elder people)
* Ca**: lglday. This slows bone loss but doesn't f bone mass

Anti-resorptivc druqs :
* Estroeen 0r"rl uiY+ -!+Jt eXll

o tCa** absorption, JCat* excretion, fcollagen formation
o Decrease osteoclastic activity
o 0.625 mg of conjugated equine estrogen or I mg E2 or 0.05mg of

trans-dermal.

o ACOG & RCOG are not recommending E for osteoporosis.
* Calcitonin ?:JlJl j o:llr :

o Decrease osteoclastic activity.
o Human or salmon (less antigenic) 200 IU transnasal.

o Has a central analgesic effect & effect on vertebrae ) femur.
* Bisphosphonates o.,,-Yl :

o Decrease osteoclastic activity (most effective bone building drug).

o Af,endronate (fosamaxt) ZO mgld for 2-3 years + 500 mg/d Ca+

)increase bone mineral density by l0o/o after lyear
Na+,{luoride: f osteoblastic activity .r+Cl, but poor quality.of bone.*

PRO,IATVR€ M<I.|OPAU5€ D€LAY<D M<I,IOPAVs<

Definition Menopause before 40 years. Menopause is delayed > 55 years

Etiolosy

. Constitutional. (commonest)

r Chromosomal as Turner $ ,

' Infections: muniils

'Irradiation.
Autoimmune: Hashimoto thyroiditis

is common in 30-50% of cases

r Constitutional.

r Estrogen producing ovarlan

tumors.

r Diabetes mellitus.

r Fibroids & endometriosis.

Diaen"gsis

FSH>40 m IU/ml
Ovarian biopsy: )atretic
follicles

Treatment HRT
f endometrial hyperplasia &
carcinoma so manage as

postmenonausal bleeding
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/a ==========sffr*
H*
il 2. Average amount of blood + 80 ml p :2pads/ day S
(i=====i====E===E=*=E 

==E=E==E= ==-#

o €TIOLOGYT

1. General carl-ses:
d Endocrine diseases: Hypo- or Hyper-thyoidism, DM (vasculopathy)

d Psychological disturbance: (Unsatisfied sexual urge )
d Cardio-vascular diseases: (C.H.F - Hypertension)

d Liver diseases: impairecl estrogen metabolism e! *d l dotting factors.

c/ Renal diseases: (Renal failure ) toxic capillaritis and thromb-asthenia).

d Blood diseases: (Coagulation defects as Von Willebrand deficiency,

Leukemia, or Thrombocyto-penia).

2Joeal-causes:
4 (Bicomuate uterus or septate uterus).

c/ Traumatic disorderf : Hymenal tears or F.B. in vagina.

c) Inflammatory disoiders: vaginitis, or cervicitis, or endometritis

4 Neoplastic disorders: (Fibroid, or CA cervix, vulva, vagina or uterus).

{ Miscellaneous: chronic constipation or displacement & endometriosis.

Bt

o Clclic b[eedinq------E-- - ----------------

1. Menorrhagia:

Excessiye menstrual flow in amount &/or
in duration with normal cycle duration.

1. Metrorrhaeia (Metrotaxis) :

Acyclic bleeding due to local cause,

2. PolV-menorihba:

Normal flow but shortened cycle <21 d.

2. Meno:metrorrhagia:
Menorrhagia +rntermenstrual bleedlng

3. Poly-menorrhagia:

Too frequent menstruation with excessive

amount &ior duration of menses"i.e.=

menorrhagia *polYmenorrheatt
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d Bleeding in early presnancy (lst trimester): Abortion

i

, EP, or vesicular mole.

d Bleedins in late Dresnancv (> 28th wks): APH

d Post partum hemorrhase,

-4, C-o-nlfaeep-ti0-r-Li (lnegular intake of oral contraceptive pills or IUD)

-5-.- D-fug -in-take: (Oral anticoagulant or Aspirin, or Psychotropic drug$

6-J)ysf un-etio-nalute-rin"eble-eding{D:,U-,-BJ

4 D€FfNtTl0N S.+ t*tYt rillti
* {lnorm q[ uterine hleeding

S Not due to general or local causes

But

$ Due to abnormalities in

S.fn. EN2OCRINE 6LAN25 controlling the menstruation

Wlpotfrakno - pituittry - ovorim a4is" "\ ir''
0r

ss1yEN2OillETRlAt defect (imlalance between VD PG & VC PG)

a lxgDsl(€i
r10-20% @

*More

U Around puhertl(immature axis)

U Before msnopquse (J N0 of follicles)

*75% after 30 yrs
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4 TYP<S j,s..!ll a-Jr

B.

"Self-limiting disorders need no treatment but progesterone maybe needed'

A. Functionol polymenorrheo

I too frequent cycles due to too short follicular phase of menstrual cycles

Mid - cycle spotting:

I Stigt t J of estrogen just pre-ovulatory

Functiono! Menorrhagio

9or.totvnPG

' Premature shedding of Endometrium

' Premenstrual soottins@ due to corpus luteum insufficiency -+ decrease

progesterone production "weak secretory phase"

E.

o Delayed shedding of endometrium
o Postmenstrual spotting@ due to prolonged progesterone production due

to slow incomplete degeneration of corpus luteum

F.
* CeEsgt Unknown (abnormal ovarian PG which is needed for luteolysis).

* C[inical oictvret
r Missed period.
. Then the corpus luteum degenerate causing

<l abdominal pain
4 menstrual bleeding

* lfllDl Ectopic pregnancy ([ffirentitte[ fu +ae ltregnonE test)

freqtmeii,ttt-f or-dtyevip"us-ttpss:

- If bleeding + no need of Pregnoncy
d Progesterone (as primolut orprovera 10 mg for 10 or 20 days)

d COC (inhibits the axis & start artificial cycles)

- If bleeding + infertilit
d HCG
4 Clomiphene * HCG
+ ART if induction is failed
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A. Threshold bleedine

d Timing:

I at extremes of menstrual cycle
4 Eause:

5 Ouury produces small amount of Estrogen reaching threshold level.

9fn. threshold level (50-60 pglml) is enough to strrnulote proliferation
but not to rnorntoln the endometrium

d Amount of blood:

9wot profuse due to fluctuation of E around 50 - 60 pglml rF feJjl
d Treatment

I n ,g C is required in perimenopause

SCOCt repeat for 3 - 6 cycles tasJ +!b os r*r-l

9If infertility in voune ase: induction of ovulation

hroeder's disease"

d 0efinition:

. it is ocyclic bleeding

r Occurring from proliferative hyperplastic endometrium

. Resultihg from unopposed E (anovulation)

+ It may be preceded by short periods of amenorrhea

+ rtiotogV: Unknown -'n('

d Pathogenesis:
o Continuous growth of the follicles after failure of ovulation.
. They form functional cysts which secrete unopposed E acting on the

uterus.

Pathology of metropathia hemorrhagica

Uterus Ovaries

O SYMMeTNCALI)'enlarged :
(myohypertrophy)

@ Endometrium:

9Thickened
9Polypoidal
$Endo*etrial hyperplasia

O Enlarged
O Functional cysts:

* Multiple
* variable sized (<6cm)
* lined by granulosa oells

O Absence of corpus luteum



0iagnosis of metropathia hemorrhagica

Symptoms 5ings

$ Short oeriod of qmenorrheqt

* Locally:
* Vagina shows fresh bleeding
* Soft and closed cervix
* Bulky and soft uterus

Due to prolonged E effect on

endometrium

U Foflo* ed b,o hleedins:'-------"=

* May be life threatening
* Is painless prolonged
* Breakthrough bleeding
* Due to:

l. Relatively insufficient estrogen to
support the thick endometrium

z.tB + JfSUsupportof follicle.

4 D,D,
* Abbrtion - Ectopic pregnancy - Gestational trophoblastic tumors
* Irregular uterine bleeding (tumors, fibroids)

+ lnvestigations
* Diagnosis is by exclusidn

) Platelet count & function

) Function test: liver & renal functions

* dp_etdrd-dg[o-cal-cause: Ui S and Serum

* 5fcsts of oru[qtionz to differentiate if ovular or anovular

*4f orru[qr: do tests of LPD--J--- ------

*clf anonulgtr do test of PCO--)- -----;-'--- ---

d Treatment of dysfunctional uterine bleeding lrt e.4a 4^r*,fi11:

* G_suet aU 1rr s-s---qf- Lr eslu stt! i

d Bed rest.

d lron sunplement. & Vitamins.
4 Reduction of weight.
d Blood transfusion according to amount of blood loss.

-



* c&rn : _hortlonql treatment:
d Anti-fibrinolytic agents:

* Epsilon Amino-caproic Acid (EACA)
* Tranexamic acid (Cyclokapron@;' lg tab. 4 times/d, J bleedi ng 50Yo.

4 Ifaemostatic asents: "To t platelet aggregation and to J capillary fragilityi
* Diosmin (Daflon @)

* Ethamsylate (Dicynone @;

d Thomboxane: VC and platelet aggregation

d PG synthetase inhibitors: reduce vasodilatation induced by PGE2

9/lormonal treqtment: )
4 Progesterone:

* Forms:
o (Norethisterone "Primolut@").
o (Medroxy-progesterone acetate "Provera@") to oppose E

o Levonorgestrel containing IUCD (Mirena)
* Start:

U sth d of the cycle for 20 days Or
U 15'h day of the cycle for 10 days

* Doses: 2-3 tabs. I d
4 Combined OCPs (Cycloprogynova, Gynera@, Marvelone@ & Cilest@)

* 2-4 tab. / d till bleeding stops; then 1 tab. / d for 20 days

4 Estrogen: lr'l

* lndr<otrons:

F Severe cases

D Threshold bleeding

* Dose: oral conjugated estrogen for 20 d;

combined (with P) in the last days to promote normal period.

d Androgen: "Danazol - Methyl testosterone - Gestrinone"

d GnRH analogue: "Nasal spray - IMI - SC" every 3 - 4 w >> atnenorrheaol

* Sur-gs-r1r
4 Curettage of the uterine cavity

* For diagnosis and treatment
* Effect:

>50% cured

>25% improved

>25% no effoot.



d Endometrial ablation or resection:

t Using: LASER - Electrocautery -Thermal destructive techniques
* Disadvantagez

* Effect:
F Amenorrhea in 50% of cases

D Reduces bleeding in90% of cases.

4 Hysterectomy
* After failure of the previous lines of treatment
* In female > 40ys with adequate number of children
* Associated patholo&y is found

if there is infertilitv) induction of ovulation

In acute severe bleeding:

1. Hospitalization & resuscitation (IV fluids + blood transfusion)

2. High doses of:

a) E ) Cojugated equine estrogen 25 mgIY14h
b) COC 1x4 till bleeding stops the one tabl day for 20 days

3. Emergency D&C

CAV5€5 OF ]'T€NOi'T€TRORRHAQIA

O Any cause of menorrhagia may develop into menometrorrhagia

cAv5€5

Menonahgia Metrorhagia Po menonhea

l. General causes

2. Local causes

3. Dysfunctional

menorrhagia

1. Local lesions

(commonest causes)

2. Conception.

3. Contraception

4. Anoyular DUB.

1 -Dysfunctional polymenorrheh :

Due to short follicular or shbrt

luteal phase.

2-local (ovarian congestion).

O Same causes of amenorrhea except cryptomenorrhea or absent uterus or ovary
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4.

1. Birth Crisis
* Mild spotting in newborn female 3-10 days post-natal due to excretioh of

maternal E passed to the infant through the placenta.

?.
* Trauma: F.B. in vagina "famous cause", removed under anesthesia.

* Inflammatory: Vulvo-vaginitis & Vaginal adenosis.
* Neoplastic: Sarcoma botryoides "grape-like sarcoma", germ cell tumors

* Miscellaneous: Precocious puberty.

3. iod:
* Post-pubertal period: DUB or coagulopathy.
* 20-40 years: all causes but Iocal causes or complications of piegnancy&

contraception are the most common.

Tvpes:
* Post-coital bleeding
* Vaginal examination or douches

Causes:
* Local causes of the cervix or vagina (any case is considered cancer

cervix till proved otherwise)
* Uterine polyp passing through the cervix

all causes but mostly DUB

Ma li g n a n cy : I 0 -20Yo@ @ e sp ec ially " endometrlal ccrcinoflla " ;

Atrophic changes of lower genital tract (most common)

Exogenous hormones as estrogen withdrawal being used in HRT
General (rare)
Complications of prolapse as trophic ulcers or retained pessary

Non gynecological causes:

U Bleeding / urethra
,U Bleeding/rectum

QVith drav', aI bte e ding E + P ) Normal menstrration, OCPS

$reakthroughblee{tng E>> metropathia hemorrhagica

P>> POPS, injectables or implants

5.

6.
*
*
*
*
*
*

"bleedin
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4 D€TINTION
* Bleeding from genital tract occurring after one year after menopause.

* It is consiteref, cancer enf,ometriam tillprovef, otfrerutise

€TIOLOGY

I. Local causes '1in the genital tractrt
*Neoplastic (10-207o): genital CA esp. endometrium & feminizing ovarian ts.
*Inflammatoryi

*Senile "atrophic" vaginitis or senile endometritis'
*It is the commonest cause (1/3 of cases)

* Traumatic: Retained pessary or trdphic ulcers of the genital prolapse.

2. Hormone replacement therapy: This may lead to breakthrough
bleeding

3. General causes (rare):
I Coasulation defects e.g. thrombocytopenia & liver cirrhosis

4 CVS causes as hypertension or congestive heart.failure.

d Early cases of hypothyroidism or thyrotoxicosis.

4.4 rethral or rectal causes: Urethral caruncle or piles or rnalignancy.

4, DIAGNOsIs
* HIsTORY

5 Persorial Historv
) Paritv:
* 

. Endometrial cancer & epithelial ovarian trs are commoner in low parity
* Cancer cervix is common in high parity.

) Race:
* Endomertrial carcinoma in white race

* Cervical carcinoma in black races

HPI:
* Associated symptoms e.g. pain or purulent discharge.

* Masses protruding from the vulva i.e. genital prolapse.

Contraceptive H.: Hormonal therapy e.g. estrogen.

Past H.: General disease e.g. hypertension or coagulation disorder

+ W-NAII9&
$ Ggneral examination:

* The general condition for pallor, cachexia or hypertension.

* 'Signs of metastasis in the chest e.g. pleural effusion & spine.

I

Ig
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I Abdominal examination: to detect;
* ovarian mass or hemato-pyometra if cervical or uterine cancer.
* Hydronephrosis in cases of cewical cancer.
.* Liver metastases.

5 Pelvic examination:
* Inspection of the vulva to detect masses or ulcers of the vulva.
* Palpation to detect vaginal or cervical lesions.

g Bimanual ex. for
* The uterus: size, fixation & tenderness
* Ovarian masses.

Speculum examination to detect cervical lesions

P/R to'detect spread to the rectum or parametrium

g
s

,a lNy_e5J&ATl-ol!5-:

4 Diagnosis:

c 
ffi.lude lesions of the uterus or ovary.

-o HysteroscoDv to exclude organic lesion of the uterus.

o Biopsy
T Pro* any lesions.
o Fractional curettaqe is ths most important.

4 e.g. chest X-ray, liver scan, abd CT or MR[.

O Preoperative investigations e.g. blood picture, coagulation tests & EGG.

4
d M4,!AE_<ItSt!-r-
* Treatment of the cause (DUB: P & if failed hysteroctomy or endometrial ablation)

T ) pan hysterectomy.

I Treatment of premalignant & malignant conditions

d l{lSTORYr

d Age: If the patient's age is above 40, malignancy should be excluded.

# Marital status: Complications of pregnancy occur in the child bearingperiod.

C Obst.history: In postabortivelZry PPH, choriocarcinoma should be excluded.
q) HPI:

* Associated symptoms e.g.: pain

* General disease e.g. hypertension or coagulation disorder

c, Contraceptiye History: Hormonal therapy e.g.: hormonal contraception.



gr4[,11t!AU9l!
4 General examination:

*' Signs of anemia e.g.: pallor
* General disease e.g.: hypertension or hypothyroidism

4 Abd. examination: masses as pregnancy, fibroid or ovarian tumors

4 Pelvic examination:
* To detect a local cause e.g. fibroid or polyp
* To exclude urinary and rectal causes e.g. piles

L'TV€5IJ('AI9,II5
4:

* Blood picture, Bleeding & clotting time
* Thyroid hormones & Liver functions

4
o 'Radiological:

O U/S: to detect fibroid or ovarian masses

O HSG: to detect submucous fibroid or polyp.

o Endoscopyi

O Hysterosconv: to detect submucous fibroid or polyp.

O Laparoscopv: to visualize the pelvic organs.

o Biopsy:

OFractional curettage to exclude endometrial or cervical carcinoma

OEctocervical biopsy for suspected cancer on the Ectocervix

4 TR€ATT{€NT

* Correction of anemia i.e. Iron therapy

* Treatment of the cause e.g. Treatment of fibroid

# Medical Treatment: - to decrease the amount of blood loss:

* Anti-PG's

* Anti-fibrinolytic agents e.g.:tranexemic acid & Ethamsylate

F Hormonal Treatment for DUB

# In DUB. hvsterectomy is done for pts above 40 years with adequate

numberof children if hormonal treatment and curettage failed



d D-€flNII-lqNr Interruption of ovulation

+ C-TIOLOGY t+ a-a*-o

* Physiologicol

4

1. 1tt few cycles or around menopause

2. Before puberty & after menopause

3. Pregnancy & lactation

ir Pothologicol
4 Hvpothalamic- nituitarv - ovarian causes: )C-T-I-N-M
4 General: anemia, physical exercise, chronic disease, drugs, obesity

4 Idiorrathic
4 Thvroid dysfunction
4 Hyper prolactinemia

4 Adrenal:
*Adult onset adrenal hyperplasia
*Cushing's $

CLINI(AL PI(TUR,C

* A/tonifestotions of the cquse
1. PCO ) obesity, hirsutism, infertility & anovulation

2. Hyperprolactinemia ) galactorrhea

3. Hyperandrogenisrn ) hirsutism

4. Other endocrinal diseases as thyroid (goiter, palpitations, tremors)

* Monifestotions of anovulotion
d Menstrual chanqes: oligornenorrhea - amenorrhea (commonest)

d Infertility

INV<5TIGATION

* To diognose the ccuse
4 FSH level:

* >40 m IU/ml -+ ovarian failure

N.B. WHO classification of ovarian insufficien

lamic oituitarv dvs function

Group III Ovarian failure

a



* < 5 mlul ml -+ hypopituitarism

* Normal: <20 m lU/ml

4 LHIFSH:if>3)PCO
e Tumors:

* Testosterone -+ ovarian tumor

*DHEA -+ adrenal tumor

d Thyroid function test

e 17a OH progesterone n adult onset adrenal hyperplasia

* To document onovulotion
O BBT (mono-phasic pattern)

.. O, )(no secretory changes)

d Cervix (no pre-ovulatory runny clear mucus, -ve spin, -ve fern)

e Vasinal smear (no intermediate cells)

4 Progesterone < 3mg / ml

d AbSent LH suree.

d Folliculometrv

+ TR€ATtt€lvT

$ Treotment Ot The Couse

S Generql : correction of malnutrition, anemia, DM

S Medicol: induction of ovulation, bromocriptine if hyperprolactinemia

o Surgicol: Drilling for PCO, surgery for virilizing ovarian tumor

Luteinizotion of the Graffion Follicle but without releose of ovo.

a SFFCCTST Regular menstruation + secretion of progesterone + infertility.

d lNlLeIILGiIloJls, i

* Seriol U/S
4 Development of follicles which don't collapse at the expected ovulation

+ No rim of fluid in the Douglas pouch.

are needed for rupture of the follicles.



$tein & ferenlfiaf synlrome 1935

A D€FINITIONI

4

* Qfrronic qflol,ulatorl condition characterized by clstic enlargement of ovaries

* amanorrhao (70%) or oligomenorrhea (most common) + hirsutism (50%) +

lnf ertitity $ 0%) * o 6esit1, iD9( & hyp ertensio n.

lNqD_<J!(<:1 2-4 %.

PATHOLOGY

* Mocroscopic
Fovular changes: POLY(Y5T!(, 5(L€RO(Y5T|(

: enlarged I

: thick cortex, pearly (ivory) white
{tCut section:

ollicular cysts: multiple, small (<10 mm), subcapsular, filled with

troma: thick.

fluid rich in E+ A
FUterine changes: symmetrical enlarged a adenomyosis

* Microscopic
)Ovarian.' stromal hyperplasia, cysts, luteinized theca like cells
F Uterine: endometrial hypeqplasia

4 PATHo:lttYsloLoGY

tur & Jrsu t E (peripheral conversion)

0x

o Stirnulates androgen fonnation by theca cells & ovarian stroma

o Part of this androgen is transformed to E locally & peripherally.

o The end result is increased both androgen & estrogens

g This will nhibit FSH release:

o Thus follicular development is arrested at various stages

o Local androgens leas to follicular atresia & thick capsule ) multiple cysts.

t A (by ovaries)
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o +ve feed back on LH ) f L

o -ve feed back on FSH ) ] FSH

o THIS VKIOJS (Y(L€ ) stimulation of endometrium leading to short

,periods of amenorrhea followed by prolonged inegular bleeding

o Proliferation of endometrium ) hyperplasia ) carcinoma + myohyperplasia

9 PCO:

o Insulin resistance was found 40% pf cases due to defect in receptor or anti-

insulin antibodies ) increase insulin ) f local ovarian androgens through

, its receptors or through Insulin like growth factors receptors.

o Insulin like GFs are stimulatory to androgen synthesis

o Type II DM + obesity (BMI > 27kglm2) ) J SHBG & J Estradiol +

Hypertension & CVD

CAV5€5 +,*+

l. lry central defect

i. Either pituitary abnormality ( t LH release in response to GNRH )
ii. Or hypothalamic defect with change of GnRH pulse ) 1 LH

2. "may be by insulin growth factor 1"

3. lry enzyme defect in the ovary "aromatase enz.ymedefect "

4. obesity

CLINI(AL PI(TUR,€

I
amenorrhea followed by Prolonged Painless Bleeding"

FHirsutism, acne, seborrhea

D Infertility o r su b-fertilitv
FObesitv 50%

\ sions
) General: obesity, DM, HTN, Acanthoma Nigricans, aorocordones.

) pV: palpable enlarged cystic ovary

(ouP!L(4It9'! ggtJg_ T_€Rl.t)
{t Endometrial hyperplasia ) carcinoma.
{t DM, Ischemic Heart Disease, HTN.
rF Infertility & menstrual irregularities
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d l,yy_€5_I_G4LoNI

* Hormonal
> t LH, J FSH ( LH/FSH:3ll) ) most important
> 1 T, DHEA, Estrogens & Prolactin (<30 ng/ml)
) | Progesterone, I SHBG.

* To docunenf Anowlation
) Basal body temperature "monophasic"
) Premenstrual endometrial biopsy "no secretory changes"

) Cervix " - ve fern test"

} Vaginal smear) no intermediate cells

) Serum Progesterone ) "( 3 ng/ml"
) Absent LH surge
F Folliculometry

* filefabolism
D Impaired GT test,

! "t fasting insulin" (normal fasting insulin < l0 -20 units/ ml)
F Serum fasting glucose/insulin < 4.5

' ) Ovarian size > 10cm3

) >10 sub-cortical follicles (Necklace appeafance & each cyst is 6-10 mm)

) stromal hyperplasia

$ qret diagnostic presentin}O% of normatQ, OCps, t^U $tress.

) Characteristic picture "pggl_lywh:!!g" or "lpIylghile"
* D&C

D For any assbciated endometrial hyperplasia

G€N<RAL

) Weight reduction ) Jinsulin resistance & J hyperandrogenism

) Stop smokins ) J adrenal androgen

IF TH€ (/O 15 INF<RTILITY

F Medical:
*cromiphe'".::ffi ';i:',1"1'ililti;".1.:;ffi ananti-estrogen)

. Dose: lx2x1 from 2nd or 3.'d dqy of the cyclq ft, fpr..ldavs
* HMG: - for induction of ovulation "dose:- FSH 75 1[J + LH 75IU"



Gasl uQn ce. 6€ P Co 5

Short - tert-r
*

t- rY.rcnsl-rrral irtequlae; tics
J

?- hirruh'r,^/ acna.

D. b. o( ?c-oS :- pco liklc_.

t - oJrenol q LanJ caatct of h;rt*lllr,n
J

= cAH r'Tr , e*o\;a1

2- oV a,ri qn tun^or (aadrcJenic)

3- t PRL 4 T\ralJ Jiseu'e' '

, - inFerh'l;| / obet;! / nt". t;2;ct

lon5 - tera,.
#

l- Drr

?. .T HD

l- EnJ o^..G fu;aL Carcinoac.

P" tle rJo,^ Jefr; t \ o Pcos (/oo!1t-

2 oof of 3

| - o_9o or Anov,^Ld.or.

?- clir',; 61 +/,rB,o cherrn ; uJ €r/i Jcn r, "l tA

3- PCo ( u;tL €xcbb" otr.lafuJ
di5o rdec)



* Combined Clomiphene citrate & HMG
* Oral hypoglycemic c<- ) Metformin'500 mg/ 8h" to J insulin resistance ) J

testosterone, estrogen, LH) spontaneous pregnancy

) Surgical "in case of failure of medical Treatment"
laparoscopic ovarian Drilling

9lntuy bc done by electrocouterl, taser (better)

9 +-g punctures are done in each ovary for 2-4 seconds each (40-400 watt)

$ Advantages: Iess adhesions, bleeding than BWR, pregnancy rate 70Yo

Previously: inverted bilateral rvedge resection (BWR) Iii ir+.xjL C-ll l6JS$ )
$ More adhesion & bleeding, pregnancy rute 5O%o

$ tl+ orLl} of the ovary is removed

If failed: ART "assisted reproductive technique"

1- J stroma ) J androgen ) FSH can control the remaining ovarian tissue
2-removal of thick tunica ) allows the follicle to rupture
3- removal of the increased ovarian tension ) correction of local factors

$ Hysterectomy:

Page72

$ lF (ol.tPLAlN 15 H|R5VT|5M
4 Diane 35

$fo.21 days & stop 7 days every month

9:S microgram ethinyl estradiol + 2 mg cyperoterone acetate

4 COC containing 3rd generation progestins (Gynera, Marvelon, cilest).

$ IF (OMPLAII{ 15 DUB

d Hormonal:

$Progesterone l0rng/d for 10 days each month, either

. Provera (PMA) or Primolut (norethiterone)

$ COC for 2ldays then stop Tdays & repeat for 3-6 months

d Surgical:

$ ncc:
. Therapeutic if medical treatment is failed
. Diagnostic to exclude endometrial hyperplasia & malignancy

. Atypical hyperplasia or carcinoma

. Female > 40 yrs & completed her family
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4 D€FIN'TION

roup ol dlsorders

(|uc to

ecreqsed hormona[ productiort blthe corpus [utetm.

4 PATHOG€N<j|j orrjl LJIJ-,

I {N_?gElqrprs [t+lpw:
9tpSU & LH at the ovulatory surge ) | maturation of the Graffian

follicle in the lst half of the cycle.
4 J Progesterone production by the CL ) (poor secretary changes).

24art 0 deaenerqtion of corDus lvteum (futeohrsis)
------

I Uyp".prolactinemia & Hyperandrogenemia.

S. Hypothyroidism.

I p.tui. endometriosis (t PGF2a ) early degeneration of the CL).
3 - (Rcsisto nt endometrium

-9-Endo*.trial resistance (J Progesterone receptors)

9poo, response as in Clomiphene therapy o @

{8_(D_!r_"_oxulqEiutheJ@gsttgy:s_oJIiJu
{ after menarche
\ Pre-menopause
A l't few cvcles followine deliverv or abortion.

d ,IGNIFI(AN(€
* SPORAOIC LPOI occurs in30% of normal fertile females.

* PERSISTENT LP% occurs in at least 2 consecutive cycles.

d CLINI(AL PI(TUR€

l. 0,sumntomatic.

-

2. lWeukaal bwegu(,Mitiei :
a. Pre-menstrual spotting due to irregular ripening of the Endometrium.
b. Poly-menorrhea due to short lilteal phase < 11 davs.

3. Snts'clwence with im,phantation: Of the fertilized ovum causind

a) Infertility (4% of causes of infertility)
b) Earlv abortion (35% of causes of repeated abortion).
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d INV€5TIGATIONs

Antestlqations are repeqted in rnore than one crrc[e@

-v-----------7-

l' Endometrial biops)'bv Pipelle cannula tr^aYl !G i cl-u.-U:ll:

_b at day 26 (late luteal phase, rvithin 2-3 days of expected period)

S two samples on two consecutive cycles

$ Histological clate is correlatecl with the date of the NEXT menstrual period

$_ Laggin g > 2 d: out of phase

2- Ploqestcronc level: atTth day post ovulation (if 3 - 10 ng / ml).
3- Basat _bg-1!y_jg11tperallq! e in 2nd half of the cycle

S Suuoormal rise or

$ Increaserl lbr short time < l0 d.

4 TR€ATi'T€NT
4 Clomiphene Citrate (1't drug of choice) increases f'SH.

# Replacement therapy for progesterone:

9_ ZS mg suppositories I 12hrs2-3 days after ovulation.
.2 During Drcg!,r-ULyj

.l 17 cr rJH P caproate 250 mg IM/wk for 10 wks.

n H_q'q :000-10000 IU IMI daily as it is;

$_ Luteo-trophic and prolongs the corpus luteal function

b Coulcl be preceded by HMG or Clorniphene citrate
- d BromocriDrine for Hyperprolactinemia.
d Thyroid replacement for hypothyroidism.
4 Corticosteroid for hyperandrogenemia.

d D€ElNlIlgIi O-hs olsries do not respond to gonadotrophins.

tOSlElE_14<E4I[],t de creas e g on ad otroph i n re c ep tors on the ovari es.

INV€sT'GATIONs

+ FSH & LH ilfe increase d, decreased estrogen.

4 Ovarian biopsy: normal number of follicles (differentiates it from
premature ovarian faliure).

IL€AIUENI
o Cyclic E+P to induce cyclic bleeding may be followed by recovery.

,., Gonariotrophins are not useful.

c Spontaneous recovery has been reported

o Oocyte donation (unethical UetI ,l tp,x el.,n)

4
t4
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9-&turg'
.1. It is aingile polypeptide
* 198 A.A. Molecular weight 23,000 Dalton & 3 Sulfur bonds.

{trmaf[etcl

I z-zo nglml.

$Variable secretion in the day (so meosured 3 times of leost)

+ LlllLE Prolactin (23.000 Dalton) + is the biologically active form.

+ OYLCOSYLAIEO Prolactin -+ PRL + CHO part.

+ glo PRL (so.ooo Datton).

+ gl? 816 pp1 (100.000 Dalton).

Orlgin: acidophils (lactotrophs) of ant. Pituitary.

Contro[:
. lfihail f gEG: E (t Prolactin but blocks its action) TRII (-+ + pituitary ->

release TSH & prolactin) & Serotonin.
. lghg,l J,?ln& prolactin inhibitory factor-+ Dopamine.

E CAU5<5 OF HYP€R-PROLA(TIN€I'{IA

a
4
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* Physiologicol

C Presnancy (up to 200-400 ng/ml due to I!)

4 Sucklins (100-200 ngAnl)

d Stress. Jl..r. Sexual intercours e, ,"d half of the cvcle & hvpoglvcemia.

* Pothologicol
+ Upg$alamust destruction (CTINM) - t Prolactin by J dopamine

C Pituitary:
* Adenomas: COililONESI so't (either prolactinorna or GH producing tumors)

* Empff :cell $ (tugnosit C"I or *tcfl),

eong.enibA ) (herniation of CSF in the sella turcica) > t pnl due to

pressure on pit. stalk & interference with the delivery of dopamine.

Also squeezing of the gland ) t PRL & amenorrhea

A*guined. ) after surgery, tumors, infarctions or irradiation

Ovary: PCO -+ t n -+ t pru Qn25% of cases & rarely exceeds 30nghnl)

Mistellaneous
* T : I'hyroid + hypo or hyper

* R = Renal &liver: Jpxoretion by the kidney or I destruetion by livel
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* E = Ectopic sources of PRL as bronchogenic carcinoma or renal tumor

* N = neurogenic, scars on chest stimulate nipple + PRL release

* D = antipsychotic, antihypertensives (o methyl dopa), Antiemetics, MAOI
& COCS (J dopamine or block dopamine receptors or@lactotrophs)

CLINI(AI Pl(TVR€r
l- Getectorrhes ) milk production from non lactating breast usually bilateral

from both breasts. Occurs in 30-600/o of cases of t pRt

d Diasnosis: microscopic examination of the discharge (faf droplets)

2- Amenoffheq & ,*to,tu[qtlon (1 pnf accounts for 20% of cases)

l-clnfertllltl.tutest ?hase defect &htrsutism (PRI ) t adrenal androgens)

4- frfisidltl -+ decrease libido
--5- Clinical picture of the cquss as in pituitary tumors (headache + t tCf;

6- Clnical picture of complicatlons as bitemporal hemianopia

d II{V€STIGATION Exclude Pregnoncy + physiologicol couses

l. 9,wla,clin boil:
d < 50ne/ml benign cause

4 50- 100 ng/ml suspicious of adenoma

4 100 - 300 ne/ml highly suspicious of adenoma

c2 > 300 ng/ml diagnostic of malignancy

4 2000 - 3000 nglml tumor infiltration of cavernous sinus

Pruue:

* RFT. LFT, T3 & T4 + for hypo / hyperthyroidism

t FSH, LH )PCO

1. CT - U/S - MRI (most accurate) for macro (>1cm) & micro adenomas (<lcm)

.3. Coned view of sella tercica X-ray: distortion-erosion-expansion

Aonah,afioru:

-

* Field Ex. For optic affection

Page 76
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Qan gatactorrheo occurwith norma[ protactin?

I/.ead.un ta:
o W[e normat range

o l{lpersensitivitl of tfre |reast to normaf pro[actin'

o Qrofactin assay fepenl on immune reactirtitl 4 not |intogic activitl.

hypothyroidism, rcr.al &. liver failure

A. BromocriPtin (dopamine agonist) (toot g a anti tt page)

* Ergot alkaloid inhibits Prolactin secretion

a Dsse: Tablet 2.5 mg during or after meals. Start with ll4 to ll2
tablets at bed time & increase by I 12 tablet as tolerated'

t Maintenan ce: 2-3 tablets daily. Monitor continuation with Prolactin

B, Lisuride (Dopergine):

More potent with less side effects.

Tabldt: 0.2mg.
Iq

g
9

C. CabergoIine (Dostinex):

{. Long acting oral preparation with less severe side effects.

..'. Tablet: 0.5mg once or twice weekly.

D. Ouinagolide (Norprolac)'

It Is not an ergot alkaloid

Tablets; 25,50,75 microgram once daily.

3-Pituitarl q{cnomu

$ l't TR€ATM€NT 15 M€DI(AL (ll3 will disappear),

$'lNDl(fTlONS OF 5VRG€RY (transphenoidal or transfrontal)

\ If failed (the tumor didn't decrease in size)

\ Pressure symptoms & signs on brain (bitemporal hemianopia)

\ Intolerable side effects

$ If R€(URR€NT OR VNFIT FOR 5URG€RY ) irradiation

PLe$Lancl-
-+ medical treatment + BromocriPtin is not teratogenic

4 Micro-adenoma (< I cm) grow in l% of cases

d Macro-adenoma (> I cm) grow in l5% of cases

C Every 3m- + do field of v'ision
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S-Eg,-ssl@g-o{d-s-"-en'
$_nrrent-zY€AR5
$nor dctcction of recurrence

$ti.s in the sella turcica, behind the optic chiasma

$ Covered by diaphragm sellae ) pierced by the pituitary stalk (carries vessel

& nerves from the hypothalamus to the pituitary)

I On each side: the cavernous sinus

$ B.lo*, sphenoid bone

PARTs OF TH€ PITVITARY GLANDO

fifierior [obe = adenohlpoph2sis posterior [ohe =

neurohryoph2sis

Origin Rathke's pouch (upppt part of the

oropharynx)

Down growth frorn the

diencephalon

Control Hyp othalamic portal circulation Nervous control

hormones acidophil Basophil Chromophobe Oxytocin & ADI{

$ Synthesis: hypothalamus

9 Stored & released from

the pituitary

-GH
- Prolactin

-FSH&LH
-ACTH
-TSH

- Reserve cells

- produce

prolactin
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a PATHoPHY5lol-oSI

r-ds,ss ol antrogw,
c2 Testosterone (0.2 - 0.8 ng/rnt)

d Dihvdro-testosterone (Testosterone by 5 cr reductase ) DI-II)

4 Pre.androgens (DeH1,&sgpiAndrosteronc, DHEA Sulphate. Andt'ostenedione)

Z$efiogotcU
end ; Endogenous or Exo-eenous

b-Decreased production of SHBG
1. Increase free testosterone

2. It is a globulin synthesized by liver

3, Decrease synthesis@ occurs in liver

hyperprolactenemia, hyperanderogenism. tr

diseases; hypothyroidisnt, acromegally,

hcsity, insulin resistance

4

a

Local increase sensitivitv of hair follicles to normal testostcrone levels (

0.8 nglml), T acts locally-.,on hair after conversion to dihydro-testerone DHT

5lT€5 oF PS9DUEIJeX

\ 0[q qdrerels (under ACTII)

\ 6[g a:uer.? (Precursor to Estrogen)

\ peripfteral-eomerslon

c-^vlcS g r H_Y:PSBAIIDB0 G_€Nl5[1

I. 0rlsricr-ssu&G;

4l PCO (2nd most common), Pregnancl, lrrte'Ollt&: tumors & Post menopausal.

2, r\&qtu[-c-4tlsgs: CAH, Cushing syndronrc' tumors

3. 06ssit{l J sUtlC & insulin resistancc'l'/

4, &trlr -etic,- tts.lt oss
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Mr-o.gdc; minox idil, levonorgestrel

tProductionofT&JSHBGqI#o-egoCtslx!:

t _qaUS_e.L Nonnal androgen level &,

gular menses (tsensitivity or t5o reductase activity ) conversion of T to DHT)

9ftrs-u-tin-rsslslmeq llnsu-tLr 1 ovarian androgen either directly or through IGFTR.

oituitarry:

-Hyp er-P rola ctin e mia : PRL t adrenal andro-een

-Cushing disease (basophil adenoma, adrenal hyperplasia)

-Acromegally

Turner syndrome

d gtNt(4lll(Tt/Re

!0lri[isstion(presence of sonrc d phyical charscteas ln the Q)

4 Virilzing svmptoms: hirsutism, balding, marnrnary atrophy, harsh voice,

clitoromegaly, t muscle.

Non virilizing: acne, diffuse alopecia, t [bido, menstrual irregularities, infertility

Hirustism
It Growth of T€RMINAL (coarse, pigmented, and longer) hair in unusual

places (upper lip, chin, chest, back, pubis, thighs).
l* Early age of onset ) familial tendency

* Rapid rate of occurrence ) tumors

5 Hvpertrichosis t VUOVS hair (non sexual, thin & unpigrnented)

d DIAGNOsI5

History: family history, Virilizing symptoms, endocrinopathies & drugs

Examination:
o Manifestation of virilization & Cushrng.

o Pelvis, abdomen, external genitalia & birnanual ex. oL utenrs & adnexae

Investigations
4 Hormonal profile:

* total & fre.e androgens ( t testosterone ) 150-200 ng/ctl = ovarian tumor, if
t OUpeS > 700 pglcll: adrenal tumor & if all are normal = idiopathic)

* PCo: t LH, tP, t a
* FSH of post menopausal, PRL, thyroxin & cortisol level

* If C.AH ) 17 q OH progesterone

* Serum or 24 hr urinary cortisol & serum DFIEAS: to dlagnose cushing $, if
suprarenal tumor ) dexamethasone suppression test ) no J in cortisol
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d .Imasing:
*U/S for the ovaries

*CT + MRI -+ adrenal causes

4 Invasive procedure: e.g. laparoscopy

TR€ATi,I<TT
. ffvps!fr@-eflhz-csuss_--,_
o (Non ohatmacoloalcal lreqtmafit:_l--------]'r

$ weigtrt loss

$ Cor*.tic therapy of alopecia:

o hair is removed by shaving, depilatory creams, electrolysis ,laser

o Disadvantages :time consuming &may leave pigmentation

o erl:9mgnt[s):
l. Aldactone@ = spironolactone:

o AR inhibitor
o Starting dose 200 mglday ) maintenance 25-50 mg

o Side effects: Polyuria and hyperkalemia, it causes feminization of
the male fetus and So pregnancy must be prevented

2.

> t sHgG (J free androgens) a .L s u reductase

> J ltt (I ovarian androgens)

I Marvelon. Cilest. Gynera: 3rd generation of progesterone

$ Provera tablets 10-30 mg daily

$ D.popron..": l50mg IM /3m

o The response to treatment is slow (6-9 months) as hair life cycle is

slow, therefore given for at [cast lor, 21earc

o J ACTH dependent adrenal DHEAS

3. Cyperoterone acetate (alone= Androcure 50-100 me/d)

o Action:

$ .4naro gen receptor inhibito r in target organs

$ tntriUit 5a reductase enzyme

$ pro6ustogcnic: decrease LH

o Dose: 2mg CA+ 50 pg EEz + Diane & Zmg CA + 35 pg EE2 +
Diane 35

o Side effects:

l-Expensive, nausea, weight gain, breast tenderness, irregular

uterine bleeding, decrease libido, depression

oE
oP
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4.

5.

5,

7.

2-Teratogenic causes feminization of male fetus due to

antiandrogenic effect, so rnust add COC to prevent pregnancy

Dexamethazone in CAH. 0.25 mg in morning & 0.5 mg in the evening

Endometrial protection: Shedding by intermittent progestin intake.

Ellfgrir@: in hypothyroidism

* Action: AR inhibitor

..t Side effects: Hepatotoxic, galactorrhea, avoid pregnancy

{. Action: 5 q, reductase activity

ofr Side effects: teratogenic so avoid pregnancy

GnRH: J ovarian E & P +(E+P qdd bock). SE: menopausal symptoms.

8.

1
.t

9.

10. Insulin lowerins asents: Metformin + J T in patients with PCOD

*

tc.ntr,'-l @
@@
tErtr.s*lf prrs."l@

Flutamide

Finasteride
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Absence of menstruation in a patient who has nevc,r menstruated by the age of
S 14 years with AB5€Nr 2RY 5€XUAL (HARA(T€R5

Qr
U 16 years with PR€5<NT 2RY 5€XVAL (HARA(T<R5.

t* 2rl alle.qr.hea:(; --- -- -'
Cessationofmenstruationinapatientwhowasmenstruatingfor:

$.' 6 months (WITH IRR€GUIAR (Y(L€s)
Qr

I 3 successive cycles (WITH R€GULAR (Y(L€s)

ogice[,Merrofihea
1. Preqnancy "The commonest cause of 2ry amenorrhea"

2. Lactation as prolactin released during lactation is
a. Anti GnRH
b. Anti-gonadotropic
c. J ovarian steroidogenesis

d. Blocks the action of E on the endometrium.

3. Before pubertv due to low output of the pituitary gonadotropins.

4. After menopause because all the follicles are exhausted.

* PrimarY
* SecondarY

e FiJ..s<+ (CRYPTO i'{€NORRH€A) = OVT FLOW OB5TRV(TION

* Congenital:

* Imperforate hymen (tft,e co.mmoneot caune)

* Transverse vaginal septum

* Vaginal agenesis

* Congenital cervical atresia

* Acquired:

* Vaginal atresia after operation, trauma or burns

* Aoquired cervical atresia as after excessive cauterizatipn

(Embryolo gy page (24) .jl ."-i &-iJl+ 4-rrx')

Page 83

*
d TR,U€;



,ln comr*roica/'n1

Aorn

2- Cervix

r C K afres;q

S- Yajina 3- v ^Jtn

l- t)feru5

- Sut rg of anl b
forlf alall ,h CS

L- Cer /;X
- CauterT , amyrtal,on,

C oniZoton
linn brl o otUn

inrfru^rntaL Jel;,re1



*
*
*
*

True amenorrhea

\ 1 cunH )short
\ Defect in satiety centre ) obese
\ No GnRH ) amenorrhea, genital hypoplasia & no 2ry sexual characters

clgurence O/oon Siedl: as above *
\ 91inrU anomalies: polydactyl +

\ Ofental retardation +

\ Stina.,ess due to retinitis pigmentosa
. Kallmann:

\ tatl
\ Anosmi a ([ue to corntnon em1ryofogic origin ) temVorof fo6e furyopksia)
\ A,oenorrhea (isolated J GnRH deficiency)

TRA\,,tv{A: fracture base of the skull

INF€(TION:- encephalitis, meningitis

N<OPLASI{: destructing the hypothalamus

MIS(@fAl€OtJ5:
: Jdopamine ) 1 prolactin

4:
$ ln..uure prolactin, B endorphin

I fnir Ieads to decrease pulsatile GnRH secretion

4

-S- S"'t,... psychological disorder affecting hypothalamus & appetite

I marked anorexia, emaciation, hypoglycemia, J BMR, amenorrhea

9 trc ot*"2 r: P sYch otheraPY

d Bulirnia:

9 Ct;nirof picture:

* Binge purge eating (episodes of overeating followed by self
induced vorniting, fasting, use of laxatives & diuretics)

+ amenorrhea & other menstrual irregularities, depression

V {reatmezr; behavioral theraPY

* corrc<Nrr^L 5YNDRO[U{(5:-
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d Pseudocyesis:
U^Y cdilse:

* Extreme desire to

* Marked fear I'rom

get pregnant (infertile patient) or

it (near menopause)

9 S1-pto*s,
l-Amenorrhea dr-re to decrease GnRH secretion.

2-Abdominal distension (fat, gas, increased lordosis)

3-Fetal kicks (inlestinal movements)

4-The patient thinks she is pregnant & nay even have false

abclorrinal pain (PUR|Oll\ at the expected time of delivery

On e4anination'. normal uterus, empty by U/S, -ve B-HCG

treatment'. psychotherapy

po-st pi[[ amenorrhea: ($freamrqrl ,S)r

-9- cause:

r Persistent hypothalamic suppression after stopping COC

.b- Inestigations:

o If aurenorrhea >6rnonths ) investigate for causes other than pills

9. treatment'. induotion of ovulation

' durctionel !H2p othatamic amqfpfrhe-g

5g

* CONG€I.IIIAI 5YNDROM€5,

' Simmoncl:
g Panfrl'popituitarisrn clue to any cause.

' Levi Ldrain:
MI JC;u ) I)rvarfisrn

.b. trsu & LH ) Atrenorrhea

* TRAUMA: fracture base of the skull

* IN;LAMM.{TION: meninigitis, epcephalitis

* NEOPLASTI(:

9 flpu accor[ing to ilefrartiour.

r Destructive as

o SecretorJ".
U^\? accordtna to sEe:

* lulicroadenotna
* Ivlacroetdetroma

craniclpharyngioma.

(< lcrn)
(>l crn)).



\ Cf^rifuf, accorf,ing to cetf of origin:

{.{cidoph jl,.qdeno.m4s: acromegaly or gigantism (some produce PRL)

*lBesophll scre-p-mq: Cushing ({t androgen & corticosteroids)

* Chrom-o phybe qde.sfig;s: f prol actin (pro la ctino m a)

*llls((LLAN€OU5+
. Shs-e-har $r

* Definition: It is necrosis of the anteriorpituitary (75o/o) :

1 Cause: acquired by severe antepartum or post partum haemorrhage

1 Pathosenesis:

$During pregnancy: hyperplasia of the gland with {tsize > blood supply

$ During labor: shift of blood to the posterior lobe to produce oxytocin

I So, the anterior pituitary is under relative ischemia.

$ Genital hemorrhage) p itui tary affection (t frroa7 fi p arao en e 6ra[ p terys) .

.:. C/P:

o I FSH&LH:amenorrhea, genital organs atrophy &infertility

o 1 Prolactin: defective lactation (L st symptom)

o I TSH: 2rY hYPothYroidism.

o I ACTH: adrenal insufficiencY'

o j GH: minimal effect

o J MSH: decreased Pigmentation.

1'. Treatment:

. HORMOT{€ R€PLA(€M<M (corticostcroids then throid hormones).

glf no needed for Pregnancy) E+P.

9 If is needed for PregnancY)HMG.
. rEmpt2 Ee[Iq $ (page 7s)

. ElpetlPLllsllLnet-s sl;n{r-omes Qage T6)

. Crrshin6 $:

9 t cortisol (tue to I activity of adrenat conefl ) tunkal obesity, thin

limbs, moon face, amenorrhea & osteoprosis)'

$ Androgenic effects as hirsutism, acne.

1. Tvpes:

d Pituitarv Cushins (disease): due to basophil adenoma'

4 Adrenal cushing {syndrom})adenoma or adenocarcinoma.

4 HvPothalamic cushing.

4 EctoPic e.g lung cancer.

4



* HYPOfVN<TION (D€(R€As< <)

9 Co"Benitqtcquses
o Turner $ & mosaic turner
o Deletions of x chromosome with infantile internal & external genitalia

o Superfcmale (47xxx)

o Gonadal agenesis:

t Failure of germ cell migration

t occurs in Q or j (Swyer syndrome)

ffruma: oophorectomy (surgical, medical, irradiation)

Anfammatory: mumps, TB

$@oplcstic: destructive tumors

$(iscc[[oneous:
* Premature ovarian failure

* Resistant ovary syndrome

* Hyperprolactinemia
* hyperandrogenism

*HYP<RfUN<TION (IN(R€lqs< < lA lOR BOTH)+

I
I
g
g

9 Fottclstic orrorion syndrome

d IncreasedE&A

$ flumors:
d Estrogen producing tumors

d Androgen secreting tumor ) defiminization then virilization

disorder 45 XO or mosaicism .

Xo/46 XY Mosaic Turner) mav be tall * pregnant"
*
*

It is a chromosomal

45 XOl46 XX or 45

* Suspected in the neonate bY:

{r Lymphedema of the dorsum of hands

{r NeonatalsoaaztE

X deformitiesorthe fingers & toes



+
*
*

*
*
*
.3

The main symptom is primary amenorrhea

The ovaries are replaced by fibrous tissue "streaked gonads".

The vagina and uterus are under-developed.

Short stature + variable degrees of I intelligence

Webbing of the neck t carrying angle with deformities of the fingers & toes.

Widely spaced nipples * under developed breasts(shield chest)

Aortic Coarctation, Lymphedema of dorsum of hands & feet & horseshoe kidney

fuet.-ry-ailptrpplLlc h?po6.o-ne{isn: High FSH > 40 mlU/ml & low estrogen.

![qpqro_s_cqpc- reveal s s treak gon ads.--cI----- -:l- -

&r1otptrg to assess the chromosomal pattern shows 45 XO.

!&usggt^sm-a_g1 to assess the chromatin pattern shows absent Barr body.

CI-1-S: streaked gonads

DOAY€D to prevent premature olosure of the epiphysis

E-g@eEN to induce breast development & to prevent osteoporosis. (at 13 yrs)
P-RQdEIERO-NF is added to prevent endometrial carcinoma

OH rc increase the length (+ 8 cm)

In Xo/XY: OONA[2-Eqf-QllllY to avoid cancers (dysgerminoma in25%.of cases)

*
*
*
*
*

*
*
*
*
*
*

t ggrryhe4stls on the dorsum of hands &feet

\ QQ,-rq$ deformities of fingers &toes (short metacarbal bones &metatarsal).

ins: 45 XO

t Genotlpe: Female with 47 or 48 chromosomes (47xxx or 48 xxxx)

) amenorrhea, infertility
phcnotlpe: majority are normal (may have a lower IQ)

G eaitqlie : infanti I e organs.

frcotment: Gonadotrophins are used to induce ovulation
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I Co}{CellTAL AB5<r{(€: aplasia or hypoplasia

$ tnruuuAToRY: TB endometritis

$ fn,aUUATl(: hysterectomy or Asherman syndrome €rJ{+ db

TESTIGULAR FEMTNTZATTON (MORRTS) SYNDROME

PMNOGHESE

v t- tlnkd.{receisilc dislases

y z{5sznt or lnsensitl,oe receptors in breast, hair follicle, vulva ) no response to
androgen secreted from testis (end organ insensitivity)

? They develop in a feminlne {fuectlon

I . karyotype: 46xy (male)

2. phenotlpe:

* Complete form: female with well developed breasts (fat only, no gland) with
small nipples, pale areola, pubic & axillary hair are absent

{t Incomplete form: variable degree of musculinized female

3. Gonqds: testis (found intrabdominally, in a hernial sac, in groin, in labia)

4.Anternat genltalle: gonads are testis, they secrete a hormone from sertoli cells

(anti-mullerian hormone ) ) no uterus or tubes

5.Qxtcrnat genltalla ) normal vulva, a vaginal pouch from urogenital sinus

? Normql fia[e [e\e[ of:

-

* Testosterone > 300ng/dl

* Estradiole 3Opg/ml produced from
c/ Adrenals, Testis

d peripheral conversion (androstenedione to estrone)

$ fnis small E amount is unopposed by T ) breast development

1-leave the pt till 16-18 years to allow breast development

2-gonadectomy must be done (testis ...malignancy h25Vo)
3-ERT (maintains Q character, avoid osteoporosis, CVD), no need for progestefone
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TF$ MD$

lry Defect
Androgen insensitivity (lack of

receptors) orho reductase E
Lack of Miillerian duct dev.

Chromosomes 46 XY 46 XX

Gonads Testis mostly ectopic Ovaries

Hormones Normal male hormones normal female hormones

Genitalia no int. Genitalia but there is norma

General ex.
No axillary or pubic hair + breast is

only fat (no glands)

normal female secondary sex

characters

INTRAVTERINE SYNECHIA (AMENORRHEA TRAUMATIGA =
ASHERMATV S) zq l+ e^?,

$ {trtoA ol travma * inJection * amenorrhealt

:Opcrotlons; Over-curettage of the endometrium, myomectomy, manual placental removal.

-ftnfectlonst Chronic endometrkis (most often TB endometritis), septic abortion.
- ---)

$ Eibrinous - fibrous - cartilaginous - osseous.

* Symptoms !

d (Historl of the csuse

4 rknenorrhea lhypomenorrhea (neter menonhogia@l

4 A$efiility
4 $urlng pregnancl: recurrent abortion, preterm labor, placenta previa, accr.eta.

+ Signs :

4 funlte{passage of uterine sound

lst Filmy adhesions (<y4Ut. Cavity is affected) 2 fiftal ostia are seen

Znd Partial obliteratio t (yn - % of Ut. Cavity is affected) I tubal ostium is seen

3r{ Complete obliteration (> % Ut. Cavity is affected) No tubal ostia is seen





*
*
*
*

glysterograpfr 1 shows irregular filling defects.(moth eaten appearance)

ilf Tsteroscopl (best).
L'

gbrmal ASQI & qgl

- no e estr o 0e n - Pr o lester ona w ithdrawal b leedin g.

,{ldhesiotlsis: Hysteroscopy guided or combined hysteroscopy & laparoscopy

p r e.o entiot oJ r eformation

$ pcdiatric Foloy's catheter (for 10 days) or

$ tUO inserted in the uterus for l-2 months.

I Corti"osteroids * snti6iotics

Q,ndcmetrial prollferatlon by cyclic E & P for 2-3 cycles (cEE 2.5 mgld)

. General debilitating diseases:

Severe anemia

Malnutririon

Chronic diseases as TB, renal or liver failure, DM

*
*

ng hyperprolacti
ining hormones:

nemia
Androgens or COC

hypo or hyPer (CAH, Cushing)

ital adrenal hyperPlasia
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Drugs cau

Drugs conta

Thyroid (hYpo or hYPer lunction)
AcromegallY
Adrenal gland:

Ccngen

e Qcusz: deficiency of 21 hydroxylase enzyme (90% of cases)

o pcthotogl: Failure of conversion of P to corticosteroid ) Jcortisol,

tRctH, fP tf androgens

" C/F,
+ Early type : arnbiguous genitalia*

+ Latetype : Heterosexual precocious pubrty

o clnlesti8ation: | 7 -9 a.m. 17o OH progesterone, gene study

o {reatment: steroids for tife * cosmetic surgery of the genitalia



The management'of amenowhea according to the clinical picture

4

4

l)lry Amenorrheo with present uterus ond obsent Zry sexuot

chorqcters.
Causes:

a- Hypothalamic- pituitary- ovarian

b- Congenital adrenal hyperplasia

c- General
Investigations:

failure: CTINM

llo
I
o
*r li
6i lr(
b0 (,
5 frioo

l-(

Normal )Adrenal ) 17 o OH Progesterone

Increased
>40 nelml

) Ovarian causes

Decreased
< 5 ng/ml.

) Hypothalamus or
pituitary

) CT.& MRI

- trsu )
hvnoth

+ FSH ) pit

d Treatment:-
* If ovarian causes ) Cyclic E + P (HRT)
* Ilypothalamic- pituitary causes:

o If not in need of pregnancy ) Cyclic E+P

o If Ineed of pregnancy:
. FSH &LH'l - 2 amp IM / d from 3'd day of pycle"'or

. GnRH in a pulsatile manner every 90 min using a computerized

pump with folliculometry uI7 - 20 mm" &. E':200 , 300 pg

/ml" then add HCG "5000 - 10000 IV /IM"
* If adrena.l ca.u.s,es ) cortisol I

4

?)try Amenorrheo with Present uterus & Preserq+ Zry sexuol ccc &

"Zry amenorrheo gts:"rYl oi t"3tl q+#+ sJJl illall o'r"

Causes :

* Hypothalimic- pituitary- ovarian causes: TINM
* Uterine causes: Asherman's $

Investigations
* Exclude pregnancy "by p-HCG" .,. hypothyroidism "by T3,

hyper-prolactinemia "PRL >20 nglml" & cong. adrenal H "by

&DHEA''
* Progesterone challenge test: 

:

o +ve (bleeding) ) Anovulation

4
T4, TSH",

17o OH P





o -ve (no bleeding) ) do P + E challenge tests

* P+E challenge test

o +ve (bleeding)-+ ( Axis abnormality ) + FSH+ As before +
Ovarian or H-P cause

o -ve (no bleeding) -> uterine cause -+ (US, HSG,Hysteroscopy)

4 Treatment
*' Ovarian causes: -

o HRT

o PCO ) induction of ovulation

o Thyroxin , Bromocriptin , Corticosteroid
* H-P causes:-

o If in need for pregnanCliinduction of ovulation by FSH &LH
o If no need) unr

* Uterine Causes:

q. Treatment of Asherman $"

3)1ry Amenorrheo with obsent uterus ond present Zry sexuol
chorocters:

4)1ry Amenorrheo with obsent uterus
chorocters:

d 46 X Y + J Testosterone synthesis

c1 Management as TF $.

& obsent Zry sexuol

Causes lnvestigations Treatment

*. Male: Testicular
Feminization (TF$)
(Andro gen insensitivity)

* Female: Mi.illerian
Dysgenesis (MD$)(cong.
absence of uterus)

1- Karyotyping
2- Androgen

level
3- IVP + spines

X-ray in
MD$

1. TF$: artificial vagina +

remove the testis with HRT
2. MD$: artificial vagina

Oliflomenorrhea is infrequent menses i.e. intermenstrual period >35 days.
-_--v-
Qltoomenorrhea is decreased amount & duration of menses <2 d.------Ex-

o Causes: Oligomenorrhea and hypgmenorrhea usually co-exist
. ConstitutionaI dates since puberty. Ovulation is hormal & no

treatment is required.
. Pathological: Causes, diagnosis & treatment is like amenorrhea



How can you assess a case of amenorchea?

4
4

4

v HrsroQv+-

4 Age
/ For the definition of amenorrhea
{ Whether physiological or pathological.

4 Marital status: to exclude pregnancy.

O Parity: for previous pregnancy (Chiari frommel).
4 Occupation & Special habits.

O C\.OJ
4 lry amenorrhea:

./ False amenorrhea which present by cyclic pain & urine
retention

,/ True:

* Commonest cause is constitutional
* Turner $, Mullarian agensis then Testicular

feminization $.

4 2ry amenorrhea ) lst exclude pregnancy.

o !E!stor'2 of-gtesofi p.te$tanc1a
Amenorrhea (analysis)

Other gynecological symptoms e.g anoyulation, virilization,
galactorrhea & development of 2ry sexual chardcters.

Other systems: hypothyroidisrn, cushing, acromegaly, D.M, T.B,
severe anemia, drugs (fprolactin hormone).

o g&rctua.t[lsto4;
4 lry OR 2ry Qn lry no menarche)

c/ Symptoms of anovulation:

c2 Post partum amenorrhea due to@ oYtr o;Si;

$ Another pregnancy

S Lactation
$ Hypothalamic cause: Chiari fommel.

bstetric fiistorrr:



$ Pituitary causes: Sheehan $

$ Uterine causes: Asherman $, hysterectomy

o (Pqst (Historrr:

-

# Medical: T.B, D.M,other endocrinal disorders

4 Surgical: hysterectomy, D&C, ovarian operation.

d Drugs: (f prolactin, hormones)

d Amenorrhea following injectables.

4 Post pill amenorrhea.

EXAfiITNATION
o Generqlt

d Weieht
. Thin as anorexia nervosa, hyperthyroidism, D.M.
o Obese: Frolich, LaurenceMoon Biedle, PCO, Cushing &

hypothyroidism.

d Heieht:
o Tall: gigantism, acromegally, TF$.

. Short: Frolic, I-raursnce Moon Biedle, Turner, Levi lorain

# 2ry sexual characters:
Galactorrhea (causes of {tProlactin).
Virilization (causes of {t Androgen as PCO, CAH, tumors).

4 Exclude pregnancy.

4 Examine the genitalia (for gross pathology, ambiguous genitalia).
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0y-a$er dO21effiOgl51b.d" k#xr 6r.r:.rr js

4It is the presence of functioning endometriurn a-cls pl (glands & stroma)

outside uterine cavity (lining the uterine body)

d This endometrium is (- D€P€ND€NT & undergoes cyclic changes al5*i.cJl gr3

I . ,\ge: 3 0-40 yrs (not before puberty, or after menopause except if receiving ERT)

2.porlty: Low parity

3. (Qce: White race

4. Cfass: High social class

5. Genetic:t rvith +ve FII

/- P€[Vl(r
s) GsitsL 22?_,1

* Ovary ) rnost common

* Peritoneum ) 2nd most common

* Intra-Myometrium "adenomyosis"
* Vulva, vagina, Cx, Intratubal, Ligaments & rectovaginal septum

bl (E&lrg-*q.titql..l?gz Bladder, Rectum, & Scars of episiotomy

2- €XTRAPGLVI(r
* Scars of laparotomy
* Umbilicus
* Others: gall bladder, urnbilicus & lung

) menstrua

9the most important iS unopposed hyperestrogenemia

I regurgitation (more in ovary & DP).

fragments along the tube to be implanted ont Regurgitation of endometrial

pelvic organs & peritoneum

t It o in70 -90% of women

* iivi eorY:
y' Presence of implants in most dependent areas of the pelvis
/ led endometriosis after experimental cervical Obstruction(in monkey3)

/ Laparoscopic visualization of blood through fimbria during menses -

/ Endometrial tissue can be implanted
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Z- cbyqnw1qlgfliggl theory ) defective leukocytes with failure to engulf & remove the

endometrial implants.

- Evidence of this theory
* Jperitoneal macrophages activity
* | cytokines as c TNF
*tPG
* f Some antibodies as lupus anticoagulants & anticardiolipin.

3- $(elefS theo"f.t ) celornic rnetaplasia into endometrial epitheliurn.

4- _n{tqliontheorry unknown faotor changes peritoneal epitheliurn into endometrium.

5- Spr,-c_cd $I3tbgnthegyyl; lymphatic / blood. Explains extrapelvic spread

6: - cller-e-Cilar y fo$or s

7- Amdafigti-o.I: abdominal scar after CS or myomectomy, perineal scar after delivery- -l- --

8- CVtlpn filertica[ar firpo'li deep growth of the glands. Explains adenomyosis only,

1. Macroscorric:
a) Implants: tender, thick & fixed

U @'-1picc[ [esions: powder burn, gun shot or burnt match appearance

U $ubttz [ssions: red yellow lesions

b) Adhesions:
U Fitrny or dense

E Fixed RVF

c) Masses:

U Nodules in DP, rectovaginal seqlrlm, uterosacral,ligament

E Ovary:chocolate cyst, bilateralir.30Vo of cases

2. Microscopic:
U Endometrial glands * stroma

U Uterus:Arias Stella reaction

t - sprptom-s- (h:iad 
-of-p-ein", infert\Iitg 6 b\qclinilt

4 mav be asymptomatic

4 Pain: Pain is not related-to the extent of the dlsease@

l. Zry spasmodic dYsmenorrhea
l< Starts few days before menstruation (congestion of irnplants)

ft f in severity during menstruation
ls Reaches maximum at the end of menstruation (crescendo),

l< | gradually few days after menstruation

t<.[n severg cases there is no pain free intervals
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2. Deep dyspareunia due to:
l<Nodules in rectovaginal septum

l<Nodules in DP

l<Prolapsed ovaries

i<Fixed RVF

3. DYsuria
4. Dyschazia
5. Deep pain:

o) Pelvic
i. Acute: as complications of chocolate cyst

ii. Chronic (pelvic congestion, t PG)

b) Bockoche: affection of uterosacral ligaments

d Bleedine:

s Menorrhogio (due to uterine congestion)

s Polymenorrheq (due to ovarian congestion)

Sub-fertility Due to:
* Anatomical defects: Adhesions

A. Orrqrisn encapsulqtion ) lutenized unruptured follicle
g. du6at bfock ) ectopic or infertility

* Functional defects:

a) fPG ) LPD, recurrent abortion 40Yo (also J autoantibodies

lupus anticoagulants or anticardiolipin antibodies)

b) Intraperitoneal inflammation & | peritoneal macrophages

phagocytosis of sperms

Extra-Delvic sVm ptoms :

e Cyclic bleeding per rectum + dysehazia

. Cyclic hematuria "menotLrlo = loussef syn{rome" * dysuria

. Cyclic hemoptysrs

. Umbilical nodules i at menses the nodules becomg tender, bluish,

enlarge & bleed.

Ovary: Ovarian Cysts (Chocolate cvsts bilateral in 50o/o of cases)

Utems: RVF uterus "fixed"

DJ.: Tender nodularity of utero-sacral ligament (felt by PR)

Vagina: tender thickened rectovaginal septum (felt by PR)

Vulva: may show bluish cysts

as

4

4
4
4
4
4



1. Imoging
A U/S, MRI (accurate), CTry

d Cystoscopy & Proctoscopy

2. CAI?52
o\ Not specific but for follow up.a) =-:--

;1 Hos D. D.) it is produced by other celomic epitheliurno)-
i.Pregnancy

ii.Endometriosis, uterine fibroids (benign tumors)
iii.Pancreatitis, normal menstruation, pelvic inflammatory disease, liver disease.

iv.Tumors of the ovaries, uterus, tubes, endometrium, lung, breast, & GIT.

3.
.l Diasnosis by biopsv ) glands & stroma of endometrium

* Typical lesion ) gun shot or powder burn app.(dark brown implants)

* Subtle lesion)Yellowish or Red implants, adhesion, nodules, cyst

* Commonest site is the ovary then DP ) fixed RVF

* Ovaries:

3 Enlarged, thick tunica albuginea

1r Surface: small dark nodules

1, Chocolate cYsts

a Theraneutic

A ClasErfiqatiq (American fertility society) According to: Adenxal & peritoneal

implants, Adenxal

Scorins:(I: mild I
adhesions & Douglas pouch obliteration

- 5, II: moderate 6 - 15, III: severe 16 - 40 & IV: Extreme > 40)

4.

5.

Endometriotic
nodules

Microscopic <1cm 1-3 cm >3cm

adhesions No fitmv Dense

Tubes

Ovaries

Peritoneum Partial
obliteration

Complete
obliteration

Scores 1-5 6-t5 16-40 >40

Staees Mild (I) Moderate (II) Severe (III) Extreme [IV)

Inv for infertility (tubal & ovarian facts6q)

Other lesions: Biopsy & histspathofogy for umbilieal or implagtatioR ladules
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* Frozen pelvis: TB, pelvic malignancy, PID, extensive surgery

* ent ofuterus
* Ovarian chocolate cvst ) endometrioma, tubo-ovarian abscess, endometrioid

carcinoma of the ovary

9d" u-st r u 11 t. I e-p etds o n :

l.Symptoms (pain, bleeding)
2.Presence of surgical removable lesions

3.Presence of infertility

1. Prophloxis:
4
ci OCPs: has a suppressive value on the disease

2. Symptomotic treotment:
a) Mild to moderate disease

b) Pain: anti PG

c) Bleeding: COC, progestin.

3. Medicol:

Ge In severe cases also adjuvant to surgery
l< Results:

$I.pror.ment 80%

$Pr.gnun cy 50%

$R..u.r"nce 40Yo

Progesterone GnRII OCP

.30 mg/d oral for 6 m.

. l't choice as it is

effective as other

methods but cheap &
less adverse effects.

o Prog.* ocp:-At Itt
pseudo-deoiduas &
on prolonged use )
atrophy

. Reversible pseudo- menopause

by the continuous manner

o IM or sc (zoladexl 28 d) or nasal

spray

o Prolonged use )
* Hot flushes

* Osteoporosis but to avoid
use (E+P add bqsk)

* Dry vagina.

* Expensive.

o One tablet/ day for
a year

o (use progesterone

dorninant &, low
dpse estrogen 30-

3sPe)

o Side effects: see

contra ception

Page 100



Danazole Gestrinon (Dimetriose@)

. 400-800 mg/d for 6-9m

'E@o Weak androgen ) Isoxazole

derivative of L7u ethinyl
testosterone

. 1.25 -2.5 mgZlwk

. 19 nor-testosterone derivative

. (-) GNRH effect on pit.

. (-) Effect ofgonadotrophins on ovary

. (-) effect of E&P on endometrium

. JSHBG, t free A, & t clearance of E&P

. Net result: pseudomenopause > Jp &P, tA & atrophic endometrium

. ance of amenorrhea or side

o Disadvantages:
* Expensive (progestins have same effect + less side effects + cheap)

* Mild androsenic action:
Acne, hirsutism, temporal balding, deepening of voice, I muscle mass,

clitorimegally
* Menopausal symptoms:

Hot flushes, I libido, dyspareunia (atrophic, dry vagina) & breast atrophy
* Metabolic effect:

liver failure, impaired glucose tolerance, hypertension, salt &water retention
. q. pregnancy, cardiac, liver, renal diseases, DM, HTN,
. Other indications:

l, Endometriosis (main indicaition), Endometrial hyperplasia, fi broid
t( DUB (metropathia hemorrhagica)

l lsosexual precocious puberty
l( Premenstrual tension syndrome

4. Surgicol
It In extreme cases

l( Recurrence after surgery 5-20% in l't year & 40% after 5 yrs

4 Laparotomv or laparoscorrv ) with laser, electro-cautery

4
1 . Dissection of adhesions

2. Ovarian cystectomy for chocolate cyst.

3.flqpJlros-copje-ulsrpsqqrst-rcfl p-ablq;tio-LGuNA)
-l-'4. Plication of round ligament may be done (to prevent RVF)



4 Radical Treatment: (if
* Mainly Oophorectomy or TAH + BSO (HRT can be used after 5 years

from the operation)
* Especially if old age * severe symptoms + failed above measures.

5. Infertility:
4 No moss: inductionof ovulation

4 Moss: remove the mass then induction of ovulation

4 Previously: pre or post operative hormonal suppression

4 ART or IVF-ET: Used when other measures are failed

glands (basal parts) in the myometrium (endometriosis interna)

E receptors)S. It ir l.r, to E & hormonal changes (lack

) Cullen's diverticular theory PYI
2) Blood / lyrnphatie spread

3) npNovo

4 Diffusc disease:

.f More common

* Symmetrically enlarged uterus (<14 weeks)

t Cut section ) brown spots (glands + altered blood), reticrJlar

appearance.

4 Focal (addnomyoma): usually in posterior wall of the uterus.

usuAlI.Y MUII-PA?A ARO{'TI{D 3540 Ye{,15

&rPtprs, (bleeding + pain + infertility in less than 1/3 of cases)

4 Menorrhagia (most common in 7 5% of cases)

Due to:
\ Large uterus
tr Pelvic congestion

\ Associated endornetrial hyperplasia or fibroid
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4 Congestive dvsmcnorrhea
4 Leucorrhea
4 Diurnal frequency

Stgru

$ rn. uterus 6+s+ll.,r+$
O Does not exceed 12 weeks in size.

O Tender

O Mobile
O Firm

$ Curr"r of slmmetricattlenlarged vlerus.

$ B.t*" en o{enomtomo sn{ [eiomtomc:

2) 9(ry (more accurate):

* Enlarged uterus with small cysts & thick Myometrium,

* Uterine echogenicity ranges from normal to slightly hypo-echoic

3) (Hlstcroscopf. Wide gland openings

4) (Histopathofogl. after TAH is the only way of diagnosis(retrospecfive diagnosis)

l. 9{edlcql:
U Less response to hormones as the basal parts of the glands Iack ER
U Analgesics, anti PG for dysmenorrhea

2. Surqica[:Y------t,_

U Ponhysterectomy: 1" line (Hormonal treatment in young t but ineffective)+r-

A Localized resectigg in focal types (utriclectomy) + NSAID for pain

Cullen divericular theory

< 14 wk, symmetrical

Reticular appearance

There is a capsule

{Iltr asound (d i ffi c u I t).



* Certai n syndrome bearing specific time relationship to menses

Few days before menses

Absent in the follicular phase

It is a group of cyclic physical and psychological symptoms (+ 150 symptom)

I
9

*
*
*

+ C;e.sT:
y Changes in neuro-peptides in brain endorphins & serotonin ) mood changes

y fProlactin ) affect intestinal motility.
(Endocfinql:

> tEi IPratio
y I ADH & aldosterone ) salt and water retention (May be due to E or P).

y I Prolactin ) rnastalgia

Allerc,j to ovarian hormones
------------L,-U()itamin de?tcienc"t: 86-Bl def.

-)-G(Disl: High salt with decrease sugar intake

*
*
*

: usually at 30 - 40 y (may be severe up to suicidal tendency in 5o/o of cases)

5Pftf_slss[_ryJlplsrls: Mastalgia, Joint pains, Abdominal fullness and bloatingL-r-

SLsf e[_9I-oJi9i[qnp!9ru: D ep res s i on, F ati gue, H e adach e & Irri tab iI ity..-------------E-,--

* General reassurance, encourage exercise & change the life style

r Medicol:

O Premenstrual

4 Pain: anti PG

4 Diet:
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Mastalsia:

If seveie + Hormonol inhibition of ovulotion
g COC is the best

g Progesterone or androgen in latter half of cycle.

I GnRH

) mefipristone

g

/, SPASA4ODIC 1ry= iliopatltid DYStulENORRHil

5PASMODI( (colicky) pain of uterine origin

occurs on the l5T DAY of the period

in the AB5<N(€ of any organic pelvic pathology as:

o (Ectoptc: no cervical motion tenderfless, -ve preg. Test

. $afptngitls: no Chlamydia or gonorrhea on cervico vaginal cultures

c :\ppendicttis: no rebound tenderness, normal TLC, ESR

. &t pel.oic pathology: free examination and US

,i LOW€R ABDOMINAL may radiate to lower limbs.

The l5T DAY of menstruation with or just before the flow, it then rapidly J

Occurs only in OVVLATORY cycles. (Usually 2-3 years after pubert!).

Usually in V|RG,N5 & NULLIPAROVS esp. if sedentary life &. J after childbirth.

May be associated with NAVs€.A, VOMITING,sW<ATING and FA<IAL PALLOR.

; Unknown may be

4 Presence of f prostaglandins or increased sensitivity to it (esp, gxcess of PGFza).

4

4

*
*
*

*
I
+

*



* This is the most accepted theory as:

o There is I PGF2o in menstrual blood with severe dysmenorrhea.

o There is good relief of symptoms with anti-prostaglandins.

* Obstructive theory (acute anti-flexion or cervical stenosis),

* Hypoplastic theory (underdeveloped uterus can't expel blood),

* Disturbed polarity (contraction of Cx. and isthmus),

Muscle ischemia, Low pain threshold

Avoid sedentary life, correct anemia & Reassurance

* Medical $ :.q.nti pG (main treatment) as Mefanemic acid, naproxen, ibuprofen,

Other anti-spasmodics and anti-cholinergics (not very effective)

a Hormonal: Inhibit ovulation by OCPS or E (t development & Blood supply).

.t |LA_.,S$yXXX:

4 (D&.C (dilate pathway * lacetates Para-cervical sympathetic nerves) up to No.

14 Hegar's dilator + but recurs 6-9 in. later and may cause habitual abortion.

4 clr$cction of pelvic plexus.

4 CBresacral neurectoml or LUNA:

$ 4gtion: cuts motor (j uterine spasm), sensory nerves & t vascularity.

I {DisqArantagesz difficult, pain recurs + injury to ureters or iliac vessels.

Pqinful passage of large endometriol costs during menstruation

may be due to I development o

The pt is young, ovulatory and

It is not improved by labor.

has dysmenorrhea since menarche.

Severe pain in lst few days with scanty flow.

Then passage of complete membranous casts ) Relief of pain & | flow.

* Repeated D&C.

* Suppress ovulation (progesterone dominant OCPS for few cycles).
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3, CONGESN VE DYSM ENORRH A

Continuous dull aching pain in lower abdomen and back due to pelvic disease

The pain is relieved bY menstrual flow.

It usually occurs later in life (usually in parous women)

Starting few days (3-5) before menses & gradually subsides with the flow.

Usually associated with menorrhagia or poly-menorrhea and vaginal discharge.

* %flalrrrnatw.f_ (Cellul itis, p eritonitis, salpingitis, cervicitis).' 
--.;'* (Neopfsstic as fibroids.'-

* {Dtsptgqement (RVF & prolapse).

1 Functionql or slmple (ernotional, sedentary life, constipation, coitus interruptus).

The pain I with the passage of the flow to reach maximum last day of menses.

* Treat the cause

I Avoid constipation.

* Glycerin - icthyol suppositories decrease pelvic congestion.

4. OVA RIA N DYfi/vl ENORRH A

Dull aching pain 6ij
In 1 or both iliac fossa 0r4..U jl o.sl3 ,.,Fu eb
Preceding menstruation & relieved by it.

* Ovarian congestion (thick tunica albuginea)
---------------r-

j Analgesics, Glycerin icthyol suppositories or Suppress ovulation

*
*
*

* In severe coses: ovarian syrnpathectomy (cutting infundt6ulopehlc [t6ement).





$ clna6ititl to concei,oe after I t of
\ Regular

\ Unprotected sexual intgrcourse

{ With no previous conception what

still birth, abortion, EP & VM"

U 2rv infertilitv
$ clna6i tl to concei:oe after 2yrs oJ

\ Regular sexual intercourse.

\ Without the use of any contraception (including lactation)

\ After previous conception

Definition: Sterility rneans AS$OLUfE inabil

l4gllsqerreXt
* Normalize the secondary sexual characters and the sexual life
* Gamete donation & surrogate mothers o5r': "'11 ,y| q"f

hope (unethical)

* Exomples include:

1- Premature ovarian failure and menopausal women.

2- Absent ovaries or uterus.

3- Testicular atrophy and permanent non-production of sperrns.

4- Klinefelter's syndrome.

its outcorne ) "Full term,

ity to conceive*
*

be,1h9,gnly

$ to - 15 %. deoendino on

l. Agc of thc couples:

*, AT 2O Yt To/o infertile

* AT lO Y :20% are infertile due to I incidence of en4ornetriosis &

flbroids

2. Presence of STD's or PID

3. Dxnosure of males to pollution
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$ Normol conception roteo e,a.Eir
lst month15-20%
ofter 6 monfhs 50-75%
ofter 12 months 85 - 90 oh '

tment is not iecom

Apparent disease e.g. irregular menses

Advanced age

Ir Qlufation under effect of hypthalamus & pituitary.

;t flronspor"t of ovum from ovarian surface to tube (there must be an optimum

tubo-ovarian relatiqnship, normal peritoneum, fimbria, short distance, no

adhesions)

fr ffiansport of sperms through vagina ) cervix )'tubal ostia

1< fl-ransport of morula through tubes to uterus

f* llmplantqtion of blastocyst in uterus

ROLE OF THE fi'ALE

utt
U

0{

fi Spermatogenesis, transport, deposition

il Ovarian factors 25% ilcornriffio6l cause of l'v infertiliiy"

2. Tubal factors & peritoneal factors: 20% (commonest cause of 2ry

infertility). Pelvic endometriosis is reported in 10-25%o of infertile Q.

3. Uterine factors 5%

4. Cervical factors 5%



I- OVAnrAt EACTOX,g (25%)
Qommonest causc ol lryinfertitity

$Hypotholomic pituitory foilure
gJFsH&E
9-r" withdrqwol ofter'Progesterone'

$Couses:
4 Coneenital

d Trauma ) surgical, radiological, direct

c2 Inflammation ) meningitis, encephalitis

c/ Neoplasm ) from pituitary gland "glioma, meningioma"

4 Miscellaneous ) empty sella $, psychological, tprolactin & obesity

* Group l:

* Gyoup&

$Hypotholomic pituitory dysfunction,

$Normol gonodotrophic & estrogen levels

9"r" withdrowol ofter 'P'

$Couses:
a PCO

4 Idiopathic Anovulation

$Ovorion foilure

$Increose FSH & decreose E

9-r" withdrowol ofter 'P'

$Couses:
d Congenital

4 Trauma ) surgical, radiological, direct

c2 Inflammation ) oophritis

d Neorrlasm ) benign & Malignant

4 Miscellaneous ) premature ovarian failure, resistant ov?iry $

* Other /.rcv?l
, 4 fProlactin (15%) & Hyperandrogenism,

o LPD (3-4 %), resistant ovary syndrome& luteinized unruptured follicle
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l. Symptonts of ovulation dll.l ._J= lr= ue- :-
* Regular menses,

* Spasmodic dysmenorrhea,

* Premenstrualtension,

* Midcyclic triad {discharee (tE), pain (:mittelschmerz due to ovulation),
spotting (transient drop of E level))

Svmptoms of tprolactin: - galactorrhea

Symptorns of thyroid dvsfunction: - weight changes, heat or cold intolerance

Svmptoms of PCO or fandrosen: - t hair growth, obesity.

History of trauma or surgery
Contraceptive history of : : implants or injectables

, thyroid dysfunction

ilTO PROYE A;NOYULATION
1. Basal body temrrerature

* Normally biphasic (6 O.:-0.S0 in the 2nd half due to P),

* Monophasic in anovulation

* Subnormal rise for short duration (10 d) in luteal phase defect

* If persistent f (Halban's or pregnancy)

* Disadvantages: not so accurate, affected by infections & fevers

* <3ng = anovulation.

* >l2nglml: ovulation,

* 3-12 (10 rill iJEs) ng/rnl: LPD

* Proliferative in anovulation, secretory in ovulation.

* In LPD there is histoloeical datihe.

* Also allows diagnosis of infections as TB.

* S.E.: disturbing a co-existing pregnancy

(mature follicle is 20ml)

Laparoscopic visualization of CL, detectionofLH surge in urine
Vaginal smear (P effect = intermediate cells)

Cervical mucus changes:

* Profuse, watery, *ve Fern & Spinnbarkeit (just preovulatory)

* Tnrns ne on day l7-?l yqure.ruv, eff%t

2.

3.

4.

5.

6.

7.
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OTO KNOW THE CAUSE:
8. Progesterone challenge fest

g, Serum prolactin: - "normally 2 -20 ng /ml

10. T3. T4, TSII

ll. Androgen level "0.2-0.8qdlnl"

lZ, Adult onset of CAH ) 17 OHprogesterone &DHEA (teatnent ) stooids)

13. FSH

* If i) ovarian cause ) Karyotyping
* If J) H-P failure )do GnRH stimulation test, CT, MRI to differentiate

pituitary or hypothalamic cause

* PRQPAILA)Q'
. Early detection & treatmeflt of PID

. Good treatment of mumps

* 6E_NERAL T4Eltfr'Ettt
. Modulation of body weight

t Psychological & social support

. Stoppage of smoking, alcohol & drugs that affect ovulation or spermatogenesis

Hyperprolactinemia ) Bromocriptin
LPD ) progesterone in the second half of the cycle

Resistant ovary syndrome) HRT till regaining of ovarian function

Anovulation & LUF syndrome )induction of ovulation.

TtrDUCTTOtr OD OVUtrATTOT
1_ Clomiphene Cirrate 50 mg Ocft-O-o*oxifen lQmg/ tzh $1, S 1)endometrial

cqrcinomq) Of{Clcfopnit I 00 mg/ 12 h

* Action

o Synthetic nonsteroidal ahti estrogen@ 
i

o Blocks -ve feedback of E on hypothalamus ) increased GnRI{ &
FSH & follicular development (Needs intact H-P-ovarian axis)

* Mode of administration

o lx2x5 from 2'd or 3d db,y of the pybie & fdi,i il;iS
o In aftteflorrhea, give P ) withdrawal bleeding ) thenitart

* Monitor response

o by ulfrasound ar Basal bady 1hmppf+fure or nrogestptrone

a

a

a

o
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* Management of failure of Clomiphene therapy

$ 9[ncrease the dose up to 5 tab/dayl21}mg/A

$ Qtomiphene 'with other medicationsz

o With HCG.
. With Dexamethazone 0.5 mg, at bedtime.

. With Bromocriptin
o May also use insulin sensitizers (metformin)
o Gonadotrophin therapy.

o With Naltrexone (opioid receptor blocker). ...25mg twice daily
Induction of ovulation occurs in 807o of cases.

Conception occurs in 40%o of cases

To increase conception rate
o Estrogen to improve cervical mucus.(low dose E frorn 8th to 14th d)

o HCG.
* Side effects of Clomiphene

o Multiple, pregnancy: 5- 10oZ increase.

o Ovarian hyperstimulation syndrome (OHS) is rare.

o Hot flushes & dry vagina (anti-estrogenic effect)

o Abdominal bloating (feel of distension) & breast discomfort.

o Subjective visual disturbance (mydriatic effect).

Clomiphen + HCG:
t Preparation:

O prcgnant wrlne: pregnyl, profasi (IM)

O QcomSlnant: ovidrel (SC)

t'. Action: acts like LH
{. Dose: Give HCG 5000 - 10.000 units /IM when Follicle is mature by

ultrasound (17-20mm), intercourse on same & roext day of injection
Go n4dotrorrhins therapy
* f ndications:

o Hypothalamic-Pituitary Failure.

o Polycystic ovarian disease notrespondingto Clomiphene.

o Super ovulation in assisted reproduction.
o unexplained infertilitY
o LPD, Hostile cxmucus (it f quantity & qualtty of cervical mucus)

o Inmale for oligospennia and cryptorchidism

* Preparations:
o FSH 75-150 lU &75 IULH ) HumegonorPergonal orMenogon

o FSH 150 tU & LH < 1 IU: metrodine

*
*
*

2-

3-
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* Administration of FSH Preparation:
o 1-2 ampoules IlWday start on 3rd day of cycle.

o Measure response by Ultrasound or estogen level.

o If unsatisfactory response, J dose by I ampoule/day every 4-7 days.

o Maturation of follicle: follicle is 17-27 mm or E2 is 200-300 pglmU

follicle ) 1000-1500 pglml (not given if > 2000 to avoid OHSS)

o When follicle is mature, give HCG 5000- /10000IU IM.
* Side effects of FSH preparations:

o Multiple gestations: 10-15 %

o Ovarian hyperstimulation syndrome (OHS) 2%

o Abortions and preterm delivery 15-30%.
o Ectopic pregnancy 3o/o.

* Success rate after 6m ) 50-90% (in properly selected pts)

4- Clominhene then FSIf rrrenarations then HCG
5- GnRH

* Indications (mainly in resistant cases without fear of OHSS)

o In hypothalamic disease, but difficult & expensive.

o Every 90 minutes via computerized pump for 2-4 weeks.

o Monitoring. (The risk of ovarian hyperstimulation is nearly absent).

In Hynernrolactinemia: Bromocriptine/ Lisuride/ quinagolide/ cabergoline.

Sursical induction as ovarian drilling

6-

7-
8-

2. TUBAE (2O%) 
'T 

PDB.TTOXDAT EACTOB,g

Qommonest cquse of 2rr2 inf ertitity

* S1rgls.a[lfauas as in ectopic pregnancy or tuboplasty

* fuJ"slipl (gonorrhea, Chlarnydia,ss u+-. *1, fibroids)

.r 9(!scc[fsrcp_1r-_s (as spasm or salpingitis isthmica nodosum, endometriosis, pelvic

adhesion, ovarian encapsulation, PG luteolysis)

* P_eliiq qcus_e_s_l adhesions preventing ovum transport as in endometriosis (10 -
25o/o of infertility) or surgery or PID.

History of sursery-

(abdominal pain, discharge)

of previous operations

Page 11
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l.
4 Timins:

* Day 6 - 11:2- 5 days postmenstrual

* it is done Postmenstrual to avoid

* Embolism, endometriosis,

* Disturbing a possible pregnancy

* False +ve results (by thick endometrium ) apparent tubal block)

4 Indications:
* Infertility,
{3 Preoperhtive (as myomectomy)

* Postoperative (after salpingoplasty or myomectomy)

4 Contraindications:
* Pregnancy or amenorrhea of unknown etiology; Premenstrual.

* Post infections (flaring) or Pos! curettage (Embolism, endometriosis)
Uses in infertility:
1- Evaluate tubal factor of infertilitv:

* HSG reveal tubal patencyversusocclusion

lF In case of occlusion,

* It clarifies the site of tubal obstruction ,

*. Hydrosalpinx, and Salpingitis'isthmica nodosa (SIN)-
,1.* Peritubal & pelvic adhesions..

,|.

{F HSG'reveals the normal peritoneai spill of the dye (after 24 hours)

lF The delayed film shows pelvic adhesions (peritubal adhe.sions).

3- Evaluate uterine factors of ihfertility
lk It reveals the size, shape, & position of the uterus:

{t It shows intrauterine adhesions, malformations, polyps & fibroids,

4- Oceasionallv it has a curative value:

* It clears the tubal lumens of mucus

lF It relieves uterotubal spasm.

Drawbacks of HSG:
l- It is not as accurate as laparoscopy.

It has high false positive rate because of transient tubal blookages induced

by smooth muscle spasm.

It also has a false-negative rate as in stenosed tube pr intravasation. .

Complications as

* Oil embolisrn or oil granuloma.

{i Iodine allergy

a

3-

4-





Lipidol Urograffin
. 40Ya iodide in poppy seed oil oir r' '?'r U o-.r! c+i
o More clear image

o More complications (oil granuloma & oil embolism)
o Znd film after 1 day

a

a

o

a

40Yoiodide in water

less clear image

less complications

2nd film after I hour

2,
4 Stlethodz

* The substance used:

* It is injected through the cervix & traced by Trans vaginal U/S.

4 It shows uterine & tubal lesions. (Contraindicated in galactosemia)

4 ,\d.oantages: no radiation, no anesthesia, office procedure

Laparoscopv:
A ffhe dye usedz

4 fo!,.oantages: diagnostic & therapeutic

7.

=>-\AF
JJ
tr- l-oi{
OBV\ 

-\

. ferlix: fibroid, masses

. c(fterus: Tumors, fibroid, adenomyosis, RVF, endometrial thickness

. @-ubes: tubal rnass & complexes.

. Qrrorl: folliculometry, ovarian cysts, tubo-ovarian masses.

. peritoneum: masses



4:,

d For proximal tubal block as known by HSG or laparoscopy.
ti Tvpes:

* Transcervical tubal cannulation
'l' Pass a catheter through the corneal end

* It can treat a non organictubal obstruction (mucus plugs)
* ,Mtantele:

t DIAGI{O5TI(: selective diagnosis of cornual obstruction
. TH€RAP€VTI(:
- It can bypass tubal spasm

- Thickenedendometrium
- Thick intratubal plugs

lF for oroanictubal obstruction

HY5T€ROs(OPY IN IN

. Trans cervical cannulation

. Transcervical balloon dilatation

. falloposcopy

. proximal tubal block

. dissection of adhesion
, Rernoval of masses or tumors.

. adhesion, fibroid, tumors,
r Dremenstrual end. bi

5. Tuboscopy:

4 Salpingoscopv transabdominal visualization of the tube (through laparoscopy)

d X'alloposcopy transcervical endoscopy of the tube (through hysteroscopy)
d 93 ) perforation of the tube

6. Tubal insufflations (Rubin 's test >> old) &

Chymographv (on rotating drum, Co2 is used instead of air)

le ic 13!L,. Jl yl I4JSI y 4-JrE .:.rt+t

l( Criteria of ostent tu6es:.--- -) -r"-

* Persistent low intrauterine pressure

* Hissing sound in the iliac fossa

* Rigt t shoulder pain

* Ai. under the diaphragm in X ray abdomen
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* TR€ATl.'f€Nf OF TH€ (AUs€

* TVBOPLASTY (5U<(€55 RAT€ l0-t0%) a+$ e)-
4
4

'*Wide incision"

*Fine suture & special instruments (binoculars, special glass rods)
' *Hemostasis: laser is better than diathermy (bipolar is better than monopolar)

*Avoid serosal injury & dryness

*Avoid excess tissue manipulation

*Avoid talc powder

*'Intraperitoneal infusion of dextran, ringer lactate, corticosteroids & heparin

) to I adhesions

Forms:

* Resectiol rcanastomosis

f Reimplantation in uterus

* Peritubal adhesiolysis (best results)

f, Neosalpingostomy ) new opening

Restore anatomv not function (t incidence of ectopic pregnancy)

Prognosis depends on:
l-ffhe extent o( damsqe: damase of the cilia is the worst

2- $i!_c_ oJ_{c u!ge_: isthmic block is better than distal block & hydrosalpinx.

l-fffuu poiho-W: TB is the worst

(in functional obstruction)

(in organic cause)

* A55!5T€D R€PRODUCTIY€ T€(HNIOU€S +.=ll a),ll 3,l

* OLD }'t€THODS lrl ;sr: v )HYDROTUBATIONT by chemotrypsin +

streptomycin * hydrocortisone

* TR€ATI{€NT oF P@,!ToN€AL FA(ToR5t
* Remove any gross pathologY

{6 Treatrnent of endometriosis then indUction of oypl&tigR,

4
4



.r

*
*
*
*

,- cDRVTCA,Z EACTO-BS (5%)

folg-enlfsf: Artesia

fl-rauxrglic_: Amputation, Conization
clnftammator.v : C ervc i t i s

)-L

ftoplastic: Fibroid

$(isqe[[cncgus: hostile cervical mucus (antibodies, J estrogen, infection).

(Historl: of the cause.

$tgnsl trautna, deformities.

l.
4 OuantitY: 0,3 ml

e Qualitv:
{r RunnY clear

* *ve fern & Spinnbarkeit test

* WIICS are 0-1/HPF

2, P,

4 Male ) serlen analysis must be normal * abstinence from SI for 2 - 3 d

4 Fernale.) just pre-ovulatory "known by folliculometry ) 20 mm"

4 2 - 12 h after intercourse (by tuberculin

needle or pipelle)

4 Normally)Numberofspenns ) 20 motildFlPF

e )Moghissi scoringi

oi t-l - ts ) favorable

o 5-10)turfavorable
o <5 ) poor

4
* Bad cervical mucus

.: q,.. * JNumberof sperms or dead

* infection with leucocYtosis

* imrnunological ) shaking movetflent of spernrs

* improper timing or technique

* Coital factors: dyspareunia, impotence, premature ejaculatiop

O Management: )repeat semen analysis, cervical mucous assessme[t & PCf

*
*



r Sim-Huhner PCT can differentiate between CX & vaginal hostility

Cervical pool
examination

lnterpretationVogina! pool
examination

Azospermia or
deposition faliure

No sperms No sperms

No sperms Vaginal hostility
(acidity or infection)

AII dead

Cervical hostilityLiving motile

Normal (give score)Living motile Living



3. Cx mucus contact test I'in-vitro PCT" can be performed in test hrbe or on slide

o Indication
d When in vivo PCT is -ve

o Types

4
o A drop of qx mucus just preovulatory + drop of donor healthy semen

) detect abnormalities in mucus

o A drop of donor healthy cervical mucus just preovulatory + drop of
,semen ) detect abnormalities in semen

4
. Semen is present in a reservoir & cx mucus is sucked in a Capillary Tube

which is Ex microscopically for sperms after 30-60-120-180 min

o Nornrallv
d Forward progression of sperms penetrating the cervical lnucus

4. Cervical mucus culture in infection

5. to detectimmunological infefiility

* d:rsqtmeyt 9[ thg q-qp-sg-

d Lf thick, ) give estrogen (0.625 mg at days 8 -13)

d Infections ) give antibiotics

i[ 9lmmunofqgicol; Corticosteroids i",rG aX. condoms ilG e)S or AIFI d.ll

4,- ATDR,TXD EACTOR,g 1u

* CTINM

*

* TRE,A.TI\zIENT o[ th,e ,eause



5' VAGfNAI DACTOB,J:

CTINM

Smear & C&S in infections

* Treatment of the cause

6. TDTDTUXO DO &T CAE DA C TOX, g
*
*

$(q.tg cu..t.qqtti6"odies after surgery on the genital tract

dematsggltiF-qdlgsr
4 IsM (larse in serurn only): against blastocyst preventing implantation
4 against the sPerm.

A&6o-4i-w-uc -elthexl.
4 Asslutinatine: head to head, head to tail & tail to tail'
4 Immobilizing: rotatory (against head) or shaking movement (against tail)

rT. COTTAE DACTOR

*
*

D€(R€As€ FR€OV€N(Y )
IN(R€As€ FR<OV€N(Y )

Decrease chance of conception

produce immature & [ count of sperms

* Vaginismus, dyspareunia, irnpotence
& Arorgusmia, orgasm is important to:

3 Relieue uterotubal spasm
l* In.r.use vaginal secretions ) [ vaginal acidity

l( Escape of seminal plasma from vagin a after intercourse (occurs normally)
l* Har no effect

* Kill sperms.

oitqt dtfftcultizs:

Page 1
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rTT. DTATD DACTOB,g

{he commonest cquse is infectiorns ( Chtam2diq &. 1onorrhea)
lF PR€-T€5TI(ULAR+

4 Low FSH

4 Causes

* Hypothalarnic pituitary lesions (CTINM)

* T€5TI(ULART

4 Hieh FSH
4 Causes

* Congenital: Sertoli cell only $, Klinefelter $

* Traumatic:
t e Direcfi compression (Hydrocele), torsion

o Heat:Undescended testis, Varicocele
* Inflammatory:

dia:Jrnotility
o Mumps:testicular atroPhY

o Syphilis damage of testis
* Neoplastic: Tumors
* Miscellaneous: occupation in heavy metals, chronic debilitating diseases.

PO5T-T€5Tl(VLAR+

4 Normal F'SH

4 Causes:
genital: Absence of vas, cystic fibrosis, Kartagener syndrome, hypo

or epispadius
* Traumatic: pelvic, hernial & scrotal operations

* Inflammatory: chronic.Non specific prostatitis (damage of motility&
morphology), Funiculitis.

* Neoplastic: tumors of epididymis or prostate

* Miscellaneous:
o Diseases: DM, deblitating diseases

o 
P**,, HTN)hnpotence.
r Anticancerous)JSpermatogenesis

o
. Anatomical: hypo or epispadius
.) psychological: impotence & premature ejaculation

t*



Retrograde ejaculation : due to DM, transurethral resection of
prostate, trauma to spermatic cord ) knolvn by urine analysis.

* History of the cause, Impotence

* Signs: general signs of Klinefelter, hypo or epispadius, Jtesticular size

l. Semen ana.lYpis eL-l cr ;risll.i=:
d Precautions:

* 2-3 days abstinence,
* done in 2 different labs

* Collection in the lab by masturbation or at home.by special condoms.
* Transported in a sterile container of a non toxic plastic
* If abnormal ) repeat 72 days after treatment

d Norma criteria (WHO):) Semenogram

( Ab n o m o I i t i e s ) O [i g o - d ersl p- 
= 

lsl[e n q--qpe r m-ls -tOd-ALS1 s-t z n )

' Macroscopically:
o Volumc: 2-6 ml

c2 NON€) aspermia (no sernen)

d LARG€ VOLUM€ ) treat by split ejaculation or AIH g,--Yl gJsll

o Color: whitish
o Odor: characteristic odour.

o pH: 7.4-8
o Liquefaction after lzhr

Microscopically:
. o Count: 20 millions/ml

C Azoospermia: semen t no sperms (obstructive or productive)

C Oligospermia:
$ . ZO rnillionhnl (usually cause infertility)
I dreqtment: induction of spermatogenesis or AIH or ART

ci Polyspermia:

$ > zso millions

I Interfere with nutrition ) weak sperms

o Normal forms: >30Vo (increase in teratospermia)

o Motilitv: > 50Yu within t h

ctr J in asthenospermia: due to infections or itnmunological.
c) Absent in necrospermia: due to infections as prostatitis

o Pus cell: 0-I/HPF (pyospermia in infection)



2.
d FRV(TO5€ (function of seminal vesicles)

4 ZN, URI< A(lD, PG (function of prostate)

4 ELV(O5IDA5€ (function of epididymis)

3. Post eiaculatory urine sample )(In retrograde ejaculation as in DM)
4. Test for sperm functioh:tAq zona pellucida penetration test(Hemi zone test)

5. Hormonal assay ( prolactin, thyroid, FSH)

5. In azosDermia:

d Teqticular bioosy:.
*Types:

$ Testicular extraction (TESE)

I testicular aspiration (TESA)

$ Percutaneous epididymal sperm aspiration (PESA)

S Microsurgical epididymal sperm aspiration (MESA)

* Results:
* If no sperms ) karyotyping
* If sperms are present ) vasography (determine the site of

obstruction) Of t .J.'ri .r.L
Z. Mixed asslutination reactions for detection of immunological infertility

* 6freatment of the cquse t

r CHRONI( PROSTATITIS: antibiotics according to C&S for long time

o P€R5I5T€M LOW SP€RM (OVNTT clomiphen e Zlmgld for 25days + mucolytic

. GONADOTROPHINST if FSH is low

o T<5TO5T€RON€r 200 mglweek for 20 weeks: they suppress spermatogenesis

temporarily. On cessation there is a rebound increase in sperm count.

I HYP€RPROLATINGMIA ) bromocriptin

o VARI(O(€[€: surgery

o IMPOT€N(€, PR€MATUR< €/AOLATlOlrl: AIH (AID rl..p )

. OLIGOSP€RMIA: TESA, MESA ) ICSI

. VlTAMlN5r Vitamin C & Tonics

* AcIfi qr_zARO

* 4n retroqrsde eiacvlqtion:-:---------------v

c/ Alkalinization of urine

4 Centrifugation of urine to get sperm

d AIH
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fV. UXEXPIAIflDD fXDDn'TfEfTYa

o The couple analanny & klrclign appears to the normal.

.T-t{s__K,!_q!ryN-s4v5-€5-9-r:-NrsEILJ-'!J-^89-€X-Q-VDGP:
o Norrnal o'vufsfion (folliculometry),
o Normal uterus (normal hysteroscopy),

o Normal tubes (norrnalHSG or laporoscopy),

e Normal scmen analtsis (done twice at least),

o Nbrmal post coitq[ test.

fN(lD€N(€: sYo

PO55|BL€ CAU5€5r

rnay be early mild cases (asymptomatic)

Ir Subclinical inf ecrions (Chlamydia, mycoplasma horninis,TB,Bilharziasis)

It Early pregnancy loss, genetic abnormalities & linical hypothyrodisrn

le Sperm dysfunction: inability of sperm to attach or penetrate ZP

It Sorne psychological factors: anexity |>> uterotubal spasm

l< hnproper history taking: as use of lubricants & vag. Douche

I( LPD
T( LUFS
e< Hyperprolactinemia

INV€5TIGATIONI
. LAPAROSCOP/ (t't step ir"i.r..<,),
o Test for irnmunological factors, infection,

' Sperm function tests.

o If all tests are norma> lOlOPATtllC lNEFfflLffy.

TR,GATM€NTO

1- If there is a cause)treat.

2- rf not>EillPl Rl CAL treatment.

a. Induction of ovulation'
b. Antibiotics for chlarnydia &mycoplasma (Azithronrycih, Doxycycline)

c. AIH.
d. Aff . i* n*

* ENOOfrTEfiRIQSIS:75oh
it Immunological disorders
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$ ,{urolsremember mqle elaluation *seffier anaf1sis sre d.one Eqqsd

o AG€ ) | testicular function with age but no i menopause.

. o ADDR€55 ) Bilharziasis ) obstruction of vas or epididymis.

. O((VPATION: Bakers, farmer, exposure to lead, irradiation.

. SP€(|AL HABBITS: smoking, marijuana (impotence).

. PR€VIOVS i,f,ARRlACr€ & if has children'

aC/-O: any genital or urological problerns.

dpest htSlO_f"g" drugs, diseases, surgery (pelvic, hernia, urinary, genital, CNS)

cl(lneJetter, hypospadius, decrease testicular size

ynecomastia, and thyroid abnormalities

4CPersona[ historY:.€-:..--.-:--- - ----.-- -4,--

o Age: very young or very old age; ovarian factors'

o Marital status: to determine the period of infertility &if pervious marriage,

o Parity: 1ry or 2rY infertilitY.

o Address: for endernic diseases as Bilharziasis'

o Occupation: irradiation, heavy metals.

aCLOt
o Faliure of contraception +/- menstrual irregularities

o Galactorrhea +l- virilization.

dO(engtuet-ftislor1

. Menarche if delayed menarche)ovarian cauqe'

o D&C for anY irregularitY.
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4Qersonaf histor.y:

o Amenorrhea, bleeding, discharge, masses, pain,

o Investigations done.

o Treatment received.

d (Past historl:
-'-L-

. Medical: TB, DM, HTN, fqvgr.

o Surgical: CS, D&C.

4fisnfity hiqfo-rt-: DM, TB.

d Sexua[ historrr.L

4 Genara|Qx:
o Weight, height, galctorrhea, increase androgen,

dSteelflc-fi ld-i:rg--s-rr0g-es.tire-ef-sach-Iee-tof r
thyroid dysfunction.

OTruDB, DTfrDg OE TN,DATDTDXT

Assisted insemination of husband semen (0.3 - 0.8 ml) into the female genital tract

intra cervical or intravaginal (can use raw semen) or intrauterine use processed

semen (vrcshing or surimming up method) to avoid anaphylaxis by senten proteins

t Induction of ovulation & + HCG

AIH done twice 18 & 42 hours after HCG injection

Poor semen quality (assisted insemination of donor semen can be done but

unethical)

Immunolosical (also cervical hostility)

Unexplained in fertility
Coital difficulties

*
*

4

a

4

4
4
4
4

{PG content as it leads to uterine cramps & expulsion of the semen

ln pvospermia centrifuge & add specific antibiotics

In asthenosrrermia Add pentoxiphylline, kallikerines , & caffeine

Jn hish viscositv Add chemotrvpsin
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1. S(afe lnflertitity: in oligospermia, low motility, f abnormal forms, few thousands are

needed in IVF (50.000 sperms at least are needed to fertilized one oocyte)

2. Olqrian factor: absent ovaries, skeaked ovaries, failed induction of owlation,

donated ova & husband semen (not accepted in moslim communities)

. S.fr-u6o|factor: absent tubes, bilateral irreparable tubal disease

4.p erltoneal Jactor s: dens e adhes ion e. g endometiosis

S. qlterine factor: absent or diseased uterus in the preserce of normal ovaries, the

embryo is transferred to a surrogate mother, not accepted in moslim communities

5. llmmunologicaf c4use

7.(lnexplalnedlnlertility

1. tvt€Dl(A HYPOPHYS€CO&{Y by GnRH agonist intra nasally (Buserlin) at day 20.

2. HNIG or A/RlFl€D F5H (metrodine) 10 days aftbr GnRH till the ova reaches 17 ml.

3. HCG 15 given when the ova reaches 20 ml ) ovulation usually occurs after 36 hr.

4. R€TRKVAL of 13 - 15 oocvtes just preovulatory (guided by TVUS or laparoscopy)

5. 5€Jv{€N is transferred in a culture media (

6. If the GAI{€T€S are transferred to the tube ) GIFT (gamete intrafallopian transfer)

Z. If the ZYGOT€5 is transferred to the tube ) ZIBT (zygote intrafallopian transfer)

g. If the ZYGOT<S is cultured for 2 days (4 ' 8 cells) then transferred to the uterus

3 in vitro fertilizahon enbryo transfer

)fV -ET without anesthesia to the fundus of the uterus.

U5€NT
9. /vll(ROf{f€(TION Of I 5P<RM in the cytoplasm of a metaphase II oocyte + ICSI

slndications: failure of IVF trial (3 times), marked oligo/ asthenospellnia.
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oIt is the most commonly done, success rate is 30-60% pregnancy in25%

10.S\AZONAL lNs€,lT0N OF 5 - l0 5P€RMS by microinjection into the perivitteline

space of oocytes then transferral of the embryo to the uterus or Fallopian tube )
SUZI (l triploid embryo & success rate is only 15-30%, replaced by ICS|

11. LUT€AT PHAs€ sVPPOR,T BY progesterone or HCG(5000-10000 IU/2-3 days)

12. 5U((€55 RAT(r 20 - 30 % rvhen the age is 25 years& l0 % at 40 years. It is better

to be repeated for 3 or 4 cycles.

4 Underlying (AV5€5

4 Number OF ZYGOTE transferred (multiple pregnancy 35% &Ectopic Pregnancy 3%)

4 EXPERIENCE of the tearn

4 AGE of the female

Some ART procedures are

donation and surrogacy (a

unethical & unreligious as sperm

surrogate mother donates her uterus

or ovum or emb

for fetal growth unti

delivery). IClonine (asexual reproduction) is also unreligious & unethical.

fiou to oredict the poor otcriqn respottses

---

1- a$e: > 40 y, presence of single ovary or ovarian volume.< 3 cm

2- Day 3 FSH is > 25 u/1, lorv inhibin & low Mullerian inhibitory factor

l- Prevention and treatment of genitourinary infections whether in the rnale or in the female

2- Avoid agents that are toxic to spermatogenesis

3- Murnps: Immunoglobulin and corticosteroid as prophylactic against testicular atrophy

General - tubal factorsIndications
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Embryo transfer

Follicle aspiration

Chsnnel for the
flushing mediurn

Uttrasound
probe

I
Apiration ----
Channel

- -- Foll'lcular fluid
containing ooclrte
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r ,UAINLY WITH gonadotrophins classically only

* RAR€ WIIH clomiphene citrate

* N€ARLY AB5€N[ with GnRH (produces physio

* COi'iMON N PCO patients

after the HCG injection.

logic hormonal pattern)

; {Ilperstlmu[ated oacrt producas suEstarces thil | rcsculcr permeabilityt

dPG
d Histamine

d Vasculai epithelium growth factor

%ncr ease {cscufqr perme abltltl teods to r

d Ascites, hydrothorax

d Hemoconcentration, thrombosis

d Electrolyte imbalance.

prognosis urtt[ 6e *orsened if pregnancy test is tve

$ Hypovolaemia &hypotension.

$ ] renal perfusion, oliguria, salt & water retention

91 f, acidosis, f weight & edema.

$Hemoconcentration & venous thrombosis with embolism.

$Poor tissue perfusion, permanent organ damage (hepatorenal failure)

$Death.

9Ud O{IS:
t Ovarian -enlarfiement; weight gain, abdominal distension.

$loderate OfiS,
Ar tbtst, * astites, pais, scusec, vssrititrg, trrd dismhea-

ru OQISr
As above + pleurdl effusion, hemocon,c,gntratigp, electrolyte imbalanqe.
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* prcrention of OfiS:
d Adiustinq dosrs + good monitoring--+v-------1r

4 Witfrhptd 
qICG injrclion

5 If more than 3 follicles of 16 mm

$ S.rr* E2> 2000 pg. /ml.

,{ctitc managementz

a Wiflo-rn:

9. No treatment (rest at home +frequent follow up)

$ Hospitalization even in ICU

d Cpr$grrrgtile sup-pott until spontaneous resolution within few days

I gerr@rtsltavoid palpation) rupture of ovarian cysts

S Adfirstsnutqs-, qntiprostcglqndlns

$. AOU sftgrts but diuretics are contraindicated.

9 Eequ etJJtLiwslltgstrots hem ato crit, B UN, cre atini ne, el ectrolytes,

Coagulation studies.

$5-4u_rr_t1pes: Colloid & ALBUI!{|N 5UPP0RT. dialysis, paracpntesis- &

ANII(OAGULANI

4 fopuoLotrl only in acute abdomen (ovarian cysts rupture/ blsed / torsion)

delayed recovery (release of endogenous HCG) &4 4n oreqnancl there is_-.-|--t,---.---v

treatment is conservative
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Genital displocement

Retroverted g ravid uterus
Genital p lapse

Anterior vaginol wall prolaps

Uterine prolops
lncon ence

U reth ra I sph i n cte r i nco m pete nce

De sor overactivity
Genitourinary tula

1

2

5

6

I
I
10

15

18

22
22

Endometrial hype lasia
Cancer en metrium
Uterine sorcoma

Cervicol ectropion

Cancer cervix

Cancer ova

Cancer vul & vagina

30

30
41

42
47

48
49
50
54
61

68
75
80
81

83



N on Hormonol contraception
Natural methods
Barriers

Sterilization
H o rm o n a I co ntrace ptio n

Hormone releasing introuterine system(lUS)

Pills
lnjectables
Posf coital contraception

85

85

87
88
92
94

94
95
99

101

lnfections
Vulvo_vaginitis
Cenricits

Upper genital tract infection
Pe lvi c i nfl a m motory di se a se ( P I D)

Acute PID
Chronic PID
Se xu al ly tra n sm itte d d i seases

C h ro n i c g ra n u I o m ato us diseases

102
104
111

115

117

119

121

123
129

N
N

N'

N
N

N

N

N
N

Nt't
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big cervical fibroid

ments

dhesion, pushed by mass on left side

esions, pushed by rnass on right side

r chronic

fixed in0arceratecl gravid RVII
gravid ventrofixed uterus

cia) & Mqd@IIqd!'s iigament.
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C Def inition:

4 (thc lundus is directed torn,ards 1he sacrum)
4 Relroflexion (the anterior r,vall of the uterus becomes r-ippernrost).

4 The onqles of version & flexion loclk backu,ard

e Incide nce;

4 most of thelr are perfbctly nonrral (asyrlptomatic), usualiy congenital

0 Couses

. lt is asymptornatic & thus no
trr:atmcnt.

o I,'ibroicl or clermoid cvst pushing the uterus backu,ards.
o Utcrinc prolapsc duc to laxity of ligamcnts
a

* Duc to lax supports ol'the uterns & t uterine rveight.

{F tr,iable it the puerperal woman lies in the clorsal position.

4 Fixed RVF duc to aclhesions c.g. cndometriosis or chronic salpingitis.

I Degrees:

I Cervical : t

, : [)(rlt,]-t\','trr'dsI direction i "'
r*-,.-; ---;.ro*

1' T he uteru;s rl i iri lrrrc wilh vaginii

fonvards

horizontal

Ljp & fonvards

I-.lpsicle downwards

I Diognosis:

4 E Nc sy'rnptom in nrost olcascs & it is ciiscovcrccl OccidentollV.
1. Pzrin:

* Back;rchc caused by traction on the uterosacrzrl ligaments.

{t l)3,sparcunia due to presence of congestcd ol.aries in Douglas

pouich.

* Congcstivc dvsmenorrhea.
2. l'Icnorrhagia. ciuc to pelvic congestion.

3. l,eucorrhca due to pelvic congestion.
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4. Prcssure manifestations: on bladdcr & rectum
5. (very very rare) due to;

* Presence of the external Os away from the semen pool (posterior fomix),
|} Dyspareunia, pelvic congestion

* Pelvic adhesions causing fixed retroversion.

6. In incarcerated retroverted gravid Uterus (at 14-16

weeks).

4 By vaginal examinat.ion, the following is detected;

A. is clirected downwards & forwards OR
forw-ards only.

B. is felt through the posterior fornix.

C. determines the position of the uterus.

O ln mosses of DP, PR is done to detect relotion of the moss to
the rectum

1- Uterine:

4 Betroverted uterus is the co onest mass.

4 Posteiior wall fibroid.

2- Tubal
4 Ilydrosalpinx, hematosalpinx or pyosalpinx.

4 Tubal pre ancy.

Ovarian masses.

4 Pelvic hematocele or pelvic abscess.

4 Endomekiotic nodules of the pelvic peritoneum & rectovaginal septum.

4 Metastatic nodules from cancer o\rary.

4 T crculous nodules.

5-

6- ass in thc recturn:
4 Canccr

4 Irecal rnass (could be indented by thc Fingers).

7-

')
J-

4-
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Treotment

o)

b)

c)

Prophylsxir
4 f)uring pucrpcrium
. Avoid pr olongec{ l,vingt on the bacl,:.
. Frequenl blacldcr cvacuation
. I'elvic [loor cxercise
. lf the uterus is i{V}r it is corrected and a pessary is used fol

4 to pull the utcrus fonvards in

which adhesions betwccn utedne back & sacrum are expcctcd

4 Indications: for cascs o[- mobilc retrovcrsion,
l. During lactation.
2. Early prcgnirncy: lf causing prer.'ious abortions.
3. Bad surgical risk patient.
4. Pessarv tcst dctcrmincs

o ff R\rIr is thc ozruse, syrnptoms are Jed when tl-re pessary is inscrled.

o l{VIr is correctcd 1't & broad postedor end stretches posterior fomix.

dlndications: Symptomatic RVI; whcther mobile or flxed.
4 the cardinal ligaments are sutured in fiont ol'the

cervlx.

# Ventrosuspcnsi
ligament to:

* L'hc antcrior rcctus sheath "Modified
*3 Or plicatc:d in Lhc inguinal ceurals rr ,.

{C Or sutnrecl togethcr behincl the uterus "B tr

dVentrofixation of the uterus to the back of rectus shcath l'5 4''i's'3

*It is rot clonc as it leads to posterior sacculation & rupturc uterus
*Not clo;re unloss accolnpzrnied with bilateral tubal btock

ligaments are pulled
suturecl together across
ligaments are pulled

2 months.
opci'atrons

up through the
the recti but in

Llp thr ough the

Gilliam's operation: the round
poritoneum and rectus muscle &
N4odified Gilliam's, the round
inLcrnal inguinal rings.

,4t
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4
o

o
o

in about lAo/o of early pregnancy,

Fote;
Usually RVI] is corrected spontaneously by 10-12 weeks in most of cases

lf not corrected:
- Spontancous abortion (14-16 weeks)
-- Incarccration ) is due to:

{C Jutting sacral promontory due to contracted pelvis) tripping the uterus.
{6 P"lvi" aclhesions or posterior wall myoma.

- Anterior sacculation (the uterus expands on expense of its anterior
wall) & subscquent rupture uterus.

ons:
Pressure symptoms & Retention of urine due to stretch of the urethra.

PV ex: soft mass in Douglas pouch -f Cx is anterior pointed upwards & forwards

4DD
o _ hematocele, ovarian cyst & posterior wall fibroi

4t
o

' Allow spontaneous correction & help by lying on abdomen f flsqusrl
emptying of the bladder.

o obituol obortion.
o ventro-suspension.

' Flodge pessary till 14 weeks

If incorceratedz
o the bladder I lying on face
o try manual correction
o If fails: manual correction under GA
o may need to evacuate (may need hysterotomy as cx is high)

If onterior socculotion)CS

o

o

o

o

o
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Definition:

4 Vertical closcent of any genital organ (+,tJB. recttrm)
4 'l'he ovary prolapst: with ILVI pjY

lncidence:
5-10 % depending on obrtetric cqre tiJSri el JJ cFir:
it is less common in blacks due to strong pelvic C'l
'l'he commonest is cysfocele, tl're ieast is urethrocele*)

Etioloqv:

4 Fredisporing foctor a+"#-ll &lJrll

ptosis)

{t Cong. mesenchynal u,eakncss or cong. wealiness of endo-pelvic fascia

fF Short vagina or I{VI; Llterus (the uterus is in line with the vagina)

fF Split pelvis or Spina bifida

*
l- Delivery oJ' macrosomic fetus rr,a # ,JiL, large number of

deliveries, rapid succession of delivery a+tl.

2- Poor management of Lst stage: excessive bearing down, forceps,
ventouse, breech extraction (before full Cx dilatation).

3- Poor manaqement of 2nd stase: delivery in squatting position,
prolongcd 2'"1 stage, excessive funclal pressure

4- Poor management of 3rd stage: Crede's method, unrepaired (or
hidde,r) pcrineal trauma

5- Precipitatc labor, subinvolution & early ambulance
fF Menopousol otrophv: due to loss of the trophic effect of E.

4 Activqting (precipitoting) osel-'"cll fqctors: act when PDF are

present

|F f lntra abd. pressure e.g chronic cough, obesity, constipation

iF a by a Cx polyp.

{6 latroeenic as alter colposuspcnsion or sacrospinous fixation

i contracting their levator ani to control stool ) abnormal strong levators :
-_:_,--_______-i.rrrr.rr

* *'"1
61
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i.tii & transverse vaginal

vaginal & submeatal

f Upper part: Ilnterocele (Hernia of Douglas pouch)
f Lower part: Rectocele

: cystorectocele

Voult prolopse:
1} More in subtotal than total hysterectomy qqJl ptsJl

3- Combined prolapse:
- Utero-Voglnol:

{ Utcrus descends followed by the vagina (Acystocelic
prolapse)

fr Morc in the young (congenital)

- Vogino-Uterine:
f, Large cystocele)traction on uterus (Cystocelic prolapse)

. * More in MP & postmenopausal (acquired)

Genitol svstem:
fl Tubcs, ovaries & uterus --- congestion

4 Cx & vagina: congestion, dryness, hypertrophy, infection,
trophic (Decubitus) ulcers, elongation of supra-vaginal part of
cervix

Urinorv sUstem
+ Ureter: kink ---+ hydroureter & hydro-nephrosis, infections &

uremia.

4 On blaclder: residual urine -, stasis, infection & stones

4 On urethra: descent of the urethra, kinking with severe degree
Rectum & onol cono!: kink

a Tvpes

t-
- 7 sE degree: the cervix is below the level of ischial spine

- 2nd deoree: the cervix is outside the vulva

- 3rd degree: the uterus is outside the vulva (complete
procedentia).

2- Vaginal prolapse:
- flnterior vogino! ruol!:

if Upper 213 : Cystocele (between bladder
sulci)

lF Lower 1/3 : Llrethrocele (between trans.
sulci)

* Both: cystourethrocele
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o Genitql ryrtem:
'tl6 Symptoms due to descent

o Sense of lack of support then heaviness then mass
protruding frorn vulva

o lnterfere with walking & sitting (t UV straining a J Uy
lying dorn'n)

fk Sy'mptoms due to stretch: lower
* Subfcrtility & sexual difficulty

vagina)
'!fr Congcstive (i 3)"pain, trleeding, discharge"
*t Trophic ulcer

o Urinory syrtem
# Upper UII: loin pain, fever, rigors. vomiting, renal failure
* Lorver UTI: supra-pubic pain dysuria
fF Urethra: early (SUI), later (Retention & dysuria. the patient

may need to reposit the prolapse to urinate)
o Rectum & qnql conql:

* Incomplete or difficult defecation (dyschasia. the pt may need

to reposit the prolapse to defecate)

4 Signs

Abd pain, back ache
(Dyspareunia due to patulous

: , : -, GehiErat'j'
ilF Anemia
{C Chest -' bronchitis
* Renal failure

* A cause ---- ascites, masses
* Complication --, tender loin
* Association:spina bifida. visceroutosis

. : ,: S:pecialtcsts, ,

{6Inspection: Lithotomy or
squatting
o Type & degree
o Stress Incontinence &

complication
* Palpation:

o Raise bladder neck +- cough
tcst -----' SUI "Bonney test"

o Tone of levator ani
o Gurgling sensation of

enterocele
o Differentiats 2"d & 3'd o ut.

descent
fXFPV & Cusco: 1" u ut. descent,

gLrrgling in enterocele &
'' ssociated condition

* Bimanual: ovary, tube, uterine
rnASSCS.

{3 pR: differentiate enterocele from
rectocele

{3 Malpus tcst (combined PR & PV)
*Volscllum test: to see maximal

degree of uterine prolapse
* Sound: differentiate prolapse from

congenital cerr.ical elongation
{3 Catheter test in cystocele
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4 Investigotion:
o Clinically diagnosed 1\l 4^6."

o llre-opcrative ) CllC, cliest X ra_v, tjLlc
3 flornplications: I{II| , lVF, r"rrine aualysis & C&S

a?
- Iiron: other iypes ci{' displaccment (',,ertical, lateral, anterior

pcsterior)

- Di rential diagnosis of prolapsc:

tocele from urethrocele:. @ele from urethrocele:

P C3rstocele:
4 Bulges in upper v'agina betr,vcen transverse vaginal sulcus &bladder

sulcus

4 lt is compressible, { on strarntng.
2- Urethrocele:

4 Bulges or: lower vagina betlr,een transverse vaginai & submeatal
sulci "

I

1- Gartner's c\,st:
4 Not compressible
4 l)o not increase on straining
4 Inlroduce catheter: it r,vill not reach the bulgc in the vagiira
4 [,]sua11]'to one side ,

4 l'r'eated by ercision.
2- Ilerrmoid c1'st: Sanle signs as (iartner's cysi
3- Urethroccle frorn urethral divertieulum:

4 idrrt redr.lcible. & if reducible. purs conles ourt lrorn the meatus

4 l)oes not increase on s1ralning.

4- Sirnplc redundant anterior vaginal rvall: Di rentiatcd b), catheter test.

$ f). 
": 

| 
1';,,:::r;,'.i.;. ;;,,',;,11','1.1 1'

. Differentiate rectocele from enterocele:

&

ro

postcrior rraginai

Ou reduction no gulgiing
No dotrglry sdnsi.ltitrn
P'ii-: fingers in the bulgr:

Matpus test: f inger can

- in upper part of posterior va.ulnal
rr,ral]

- Gurglirag soun<1 on recluction
- Doughy sensation if it contains

omentum
- P/R: fingcr not in tire bul,ue
- finsers are aoai:t {iom each other

UC

anproximrrted
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ated from:
- Posterior wall cyst (commonly implantation dermoid):

4 Not compressible
4 Does not increase on straining.

gurgling sensation in enterocele,
anatomic site (Malpus test), rve impulse on cough

l- Congenital elongation of the cervix is differentiated by:
4 Young age, Nulligravida,
4 Deep fornices, A.VI] uterus,
4 Cervix do not descend on straining
4 By sound test: the elongation is found in the portiovaginal part of

cervix not in the supravaginal part.

2- F'ibroid polvp:
4 Absence of external os.

4 'I'he cervix is at its normal level with the pedicle of the tumor coming
through it.

4 A sound can be introduced for a long distance into the uterine cavity.

3- Inversion of the uterus:
4 Absence r:f external os.

4 The body of the uterus is not felt abdominally.
4 'Ihe mass is covered by smooth endornetrium.
4 Literine sound is introduced for short distance or can't be introduced

at all.

4- ,,\ cauliflorver carcinotna or sarcoma of the cervix or vagina:
4 May appear at the vulva.
4 'rhe mass is friable, necrotic, hemorrhagic & indurated at its base.

4 Congenital elongation occurs in young, vaginal vault above ischial
spine.

5- by approximating the fingers
above the prolapsed swelling (grip test)

N.B.: Sound can differentiute:
Cervical elongation, polyps, inversions (sound uterus is not felt abdominally)
Cauliflower arcinoma or sarcoma (friable mass which bleeds easily)
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Treotment:

Good ontenotol, intronotol & portnotol care
Prevent caLrses of increased intra-abdominal pressure
Proper support of va_9inal vault alter hysterectomy to avoid vault
prol apsc.

o Ilprolal sc is det<;ctcd ) pi:lvic llrtor cxcrcise ol'pessary

" Generql indicotionr:
a) Minor degrees
b) C)ongestion: during prcgnancv or till 3 6 months after delivery
c) 'l'ill healing o1'trophic ulcers
d) I.Jnfit or relusing surgery

It includer:
Bchavioral changes (J smoking & weight)

HIt'l' in menopause.

-- Idcntify the pclvic floor muscles by asking the patient to hold urine
-- the contracting muscles are the pelvic floor muscles
- Voluntary contraction of these muscles in gradually increasing times

Pcssarv (Ring 4ill'll or Smith I"Iodge pessary, cup & stem l+ #$ JS+ Y)

- Indications:
' 'l oo young or too old
. [,]nfiI or rc[using strrgcry

' During pregnancy or shortly after dclivery
' Smith IIodge pessary is usecl also in I(VIi (palliative &
therapeutic test)

- Holv to test it:
' Place the pessary and ask the pt strain

{( If remaincd in place it is a fitting size
lF If not, use a larger one.

Compl ications : Infection, ulceration, failure & discomforl

Precautions:
. Daily: vaginal douching

' Nlonthly: cleaned

' Ilverl'' 3 rnonths: it must be changed (now up to 1 year)
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Vaginal vault prolapse ir+xl

4 Definition: Prolapsed vault fcrllowing hysterectomy
4 Causes:

' E- Sub-total hysterectomy
PlIP Bad operation choice as abdominal hysterectomy in presence of

weak pelvic floor
P ii.rt"rocele not corrected
E= Vaginal hysterectomy without pelvic floor repair if needed

4 Treatment of vault DrolaDse:-
O Sacrospinous fixation or Le Irorte
O Abdomi Sacral Colpopexy or suturrng the vault to

Mackenrodt's ligarnent

Uterine Prolapss c',l+l^e 4jr"

4 classical repair '1 shortening of
Mackenrodt' s ligament.

4
Abd sline direct or indirect (the aim is to form artificial utero-sasral

ligament extending from Cx to mid-sacral piece).

tF U g. C (curettage is done to exclude pathology while dilatation
to avoid post opcrative stenosis)

lF Classical rcpair (start by anterior colporrhaphy)
{3 Amputation of Cx (not done in modified Manchester)
* Shortening of Nlackenrodt (cither placation or resection

advancement or sutured together in front of the cervix)
4 Vaginal hysterectomy I Pelvic liloor Repair dl!.rJi lq e-g
4 LE lbrte ( partial colpocliesis) under local anesthesia
4 ) Makes artificial uterosacral.

{3 tt preserves the vaginal axis but may lead to cystocele.

C-Post operative care:
* Early:

o Vaeinal pack for 24 hs to avoid reactionary he
o
o Residual urine should be assessed beforc discharge

lF Remote:
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rectum
pelvic infection
pped ligature or dislodged clot) or 2ry

eunia & soft tissue obstruction

s-r0%)
rding to the type:
I.lI, Bladder injury
unia
I obstruction, Ureteric injury, LL pain

lity, Incompetent cx, Habitual abortion,

No D&C if postmenopausal bleeding

S.

s.

oice of operation.

the vagina.

\ @.perative:
* Infection, Ilge.
lk I{apid pregnancy & delivery.
* Recurrence of predisposing factor.
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Definition: lnvoluntary loss o1' urine.

Anotomicol considerolions
1. Urinory blodder (dome):

-- Pyramidal in shape
-- Layers:

o Detrusor muscle: outer longitudinal, middle circular & inner
longit.

. Mucosa (urothelium): 2 - 3layers of transitional epithelium

2 . Trigone (bose):
: A A area betrveen both ureters & bladder ncck, anterror to

midvagina
-- Layers:

. Juperficiol higonol murcle: circular extends around urethra & ureters
o Deep trigonol mulde: continuous w"ith deep longitudinal layer of uretlua.

Blodder neck 4-{-:
- It has Iittle sphincteric action
= It is lined by transitional epithelium.

Urethro a+^,oYl d o+l.c : 3-4 cm in length
= I\Iuscles:

(inner longitudinal, outer
circular.)

incter (involuntary):
o At mid urethra lr-r 44+
o It keeps continence at rest

o Levator ani (voluntary):
o Atiunction bet mid urethra & lower l/3.
o Keeps continence at stress

: Epithclium: Pseudo-transitional (external meatus: stratifiecl
squamous)

- Submucosa: 2 venous plexuses ) watertight (hermetic) seal
o Proximal; E dependant (weak at menopause)

o Distal: isn't E dependent.

- Ligaments:

7/
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7/
71
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3.

4.

o Anterior: Pubourethral
supply.

o Posterior & lateral:
tendinus.

important) has cholinergic

fascia attached to arcus

(most

endopelvic
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'lYcivi::

.;: "f l0 - I_2 llirpogastric
ui contract bladder ncck &
urethra.
f3: relax bladder u'all.

s2,3,4
Pclvic ( l') miclurition

Pudcndal (-) mictLrrition

s
- Locol rtimulotion ( i) of the bladdcr ) afI-erent to the pontine

miclr-rrition centrc r,vithout rclay ) sft-erent to sacral micturition centre

) Micturition (-SS & 1l').

- Voluntory control: Pyramiclal Detrusor area (l;rontal Cortex)
* Dircct pathwa_t': f i) pudcndal nerve in sacral area
* Indirect pathway: (-) pontine ccntre

t Mechonism of Coniinence:
4 Urcthral closins pressurc (50 cmI{2O) > intra-vesical prcssurc (5 cmll2O).

11- Bloddar foctors:
- Hvdrostatic pressure at bladdr:r neck < 10 cmtl2O ur; Ct +.+lt.

- Compliancc: blaclder reacts to t volume by clistensibility & not

contractility.

-- I'osterior urethro-vesical angle (Functional not anatonrical) at rest
,.' 100-120', at voiding - 180n.

B- Urethrol foctors:-
- Urethral closing pressure (50cml'l2O) > intra-vesical pressure

(5cmll2O)
-- Hcrmctic scal by the sub-mucosal plexuses.

= 'I'hc intrinsic & extrinsic urethral musclcs (smooth & striated)

- Prescnce o1' proximal urethra &. bladdcr neck above ulogenital
diaphragm

-- Urethral supports: hammock cffect of' thc pubocen.ical lascia &
lc'vator ani oompresses the urethra against thc vagina.

C- ions occur:
o 'l'he blatlder neck is pullccl uprvards & forrvards
c while bladder base is pushed dorvnwards & backvi'ards -* urethral

kink
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incontinence:

I

tr)

Trqe incontinence: urine escapes continuously I no desire (due to
fistula)

Pqradoxicol incontinence ?q urine escapes continuously + desire 4+t'
: Causes:

1- Vcsicovaginal fistula (small, high ol valvular)
2- [Jnilateral ureterovaginal fistula

Fqlse incontinence3 C'hronic retention with overflow e.g. paraplegia
(no sensation)

t cqure of incontinence ofter

- T'he patient fecls the desire to micturate, passcs urine involuntary
bef<rre reaching the W.C. due to detrusor over-activity

Nocturnol enuretir: Bed wetting in neurological or psychological
disorders.

ttrerr incontinence! Mort comm
cBp.
. I)gti lnr.oluntarl' loss of urine with any act that {t intra-abdominal

pressure. that makes a social & hygicnic problern, in the absence of
an_v detrusor activity {stress urinary incontinence (symptom) :
demonstrable LII (sign) --= genuine LII (urodynamic diagnosis))

. Iggltlencc: 309/o (5%, only are symptomatic)

. D^.grecs:
{F Gradc 1: Incontinence with severe stress (coughing).
* Grade 2: Incontinence with moderate stress.
fF Grade 3: Incontinence with nrild stress. (Standing).

a;

if 'I')'pc 1: loss of post urethra-vesical angle.
iF T.vpe 2: loss of post urethra-vesical angle I rotational urethral

desccnt (rnore sevete -+ neecl abdominal approach).

a

lfr 'f rlre stress incontinence: urethral sphincter incompetence.
lF Detrusor over-activity.
{3 Mixed.

a

a

Cqneenll4! as ectopic ureter or
Acquired as fistula

4 Tronsurethrol:
o [Jrelbral sphincter

incompetence
o Dctrusor instability
o Urine retention with overflow



S e Couses
4 ,A.m*rtornic loss of suppor clcscent of ll ladr.ier ncck

i hy'penlobi lc urcthra )
4 : congenital or

clarnage by
= Birth traumzr
- Surgery (impropor surgery on blacldcr neck or spinal cord)
- Postmcnopausal atropiry (lack o{ lr trophic efl'ect)

Historv
4 Stress inconlinence (immccliate loss), fiequency & urgency I I'listory
of thc caLlse

nethroI sphimcter incorn petence?E

4

4

4
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Exominotion

Specific Tests

e"hSg.t-. Ilron chiti s, a sthm a

: Scars, clistcndccl bladrlcr

lfuk: Spina Ilifida
tr]Y: prolapse, tono of 1c:r,a1or ani

(rote ntion over{1orv ).

4 e,oush
' Iil4tidcr is modc.ratclv full & thc patieni is ilr lithotom,r, & ask pt to

corigh,
' If 

=\'.9. -> repeat u'hile thc perineum is clcprcssed by 2 {'ingcrs to
elinrinate thc re tlr:x contraction oI ievator ani.

' If still:ve --, rcpcat in standing position

I{-stres
r t"ept-:at cough te*s1 + 2 fingers inserted into the lateral

vaginal {ornices

' N'X'arqhall 
.l_i cough test-i ,\liis clamp cle','atcs the ant vaginal wall

t If tlecarnc -ve , il is dno to descsr,.l not sphincteric r,,,,cakness.

$-qtry-tr
' 1'ousclf test: ltcducl-ion rvith i,oisellum pushing the cen,ix
' "f essarv tost: (--rcatc the el'[cct c',f surgical rcdurction

' I{ still --ve ., normal & i1'tve ",hicldcn strcss incontincncc.

Ilu trbo-cal'ern0us rcllcx tcst: denotc intact sacral rcgion

? A lubricated cottotr su.ab is insertecl in the Lriethra & paticnt strains
? Normall-v thc changc in swab angle < 30"
? i1-rangos liorn 30-60" ) hyper-r-nobile biaddcr nech.
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Basic tests:
- Midstrearn urine analysis & CliS to erclude cystitis (causes DOA)

- Urinary dairy: fluid chart

- Pad a-hsi test:
o Patient wears a pad for t hr (simple pad test) or 1 day (extended pad

test)
o Reweight the pad to knou, the degree of urine escape

4 assess pressure/volume
changes

4 Radiology:
. Loss of angle, bladder neck descent &

furnneling

' ,rr,uru 
to assess the angle' filling defects'

' U/S & transvaginal sonographv with Echovist: Position of bladder
neck

4 Endoscopv: lJrethroscopy, cystoscopy for any pathology (in SUI the
bladder neck is opened on straining)

4 EMG: to evaluate any muscular or nerve damage. 
i. 19

1- Cvstometrv:
* Normal rcsidual urine (50 ml)

{3 Normal bladder capacitl' &
sensation (1" scnsation at 150 ml
& max at 400 ml)

lF No involuntarv detrusor
contractions

* Urine leak on strain with no f in
detrusor pressure

* Pressurc at rest 5cm H2O

* Voiding pressure 60-70 crnl[2o If
more obstrLlction

)_

*

*

* Static & dynamic (on series
of cough) urethrometry

3- Cvstotrrethro-metrt': Combined simultineous I + 2

4- Ilroflowmetrv:
* Assess occult v<liding problem before surgery

* I\{easuring rate of urinc flow through tho urethra (Normal rate is 25-50
mllsec)

if Patient is asked to urinate rvhile sitting on special chair on revolving
containers
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t Treotment:
4 Pr.qplyactic: Goocl managcrncnt o[]abor & postnatal exercises

c2 lion-surgical:
0 Conservative:

* Indications:
o Mil:d or fdixed 5f (treat l" DOA;

o

o

o

o

I
I
t
i
I
I
I
I
a

I
a
I
I
I
I
I
I
I
a
I
a
I
I
I
a
I
I

o Refugrl gl r_ontroindicoted_Io dp sllreery,.
if Options:

Chonge life style (J weight. stop ^smoking)

Drugs: EIt'f (oral or local) in post mcnopausal fenrales

Vqginal cones: (20- l00g) a set of cones u,ith grailual

inu,rease in weight, insertetl twice daily in vagina lor 15 min.

0 Surgical trcatment:

llltltt!ll.]..M5.".'.l,,,}.:Yj:I::Illrrlrt.ttt!!!lltlll!ll
I . Advontooes:
I r-

a - liasy, can be donc under loca] anesthesia

i - Othcr gvnecological opcrations can be donc as prolapse

! ' grtggss:

= -- Itecurrcnce 50%
I

= 
- Vaginal narrou,ing

i . Proc edure:
- 3 sutures in perivesical & peritrrethral fascia
: Kcnnedr" modification: sutures throughout the whole urethral
length

i . gqmdjqotionl: Illadclcr injury. hcmorrhage. urine rctention

i . Others voginq! tneosures:
v SphincteroPlosty: indicated aftct repeated failures as urethra rvill

bc short & destroyed by, fibrosis

v
o Injection of GAX collagen in submucosal layer ol'the bladder

neck, lcads to incrcased urethral closing pressLlre
o I)isacivantagcs: transient succcss, re-injection usually is needed

It
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Burch & Marshal-Marchetti-Krantz operation:

Advontoges:
- Burch is the gold standard.,960/o Success rate, used in recurrent cases
- Other gynecologic operations can be done as hysterectomy
* Can be done by laparoscopy

Di
- More di cult
- Ostitis pubis (in MMK)
- Enterocele (17%) as the vaginal axis is pushed anteriorly.
- Urine retention if overcorroction

Procedure:
= 3 sutures lrom ant. vaginal wall on bladder neck sides to the

iliopectineal (Cooper's) ligament (in Burch) or to the pubis (in
MMK)

t ComPlicotions: Bladder injury, hemorrhage, urine retention

v Abdomino vooinol: TVT, TOT & Bladder neck suspension

o Advantoqes:
: Simple, rapid, high success rate (90%), used in recurrent cases
- Local anesthesia

. Disodvontoges:
- Difficult, expensive +ls'ti^ *l
- Failure with time, tape erosion
- Abdomino-vaginal, blindprocedure
: Urine retention, bladder injury (avoided by use of cystoscope)

' Procedure:
v a tape is suspended below

urethra, pass it blindly on both sides till it appears from the
anterior abdominal wall, tension is adjusted by pulling the needles
up while straining

? TOT (transobturator tape): the tape is introduced through the

Obturator foramen
? Bladder neck suspension by u needle, pass a

nylon tape from anterior abdominal wall to ant vaginal wall on

both sides of urethra

: Bladder injury, hemorrhage, urine retentiona

2t
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Definition:

4 Lininbibited contractions of the dctrusor nruscle loads to involuntary
loss of urine.

Etioloqv:

4 f)ctrusor instghility: idiopathic & local bladder diseases

4 ): str.okes & parkinsonisnr

Clinicol picture:

4 Stress incontincncc:
- i,arge gush, alter fcw scconds altcr an1, strcss
: at orgasrn (in intrinsic sphinctcr dcliciency, SUI occurs tt

penetration)

4 Irrequency (>6 by day) & nocturia (>2 by night) & urgency.

lnvestiootions:
A Cystometry .rL)l or1

= Systolic contractions on lilling the bladder
- Filling > t 5 cml{2O provocates bladder contraction

4 Normal urcthronrglpy lJs.4-qt-{

4 C.vstoscopy: calculi tumors

4 Urinc analysis for DM & any infcction

Treotment:
4 Changc lifc stylc: J l1uid & cai'feine intake

4 llladdcr drills: se lf training by trying to hold urine for progressively
f times.

4 Drugs:
- Anticholiner:gics (tolterodine)
-'l'ricyclic antidepressant (steprinc)
- Ca Channcl blocker (epilat)
- Muscle relaxants (oxybutinin)
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a glinicol picture:

g Symptoms

t', Incontinence of urine
lF True: incontinence * no desire

* Partial: incontinence * desire (high, small or valvular fistula

Infections: UTI, vulvitis & phosphatic encrustation

Amenorrhea (psycholo gical, Sheehan, pregnancy, pills or the cause)

* Historv of possible cause of fistula

o Signs
..'. General: anemia or uremia

* Abdominal: tender loin, scars ofprevious operations

t Vaslnal: (firtulc ir reen in tim'r porition by Jim's rpeculum)
o InSpection:

- Constant stream of urine

- Red, excoriated vulva with phosphate deposition

- Other trauma as perineal tear

o Palpation & PV:
- Fistula: size, site, number

- Margin: degree of fibrosis

- Mobility: degree of mobility of the vaginal wall

IVP: kidney functions, hydro ureter or nephrosis, Course of ureter

- Procedwe:
The vagina is packed with 3 gauzes. 200 cc of l% methylene blue are

injected in the bladder by sterile rubber catheter, which is then removed. The
patient should walk 10 minutes.

The lowest gatrze is discarded as it is stained during injection.

- lt is the best tesE to diognose fistulo & must be done in
evetv cose.

- Results:
* In vesico-vaginal fistula, the upper or middle gauzes are stained blue.
iF In uretero-vaginal fistula, the upper gauze is soaked with urine.
* If both pieces are dry, incontinence is due to another cause (no fistula).

*
ala

o

o
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o cl+-ls-lll cls+ lr+ a<+ ;

-- For dete ning the site, size, number of the fisfula & relation to the ureter.
-- For detection of associated bladder pathology as cystitis.
-- For exclusion of ureteric fistula in which there is:

{i If a ureteric catheter is passed, it stops at the site of injury.
lft Chromocystoscopy: IV Indigocarmine (4 cc 4o/o)

minutes.
o It is also used for assessment of the ki ey function.

o Metal catheter in bladder * sound in vagina ) click
o Examination under anesthesia

a Treotment
o "it is the most important part of rnanagement"

l< Evacuation of the bladder is essential before the following:
lF Before labor
if Before operations as hysterectomy or CS.

l( Proper mobilization of the bladder during hysterectomy & CS
l1 Injuries during surgery should be repaired & a catheter is left 10-

14 days.
l( After successful repair of vesico-vaginal fistula, delivery by CS

o Active
A-

4 In cases discovered intra : immediate repair
4 Cases discovered later sl lri a^4=";

No operative interve on except after 3-6 months, this is due to:

" Prepare the patient generally & locally
- Resolution of edema, congestion & infection
- The fistula may close spontaneously if small, or shrink in size

B-
* General: Treat anemia, uremia
* Abdominal: UTI ) antibiotics, acidifying agents
lfr Local:

-- : suprapubic cystostomy may be useful in some

CASES.

-,.

o Phosphatic encrustations: dissolve by vit C or scrapping.
o Zinc oxide or Vaseline to avoid irritation of the skin.



C- Orrerations
* Vaginal rcpair (preferred route)

o
. Ihe patient is put in the elevated lithotomy position, general

anesthesia
r { circular incision is done in the vagina around the fistula
. 'l'he vagina is dissected f,rom the bladder& the fistula is excised.
. I'he bladder is closed in 2 layers by intemrpted 3/0 delayed absorbable

sutures e.g. vicryl. Sutures should not pierce the mucosa to avoid
infections :1, methylene injection in the bladder to ensure closure

. The vagina is closecl by inte pted sutures.

o Saucerization ( Sim's operation)
. 'l-he fistula is excised removing a wider part of the vagina >

bladder
. The edges of the bladder & vaginal opening are sutured together.
r It is usually reserved for cases with excessive fibrosis.

o
. 'I'he upper part of thgtragrna is removed.
. 'fhe hole in the bladder closed lst followed by closure of the vagina

lF Abdominal repair:
o Indications: high, inaccessible vaginally or failure of vaginal

repalr.
o Tvpes

. Intraperitoneal, either trans-vesical or extra-vesical.

. Extraperitoneal, either trans-vesical or extra-vesical.
lF Post irradiation listula: bulbo-cavernosus flap is used

* If malignant fistula: anterior exentration

i :: : ir:gi:ilkTriii*:ri*eierrilis-;rpi*ii:i*s::H ;

* Catheter care:
o Observe /2hours for amount, color & reaction to urine:
o No urine passes through the catheter for 2 hrs cither:

. Blockage of catheter (by blood clot or phosphate deposits) is
managed by gentle injection of saline or replacement of
catheter

. Anuria
o Silver nitrate l%o is injected through the catheter
o The catheter is removed after 10-14 days & urination every 2 hours

by day & 4 hours by night to avoid distension.
* Vagianl pack for one day, Antibiotics, fluid at least 3 Lld
* Coitus is avoided for 2m & no pregnancy for 2y "delivery by USCS"
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I Causes of recurrent fistula "Causes of failure of the operation"

4 Pre-operative causes:

o Infection or friability of the tissue if 3-6 months are not awaited.
4 Intra-operative causes:

o Fauliy surgical technique e.g. tension on the suture line.
o Bad choice of the operation.
r Improper suture material (the best is polyglycolic acid = Vicryl)

4 Post-operative causes:
. . Blockage of the catheter

r Post-operative infection'or hematorna.

Treatment: it is done 3-6 months after the first repair

o If failed voginol repoir, obdominal repoir is tried.

o If repeated failure, colPocliesis (closure of the vagina) after menopause.

r Uretrocolic implantotion (ureter implanted into sigmoid colon),
* Disadvantages: ascending infection, stricture, hypercholaermic

acidosis
o Ileol conduit: ureter implanted into loop of ileum then to skin

Cause: As vesico vaginal fistula (commonest after hysterectomy)

Clinical picture:

4 Signs: -ve methylene blue with soaking of the gauzes

Investigations:
4 Cvstoscopv & indigo carmine: efflux only f,rom healthy side
4 Ureteric catheterization ...blocked pathway
C ryP ...unilateral hydroureter +hydronephrosis

Treatment:
C Ureteric repair: end to end.anastomosis, end to side anastomosis,

Reimplantation
ctr [f short ureter: replace the defect by ilea] loop or rolled up flap of the bladder

d If hieh fistula: Ureterocloic implantation
c1 Nephrectomy if the kidney is infected with impaired function

a

I

a

a









>\t!it
N
N
Llll
tl
i\r
N
xl
N
\rittl
N
[rt:
li'irt
\..ii
N
Nt\
\iNtissil
tdll\!
ti
\r\t
>l
xl
N
:r
Lt\tlt
:.f
N\l
xlil
riitit
xi
i.lii
xl!!
t\f
l"l
\t
til
xl\l
xl|l\l\l
N
[1ir
xl
[rl:
\:tI\t

Operative: 3-6 months after delivery

s Lower t/32
* Large with deficient perineum (Lawsaon Tait operation)

1- Transform fistula into complete perineal tear
2- Cornplete steps as usual

* Small with adcquate perineum (Vernon-David operation)
1- Circular incision around fistula
2- F-istula tract is dissected & inverted into the rectum
3- Close in layers; rectum & vaginal wall

v Middle 1/3: Dedoublement

? UPPer t/3: abdominal repair t colostomy, close colostomy after 2 m

v Voginot vor:lt: Latzko repair

:"""""": V Malignanc)/: exentration * colostomy 
!

:....:....1.:::.9.irji:.r.:.1y.19.:::.:y.?11?.'.y;1.1........".....i

Post operative care
. NPO for 48 h then low residue diet for 3 days, paraffin oil on 5ft day

. Oral & systemic antibiotics (metronidazole).

. Avoid enema, intercourse for 2 m & pregnancy for 2 years.

. Vaginal delivery may be allowed in some cases with generous

episiotomy.

4 The disease usually in the bowel (TB or malignancy or diverticulitis)

a Svmptoms: Feculent discharge

a Treatment: I{ysterectomy + bowel resection

4 Usually with tuberculous pyosalpinx

4 Symptoms: feculent discharge is unusual due to tubal obstruetion.

4 Treatment: rarely needs Treatment

4 f)ue to unhealed perineal tear

4 Usually asymptomatic & needs no treatment.

29
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o The growth then, becomes estrogen dependent
o It usually starts as a pure myoma
o Then more fibrous tissues are deposited ) Firm consistency
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t Patholoev (MAC: 45 BNC3 & MIC):
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ao Uterin e 99oh:

*' Corporeal (95o/o)z Intramural 600lo, subserous 20%o or sub mucous l5o/o ,
o All fibroids start as interstitial then grow either

-- Towards the peritoneal cavity (subserous & pedunculated
subserous). Rarelv it attaches to a nearby structure & takes its
blood from it ) parasitic fibroid

- Or into uterine cavity ) submucous & pedunculated
submucous. Rarelv, it protrudes from cervix & vulva to
outside ) polyp

o fhe nearer to thc uterine cavity, the more symptoms regardless
its size

Cervical @Vo):
o Starts & remains in the wall ) pressure (post, ant, lat) or
o Bulgcs to cervical canal (barrel shaped) or through ectocervix )

polyp
o Grows faster > corporeal fibroid & presents with pressure

Size: may be microscopic (seedling ) recurrence) or huge size (over 10 kg)

4

symptoms.

4 ShoPe: spherical, becomes flattened if compressed by surrounding organs

4 Cut section:
- Whorly eLol3l in appearance (interlacing fibrous & muscle tissues)
- Paler than the surrounding (relatively poor blood supply)

Consistency:
- More firm than surrounding myometrium.
- Soft: in pregnancy, cystic changes, vascular, inflammatory
: Very soft (brain like) in malignant change
- Hard in calcification (womb stone).

CoPsule: the capsule is formed of 3 layers # qt-t

- Outer: compressed normal muscles, it is false capsule .1s,. 3Jl o.l $ ctl ,f l-,r a#

-- Intermediate layer: CT, blood vessels ramify in it
-- Inner layer: outer layer of the tumor

4 Number: solitary or multiple (may be hundreds)

4 Blood supply: either through
: The capsule (center is the least vascular) or
- The pedicle (the tip is the least vascular)
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Vascular changes:

A. Torsion:
o Occurs in medium pedunculated subserous fibroids (with no adhesions).

o Predisposed by trauma, sudden change in posture or pregnancy

o Maintained by lashing Gl+-f effect of vascular pulsations

o C/P:

- Acute torsion: acute abdomen ) vomiting & collapse

- Gradual torsion: parasitic fibroid

Telongiectosio: dilatation of blood vessels in pregnancy

malignant change. If rupture ) intra-peritoneal hemorrhage.

Lymphongiectosio: dilatation in lymphatics in menopause.

rupture ) intraperitoneal lymph (& dense adhesions).

2-
* Ways of infection:

Trauma to submucous fibroid e.g. D&C
Near bv inflammation e.g. appendicitis
Blood borne )leads to abscess formation

3- Degenerations: common near menopause * loss of whorly appearance

tk Hyaline degeneration

o Commonest 2ry changeo ) dull achi4g pain

o It starts around menopause & occurs in center.

o Homogenous waxy material replaces the center * loss of whorly
appearance.

* Myxomatous (pseudomyxomatous) change:

o Near menopause

o Occurs in the center of myoma

o Gelatinous mucoid material replaces the central part

* Pseudo cystic degeneration
o Follows the hyaline or myxomatous degeneration.

o The central part liquefies (very soft tumor resembles gravid uterus)

* Fatty changes

o Occurs at menopause.

o Start at the periphery (precipitation of
vessels)--, yellow & soft fibroid

the blood
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*' Calcification
o Follows fatty changes.
o It becomes hard
o Radio opaque

* Atrophy:
o After menopause, never complete.
o Absent @ in calcification, FIRT or malignancy

* Red dcgcneration (necrobiosis): cJeod (centrol) 6r living ports (peripherol).
o Common in midtrimester of pregnancy or high dose MPA
o t Vascularity +" hypercoagulable state ) venous obstruction &
hemorrhage into the fibroid ) the tumor enlarges & becornes red.

o C/O severe pain, tenderness, vomiting, fever (absorption of I-Ib).

o Treatment:
- Bed rest, fluids, antibiotics
- Pain killers, analgesics (anti PG), antipyretics, steroids
- Surgery if failed medical treatment ) remove only affected one

4-
* The association of endometrial carcinoma ) sarcoma

*' Symptoms
1- Rapid growth or Rapid recurrence after removal.
2- Postmenopausal growth or bleeding
3- Presence ofpain & cachexia.

* Signs:
o General: Cachexia, tenderness, I-N metastasis
o Local: Fixation, Rapid growth.

*' Investigations:
o During laparotomy

' Infiltration of the capsule.

' Very vascular, yellowish, soft (brain like)
' Flemorrhage, infarction, necrosis & degeneration.

o Biopsy: Mitotic figures >l0ll0 HPII

4 Microscopic picture :

- Interlacing muscle & fibrous tissues in concentric manner
- Mitotic figures less than 5 /HPF-
: Stained with Van Geison stain: muscle (yellow or green), fibrous

tissue (pink)

JJ
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Symptoms:
Most irnportont fqctor is the site not size@

most common presentationo, especially if small or subserous

Bleeding: Most common ) easy fatigability, dyspnea, palpitation,

1. Menorrhagiao.r-l-9 nai
a. t Size & vascularity peivic congestion),
b. Underlying hormonal imbalance, associated endometrial hyperplasia

c. Surface ulceration from a submucous fibroid
d. Interstitial: acts as foreign body prevents full contraction to J blood

Loss
2. Metrorrhagia (ulcerated polyp, Endometrial CA, sarcomatus changes)

3. Polymenorrhea (ovarian congestion),
4. Contact bleeding (cervical polyps)
5. Postmenopausal (suspect malignancy especially endometrial carcinoma)

6. Amenorrhea is never a feature ) suspect pregnancy.

Poin

- Acute abdomen ) in red degeneration, inflammations malignancy or
torsion

- Congestive dysmenorrhea,
- Spasmodic dysmenorrhea as fibroid stimulates uterine contraction.

Dischorge:
- Leucorrhea due to pelvic congestion ) increase cervical mucous,
- Mucopurulent (infection) & Bloody in malignancy

Pressure symptoms (4 D):
- Bladder: frequency
- Urethra: dysuria, retention
- Ureters: displaced, rarely obstructed
- Pelvic veins: edema, varicosities
- Abdominal viscera: dyspepsia, dyspnea, palpitation if large
- Pelvic nerves are only affected in sarcoma

Moss: Either abdominal (in large fibroid) or vaginal polyp.

Inf ertility:
* Anatomical defects: tube ) submucus obstructs the ostia or subserous stretching

the tube, prevent implantation, cervical fibroid obstructs the canal.

- Functional defects: hormonal imbalance or associated endomekiosis.

4 Recurrent obortion: submucus ) space occupying lesion (before

myomectomy 40Yo & 20% after myomectomy)

4
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a Sisns:
d ()eneral:

- Most common: Anemia due to bleeding
- Vcry rare: Polycythemia due to pressure on renal veins or

ERYTHROPOIBTIN production by the tumor.
- Vcry rarc: Ilypoglycemia due to f insulin release by pancreatic

pressure (large fibroid)

d Abdominal cxamination:
If largc ) pelviabdorninal mass which is usually firm, mobile,
not tender
On percussion: dull
Auscultation: uterine souffle may be heard

4 PV:
- Mobile with movement of CX, not tender, firm f.-!l ct.o C! *s-olts o*t.,aYl+

- Uterus: symmetrically or asymmetrically enlarged
- Cervical tumors or polyps
- Spcculum: may see a fibroid polyp protruding from cervix

a D.Db.
i.

1. Normal pregnancy.
2. Vesicular mole.
3. I'Iematometra, hematocolpos & pyometra.
4. Ovarian cyst or tumor.
5. Hydrosalpinx, encysted TII peritonitis.
6. Broad ligamentary cyst.
7. Full bladder, retroperitoneal tumors.

ii. Submucous or single fundal interstitial fibroid from causes of
symmetrically cnlarged uterus:
1. Pregnancy, subinvolution
2. Metropathia hemorrhagica
3. Diffuse adenomyosis
4. Pyometra & hematometra
5. Malignant tumors

iii. Small subserous fibroid: from a mass in Douglas pouch JAjYlcrg dljt*
1. Retroverted uterus (commonest).
2. Flydro or pyosalpinx
3. Ovarian swelling (e.g dermoid cyst)
4. Pelvic hematocele or abscess
5. Encysted TB peritonitis, Endometriosis.
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tv.

cervix
1. Cervical or corporeal polypi
2. Inversion of the uterus

3. Inevitable & incomplete abortion.

v.
1. Cyst or hematoma
2. Parametritis
3. I{ydro or pyosalpinx.

vi.

vii. Acute abdomen

viii. Causes of anemia

a Investigations:
tr) For diagnosis

. Rodiology:
- U/S: accurate, noninvasive, for site, size, number & associated pregnancy.

- X-rav (calcification), HSG (for filling defects), CT and MRI.
. Endoscopy: Laparoscopy, hysteroscopy.

4 For complications:
. I{SG or HYCOSY (Sonohysterographv): for tubal patency &

medico legal
. D&C for associated end. hyperplasia (esp. in postmenopausal

bleeding).

d Preoperative investigations:

' CBC, RFT, LFT and chest X-ray.
. IVP ) Cx or broad ligamentary fibroid.

a Complicationsb.:
4 Pathological (secondary) changes (mention)

4 Pregnancy complications (abortions or preterm labor).

4 Prolapse & chronic inversion.

4 Pressure manifestations (4D'S).
4 2 Common complicqtionr: Infertility l/3 cases, anemia.

4 2 Rqre complicctionr:
o Pseudo-Meig's syndrome in large subserous fibroids,
o Polycythemia & hypertension due to erythropoietin.
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l)

2)

Treatment
According to:

-. Ag", parity and if desire pregnancy

- Site --- size- .- number of fibroid or malignant changes.
.= Patient refusing or unfit for surgery.

-- Associated pregnancy

No treatment: asymptomatic, small (< 5 cm) & perimenopause (follow
up/ 6m).

Medical treatmcnt
* Vitamins, minerals & correct anemia.
* GnRH for 3 m (not for long time for fear of osteoporosis) J size by

s0%.
* Antiestrogcns, danazol & progestins (recently f fibroid size o).

o Indications:
- If the patient refuse surgery or unfit.
- If young age or near menopause with mild symptoms & signs

- Preoperative preparation
* In pregnancy: red degenerations (antipyretics, analgesics & anti-

emetics).

3) Surgical treatment:
rt--. ilC Indicationsotcattons:

ln symptomatic cases or uterine size> 12 weeks.

Infertility
Multiple huge fibroids or suspected malignancy.

lF 'l'vpc of surgerv:
* Conscrvative: Myomectomy (prepare blood & consent hysterectomy)

o Young patients
o Who desire pregnancy tubes should be patent known by I'ISG

o Small number of fibroids
o Rarely if medical ttt of red degeneration fails

* Radical: Hysterectomy (most common operation performed)
o Old (40 years), completed her family or sterility
o Large number, broad ligamentary or cervical or malignant change

o Recurrence after myomectomy or uncontrollable intraoperative hge

o Ilasier than myomectomy
o Less blood loss & less mortality &morbidity

L * CS hystcrectomy in old patients with multiple fibroids
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i1
./* Preoperative: 7

Dao* raanofrrr al fanf) Tf f^. 2rm ^rannarofirra ltzo Post menstrual- GnRI-I for 3m DreoDerative , y vsovLrrsrrL , A

o Methergrne O.25 mg lM, A
bed.

* Least possible incisions.
* Plication of the round ligaments
* Corticosteroids, dextrose, ringer
>k Avoid posterior wall incision

transcavitary but if difficult ) di
* Perfect hemostasis

Complication of mvomectomv:
1. Persistence of symptoms e.g. ble

recurrence, underlying hormonal i
2. Recurrence: 10-157o within 10ys (mi
3. Intra operative bleeding.
4. Intrauterine (Asherman's syndrome

5. Rupture in next pregnancy.

*' Conditions that need hysterectomy
* Inadvisable in patients who doesn'

Tvpes of Mvomectomv:
*' Abdominal approach (convention
*' Vaginal: if fibroid polyp < 8 week
* Laparoscopy: if small subserous
*' Hysteroscopy: if small submucous (< than 5 cm)
* D & C polypectomy: if submucous polyp
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4 New lincs:
.. Mvolysis: thermal or cryo-cautery via laparoscopy

o Disadvantages: extensive adhesions, rupture uterus in next
pregnancy

. Anti erowth factors.
. : via fluoroscopic

directed angiography, injection of gelfoam (polyvinyl alcohol)
) so'1" decrease in size
o Disadvantages: bladder necrosis & fistula

il ll t- malrgnancres Il '4

[ ll : via fluoroscopic ll 'ri

l: ll dlrected angrography, rnJectlon ot gelloam (polyvrnyl alconol) ll A
t*i ll ) <noz .lonrpqce in cize Il t)

it ,/1
ft 7/4|l7y'
!1 :51j- 5;.:-rq4t---:t- 4l; f0idr;rWJ ii

$lll1/,.'@-.''.-.:'.}:::1.::::I."::i]l"jI^,^1i]:pi:"^:::l1'+^,i'd-l..^.,+lla
H Il 

o 
;##irages: 

exlensrve aonesrons, ruplure ulerus rn nexl 
;; 7/,

H ll Anti erowth factors. ll '4

Z1
21

il Il ^' ';,:'-:::::::::'. ",li^",,^_ 
-^^_^^:- p. f:-r..r^ ll a

f,\ Il Q IrID4tl v 4lrtdrf;,EDr ul4uuul IIUUI uJlJ (x" IlDLtll6L !l 7.,1

71
a/li A [ncidcncc: l/100 to ll2OO but onlvli A [ncidcncc: l/100 to ll2OO but only l/800 is symptomatic Agt:JJ'll

S l rr'.. , l'trr ---:-t ^ 7lii 6 Efl'ect of'fibrqld on rrtegnanet:
ri

7/
71

$l la
"f-rb.)4 Incarcerated RVF gravid
utcrus

engagement.
Premature labor.
A nrrfa qhrlnrnpn. fnrcinn reAt-)

i: ll "f t,ihd Il ".""r""-r"-nf- ll2
f:ll a lncarccrated RVF qravid I a Premature labor. ll'J
D! lt ll 

- 

lt a

il ll utcruS ll d Anrrfa qhrlnrnpn. fnrcinn reA ll Tiirll I i1
.tl 7/
r'r a.tt 71

ilo 'd

iX nertia. 7
i: 4 2nd stage J obstruction if cervical, impacted or Malpresentations. ii
I; 4 3rd stage -> Retained placenta {implanted on fibroid (accrete) or l1l

|r71
t! //1
Lt 

n ^rrarnor"irrrn 
i1!': 0 E1'fect oru.Lpertum 71

:," z/ii 4 45, Inversion of uterus. 
e
;1

vascularity &. degeneration (Red I
l1

e in sub serous fibroid. A
umatized or extruded. 

'r1
4
7,/

,1
,d

rest, antipyretics, analgesics, flo ii
7,1

om subserous fibroid. i1

edical treatment (rare) A71

39 7-1
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aginal delivery.
Myomectomy unless if pedunculated

n hysterectomy.
e done except after 6 months.

my done after 3-6 m, myomas will be

sr! j-'-.:ff::;_ -r::_:-::=:j:l-_-_..i:"-

ii

usually single
$ (esp acute urinary retention)

!r disturbances (norrnal corpus)

ll 4 Signs: barreled cx, long cx canal (known by sound) * normal corpus
cx
t in HSG uterine cavity is normal
t of uterine artery & ureters
r if pt is young devascularization may be
for 3 months.

bleeding, pain, polyps & inversion

hysteroscopy
een (Speculum) & its origin known by

myomectomy (polypectomy +D&C) or

in broad lig : very rare or
of cx or body =- more common
splacement of ureters
rarely myomectomy

veins due to direct spread or arise from
metastasis (lung)

l{ fibroids are found on
N
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I a Ucllnltlon: Proliferation of the endometrium vessels & z1
\! 71

effect of unopposed estrogen \ '1ou 7/
ll 7;

t'! ' Age: any age but more at 50 Y "i
.e inducer ) f Catabolism of Eshogen '1

sia & adenocarcinoma in breast. sall ii
dometrium, hereditary nonpolypJsis ii

74
7,1

ii I Svmptoms 'i
i1 Zt

llowed Dy prolonged painless vaginal 
i1
7A

7
t1

$ | duterus i1
r'{rta
\l

l (diagnostic), jet irrigation suction
)psy, hysteroscopic guided biopsy,

u
ii ' TVUS: increased thickness > 5 mm in postmenopausal female Uil71

il a Patholosr,: ,ii.! 1a r a{Luurul:\'. 71

)rf 71

fi 74L\
tr4ii'e ij

$ nds size ,i
i: o Normal epithelial /stromal ratio
\t

,i
retions. Malignant potentiality is 3ol, ,1

ii
Z/

ark nucleus, thick irregular nuclear ,i
eoli +' little cytoplasm)i. Malisnant ii

i1

ii
74

, 20Yo coexrsting carcinoma & 50% ii
n
71

il i1ir 4t ,iN
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il _6_ Treatment:
rI

71
7t
71

f:q 4 Young: ,isr 71

il . Simple hypcrplasia:
I] o Progestins (as mirena or
r!
ll o Induction of ovulation

il pregnancy).
ir
if . Complex or atypical hypcr

tt
7/l
7i

!l[! 7/1

L! Z1
Lr 71
fr 7i

$ 6 Causes: malignant tumor of the ,i|r.1II
il a Incidcnce: lst most common 75
II
|l!

i: a llisk factors
t:
N 4 Ase: 60 years (postmenopausa
>'t

$ 4 Smoking: J tirk, as it's an enz'mre
It
t!
:': a Past historv: * ve
|'!

LI
Nry
LI
tr
l1+
\l[: f endometrial carcinoma, but
N71
il Progesterone
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N {3 Lower 713 as Cancer Cx

N * Middle ll3 to internal iliac LN

4
a/
.A
71
7,/

|\\\tii
>t\\\i

'* Upper 1/3 para-aortic LN
lF fhe cornu: inguinal LN along the round ligament
* Sub-mucosal lymphatic to vagina

* Through pampinilbrm plexus to reach the ovaries
*t Through paravertebral plexus to reach the brain (rare)
* Through pudendal plexus ) vagina fiunction of lower

upper 415)
* Systemic veins to LI.BBKA

t/5
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A: limited to endometrium
ll: < 50% of myometriunr
C: > 50o/o of myometrium

endocervical glands

cervical stroma

A

tr

serosa, tube & ovary ( tve peritoneal c1,tology)

Vagina
pelvic lyrnph nodes involvement

A
B

C

A:_ Bladder & Itectum
B: Distant spread

irnrl t+' riN ---, A
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* General:

Obesity (cachexia is rare), anemia, DM, FITN
Jaundice, Pleural effusion, uremia, lymph nodes
(Wirchow)

, Abdominal:
. Enlarged nodular liver, ascites

No pelviabdominal masses except if fibroid or pyometra are present
o PV: masses, fistula, blood (small uterus except if pyometra, or associated fibroid)
, PR: for rectum, parametrial infilteration & utero-sacral ligament

involvement.

&

' To screcn:
TV U/S (endometrial thickness > 5mm)

Progesterone challenge test: 100 mg progestin IM
;k if withdrawal bleeding occurs there is hyperestrogenism with f risk of ,i

carcrnoma so D&C is indicated & give her progesterone to oppose E

'v -ve withdrawal: endogenous Il is low,low risk & repeat the test yearly
o To diagnose D&C
l- Fractional curettage (best) "Failure rate lUo/ot'z

;k Curette the cervix first then the walls of uterus * fundus (2 or 6 biopsies)
;! Done with caution to avoid perforation of the soft uterus.
lV Differentiate endometrial from cervical carcinoma by Periodic

acid Schiff test
2- Hvsteroscopic quided biopsv.
3- Suction biopsv "Failure rate 10 -20"/o"

4- n 3'failurc rate 10 .20o/o"
it' Use plastic cannula ) inject l-2ml of saline
*' Collect the washed out tissues & cells for pathology

5-
;l Done without anesthesia, outpatient procedure

t____ ;k Satisfactory results with less liability for perforation ____l

. Investigations of preoperativepreparation:
. Hbo , Liver & kidney function tests
. urine analysis, fasting blood sugar, ECG, chest x-ray

' For staging & follow up:
d Radiologv: IVP, barium enema, U/S,

lymphangiography
CT, bone scan,

+ Endoscopy: cystoscopy, proctoscopy, sigmoidoscopy
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@ l)"D
4 Symmetrically enlarged uterust/ Perimenopausal & postmenopausal bleeding

A Treatment

' Prophylactic :

1. Screening for uterine malignancy ) TVIJS with early
hyperplasia

2'Do not use unopposed estrogen
3' I A C must be done for any postmenopausal bleeding

' Active treatmcnt:
l- Generol: hospitalization, bed rest, analgesics, sedation,

anemia

2- SPecific:
d Stoge l: TAH + BSO (the commonest stage)

:l::i;,
l:!tl

o
* Postoperative radiation: only in high risk groups if

i. nnlC: tumor infiltrates >ll2 myometrium & LN
involvement.

tt.MIC: Grade II or III, papillary or clear (serous) cell
carcinoma

* Results of radiotherapy alone are less than surgery
'iY Uterine & yag. vault (radium/cesium) + ext. irradiation

5000cGy

+

- Wertheim operation f morbidity & Mortality (DM, HTN & obese)

+ Stoge lll:
'" Radiotherapv ( internal & external) t (TAII + BSO)
- Uterus & vagrna are packed with radium or cesium * external

irradiation

- Palliative hormonal: 80o/o are E dependent: Depoprovera
300mg/d for 3m

'- Palliative chemotherapv platinum or taxol & palliative
radiotherapv
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3- Polliotiv€: chemo/radio/surgery,treatment of pain, bleeding & fistulas
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;k

;k

- Pelviabdominal mass (grows faster. softer, more fleshy than

fibroids),
- Ble'ding, pain, pressure mani,.ostatron

tpreqd: mainly by blood, direct, lymphatic & implantation
Diqgnorir depends on No of mitotic figures, >10/10HPF )
malignancy

Prognorir: poor 2YSR ) 50 (0% will reach 5years) especially
infiltrative type (better with circumscribed, pedunculated & those

a benisn fibroids)

$ li l;,,'j,lt_l"minal 
mass (grows faster, softer, more fleshy than 

I n

|I ll ,t )preqq: marnly by Dlood, olrect, lymphatlc dg lmptantatlon I a
ll 'o Oiogrotit depends on No of mitotic figures, >10/10HPF ) | ,1

Il *ulisna,cy ll il
$ li - ff:':ffi]: poor 2YSR ) s0 (0% will reach 5years) especially I Z

$ Il 
t"nltrative tT:-j:::t:1.:it,'ircumscribed' pedunculated & those 

| '/,

li* I abenrsntrbrords) I '1lr 71

N 71t

f,t 71

[! 2t
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line for 6m A

from TAH to radical surgery + IISO
FIRT is used.
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ar il ! \,ir. lr|lt:. llyputpraSla (rr il c' 
- l :,

S ll .rd*"rvical mrcosa due to ll o Cause: pafl of adenomatous ll 4

Nll .
$ ll gllid:.* loose cr stroma ll 

tr{'jrterirrrZed (multiple) 
I Z

N ll :rii::r#l"l*';'111::,: ll o procentor porvp, lA

^ llrr^^rre ^^l.r^o

\-aausu. lryPsrPrasr4 ur
endocervical mucosa due to
chronic cervicitis

o *t^^: simple, soft, small
sh red

.. Glands 'l loose CT stroma
-- Epithelium is tall columnar *

goblet cells (mucus
secreting), in multiple
hyperplasic layers

o Inf lommatory polyps:
Bilharizial polyp: granulation
tissue. inflammatory reaction
around ova +l- bllhariziasis of
vagina &vulva ) red, granular

: rare, usual
cer, it produces

malignant poly

- . ibroid polyp,
o Molignant polyp

Carcinoma, sarcoma (sarcoma
botryoids, carcinosarcoma

^ AAo-^na*^rra .

Cause: part of adenomatous
hyperplasia

Twnos'
(localized),:.: adenoma

-. rr$nefnrrzed (multiple)

o Plocentol polyp:
Ilemnants of incornplete
abortion, parts of chorionic villi
surrounded by inflarnmation )
adherent to uterine wall
svmptoms: occllr after recent
TOP

DD choriocarcinoma

9 trihnair{ nrtlrrn

o
Inoma:
noma & chorioc

sarcoma 19lo: sarcomatus change
in fibroid polyp, end. stromal
sarcoma
Mixed mcsodcrmal tumor;
carcinosarcoma

N ll :I:^":'^^--.'^'*,^ uw '" ll l#.lo"i ^ ll 'AN fl chronic ccrvicitis il nyptrplasla ll 2
st ll . o'^^: simple. soft. small ll o Twnos' ll 'd,

$ ll u.ornd ova_ +l- 
_bithariziasis of ll . DD choriocarcinoma li'l

X' fl "ugina 
&vulva ) red, granular ll 

" 
trihn^i; n^l,n ll V

: rare, usual
cer, it produces o

malignant poly inoma:

ibnoid notvn noma & chorioc
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i:6 iix
il v Asymptornatic
!\J

il v Bleeding: Irregular, meno/metrorrhagia, peri/postmenopausal, ,i
!l a,l

[l contact bleeding e
li v Poin: colicky lower abdominal pain (uterus trying to expel it) ,i
N7l

il t Dischorge: '1

[ 
-';;corrhea 

due to pelvic congestion A
il_7iir z./
L'l 71

iI d lt or seen by speculum ii
N74
f'l ?1

i..t ' Z
fi 71
fi-71
L\ 7/
;t 7t

il l. Sound & pass it around the 
71

l:it f it passes around ) corporeal 'A

ll f not ) cervical A
|t^71
il I' FIys scopy 7il 3 usc ii
li 4. Pelvic IllS (less important) '4
)t 7l

il - Biopsv to exclude carcinoma ,1
Lr 7/1

\! 74

Il a (lomplications: ii
il 7.,11

N - lnfecti on 2ry to trauma & ulc rtion, 7
[l - Malignancy (rare), squamous
;t
N a Treatmcnt:
\!
ll . toex
L!N . rtzattN

is as tumor slips away (better do i1
omy forceps), but it is important to 
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S - Keplacement oF normal cervical cells by cells with malignant criteria

iio but without invasion of basement mcmbranes

morphism)

& J Nuclear / Cytoplasmic ratio
res

gular nuclear membrane

es, t carcinogens in cervical mucus, J

-l've

o cervical trauma at labor
to infections or irritation by smegma)).

e <18

rs: transmission of sexually transmitted

(smegma may be oncogenic).

11 are related to condyloma accuminata
nity, or associated sexually transmitted

ce (less in Moslems & Jewish: genetic,

nction ('lZ) ) 90%

N III there rnay be superficial ulcers

ological atypia
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4 lndicotions:
o Routine scrccning: slarting at 1[3 ycar old & once sexual activity

starts.
o F'or low risk: every 3 ycars
o [-or high risk: every 1 year

l. Multiple partners, I'IPV- IIIV, Smoking
2. Subtotal hystcrectomy due to benign lesions

. AftcrCIN: every2m) 2 years, Every3m ) 3 yearsthenevery I year
r Infection: candida, trichomonas, Gardnerella vaginalis,

chlamydia, IISV, IIPV
o llormonal rrattern & ovulation

4 Procedure:
o Precautions:

o Patient: not mcnstruating & no douching or intcrcourse
for 24 hours.

. Doctor: [Jse vaginal speculum with no lr.rbricants + no PV.
o Col-Lection by Ayer's spatula (r,vood) or Ilolon (plastic)

. By cerwical end: rotate 3600 at the external os,

Endocervix cells
. By waginal end: scrap the lateral vaginal wall.
. use brush cytology: to take cells from the endocervix.

^ Gnra=A ^- oli.lo .Fivatsian hrrQ5o/^ qlnnhn.l Rr cr-inar{ hw

rr ,vr...-l ) repeat after 6 month
2 If sfill rfvniecl -) eolnnsconv & co.lnosconic direclerl bionsv ( CDB)-

1- Simple, cheap, noninvasive
2- Accurate (98%)
3- Early diagnosis
4- Office procedure (no anesthcsia)

4 False *ve: previous surgery, IIPV &
immature metaplasia.

4 Iralsc -ve: infections, high SCJ,
pool technique or cytologist 

"'"- *l
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ii o Donc in case of abnormal PAP smear or suspicious cervix
[i i. Shows abnormal epithelium
si

il 2. Abnonnal vasculal'pattcnl (punctrato, spaghctti, conla shaped or mosaic)

lI 3. Paint with acetic acid 3"A, abnormal arcas ) acetowhitc

$ 4. Paint r,,,ith Schiller or I-ugol's iodine:
tl

g cpitbelium stains brown
N) ) yellow Lrnslained (no glycogen).

72

il a. Diagnostic & therapeutic

il b. iVe PAP ve Colposcopy

il c. lJnsatisfactory colposcopy: (

i: junction)
N" d. l-Ve endocervioal curettage
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4

4 .freatment of risk factors.

4 3l LA;ari :

o Local destruction: cryo, cautery, Laser ) 95%o cure
. Conization: Complications: FIge, infection, stenosis and patulous os

n Micro-Conization:
-. Large loop excision of transformation zone (LLBTZ) or (LEEP)
.. Destroy epithelium to a depth at least 5mm

I - Young patient, not completed her family
Il- Expert colposcopist
III- Lesion is exactly demarcated & not extending in cervical canal

IV- Strict follow up by cytology & colposcopy

r Total hysterectomv
- Lowest recurrence rate < lVo
-- Indications:

a. Associated pathology as fibroid
b. If the patient is old or complete her family.
c. No safety margin with Conization

o PAP smearl2m for 2years, every 3m ) 3 years then every I year
. Colposcopyl 6m for 2 years, then every I year

Investigations: as non pregnant but cone biopsy is better avoided.

f rcatment:
- Continue pregnancy then VD followed by treatment or
.' CS hysterectorny if completed her family



vi

: B. I{igher incidcncc of local recurrencc compared to SCC, :a--of)l
l_l: so some do extrafascial hysterectomy with irradiation due :
.JJ'

I to large size :
lrrrrrartrrlrrlrrrrrrrrrrrrrrrrrrrlrtrrttrttatarrtarlrrtrrtrrrrrrtaaaa'
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o Dirqst:
- Upwarcls & downwards: body of uterus & vagina
- Anterior & posterior: bladder & rectum (edema. ulcer, hge & fistula)
- Laterally: ureters, parametrium (dangerous & commonest cause of death)

a

- tr st relay: paracervical, internal iliac, ext. iliac, presacral &
obturator LN

- znd relay: comfilon iliac (2"d relay)
-.- 3"r relay: para-aortic ) poor prognosis ) palliative treatment.

o lung, liver, bone, brain, kidney & adrenal.

o Implantation on the vaginal vault.

* Methods of staging:
. PV , PR, recto-vaginal exarnination
. EUA (antibiotics are given before, for 5 d to treat associated

parametritis)
o X-ray GVP , Barium enema), cystoscopy & proctosigmoidoscopy

4 I a: microinvasivc Carcinoma:
- (minimal microinvasive) tumor is <

3 mm below the basement membrane

- la?:. tumor depth <5 mm & width
<7mm (no lymphatic or vascnlar
involvement or confluence of tumor
masses)

4 Ib: Ibl the tumor is < 4 cm

Ib2 the tumor is > 4cm

4 IIa: reaching upper
213 of vagina

4 IIb: reaching the
parametrium but not
reaching the bone

4 Lower ll3 of vagina

4 IIIb: a ction of pelvic bone, ureter &
kidney (hydronephrosis/functionless
kidney)

IV(a): a ction of
bladder & rectum

IV(b): distant spread

o l: 90oh (LN affection 20oh\,
o (LN affection 607o),

DASH LM
Causes of death:
o Uremia: commonest cause (50%) due to bilateral ureteric affection
o Cachexia, infection, hge or metastasis or complications of treatment.

o II 509/o (LN affection 40o/o),

o (LN alfection 80%)
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(accidenlal ly discovered)

is contact, peri or post menopausal

endometrium).

rve or bone)

r: Dysuria
: Dyschasia
: loin pain

itis

ulent or Muco-sanguinous
mptoms: pain, bleeding & fistula

, uremia, jaundice, fever & metastases

d nodular liver, lymph nodes & tender

ed ulcers, fistulae & barrel shaped cervix

, parametrium & uterosacral ligaments

poscopy &.oll &'aiilL ff+xl

y - 4 quadrant biopsy - ring biopsy

iopsy - cone biopsy (conization)

, LEEP)

YI

, CT, MRI & Bone scan

hesia

der, Biopsy & P/R

mphatic obstruction (is not IVa lr+ 4.o{- )
a (stage IVa)

Ns
56
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4 Causes of contact bleeding (bleeding lbllowing PV, coitus,
douching)
A"
B.
C. Cx. polvpi (especiallv mucous polvps & fibroid polvps)

4 Ulcers of the ccrvix:
A. Chancre rounded ulcer with punched out sharp edges rve test for

syphiiis
B. multiple, dirty irregular shallow floor, *ve

bllharizial tests.
C. single or multiple, undermined edge, yellow floor
D. multiple, small, grayish, painful
E.
F. in prolapse: cancer cervix is rare with prolapse.

4 Causes of cervical masses I
A.
B.
C. ,: dermoid, mesonephroid & endometriosis
D. : squamous cell papilloma which is potentially

rnalignant.
E. Ch.uterine inversion

4 Barrel shaped cervix:
A. Cx fibroid, Endocervical carcinoma
B. Cervical abortion, ectopic (cx. Pregnancy)
C. Chronic hypertrophic cervicitis
D. Retained products of conception

CtrN: ]'AH or conization
TAH or conization (in Ia + the patient has no children 1- strict

follow up).
4 extended hysterectomy
4 radical hysterectomy or irradiation or both
4 IIb llla Illb: irradiation
4 inoperable but if there is no lateral spread ) exentration

. If bladder is infiltrated: Anterior exentration (Radical
hysterectomy 'l- bladder removal r urinary diversion).

. If recturn is infiltrated: posterior exentration (Radical
hysterectomy + rectum removal * colostomy + I{artman's pouch)

. total pelvic exentration * r.vet colostomy
4 palliative

or

a

4



a Treatment Best results by combined treatment (surgery + radiotherapy)

4 tment:
: Routine screening of all females
- Avoid the risk factors & treatment of premalignant conditions,
- Strict follow up by colposcopy & smear for all treated cases.
- Recently, IIDA approved cluadrivalent HPV vaccine as a

prophylaxis for all ?.

4 Actiue treotment
' hospitalization, bed rest, treatment of anemia & infection

o Patrliative treatrnent:
*

* Excntnation t urinary diversion or colostomy
* Surgery for pain: intrathecal anesthetic injection
* Intractable fistula: uretero-colic anastornosis

1. Suppression of nritosis
2. Chrornosomal damage
3. Endartcritisobliterans

lF Palliative medical treatment:
* Analgesics up to morphine
* TTT of hemorrhage, anemia, ulcer, infection

s8

' Surgcrv & irradiation: look the table

' OFI urea (cell cycle specific) or Platinum (non specific)
a

: shrinks tumor srze to become operable

t 
: if fve lyrnph nodes

of cells into a radiosensitive phase of cell cycle
- of repair of sublethal injury due to radiotherapy (radiosensitizer')

IndrcatiOn I. CIN
2. Ia, b, II a, IV a

r. I b, Il a, b, III a, b, IV b, palliative.
2. Preoperative & postoperative

Advanced stage

llnfit or refusing
surgery

o

o
' Young age, Infection, Adhesions
t Fibroid, ovarian cyst

' Adenocarcinoma
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ij * irradiation if rccurrcnce after slrrgery Or Surgery if Alf-c-Ja'7A
l: fte r irradiation . ;ifr
t'{
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SIN(PI,H
S}IIdOLI'S

CYSTAI}I'NON{A

I}AT'ILI,AI"{Y
SE,tTOUS

CYS'I'ADI'NOMA

MUC[NOUS

c l]a . 5-10o/a o 10 - 20o/,

c Commonest ovarian tumors

,iSir,c " Small . IVloderate o I-lu_qe

o IInilateral . Bilatcral 30-50% o [,rniiateral in 90%o

o Srnooth " 'fhick rvall covered

with extemal

papillae

(exophflic)

e White glistening surface

o Cystic rvith
fcn, loculi
(but often
only one)

" 'I'he

secrettons are

watery and

colorless

oMadcol 2or3
loculi ,'vith

intracystic
papillae
(endophytic)

. The fluid is

either clear or

bloody.

Made of multiple loculi
'fhe fluid is glycoprotein like

mucin (pseudomucin due to

high content of neutral

polysaccharides

)

NTiC Ciliated
columnar
epithelium

o Ciliated colurnnar

epithelium

o With goblet cells

o And spherical

bodies in the stroma

(psammoma

bodies).

o Tall columnar epithelium
rvith goblet cells.

o Pseudomyxoma Peritonii
may occur(see after)

c Rare o 30-50o/o become

Papillary
cystadeno-

carcinoma

" 0.5Yo turns mucinous
cystadenocarcinoma
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a

Symptoms:

4 Age: 30-55 years old, but no age is immune
4 Often asvmptomatic
4 Abdominal swelling
4 Pressure symptoms, Pain if complicated
4 Menstrual symptoms or virilization: if the tumor is hormone

secreting.

Examination:

4 General examination: No abnormality is detected

4 Abdominal examination:
o Pelvi-abdominal swelling.
o Palpation: Mobile, with smooth surface & well defined edges
o Pcrcussion: the swelline is dull

o The uterus is felt separate from the swelling,
o The movement of the cervix is not transmitted to the tumor

Meig's syndrome: [ovarian fibroma + Rt hydrothorax * ascites)
. It is formed due to mechanical irritation of peritoneum by heavy mobile

tumor.
o Loss of Fluids from veins & lymphatics of the tumor.
. Pseudomeiq's syndrome : ascites "l- RT hydrothorax-l- other ovarian tumor

rather than ovarian fibroma (Brenner, thecoma, multiple pedunculated
subserous fibroids, ovarian hyperstimulation syndrome).

Struma ovarii: Benign teratoma which is made of thyroid tissue which
may be functioning and causes hyperthyroidism

Fseudomvxoma peritonii:
o Due to rupture of the mucinous cyst or rupture of mucocele of GB or

appendix.
o Epithelial cells of the cyst spread over the peritoneum ) secret semisolid

pseudomucinous fluid leading to abdominal distension, pain & vomiting.
o Treatment:

o Surgical removal of the tumor and evacuation of the abdominal cavity
+ Chemotherapy * Intraperitoneal Radiotherapy:
. Colloid phosphorus.
. Colloid gold.

o Mortality is high (50%) due to intestinal obstruction and cachexia.
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Irlurid (ascites), Pseudocyesis.
al obstruction.
catheter to ensure that the bladder is

6
tiate solid swelling from cystic swellings.

7/1

7A
Z
7t
?t
7;2
71

4 Laparoscope is of great value to identify the nature of the small cyst.
4 to detect the presence of teeth in the cyst (dermoid cyst).
4 Larrarotomy to reach the final diagnosis.

o
umor to avoid:

o The possibility of malignant transformation
o 'Ihe occurrence of complications

, don't rupture the cyst & send it to

r uni/bi-lateral benign ovarian tumors in

aintained by lashing of blood vessel

ors & long pedicle,
e to upward displacement of the tuunor)

t time)
n movement, fetal kicks, PV, external

hemorrhage, rupture and necrosis of the

J blood supply ) ischemia & release of
ere to a nearby organ (parasitic tumor)
pain + shock 1- vonriting.
tense & tender.
I swelling
rotomy & excision. No untwisting to
aterial & thromboplastin in general

65
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, fainting.

d, tense and tender -t- hemorrhagic shock

Morphia
xcision of the affected ovary

trauma (kick - delivery)
the nature of the content:
minimal irritation
ses pseudomyxoma peritonii
ses implants with persistent ascites
es aseptic peritonitis

[i * Rupturcd infected cl,st causes

ll +t Rupturcd malignant cYst caus

he peritoneal cavity giving +ve shifting
{ dullness

diate laparotomy
ilet

r other pyogenic organisms

ascending from vagina or blood - bome

er

ature with tender and rigid abdomen

des

y are.done

to nearby organ, do marsupilization

(fu s crtasia/dy ruria/ fu sy ateunio/dwp p oin)

as spread & cachexia

yspnea.
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1.

tl 
ta) l.sYo ol tne remale cancers oIthe genital systcm

N 4 4l'/o of mortalities of cancer of the female genital system
it

Distribution by'age lncidence/ I00.000 Nature
zAoh)<40years 40 1 ) 15 80'lo benign

20'% malignant
(2096 are 2ries)

60o/o ) 40 -- 60 years 60y)35
20%) >60years 80y)55

rs are more common

mors are more common

: functional non neoplastic tumor

f other tumors: increase the risk

e0-95%

y 5-10%

mutations in BRCA1 & II genes )

apillary serous cystaclenoma

S i hene c trate (inccssant or.ulation)i.' i
N i z- thgh 1at rn drc1. n:umps oophontis & talc powder exposure

il a 2- Prophylactic oophorectomv in hieh risk groups

>'!
[r\t

* Irpithelial tumors * Germ cell tumors
* Sex cord stromal tumors * Gonadoblastoma (from dysgenetic ,sonads)

Non spccific: soft tissue non specific to the ovary e.g. angiosarcorla

68
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S efeminiz tion (amenorrhea, breast atrophy & 7:

musculinization (hirsutism, clitorimegaly, deep voice, I muscle)

l-l
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o u"ir;i"; o v"ii"*i.r,
O Lobulated O Moderate size

O With abnormal hormonal production

2/
7/

4 Gvnandroblastoma: secretes androgen'+ estrogen

69
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illary surouncle<lby simple papilla) A

tumors:
O [Jnilateral, lobulated O Itapidly growing
O Sensitive to irradiation O Comrnon in young age

il o lry : Genital, extra genital (the ovary is a common site for metastasis) 2
N o lrv: Overt- silent ) Zrvz 'I'voical. atvoical U

d, spread by lymph or blood but not e
no adhesions t deep location of A

N malignant cclls i
$ - Microscorric: Signet ring appe arance (mucin displace nucleus to one side) iS Nljcratclgg: Signet ring appearance (mucin displace nucleus to one side)
at:

Histological grading of cancer ovary.
..It is classified acc. to undifferentiated cells into (Gl 0-25oh, G2: 25-50%o, G3:75%)

i
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d Spread of Cancer ovarY:
. Direct & blood (LL BB KA )
o Lvmrrhatic (Paraaortic, inguinal L.N & trans-fundal lymphatics to

other ovary)
. o Implantation ( commonest way of spread

d Staging of Cancer ovarv:

of cancer ovary)

Prognostic criteria: D-A-S-H-L-M.

Causes of death:
c Intestinal obstruction (commonest cause)

' Cachexia, Internal Hemorrhage, Infection, Uremia

Symptoms:
e Asymptomatic (most cases)

o Symptoms are usually vague ) late detection.
o Blecding:

- Irregular, due to abnormal hormonal production, metastasis &
congestion

- Post-menopausal
- Amenorrhea (cachexia or bilateral ovarian destruction)

" Pain
- Somatic: infiltration of nerves, bones.
- Visceral: severe if complicated, dysuria, dyschasia., lower

abdominal
e Discharge:

- Mucoid in congestion.
- Mucopurulent infection.
- Muco-sanguinous infiltration of vessels.

- Watery: Bladder Fistula.
- Fcculent, rectal fistula.

. Masses, metastasis, fever, cachexia

I. Ovarv (SYSR: 70%): II. Pelvic (60%):

Ail ovary+ NOp
B:2 otraries * NO g
C:IaorIb+El

A: tube or uterus + NOEI

Bl any other pelvic organ + NOEI

C: IIa or IIb + CI

iil.A@ IV" Distant ( 15%):

A: omental microscopic implants
tr]: MAC implants <2 cm+ no LN affection

C: MAC implants >2cm * involvement of LN

Distant (including liver parenchyma,

*ve cytology in pleural fluids or

supraclavicular LN)

p Means : rupture of capsule * external growth + malignant Ascites
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Urinary & rectal symptoms

Abdominal (most common):

Dyspepsia, discomlort, distension

Abnormal hormonal production:
precocious puberty. hirsutisnr

Sisns:

General: Cachexia, Jaundice, Pleural effusion (Mcig's syndrome), uremia,
lymph nodes, hormonal effects ) estrogen, testosterone, thyroxin,
serotonin )

Abd: Irnlarged nodular liver, ascites, masses (mobile or fixed, cystic or
solid, unilateral or bilateral. tender if complicated)
PV: Masses, fistulas, discharge, bleeding.
I'R: for rectum, parametrial, utero-sacral ligament.

tk Trans vaginal U/S tlr CA 125
c) To diagnose:

* Exploratory laparotomy: midline subumbilical incision then take
peritoneal cytology with exploration of the liver, under surface of
diaphragm, intestine, omentum, L.N +

o TAH + BSO
o Omentectoffrv.
o Selective lymphadenectomy
o Frozen sections are done. don't allow cysts to rupture & close the

abdomen by tension sutures.

A..=Ascites (hemorrhagic) or *ve wash, adhesions &fixation.
B. :Bilateral ovarian swellings
C. ==Consistency (solid or heterogeneous)

D. :DP nodules
E. ==Enlarged para aortic LN
F-. :Fungation outside capsule (exophytic)
G.:Great blood vessel on 'I'. surface

H.:HNID

a

o

a

o

a

[. :lnfiltration of omentum, gut

Final diagnosis : biopsy +histopathology
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4 others:
* Cytology:

o Cervical (of little value) 1 ve in 10-20% of cases
o Aspiration from peritoneum, ascites, peritoneum or cyst.

* 2nd look laparotomy & laparoscopy
* Radiology:

o plain X ray :

' Abdomen: teeth (dermoid), psammoma bodies (epithelial tumors)

' Bonc: metastasis

' Chest: metastasis & pleural effusion
o Barium study
o IVP: oourse of ureter, hydroureter, hydronephrosis & renal

function.
o Mamrnography: for associated breast cancer

Treatment of CA:

4 Prophvlactic:
. There is no high risk group (familial cases are a minority)
. Most patients present late: stage III unlike cancer endometrium
. There is no efficient screening program although we may

periodic bimanual examination, tumor markers CA125, TVUS
colored Doppler

. Ovarian swellings, > 6cm or persistent, > 45y ) prophylactic
TAH+BSO.

' COC in high risk groups

4 Active:(SCR)
l. Surgerv :

* Types of surgcry:
o la: young, gerfil cell tumor, intact capsule, wedge biopsy

o1' the other ovary ...no malignancy: unilateral sapling
oophorectomy + follow up

o la old age , Ib , Ic ) TAH + BSO, peritoneal cytology,
pelvic lymphadenectomy, & infracolic omentectomy

o After that: cyto reduction (Debulking)
Timing:
o lrv: before the chemotherapy
o Zry: after the chemotherapy (6 months)
o after 3 courses of chemotherapy
Prognosis:
o Microscopic residual tumors: 60 %
o < 2 cm residual tumors: 35o%

o > 2 cm residual tumors: 20 %

*
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il )k Signs of malignancy intra operative e.g infiltration, ascites,

N adhesions
\t
ll ;k Spillage of the tumor is managed by: Peritoneal toilet by

N distilled water, chemotherapy or intraperitoneal P 32

:platinum
to, nephro, neuro toxic)
(myelotoxic)

tumors: progesterone

A (adriamycin) C (cyclophosphamide)

) E (etoposide) B (bleomycin)
Treatment: CIIC, LIIT, KI.-T

eatment:
ce before 4 m: no hope

rent: recurrence between 4 & 12 m

rrcnt: recurrence after l2m
gery, chemo, irradiation & taxol

treatment of dysgerminoma or when the
cm

erapy even in dysgerminoma (very

moving strip 2.5 cm daily
f capsule ruptures during removal )
colloid gold 198 or colloid P32 (better)

troy malignant cells

(dangerous & better avoided)

o Advanced age

o Persistent high CA 125

tk Radiology
erous) & Laparotomy: Take multiple
y, remove any residual tumor, proved to

a
a1
,1
4
a1
2rl

a4zl
71
a/
21
7/
,1
7/,,
a4
74
7/
2)
71,1
7./

be unimportant
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According to intcrnational societv lbr studv of vulvar discases

"ISSVD" tr989
4 Non ncoplastic disordcr:

. Lichen sclcrosis (atrophic).

. Sq. ccll hyperplasia (leukoplakia, hypcrtrophic)
o Others:

1. I'soriasis: scaly lesion. 'freatment: IJVI{, salicylic acid, C.S

2. Lichen planus: Purple, polygonal not scaly, 'I'reatmcnt: CS

3. Ilcactive dcrmatitis: Allergy, 'freatment oIthe cause, CS

o Vulva squamous intraepithclial neoplasia (\/IN 1,2,3)
. Non squamous intraepithclial neoplasia: Paget disease &

melanoma 5%o

4 Invasivc tumor

. Dcfinition; disorder of epithelial growth (dystrophy means poor

nutrition)

. Etioloev: unknown but theories

. Chronic irritation, infeotion as candida (prolonged itching)
c Autoimfirune
o Local factors (chalones) u,hioh are cpidermal growth inhibiting

factors when 'l ) epidermal atrophy &. when J ) epithelial
hypertrophy.

o Nutritional (dcficient I'o, vit I3) & metabolic: DI\1.
. Environrnental
. Social & familial

I 'fvpcs: squamous cell hyperplasia (leukoplakia), lichen sclerosis & mixed

typc

I Svmptoms:

. Age: Postmenopausal iemale (leukoplakia can affect any ageo)
o Asymptomatic
o White or red patches, skin cracks & ulcers.
o Pruritis, dyspareunia (due to shrinkage of vulva'= l<raurosis vulva)

\\rl
tr\t
xi
Irt
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ii d Sisns:
\t
t:!ra\r
ll ion, sh
:!

il o Red area & Skin cracks

osis ol'whitc lcsions:

(conrmonest vulval white
irs
il . Canccr: VIN or invasivc ti

7,1

>i 7,tl
\iilr1rir"r . Infcctions: candida, condylo

r.!
\trt

colposcopy. tolui
o searclr lor a cause: swab for. candi:da ,

lirrnerLer*foqiq, losc n F elaqfi'r: fissne ^^--..+l- --.-:^ .--,.^:I1 -,---.-+^^i..

- rlCIlCIAI !

. Follow up to detect any malignant

change.

' 'Ireatment of the cause.

t

r.lrruu^ (Jl lrr,r vr,D r.rJ .rr1t,,tion of
absolute alcohol.

. Cortioosteroids.
'Division of nerves by circular
incision around the vulva (lasts
for 3-6m).

. E & emollients, testosterone (was
considered standard treatment).

, Fungicides.

o Surgical trcatment: as

. ::,i:,: ::' , _,

a

L- Orrlcoste

,tulocal hyclro one l"/o

1x3 (for 6 wr<-o m)

c lobetasol

onate 0.05% 1x3

rr fnr ?m \
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imple vulvectomy
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Look CA vulva

l'athological types:
4 VIN I: Malignant cells in lower 1/3
4 VIN II: In lower 2i3
4 VIN III: the whole thickness is a cted but

membrane

Symptoms:
4 Any agc (around 40 years)
4 Pruritis valve or Vulval pain
4 Discoloration of the vulva

Sisns: usuallv no sisns

4 There is change in the color {white becomes pink or erythematous or
brown)) or change in contour {flat becomes raised (velvety or
popular or macular)l

Investigations:
4 Colposcopy: for vulva, vagina & cervix

. Staining by acetic acid 3-5%o for 5 min {acetowhite areas are
abnormal)

. 'I-oluidine bluc lo/o {abtormal areas remain stained blue}.
4 Biopsy: cells with malign criteria either VIN I, II, I[ (usually multifbcal)

Treatment:
1- Local destruction by cryo or LASER: Painful ulcer (best is CO2 LASER)

2- Wide local excision: 5 mm safety margin
3- 10 Years follow up (Recurrence of invasive malignancy is 20-30%)

4- Simple vulvectomy

a

4 Paget cell: atypical apocrine cells, in the dermis, totipotent,large
with a pale vacuolated cytoplasm {due to mucin} & dark
hyperchromatic central nucleus).

4 MAC: Eczematous lesion, sharply demarcated, hyperemic with scaly
areas (pathognomonic cake icing e ct).

4 'Ireatment: Simple vulvectomy, I-2o/o ) underlying adenocarcinoma
of apocrine sweat glands (in l00o of Paget disease of breast )
underlying duct carcinoma).

no invasion of basement

a

e

l

a
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tment: Simple vulvectomy + F'ollow up

a

o Clearly defined, unifocal raised scaly, red background, white

hyperkeratotic islands with serpiginous edges.

. Investigation:
-= Biopsy: llyperkeratosis, acanthosis, papillomatosis, inflamrnatory

infiltration
o freatment: freatmentofthe cause , Corticosteroids or Vulvectomy

Definition:
4 Itching or tendency to itch the region of vulva

Cause

4 Gencral:
.DM
. Menopause
. Parasites e.g. scabies

4 Local:
. Vulval dystrophy

. Jaundice

. Leukemia

o Uremia
o Skin diseases

. Infe-ction e.g. Candida, Trichomoniasis

. N-spr.!a!ia,

4 Psvchosomatic
4 ldiopathic

a Svmptoms: IJistory of DM or Jaundice

a Sisns

4 Gcneral: Manifestations of DM, uremia, jaundice, leukemia

4 Local: Examination for Infection, malignancy, Ulcers

a [nvestigations

4 General:
. Analysis for DM
o Stool for: B, oxyuris
. Blood Analysis
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H 4 l.rcatment of the cause

4 Gcneral: Sedation, Antihistaminics, lJstrog

N 4 Local trcatmcnt.
. Calamine lotion o Estrogen

o Anesthetics o 'I'estostcrone
dr

il a ln rcsistant cascs:
i!
N o Biopsy to exclude cancer vulva.

a"- o Subcutaneous injection of local anest}t
.a

r{ alcohol.

[.I . Cicumvulval incision to cut nerve fibers
[r
iI . Simple vulvectom.y in vulval dystrophy
i!t\

N 4 ctcd perineal tear of episiotomy ,1

il 4 s: Behcet 7
'r24
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secretton.

Etiologv:
Faulty difl'erentiation or distribution of Mullerian duct tissue or DIIS
exposure.
It leads to clear cell adenocarcinoma but spontaneolls cure can occur.

Treatment

1- local destruction: cryo,laser ) painful ulcers, bcst Co2 laser

2- Wide local excision: 5mm safety margin.

3- 10 years follow up (recurrence of invasive mal 20-30%).

a Types

4 VIN I: Mal cells in lower l/3
4 VIN I: in low'er 2/3
4 VIN III: whole thickness.

t Symptoms: As lichen sclerosis. Affects any age

a Signs: No signs

a Investigation(Biopsv)
4 Cells with malignant critcria but no invasion of BM

o Architcctural atypia: Pleomorphism, loss of stratification

" Cvtological atvpia: large irregular hyperchromatic nucle i,

mitotic figures
Screening for vulval carcinoma:' '

1. Scrapping cclls for cytology

2. Toluidine blue dyc lt'A decolorized by acetic acid loh ) areas

retaining blue color are suspicious ) biopsy (ulcers: false -l-ve results)

3. Colposcopic directed biopsy as CIN but thick keratin ) no vascular

pattern.

4. Acctic acid 306 show suspicious aceto-white areas

a Treatment:

-- Unifocal lesion: locahzed surgical excision (with safety margin)

-- Nlultifocal 5%o of 5fluorouracil cream or laser or cryocautery.



,dgc 70 v ) 4o 4t" genital malignancy 6ov
l-ve -t-ve

VIN (lorv progrcssion rate 20-30ys)" Paget

disease, dystrophies (in 50% of cases)

Vaginal IN, vaginal
adcnosis

specific
, RF':

lnl'ection, IIPV, LIIV, chronic valvular
pruritis

Inl'ection. I'IPV, I'l IV,
Irxposure to DES

Site
,). '.tt 

tt'.1,a,'

I-abia majora, clitoris then minora Commonest in the
upper posterior 1i3

of the vagina
,,,.:,,, ,M.ilC,:t' :' Ulcer (kissing ulcer by lymphatics or

direct spi'ead or multifocal),
fungating or infiltrating

Commonly mass

, Nlic, ':, . Sq cell carcinoma,
Adenocarcinoma,

o Adenoid cystic cancer "Bartholin
gland cancer"

o Nlelanonla

. Sq cell carctnoma

. clear cell
adenocarcinoma (19 y),
sarcoma botryoids
"mean age is 3y"

,t.t,:,;,' 

:;,,$jpf,,g d o Direct
o Lymphatic crossing, spread to ingtrino-

feinoral LN, clitoris send to l-N of
C-loqtret ) dcep inguinal & external
iliac ) common iliac & para-aorlic I-N.

o Biood: LI-IIBKA
o Implantation

o Direct
. Lymphatic: upper 213

as Cx, lowcr ll3 as

vulva
. blood: -LLBBKA
o implantation

,,1,;1.1,f y,6 gt ;,," ;,:l :,:1,t,:,11::

', critcfir.,,';,:t:
DASI{i,M DASI-II-M

o TNNI staging:
' T1: conl'tned to mlva or perineum <

2cm
/ f ta: stromal invasion <lrnm
/ 'f lb: stromal invasion >lmm

' 'l'2: confincd to'r,ulva or perineum > 2cm

' ['3; reaches lor'ver urethra, va-s & anal

canal

' 'I4: upper urethra, vag, recfum & bones

' N0: no l,N metastasis
-- Nl: unilateral LN affection
- N2: bilateral l.N affection

o Stage 1: in the
vagina) (5YSR l0%)

o Stage 2: paravaginal
tisstrc ) 40%

o Stage 3: lateral
pclvic wall ) 30%

o Stage 4: ) l5Yo
- A: bladder &

rectum
- B: distant

\t
xl
xl
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1. Lipoma:
. Oriqin: fatty tissue of labia majora

or mons pubis.
o Symptornatic. resernble a hernia
. Liposarcoma is rare
o Treatmcnt: excision &

histopathology

ITIBROMA:
Firm nodule on labia majora
Ttt:: lrxcision & histopathology

Hideradenoma:
o Histopathology: Benign adenr:ma

of vulval apocrine glands not
connected
capsulated

to epidermis &

. C/P: slowly growing 2cm rn
diameter, raised umbilicated

o I'reatment: excision &
histopathology

Chronic inflammatory swclling:
B, TB, r{PV
Edema of the vulva
C'ongcnital hypertrophv of clitoris
or labia

Urethral Caruncle

arises fi:om the floor of urethra &
protrudes from external urethral
meatus

o TyLcs-Papillomatous,
Granulomatous or Angiomatous

o Symptoms: Asymptomatic, pain,
bleeding, discharge, masses

o DD: carcinoma of urethra
o Trcatment: Wedge excision +

Treatment of the cause

5

6

7.

1. Fibromyoma or
RhabdomYonla:

Origin: CT element of the
vagina
Cll>: polyp or mass often
within recto-vaginal septum
Tlreatment: Lixcision &
histopathology

Condvloma accuminata:
Due to infection by HPV
Macroscopic:
Vcrrucous tumor in single or
multiple clusters
Large grow'ths may appear
on ex, vulva & perineal skin
Trcatmcnt: Chemical
cauterization with acetic
acid
Cryo, laser, interferon
Avoid podophylline in
vaginal lesions

Papillorna

a

tr

I

I

2.

3.







llt It includes

o

o

l- Contraception
2- Sterilization
3- 'I'reatment of infertility
4- Management of recurrent abortions
5- Counseling in recurrent fetal malformations

O Pearl indcx (Ila:imond rrcarl): failure rate among

method continuously for 12 months

100 ? using the

No of pregnancy X 1200 (No of months by 100 women in l2 months)
Total months of exposure to pregnancy

4 Ii.e. 500 used a method for 20 m during which 5 pregnancies
occurrcd

5X t200
= 0.6 HWY

500x20

I')erf'ect use ratc: failure rate during the first l2 months of use among

couples who use the method perfectly (theoretical efficiency)

Tvpical use rate: failure rate among average users in the first 12 months
of use

O No idcal method. but the choice is tailored to the suit the couple

(No medical contraindications but failure rate 12-30 / 100 women per year)

O Idca: lactation is used as a method of contraception

O Mcchanism: suckling ) IPRL ) inhibits GnRFI

O Advantagcs: NASER (from lO%o to 90% especially in 1't 6 months)
= No preparations are needed & available from the 1" duy
- Advantages of breast feeding for the mother & the neonate

O Disadvantages: no protection against S ID & difficult ++-,t! !gv+.
" E,ffective in the 1st 6 month postpartum
- Nearly fully breast feeding {6 times by day & 2 times at night}
- The patient has amenorrhea. Breakthrough bleeding makes it unreliable
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f'rlio
i vent coitus at the fertile period of the female.

$ .. can live for 2-3 <lays while ovum can live for 6-24
l.i

lioM sm:

dar mcthod:
cord the length of the last 8 cycles.
termine the lertile period:
tilc day: shortest - 18

fertilc day: longest - l1
ical mucus assessment mcthod: (intercourse in d
ed in
e l" 4 days following menstruation &
er 4 days aftor thc pe ak of cervical mucus

* profuse discharge ='wetness.

ir- 3- Basal bodv tempcrature mcthod: intercourse is allowe
1st 4 days following menstruation &

er 4 days after rise in temperature.
=. Progesterone ralses basal body temperature

x!
ll 4- Svmpto-thcrmal method: combination of the cervi

temperature

O Advantages: NSAEII + no preparation

O Disadvantagcs:
4 Dosc not prevent against STDs & Difficult (needs couple cooperation)
4 Siens of f'crtilitv can't be relied on, so high failure rate l5 - 30/ I{WY

O Forms:
-- Coitus intcrruptus (withdrawal before ejaculation)

-- Coitus interl'emoris

O Disadvantages:
- Prcgnancy is 2OlflwY (some sperms may be present

before ejaculation).
: l-ess sexual satisfaction ) neurosis, pelvic congestion,

leucorrhea & backache

in secretions

menorrhagia,
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a Idea:

: Preventing the sperm from reaching the ovum

Mechanism:

= Physical (barriers) or chemical (spermicidals) blocking the sperm from
reaching the cervical canal

= Spermicidals are usually added to the physical barriers to I efficacy.r---- -----l
I
I

lO Iiormed of latex, l5 X 3.5 X 0.02-0.07 cm

O Damaged by heat or lubricants, failure rate 3 (perfect use) - 13

(typical use) /I{WY
4 Non contracerrtivc benefits of male condom

1. Protection against STD, PID, CIN, VIN, VaIN
2. I'reatment of immunological infertility.
3. Collection of semen by special condoms (spermicidal free).
4. Collection of urine & proper cystoscopy in case of vesico

vaginal fistula
5. Can be used in cases of premature ejaculation.
6. It is used in clinics as a sheath for TVUS probes.

4 Prccautions of condoms
1. Apply to erect organ.
2. It is applied before intercourse.
3. Withdrawal before erection is lost

Femole condom: (Femidom)
O Polyurethrane, 17 X 8 cm, with opened end & closed upper end.

Diaphrogms: (Dutch coP)
O Dome shaped, 50-95 mm in diameter.
O It is not removed before 8 hours to allow the spermicidal to act.

O It may lead to cystitis if large & compresses the urethra.
O Can be used in multipara & not used with prolapse (needs vaginal tone)

Cervico! cop
O Cup shaped 22-31mm in diameter.
O It is applied directly on the cervix
O Less effective in multipara
O Used if there is prolapse & diaphragm can not applied
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o Spermicidals:
- Nonoxynol & octoxynol, added to other methods, failure rate 3O/HWY

- Used as suppository, jelly or aerosol (best distribution).
- T'hey act as detergents destroy the cell membrane 1- interfere with 02

uptake.

. Precautions of spermicidals

l- Apply for few minutes till spread.

Z- Intercourse within 2 hours.

3- No douches after intercourse for 6-12 hours

Vaginal spongc:
: It is polyurethrane sponge containing nonoxynol & octoxynol.

- It is easy to apply & remove

- It is placed for up to 24 hrs in the vagina & removed 6 hrs from the last
coitus.

-- Side effects: toxic shock syndrome if left long due to infection by staph

aureus.

Advantascs: NASER * prevent against STDs

Disadvantages:

O Difficult, needs resupply & special acts that interrupt the coitus & I
sensation

O May cause allergy t- high failure rate 13 -20 %

a Idea:
O It is a device made of polyethylene -t' barium (radiopaque to confirm

thesite)+2threads
O Prevent implantation (NOT OVULATION)

a Tvpes:
O Non medicated: Lippes loop (double S shaped), Dalcon shield,

Margulis coil, Ota ring, safe T coil (half life is indefinite)

O Medicated:
4 Less pain, bleeding & better protection than non medicated.

4 Copper {Cu T200 (3y), Cu T380 (5y), cu 7}.

4 Silver (Nova'l 7y)

4 Progesterone (expensive)

-- Mirena, Levonova for (5 V) ) 52 mg levonorgestrel
.= progestasert for (1 y) ) 38 mg progesterone

4 IUD with antiPG OR antifibrinolvtics.
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a Mechanism

1. Aseptic endometritis

2. Uterine & tubal irritability ) inhibit ovum transport & implantation.

3. Cu IUD (spermicidal, inhibits carbonic anhydrase enzyme which is
necessary for implantation)
F Advantagcs: it allows the use of smaller IUDs without J efficiency

4. Progesterone (atrophic endometrium, thick cervical mucus)

5. Silver ) t fratf life of IUD by J CU disintegration

a Timine

O During menstruation or Emergency post coital

O Post partum or post abortive during the 1st day or after 4-6 weeks post
partum

O Postinsertion follow up: the patient is examined next period &
examination is then performed every 6-12 m

a Contraindications(mainlylocal)

O Infections or liability to infection (DM, Rheumatic heart, immune-
compromised)

O Bleeding or bleeding tendency or fibroids.
O Malignancy & malformations of the uterus

O Previous ectopic, suspected pregnancy.

a Advantages

O NASER (failure rate is lo/o,0.2'/o in mirena) "no systemic side eff'ects,

available, safe, effective, reversible"

O No special acts during sexual acts

O Long acting (10 y), one decision method

O Non contraceptive benefits (treatment of DUB, endometrial

hyperplasia, protects against PID, treatment of Asherman syndrome).

a Disadvantaqes

1. No protection against S.fD

2. Needs a doctor for insertion and removal

3. Pain:
4colickv pain & backache: reassure + NSAID
c/Spasmodic Dvsmenorrhea: reassure I NSAID

4Congestive f)vsmenorrhea: Exclude infection + NSAID

4Post insertion pain & svncopc: Exclude perforation + NSAID

4. Discharge: mucoid or mllcopurulent ) Exclude infections
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5. Blecdins:
4 Post insertion (exclude perforation & reassure)

O Menorrhagia by 25-50% due to endometritis, t PG & Leukotriens

d Mctrorrhagia exclude local cause, give antiPG & antifibrinolytics
4 If bleeding is persistent: use smaller or medicated IIID or change the method

Perforatiop. lack of experience & malformation of utetus (RVF, small uterus).

It occurs at insertion (severe persistent pain t bleeding) or later due to gradual

perforation (end of lst month). 'freatment: remove by laparoscopy

PID (esp lst month): insert IUD by aseptic technique & not in a patient

with risk for PID. Treatment: Antibiotics till fever J then remove the
ItlD & use other rnethod (previously actinomyces Israeli was common).

Pregnancy:
Q Cause: displacement, expulsion, uterine mallormations &

perforation.

O C/P: amcnorrhea * confirm by pHCG /US

4 Intrauterine (l-2%): the o/o of abortion & septic abortion is 50% if
left & if remove d 25% (remove IUD only if accessible threads)

4 Ectorric (l-21 10000): may l incidence due to t tubal infection & J
tubal motility or has no effect (relative 1 as it is effective in
preventing ILJ pregnancy but has no effect in preventing EP). Treat as

Iictopic + avoid IUD later on.

9. Missed IUD the patient can not feel the threads

4 Causc: pregnancy, Perforation, Expulsion, Agglutination of threads

to the fornix (commonest).

4 Management:

l. History taking & examination by speculum to find the threads.

Z. If not ) Prcgnancy test and U/S

c If thcre is pregnancy: manage as pregnancy

o If no pregnancy ) IUD site (X rays lat & AP views -t sound,
hysteroscopy, HSG).
is tried.

o If intrauterine: D&C or hysteroscopic removal
o Perforation: removed by laparoscopy
o Expulsion: insert another IUD or change the method

10. Expulsion (507o in the lst 3 month); due to pregnancy, unfit (too small

or too large), uterine malformations, bad technique of insertion or
insertion irnmediately postpartum. It occurs usually with menses.

1 1 . Uifncult rcmoval or destruction of IUD: D&C or hysteroscopic removal

6.

7.

8.
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a Tcchnique of inscrtion

O Counseling: anv client must know

1. 'Iype of IUD, duration of action, failure rate

2. SelIexamination after each menstruation to feel threads

3. Warning signs as missing threads, severe pain, discharge or bleeding

O Timing: :

4 Postmcnstrual (cervix is still opened, sure no pregnancy) : interval
insertion

d Post abortion by one week, Postpartum (1" 48 hours or after
puerperium)

d Postcoital contraception

1. Anesthesia (no nced), just 2 suppositories of anti PG 112 hour before

2. Position: lithotomy
3. Bimanual examination: for uterine size, position, any

contraindication
4. Cusco speculum: sterilize cervix by antiseptic solution

5. Grasp anterior lip of cervix by volsellum

6. Utcrinc sound: for length & direction of uterus

I . Two differcnt techniqucs
A. The push-out techniquc: for inert devices as Lippes loop

* The inserter tip just passes the internal cervical os and the piston then

pushes the device inside the uterus

* The nylon threads are then cut 3 cm from the cervix
B. fhe withdrawal tcchnique: Used for copper devices

* The inserter is introduced to reach near.uterine fundus, then the outer
sheath is withdrawn externally

* This technique reduces the incidence of uterine perforation

O I'ollow up: the patient is examined after the next menses & then every year

O Indications of rcmoval:
1. When pregnancy is desired

2. Ifpregnancy occurs

3. If complications occur

4. Each device has a certain half life
5. After menopause usually by one year

a Clinical importance of the threads

l- It is examined by the patient after every cycle to ensure that IUD is in place.

2- Easy extraction when needed if they are not felt, it is called missed IUD.
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a Idea: Non reversible method of contraception

Mechanism:

O Male:
Bilateral vasectomy to prevent sperms from reaching the semen.

It is less accepted in Egypt
Minor easy surgery done under local anesthesia

Not immediately effective
. Need 12 weeks or
. 20 Sexual intercourse or
. 2 -ve semen analysis

O Female (Tubal ligation ) closing, cutting & clipping, hysterectorny)
4 Mini-laparotomlr: 2 - 3 cm rncision above the symphysis pubis

with resection of part of the tube (Pomeroy).

Laparoscopv: via diathermy or clips (Filshie
rings (Falope ring)

Hysteroscopy: occlusion of tubal ostia by
rubber

During other operations or CS

or Hulka clip) or

cautery or silicon

Post partum lisation via small infraumbilical incision,
o Disadvantage: high failure rate due to increase vascularity

which increases recanalization

4

a
4

a

a

Advantages:

O NASE "no systemic
one year & 98.1o/o in

O Prevent against PID

Disadvantages:

1. Dose not prevent

2. Irreversible

side effect, availabie, safe, effectirre (99.5%o after
10 y "due to recanaiizatton"

against sexually transmitted diseases.

3. "Anesthesia, injuries, hemorrhage +

wound complications" with high initial cost

4. Post sterilization svndrome (menorrhagia & dysmenorrhea) "due to
change the method of contraception especially OCP or due to
congestion"



a Timing:

O Immediately or within l st 7 days after vaginal delivery
O During C.section

O At any time except between 7'h day and 4-6 wks after delivery

a Indications:

O Failure of other methods

O Contraindication for pregnancy: as severe medical disorders (as

severe cardiac diseases) or liability to uterine rupture (as previous

rupture uterus)

O Couples who desire a permanent method of contraception

Contraindications:

O Young patient

O Uncertain couple

O Marital problems or psychological instability.

Causes of failure:

O Ligation of round ligation
O Recanalization (especially post partum)

Sterilization reversal:

O For those who seek conception after they had surgical sterilization
O By removal of F'alope band or I{ulka clips or extraction of silicone

rubber through hysterectomy or resection reanastomosis (tuboplasty).
O Success rate l0-- 40 % ) | incidence of EP

O ART can help in such cases
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o Ethinvl estardiol
(EE2)

Mestranol
(methyl ester of
EEz)

. 1tt generation:

' Estrane: norgestrel, norethindrone, noresthisterone
. Pregnane: medroxy progesterone acetate

. 2nd generation: Levonorgestrel

. 3'd generation: f affinity to progesterone receptors, J

affinity to androgen receptors than 2ttd gen ) t
potency.

- Norgestimate (Cilest)
- Gestodene (Gynera)
- Desogestrel (Marvelon)

o
o
o

The hormone releasing intrauterine systems are the most recent form of lUDs.
It has "T" shape & contains progestin that is released directly into the uterus.

The IUS is not a substitute for the copper-bearing IUD (much more

expensive). It can be used if a woman has excess bleeding with a copper IUD.

Types:
* Progestasert: life span is for one year

- Mirena (levonorgestrel-releasing system): life span is for 5 years

Mechanisms of action of IUS: In addition to the general mcchanisms
1. Thick cervical mucus and so I ascending infection
2. Partial suppression of ovulation.

Advantages:
- ASER (failure rate is 10lo) "less systemic side effect, available, safe,

effective, reversible "

- No special acts during sexual acts

- Long acting (10 y)

f)isadvantages:
- General: doesn't prevent against STD, difficult
- Disadvantages of progesterone only:-

o J breast cancer, engorgement & mastalgia, decrease bone density
I Irregular menses (don't use estrogen ) becomes pregnant) ,

acne, hirsutism & alopecia, headache, migraine , mood changes
a

- Specific: expensive
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a Disadvantageste.b.:

O Generol: doesn't prevent against STD,

O Disod

difficult
+

4 Cornea: change its shape (salt & water retention, important for
lens users)
CNS: P: headache, migraine, mood changes (in the 7 days free)

On CVS:
otting factors ) tthrombosis

2. E+ P: twate. & salt retention)HTN & Astherosclerosis
Breast:

-.i

l. E: Jmilk production, may produce breast cancer (>10 y of use)

2. P: engorgement & mastalgia
4 Liver: E: Cholestasis, stones & rarely Hepatic adenoma

(1/200,000)
4 GIT: E: nausea, vomiting, diabetogenic (E is anti-insulin &

lesser degree P), weight gain (salt & water retention, anabolic

effect of P)
4 Skin:

1. E+P: t pigmentation (chloasma)
2. P: acne, hirsutism & aloPecia

4 Menstrual:
l. Amenorrhea:

a. If suspect pregnancy US/BHCG if --ve restart pilis after 7 days

b. If you don't suspect pregnancy: continue
c. : Post Pill amenorrhea

2. Spotting:
a. If occasional reassure

b. If in the 1st half use pills with more E

c. If in the second half use pills with more P

d. Also mav continue ol 2 tabld for the rest of the cycle

3. Breakthroughbleeding:
a. Stop the pills for 5 days then restart (+ packup for 14 d)

b. If in the I st half use pills with more E

c. If in the second half use pills with more P

d. Also may give 2-4 tabld till bleeding stops then continue on

I tab/d for" the rest of the cYcle

Relation of COC to tumors:
A. f Incidence of cancer cervix, cancer breast & hepatic adenoma.

B. J Fibroids, endometriosis, CA end/ovary & benign breast

conditions.

SPecific: require resupply, incorrect use
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Choice of pills: better to use

1. Low dose E pills (less side effects with same potency )
2. Triphasic pills (more similar to natural cyclic hormonal changes)

3. New 3'd generation containing pills less androgenic side effects

Startins pills

v From 5th day of cycle. Take one tablet for 2I days then stop 7
days ) menstruation (expected within 2-3)

I From 1't day of cycle) better protection.

v Start after 4 w (1 m), after labor if non lactating, 1 w after abortion or EP.

v 28 packs contain 7 days iron.

Missine pills
d If one pill: take one as soon as remembered then next pill at its usual time.

4 If 2 pills: take 2 pills as soon as remembered then take 2 pills at

its usual tirne.
4 lf > 2z stop tabs then restart after 7 d + packup for 14 d or change

the method.

Drug interactions
c2 Sedatives, tranquilizers, anticonvulsant, antibiotics as ampicillin &

rifampicin & purgatives decrease the efficacy of the combined pills.
d The pills may reduce the effectiveness of anticonvulsant,

hypoglycemia.

Teratosenic effects of the pills
Q Progesterone take! during 1st trimester

may cause enlargement of the clitoris &
of children.

Contraindications of nills

to treat threatened abortion
fused labia minora in l-2 o/,

-- CNS: Cerebral FIe, migraine
-- CVS: Coronary disease
-- Liver:

o l-lailure, history of cholestasis during preg.

o Acute hepatitis till Iiver function
becomes nonnal for 6 m

o Ilepatic adenoma
.- Known or suspected breast cancer
- lJndiagnosed vag hge or amenorrhea

(Pregnancy?

- Epilepsy, headaches starting
after use

- I{TN
- Hyperlipidemia
-- Gall bladder disease
-- DM, smoking
- Age > 35y
- Sickle cell disease
= Elective surgery
- Lactation
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o Types

O Noresthisterone: Micronor (350 pg)

O Levonorgcstrel: Microlut (30 t-tg)

O Lvnestrenol: Exlutone (500 pg)

O Pills are containing very small amount of progestins (minipills)
O POP is used for 35 days, daily at same time. If delayed > 3 h back up

for 14 d

Mechonism of oction:
l - Thick cervical mucus (most important)

2- Atrophic endometrium

3- Inhibit tubal motility & sperm capacitation

4- Suppression of ovulation (50% t:"+)

Advontoges:

O ASER "available, safe, effective (failure rate 1-2oA), reversible"
O No special acts during sexual acts

O Can be uscd in
4 Lactating
4 ? with contraindication of E: liver or CVS, diabetics,

hypertensives, smokers, old & obese as no salt & HzO retention,
or androgenic side effects

Disodvontoges
- General: doesn't prevent against STD, difficult

o Higher failure rate ( 1-2l HWY)
r Menstrual irregularities:

* Use another type with higher P

* Don't use E as it interferes with P on cervical mucus &
endometrium

o Ectopic pregnancy

- Specific: require resupply, incorrect use

Controindicotions:
* Amenorrhea or suspected pregnancy

* Undiagnosed genital bleeding

* Previous ectopic pregnancy

o

o

o
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o Types:

N:i\l
!'t
N
\r\i

O Depot medroxy progesterone acetate (DMPA): 150mg (Provera) / 3

months
O Noresthisterone - Enanthate: 200mg (Noristerat) l2months

O Mesgyna: DMPA 50 mg +5 mg Estradiol valerate / I month
O Cyclofem: DMPA 25 mg + 5 mg Estradiol cypionate / I month

Mechonism of qction: as COC (high progesterone can suppress ovulation)

Advontoges:
O Progestin only Injectables:

,k ASER "available, safe, effective (99%), reversible", long acting
* No E side effects, can be given for old, CVS, liver diseases, &

lactating Q
* No special acts during sexual acts
*' Non contraceptive benefits (due to suppression of ovulation)

- Endometriosis, precocious puberty, endometrial hyperplasia,
carcinoma

-. Hirsutism, improves premenstrual tension & dysmenorrhea
- Protects against PID (but not STD)

O Combined Injectables: as (P only) but for shorter duration (1 month)

o

o

O Frogestin only Injectables:
*' Menstrualirregularities

- Amenorrhea, oligo/hypomenorrhea: exclude pregnancy then
reassure

: Heavy bleeding or spotting: exclude pathology, give next
injection before date or give combined injectables or low dose
COC]

* Once started cant be stopped & return of fertility may be delayed
(9 months)

* Weight gain, no protection against STD

O Combined injectables: as P only + E side effects (headache, breast
tenderness)

o
O Progestin only injectables:

* DMPA doesn't f breast cancer; Small f reported is due to early diagposis.
*' DMPA may J bone density & could have f risk of osteoporosis later in life

O Combined injectables: P is safe, minimal E side effects.



o Method:

9

o

O Capsules of Progesterone are inserted under the skin (subdermal) of
medial side of the upper arm in a fan shaped manner.

O Norplant (6 cap ) 36mglcylinder) of levonorgestrel for 5 years

O Implanon (1 cap of etonogesterol for 3 years)

Actions: as POP

Advontoges:

O ASER " available, safe, effective (99%), reversibleo"
O No special acts during sexual acts

o Disodvontoqes: as POP, headache

O Minor surgery (difficult insertion & removal

O Menstrual irregularities or amenorrhea (the cause of removal)

LHRH nasal sprays
Vasinal rings
4 Either combined EE2 + levonorgestrel

* trnserted 3 weeks & removed one week
- Failure rute 0.51 HWY

4 Progesterone only (levonorgesh"el)

- Used monthly or every 3 months
- Less effective

4 Advantages:
- Easy use

- Less side effects (bypass lst pass metabolism) & immediate reversibility.

1- Tablets r,vith low dose E (2A,30,35 mg) are preferred to decrease side

effects.
2- COC is taken daily preferably at night after meals for 2l days starting on

5th day of menses, tablet containing 3rd generation progesterone are

started on 1st day.

3- The course is repeated after I week, withdrawal bleeding starts 2-3 d after

stoppage.
4- If no lactation, give COC 2-3w after labor & immediately (or within 7d of

abortion). If vomiting occurred, another pill is taken

5- Contraceptive pills oan be used for years without a need to stop them.

o
o
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LAM, progestin only methods, IUCD

40 yea'rs
Progestin only methods, IUCD, COC (low dose with no

other risks)

Progestin only methods, IUCD (1 PID), COC (low dose

can be used)

Progestin only methods, IUCD (1 IEC), COC (avoided)

P only methods, COC. IUCD (difficult insertion, |PID
) avoided)

Progestin only methods, IUCD, COC (avoided)

it





a

lium

rior & posterior wall
ricidal

ovement towards the uterine cavity

ceratlons
acental site & clots (medium for infection).

orrhea (may be used to indicate all
ther than blood)

rogen):

yclic
c) Pregnancy & puerperium (Lochia alba)

II. Pelvic congestion: constipation, coitus interruptus, anorgasmia,
pelvic diseases.

a. General ill health

b. Chronic diseases

c. Malnutrition
d. Immunosuppressive drugs

a. Thin vaginal epithelium

b. Decrease vaginal acidity PH (6-7)

c. Absence of cyclic shedding of
endometrium

a. No cervical mucus plug.

b. Acidity is neutralized by
the menstrual discharge.

a. The cervix is dilated
b. Vaginal acidity is neutralized by the

lochia
'^cerations

acental site & clots (medium for infection).



o

O Others:
4 Gardnerella. vaginalis: aerobic gram

4 Candida albicans: gm *ve yeast like

OCauses of abnormal vaginal discharse:

-ve coccobacilli

Acrobes Anaerobes

G*ve G-ve G*ve G-ve

Staphylococcus
Streptococcus

- Non gonococcal
neisseria

- Pneumococci

Peptococci
Peptostrept

- Vionella

Aerobes Anaerobes
G*ve G-ve G*ve G-ve

Diphtheroids
Doderleins
(cornmonest)

Il.coli
Klebsiella

-CL - Bacteroids: Fragilis,
Bivins & Disens

fungi

Vulva & vagina Cervix Uterus Tubo-ovarian

Trauma I.'B, pessary ulcers IUCD Ligation

Infections

Tumors: infected benign or malignant

Miscellaneous fistula Rctopy Fistula

ROM, VM
Intermittent
hydrosalpinx
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-

Syphilis, TB, bacterial yaginosis

nuloma venerium (LGV)
V (condyloma accuminata)

s vaginalis, Bilhariziasis, Scabies,

arge
ntinence, fistula, glucosuria, pyuria
-vaginal fistuia, complete perineal tear
ys, perfumes
diation

, ,:orrt"_, neglected PessarY

Eru4r urur,usa +J E --+ t PH -f infection

anal

foreign body (commonest cause)
(STD), parasites (oxyuris, amoebiasis)
ids

st be from front to back.

. Pain: dysuria, soreness

. Dj-Ssh-a-ree,

. @ trauma, perianal erythema (parasites)



Sisns:

Pelyiq-Ux :_ redness, edema, discharge

Investigations:
o Smcari grarn staining
o Cultulq for the discharge
. PR, US, Xray, vaginoscopy (cystoscopy or nasal

speculum)

Treatment:
1- Treatment of the cause

2- If persistent or serosanginous look for a

3- Ice packs, sttz paths, topical CS & Oral

4- L,actic acid * HIIT

Predisposing factors: Thin vaginal mucosa + J E --* t PFI--- f infection

Causes
- Candida rarely occur except (Glabrata) with I-IRT'

-- BV is less common except in women confined to bed

Syrnptoms:
o Pain : dysuria, soreness

orse
o * dYsPareunia

o

a

a

FB.

antibiotics

t Sisns:
o

. Pclvic Ex:. redness, edema, discharge

Investigations:
o Smear: PAP smear, gram staining
o Culture_ for the discharge
. Suspicious leqlp4L: biopsy

Treatment of the cause
l- Ice packs, sitz paths, topical corticosteroids & oral antibiotics

2- Exclude malignancy -t Lactic acid * HRT: E (+ P if the uterus is

present) daily or every 2 days for a month then twice weekly
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A.
a Causes:

- Organism: Fungus

- Mode of transmission: from hands, towels, coitus, instruments
- Predisposing factors: pills, pregnancy, DM, corticosteroids,

antibiotics, AIDS

a lncidence
- 3 0-3 5 o/o of vulvo-vaginiti s

- l5-2A% non pregnant

a Svmptoms:
- Discharge:

o Thick (curd like) white, setnisolid, soapy & odorless.

o Usually premenstrual (J glycogen)
o Increased glycogen & relieved by menses due to J acidity

- Itching, dysparunia & Infection of the C

Examination:
- Inflamed vulva: red, excoriated edema

- Vaginitis may preclude the passage of the speculum

- White patches: removal leaves slight bleeding, a ction of crural

folds

a Investigations:
- 4.5 (acidic o)
- fresh wet drop +10% KOFI ) hYPhea

- no pus cells, Doderlein bacilli are present

- Cultures: Nickerson's or Sabouraud's (especially in recurrent cases

know the t " " 
.j:.".,j::.antifungal)

Treatment:
1. Treatment of the predisposing factors *

avoided)
2. Drugs:

alkaline vag. dcluches (better

* 1xlx14
* i00mg lxlxS
* (Daktarin)4O0mglxlx3

106
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a

.. Oral: for virgins, recurrent, systemic infections not in pregnants or
lactation

* Ketoconazole (Nizoral) 200mg2xlx5
* Fluconazole (Diflucan) i5Omgonce
*' Itraconazole (Sporanox)lgm once

- In case of recurrence:
* Treat the predisposing factors (e.g. DM)
* 'Ireat the husband
tk Avoid vaginal douches
* Oral therapy -{- extend the treatment for 3 -- 6 weeks.

B- Trichomonos voginalis :

- Organism: Protozoal infection
* Ovoid in shape larger than WBCs
*r FIas 4 anterior flagella, undulant membrane, a long tail

- Modc of transmission:
*' From hands, towels, coitus, instruments
* Lives in swimming pools for 24 hrs

- Predisposing factors: J immunity, J acidity, Antibiotic therapy, OCP

Incidence: 5 -10% o,f vaginal i cti'on

SymDtoms:
- Dischargo:

o Start postmenstrual (J PII)
o Profuse (ireenish

o Iiishy odor, frothy
- Itching, dyspareunia & Infection of the i
Examination:
- Red (strawberryl angry) vagina, petechial hemorrhages (flea bitten

vagina)
- Greenish discharge, Cx is red

Investigations:
- pH> 5 (alkaline)
- Wet preparation: pyriform motile

- Pap slnear: gram -ve,

- WBCS, JJ lactobacilli
- Culture: Feinberg, Staurt's, Diamond medium,'frichocele nutrient agar

- Colposcopv: T shaped blood vessels on the cervix.

t
a

a

a
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a Treatmcnt:
- 'I'reatment of the predisposing factors + acidic vag. douches (better

avoided)

- f)ruqs:
*' oral

. Metronidazole500mg 1x2x7
4 Advcrse effects: Nausea & vomiting is more common

rvith the single closc, metailic taste, contraindicated in l"
trimester.

o Tenidazole (2 g once) 4 tabs
o Ornidazole (1.5 g once) 3 tabs

* Local: metronidazole vaginal tabs (500 mg 1XlX10)

- Treatment of husband, ar.oid coitus during therapy

- In resistant cases, treat the predisposing factors

c-

a Definition:
'- It means replacement of normal vaginal flora (Doderlein bacilli) by

other bacterial colonies mainly G.vaginalis, mycoplasma hominis,
ureaplasma urealyticum & anerobes in thc absence of inflammation
(osis not itis)

a Causes:
- C)rganism: Bacterial infection,

*
* Gardnenella (tf O foids): vaginalis & mobilancus

- Mode of transrnission: From hands, towels, coitus, instrurnents

- Predisposing factors: J im-rrity, J aciclity (J lactobacilli), STD,
IUD, Fills, uncleaniness.

Incidence: lO -25o population,60oh of vulvovaginitisO
Svmptoms:
- NO symptoms in 50Yo

- Discharge orFrl 4ls,i^Jl .9r:

* Excessive, grayish, no pus cells
* Fishy odor due to formation of amines from amino acids by

anerobes
* Especially apparcnt after intercourse or menstruation

a

a



e ComplicationstB.:

o Non-prcgnant: PID,UTI, wound infection after operations as vaginal
cuff after hysterectomy

o Pregnant: PROM, chorioamnionitis preterm labor.

. Howevcr, there is no consensus otril on prophylaxis

Examination: Minimal inflammation (vaginosis not vaginitis)

. pH>4.5
o Whiff 3aa -u,.- test: Fresh + KOH ) fishy odor

o Clue cells: obscured cell margins of vag epithelial cells (stippling)
due to heavy organisms, demonstrated by:

- Fresh wet drop: drop of saline + drop of vaginal discharge

- Gram stain: gram -ve coccobacilli (hemophilus vaginalis)

. Gra! homogenous discharge no WBC's unless ) gonorrhea, Chlamydia

Treatment:

-- Treatment of the predisposing factors

- Acidic vaginal douches (better avoided)

: Drugs:

or local gel

local cream 2o/o lx7 (J efficacy

tetracycline (500m g lx4x7)

Treatment of husband is not recommended, avoid coitus during

therapy

In resistant cases, treat the predisposing factors

a

a

1- Metronidazole 250 mg lx3x7

2- Clindamycin 300mg lx2x7 or

of condoms ) pregnancyo)

3- Broad spectrum as ampicillin,





. The gland is one of the 3 derivatives of the pelvic part of the urogenital sinus
, lt is a racemose gland, lies on either side of vaginal opcning between

perineal membrane & vestibular bulb
. Each sland has a lons duct 2cm that opens between the hyrnen & the labia marora.

o Gonococci
o Other Ii.coli, proteus
o Mixed

o Obstruction of the gland (columnar lining)
or duct (transitional lining & more common)
by infection, mucous, suturing in
episiotomy.
1. Congenital: duct atresia or stenosis.
2. Traumatic: circumcision &lateral

episiotomy .....I{ealing by fibrosis.
3. chronic infection ....fibrosis (commonest

is Gonorrhea, next staph)
4. Vascular: edema of the tissues

surrounding the duct e.g in pregnancy.
5. Tumors or hyperplasia of the epithelial

linins of the duct

Pain:
- local & may impair

walking
- Dyspareunia
- Throbbing pain in

abscess
Discharge: if drained
abscess

o Painless swelling in the vulva
o It is the commonest vulval cvsttt1

E
o{-
CL
E

o

Cystic non tender swelling in the
posterior ll3 of the labia majora

o fender swelling in labia
o Skin is red edematous
. Induration of the gland

1As
.9
o

iCOtiOnS abscess or cyst formation or chronic Bartholinitis (very common)

. @!q!on.: if postmenopausal for fear
of cancer

. p5g!g1[he.1!er.: self retaining catheter
with balloon) through a small incision
for 2-3 weeks.

o Marsupilization: do an elliptical incision
& suture the edges to the surrounding.
Easy and J bleeding * Preserve the gland
function

. Antibiotics + hot
foments

o If abscess )
drain

o Helton's incision
in a Bartholin
abscess to be
followed later by
marsuoilization

{-
L
q,
E+
o
q)
L
F
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a Organism:
-- Non specific: as streptococci, staph, E coli, proteus

= Specific: Gonococci, Chlamydia, monilia, trichomonas, viruses.

Route:
- Obstetrics: Following labor or abortion
.= Gynecologic: after D&C, cervical cauterization or loop application

Syrnptoms:
- General: FAHMR

- Local:

"@
. Fain: backache, dyspareunia

. DiSSh-U.g. purulent

a Signs: the cervix is red exuding mucopurulent discharge & bleeds on

touch

Investigations:
: Cervical smear

- Cervical culture

'Ireatmenl; Antibiotic (7-10 days) & antiseptic pessaries

a Organism:
- As acute (non specific & specific) + Chronic granulomatous (TB,

Bilhariziasis, actinomycosis)

- Commonest genital infection & many of them are asymptomatic

a Predisposing factor:
-- Follows untreated acute

. Causes of chronicitv:
1.EndocervicalglandSare@withdifficultdrainage
2. No monthly shedding

3. Deep location of the glands so difficult delivery of the antibiotics

- Mild infection from the start: post (operative, abortive or partum)

a

a

e



a Pathological types of chronic cervicitis:

-- Chronic endocervicitis: normal cervix exuding mucopurulent
discharge.

= Mucus polyp: hyperplasia of the endocervical epithelium: multiple
small reddish polyps.

-- Chronic hypertrophic celvicitis: swelling & hyperemia of cervix

-- Chlonic olrophic cervicitis: cervical stenosis

-- Nobothion follicle: obstruction of the endocervical glands leads to
multiple small retention cysts either bluish (full of mucus) or yellowish
(full of pus).

-- Cervicol erosion: bright red areas (true ulcers).

-- Ectropion: eversion of endocervical mucosa (due to bilateral cervical

Symptoms: (congestive otrlJeYl):

{e Mostly asvmptomatic & it affects many women

lF Pain (4D)
o Dyspareunia, dysmenorrhea (congestive)
I Dorsal pain (backache ls; ;;-a. ) due to affection of uterosacral

ligament
. Deep lower abdominal pain due to affection of parametrium

* Contact bleedine
lF Discharge mucoid, purulent

{3 Other complications:
r Infertility (hostile cx mucus), malignancy (FIPV)
o During pregnancy: PROM, abortion
. Spread : locally & acts as a septic focus
a

Signs:
* Tenderness on movement (umping sign)

* MP discharge

* Nabothian follicles

Investigations:
O Blood tests: leucocytosis, f ESR

O Colposcopy: exclude malignancy, evaluate pathological changes.

O Cervical smearc & cultures for gonorrhea, Chlamydia & exclude malignancy

O Infertility: post coital test

a

a

a



a D"D of chronic cervicitis

' Causes of cervicitis.
t Causes of leucorrhea.

' Causes of contact bleeding
o Definition: bleeding after

- Coitus: Postcoital
"PV
* Douching

o Causes:
- Cervical inflammations or cancer
- Vaginal inflammation & tumors
- Uterine tumor bulging into vagina.
- Investigations: smear & colposcopy > specific rnanagement.

t Causes of cervicai ectopy.

a Treatment

' Prophylaxis:
: Avoid sexual promiscuity
- Aseptic techniques (delivery,D&C,IUCD),
: Prompt diagnosis & early treatment of acute cervicitis

' N{edical:
- 'Warm vaginal douches,
- Antibiotic (2-3 m)
: Antiseptic pessaries e.g. albothyl

' Cauterization: electrocautery, cryocautery, chemical, laser
- Mechanism: open & drain deep infected glands, coagulate

epithelium of cervical canal, slough separate at 1Oth duy &.

epithelium regenerate. Avoid 3,9 O'clock (avoid injury of
doscending cervical artery)

- Types:
o Electrocautery: coagulate unhealthy tissue + opens deep

giands.
o Cryocautery: by CO2 or N2 at -60'C for 2 - 4 minutes

4 Disadvantages: profuse watery discharge (very common)
o Chemical cautery: silver nitrate, ZnCl2 using Fergusson

speculum
o Laser therapy: rapid healing, rninimal fibrosis & less side e cts

' Surgery:
- Conization
- Amputation
- Rareiy hysterectomy if extensive infection or there is coexisting

disease

' Exclusion of malignancy and treatment of complications



Definition:
- llhe stratified squamous epithelium of the ectocervix is replaced by

columnar epithelium ) red area (previously called erosion)

a Causes:

o Congenital: 6E ) columnar ep. proliferation
Hormonal (OCP, preg):{t E

Inflammatory: infection )
epithelium, the area covered by

covered by stratified squamous

clst ) Nabothian follicle

a TypesO:

Simple : smooth surface

a

a

p:piUafy: with folds) contact bleeding
3- F'ollicular: crypts, cysts, follicles, lyrnphatic aggregation

Symptoms:
o As chronic cervicitis (discharge is mucoid)
o It may be asymptomatic
o Contacl il€ediug

Signs (by speculum examination):
o Simple erosion (flat): Bright red area is seen around erternal surface
o Papillary erosion ...velvety appearance
o Follicular ...blue or yeilow
o DilTerential diagnosis: CIN

Investigations:
o As in chronic cervicitis.
. to differentiate from malignancy

'f reatment:
. ' no Treatmentol\ lr;. +4-0.

o Treatrnent of the cause e"g. infection or change pills ty'pe.
a

o I-ocal destruction: cautcrization

destruction of stratified squamous

colunlnar epithelium, it may be then

epithelium ) formation of retention

a

a

a

a

(electro, cryo, chemical & Laser)
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1- Pyometra
2- Acute
endometritis

3- Chronic
endometritis

()

o Retention of pus in uterine
cavity.

t AQuls: Infection of retained
products of, conception

. Chronic: CA endocx or
endonr, infected hcmatometra.
(any case of chronic pyomtra
is considered malignant till
proved otherwise)

. Gonococci,
Chlamydia.

o Other:
- E-coli,
- Proteus

postoperative
& postpartr"rm

'S@,- TB,

. 
Chlamydia.

- E-coli,
proteus

- Senile
endometritis

(no shedding)

oL

I

o

U

'G: FAHM.

'Abd: abd pain, mass
o PV: intermittent purulent

discharge.

. Pain: iocal
o Discharge: purulent.
a.
- Lymphocyticinfiltration

o Antibiotics.

'Ergometrin
o D&C (drain & exclude

tumors)
o Hysterectomy.

1- Treatment of the cause
2- D&C.
3- If failed hysterectomy.
4- URt in senile type

- inflamn-ration of cervix or vagina, infected LSCS.
- Hysterectorly, infected intraligamentaryhematoma
Symptoms: FAHM + abd & back pain
Signs:
- G: toxemia.
- Abd: pelvi-abd mass.
- PV: fornices are obliterated.

' Unilateral: pushes cervix to one side.

' Bilateral: uterus within the mass, vulvar edema

Treatment:
- Drainage
* Treatment of complications: extension to external inguinal ring,

thighs, perinephric region, bladder or rectum.

I 11s
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pouch

- lry: not preoeded by pregnancy, trauma, or surgery ) better
prognosis

- Zry:
o Post operative, postabortive, postpartum, post-ectopic (infected

hematocele)
o Extension from a nearby septic focus: appendicitis, diverticulitis.

- Lisually mixed organisms 1'1 aerobes then anerobes

History
- FA}IM
- Pain is more severe
- 4Ds (urinary & rectal pressure symptoms)

Signs:
- G: Fever, rigors, tachycardia
- Abd: cystic mass.
- Vag: tender cystic swelling in DP.
- Plt: tender cystic swelling in DP

Investigations:
- T ESR, TLC, CRP
- UlS, Proctoscopy.

Treatment:
- Prophvlactic: prevcnt pucrperal, postabortive & surgical infection
- Activc:

o PID with ho rnosSes:
O Medical treatment for 48 hours initially, rest, fluids, Fow'ler

position, antibiotics

surgcry
* Conservative: unilateral adenexectomy or drainage.
tk Radical ....TAH r BSO if > 40 years.

I
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a

6- Pelvic inflammatory disease)s. cr-r. *l
Definition:
, Infection of the genital tract above the cervix (upper genital tract;

uterus, tubes, ovaries & pelvic peritoneum)

Incidenc e: 2 - 3 o/o of females

Etiology:
. Organism:

- Pyogenic organisms infection is usually mixed
- STD especially N. Gonorrhea (40 %) & Chlamydia (60 - 70%)

- Chronic granulomatous: TB, bilhariziasis

. Route:
- Ascending (endosalpinigitis) as in gonorrhea & chlamydia
- Lymphatic (interstitial salpingitis) as in postabortive &

puerperal.

- Blood (all layers) as TB
= Direct (perisalpingitis) from ^ nearby septic focus as

appendicitis,

. Risk factors:
= Promiscuity
- Previous PID, IUD insertion
: Recent instrumentation "post abortive, HSG"
- Ascending from lower genital tract infection
- Young (<35y), non white race,low socioeconomic class

a Types:
. Acute
. Chronic:

: Persistence or poor treatment of acute attacks
: Chronic from the start

'@chronicPlD

a

a

tt7

More acute

Usually after menses

May remain silent for months

Acute pain +l- peritonitis Milder
Diffuse exudate ) tubal block More damage but later on



a Epidemiology:rO p"r-iJ I o LjtJ
. It is disease of:

l.Sexually active woman

2.Menstruating woman, as the blood is good medium for organism and

a blood dislodge cx mucous which help ascending infection

3.IUD users as the threads help ascending infection

4.Females using douches especially around their menses as pressure at

the cx mucous may facilitate the transport of infectiory

, PID is rare in:
l.Pregnancy as gestational sac prevents ascending infection & increase

blood flow during pregnancy help to wash the organism

2.Female using barriers

3.Female using COCS or progesterone ) alter the cx mucous and

endometrium and thus retarding the ascending infection
4.Patient with tubal ligation

PID:
1) Lower abdominal pain & tenderness of lower abdomen

2) Cervical motion tenderness

3) Adenxal tenderness

1 . Fever >3 8 oc

2. Leucocytosis >1 0.500/cc

3. Adenxal mass on pelvic examination or U/S
4. Purulent material on culdocentesis

5. Gram --ve intracellular dioplococci for the discharoe

For diagnosing PID: the 3 major + I minor

Gainesville staging of PID

i< Stage 1: endometritis - salpingo-oophoritis

*< Staee 2: TO cyst

le Staee 3: TO abscess

l< Stage 4: ruptured TO abscess

t}< Staee 5: lung spread

118 I
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rvith good immunity):
f endosalpinx ) serous exudate in lumen

lution

elvic abscess.

I layers ) purulent exudate in lumen

spread

dhesions to surrounding structures

dache, malaise
ominal pain
s; pain, bleeding, purulent discharge

o General: Fever, rigors, tachycardia.
o Ahdominal:

- Tenderness, rigidity, rebound tenderness

- Nlaximal tenderness is 3 cm above midinguinal point (tubal point)

o fl: cervical motion tenderness (Chandelier sign), tender masses,

tender adnexa, mucopurulent discharge

I nvestigati ons:
o Laboratory: ]TLC, ESR, CRP

o U/S: fluid filled mass (esp if pain prevents PV examination) & to
follow up the size tubo-ovarian masses

o Laparoscopv: (Gold standard in doubtful cases) inflamed tubes oozing pus.

Severitv of PID by laparoscopv a^<+

1. Mild: erythema, edema, no spontaneous purulent exudates, tubes

freely mobile
2. Moderate: pus, erythema, & edema is more marked, tubes may not

be freely movable & fimbrial end may not be patent

3. Severe: Pyosalpinx, inflammatory complex or abscesses

o Culture for the discharge, peritoneal cytology
o Endometrial biopsy
o B-HCG to exclude ectopic pregnancy

of acute abdomencauses



Complications
-- Recurrence (20%), chronicity especially with chlamydia (very mild

symptoms)

-- Ectopic pregnancy, Infertility
= Chronic pelvic pain, menstrual irregularity
- Spread: pelvic abscess. peritonitis, thrombophlebitis, septicemia.

Treatment:
-. Prophylactic: avoid promiscuity, aseptic delivery & instrumentation

- Active (for both partners):
{l General:

r B ) bed rest in Iiowler position.
r P)gooddiet
r f )coldoompresses
. AN) antibiotrcs
. F)IVfluid
. AN ) analgesic
. AN ) antipyretics

* Antibiotic therapv accordins to CDC r+,ill a)SJ! ,,il *l- Jl;

Oral regimen
Resimen A .Lir;Keglmgn A Jas-r:

Ofloxacin 400 mg * Metronrdazole 500 mg orally twice a day for 14 days

Regimen B:
Cefoxitin 2 g+ probenecid 1g X 1 or Cefrtriaxone 250 mg IM X 1 (once)

+ Doxycyclin 100 mg orally twice daily for l4 days

Parenteral regimen

Cefotetan (Cefotan) 2 gIY I 12h or Celbxitin (Mefoxin) 2 glYl6 h +

Doxycyclin 100 mg orally or IYll2 h

Parenteral therapy is stopped 24h after drop of fever & oral Doxycyclin (100

mg twice a day) should continue to complete 14 days of therapy.

Clindamycin 900 mg IV every 8 hours +
Gcntamycin loading dose IV or lM (2 mglkg of body weight)
Followed by a maintenance dose (1.5 mglkg) every 8 h.

Parenteral therapy is stopped 24 h after I of fever & oral Doxycyclin 100 mg

I lzh or clindamycin 450 mg orally 4 times a day to complete a total of 14

days of therapy.



Pathology:
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Surgical:

lfr f reatment of sBecific inI'cctions:

a
l. EvdrPsalPiux:

-- ) occluded fimbria ) distension by serous

fluid ) pelvic pressure & pain, sometimes it escapes from uterine end

) intermittent I'Iydrosalpinx ) I{etort shaped tube by IISG

- It is liable to torsion, infection, rupture

- Tubo-ovarian cyst: Flydrosalpinx communicating rvith ovarian cyst.

)'.
) blocked tube (non visualized by tlSG)

- ,, t, less liable tcr torsion, infection, rupture (aclhesions).

-. '[ubo-ovarian zrbscess: pyosalpinx oommunicating ,,r,ith ovarian cyst.

3. . perisalpingitis with peri-tubal adhesion

4. Muhiple bilateral nodules especially in
isthrnus

-- DD: 'IB, biihariziasis. goRococci, chlamydia, endometriosis, may be in
normal F'I'

5. Perihepatitis - perisalpingit,is (Violin strings like
bands betrn,een the tube & liver)

6. (this PID can occur in virgins):
-- Adhesive type (dry): thick, nodular tube rvith tubercles &calcification,

- Erudative (ascitic type): thick agglutinated fimbria ,pale with
caseatron

no affection of fimbrial end ) sandy patches, nodules, calcification

mg Ciprofloxacin 500 mg (oral)
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& Symptoms:
e Acttte attack: Recurrent

e Pain: 4D

c Cachexia
o Discharge

. Infertility

g SiEns:
. Gencral: ill health, TB toxemia
o Abdominal: lower abdominal tenderness, TB peritonitis, bilhariziasis

(rrsM)
o Vaginal:

-- Cx motion tenderness, fixed RVIr, tubo-ovarian complex

- Vaginal discharge

A Differential diagnosis: chronic pelvic pain, endometriosis, cancer ovary, TB

t Investisations:
-- To diagnose: Blood: ESR, CIiP, leucocytosis

Culture: lrom endocervix, rectum (chlamydia, gonorrhea)

U5: masses & follow up of the size of the masses

Loporoscopy: in doubtful cases & if no response for 72 h

-- Etiology: TB (chest X ray, tuberculin test)

-, Complications: as infertility ) HSG, laparoscopy

t rreatment: 
Avoid risk factors -r- proper treatment of acute cases

. Medial
r Analgesic, anti-inflammatory drugs, antibiotic in acute exacerbation
r -Ireatment of TB {INII 5mglkgld, rifampicin 10mg/kgldayl
r Bilhariziasis (praziqtantel 40mglkglday single dose)

. Surgical:
- Salpingectomy or fAH BSO (if bilateral in old patient)
- Tuboplasty in inf'crtility

. Adhesiolysis

. Resection reanastomosis

. Reimplantation

. 'fubal cannulation

' If failed all these methods ) salpingectomy(ls a^a3) t AII'I

7/4

!tii
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Chlamydia

\r:islrui* SoEr0rrllea
Etiologv:
-- Organism: Gm -ve kidney shaped intracellular diplococcic

= Nlode of infection:
o Intercoul'se, contamination frorn intected torvels, instruments

r During Iabor: neonatal conjunctivitis

Patholosy:
- Incubation periocl 3-7 days (male to female > l-emale to male o)
,- More in black races with lo'*, social class

- It affects only columnar epithelium

o lry sites

o Urcthra + Skene. Bartholin glands & endocx ) angry red

cervix + mucopurulcnt clischarge ( Sanger's a)
o Zrl sites:

- Recturn: proctitis
- Phar,vnx after orai sex: pharyngitis,

- E,ves: ophthalmia neonatorum,/conjunctivitis in adults.

- Tubes (PID), peritoneum (Fitz-Flttgh-Curtis syndrome).

- \'ulvovaginitis (in PrepubertaI or postmenopausai)

o Sel

- Eir,iccarditis, septic arthritis, menin-qitis. iridocyclitis I'L

de nn:.rtitis

Sympto ms:
o z\svmptomatic
o Lorl,er abdominal pain, mucopumlent discharge, LIT'I, conjunctivitis

Signs:Mucopurulent dischargc l- cc'rvix is red hot erodecl (angry red)

Investigations:
. @. gram - ve IC kidney shaped diplococcic
. C_q]I-U_tg: Thavel Martin or New York city media, chocotrate agar

: 
*: cFT 

: ELrzA(Gonozynre) frcrm lry sites.
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- It remains silcnt for months or yea

-, lt affe cts 5"h ol non prcg lemalcs
.. howevcr it is asymptomatic in 50
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n A, B & C: trachoma

' Chlarnydia causing genital infection
o Urethritis, Ilartholinitis, cervicitis, peritonitis (Fitz I{ugh.

Curtis), int-ertiiity, inclusion conjunctivitis'

o In pregnancy: ectopic pregnancy, abortions, PI{OM,

chorioamnionitis,' Preterm labor

o NN: ophthalmia NN, Pneurlonla
o In malcs: urethritrs, epididymitis & conjunctivitis

t Lyrnphogranuloma vencrium z Ll LZ L3
o Single or multiple papulcs ) vesicles ) pustule ) ulcers

) fistula 1- marked fibrosis
o Lymphadenitis: Lymphadenitis (bubo): matted together with

sr.rppuration & sinus forrnation
o Chronic lymphangitis ) obstruction, edema, fibrosis,

elephantiasis
o Proctocolitis with diarrhea & fistulas

a Symptoms:

' AsYmPtomattc
r Lorver abdominal pain, mucopurulent discharge, UT'I, conjunctivitis

a Signs: Mucopurulent discharge -l cervix is red hot eroded (angry red)

a Investigations:
o Qellular atypra, intracellular inclusion bodies

o ) 10 Pus cell/oil immersion field

o ! ELISA (most raPid)

o (reliable a tissue culture)

. : MIFT, CFT

a Treatment:
I lgm single dose
. :500gmlx4x14
' :100mg l)t2x14
' :300mg1X3Xl4

t2s



100 types are present
) vulvitis
,51,52 ) CIN, VIN, VAIN

n from infected towels, instruments

oma

y transmitted virus
- It forms genital warts & condylomas:

o Condyloma accllminata (cauliflowor masses): on vulva, perineum &

anus

o lilat & inverted condylolna: on cervix
o Growth increases in pregnancy, COC, DM, immunosuppression.

o Usually associated with other STD

6:
- Warts (condyloma accuminata in labia vulva, perineum & flat &

inverted condyloma on cervix) -L 2ry infection

& :warty lesion may change into intraepithelial carcinoma

6

1. Related to malignant & premalignant conditions of cx, vagina, vulva

(16,18)
2. Recurrence (it occurs in 6oh of population & recurs in 60%)

3. Neonate: may lead to laryngeal papilloma

a:
: Dot blot test for DNA, I{NA (fast non specific)
- Southern blot test (specific)
- Smear: koilocytes

o Multinucleated, vacuolated cells with
o Pronuclear halo
o Amphophilic cytoplasm

- PCR. no culture
- Colposcorrv, PAP smear to exclude malignancy
- acanthosis, papillomatosis, hlperkeratosis (resembles malignancy)
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' Podofilox 0.5 oA: twice daily for 3 days followed by 4 days

free (can be repeated 3 more times). Not in pregnants or

vagina (toxic).

' 'I richlorace tic acid 75 - 90% applied weekly 6 times
o Cryo. I,ASHII or electrocautery

Surgerv:
o Simple removal or simple vulvectomy
o Biopsy to exclude CIN

Other antivirals: interferon,5IrU, immunovir tablets

In pregnancv: C. section to avoid NN laryngeal papilloma

Rccentlv: quadrivalent vaccine is available

Etiologv:
Organism:
o DNA virus
o Tvpe I: 20 -25 %

o Type II: commonest herpetic genital infections

Mode of inf'ection:
t Intercourse, contamination from infected towels, instruments
t During labor: neonatal encephalomyelitis.

Pathology:
: IP:5'-7days
- Affects the vulva, perineum , vagina, cervix, urethra & oral cavity
- Usually associated with other STD

Symptoms:
- lry infection: occurs in a patient has no antibodies

' Generally: FAHM (flu like)

' Locally: painful vesicles that rupture leaving a shallow small

painful ulcers -t- inguinal LN
' Fate: heals rapidly & virus is dormant in sacral plexus (dorsal

root ganglion)

a

a
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Iltiolosy:
-' 0rganism: mycobacterium

mycobacterium bovis)
." Mode of infection:

t (1ry is usually lungs)
. By blqqd_(90_"/o)o, lymph or ascending (with semen) or peritoneal

spread

Pathologv:
-- Tubes 100%o ) adhesive or exudative:

. Perisalpingitis ) military TB with adhesions
o Interstitial salpingitis, salpingitis isthmicanodosum
. Endosalpingitis

-- Llterus (50%): tubercles, caseation, Asherman syndrome
- Ovaries (25o/o)'. granulomas, caseation & fibrosis
-. Vutrva, vagina & cervix (5%): polypi or ulcers (serpiginous

outline, undermined edge, yeltow floor, not indurated)
Symptoms (tnowadays):
o Family history or endemtc area.
. G.ESA!: night fever, night sweat - loss of weight & appetite
o Abd: abdominal pain
. Vaginal: 1/3 of case: no abnormality

- Menstrual:
o Amenorrhea, Hypomenorrhea (.|,general condition,

anovulation, Asherman)
o may be normal menses or even menorrhagia

- Congestive symptoms: Pain, Discharge
- Infertility (.5'/" of infertile)
- Other: vulval, vaginal, cervical lesion

Sisns:
- General: chest lesions
-- Abdominal: massers lyrrph nodes
-- f ,ocal: tubercles in vulva, vagina & cen ix fixed RVF, adenxal &

DP nodules

Invcstigations:
. General:

t TLC (lymphocytosis), ESR, chest X ray r renal inv
- Tuberculin test significant if -ve.
Vulva, vagina & cervix: biopsy f,rom lesions
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o Endometrium:
o Curettage:

. Culture: Lowenstein Jenesn or dorset egg media

" Zeil Neilson stain: bacilli * excess lymphocytes

o US, Hvsteroscopv
o 'f u bcs:

o HSG: uterus (Asherman synd, calcifications), Tube rigid lead
pipe, sausage shaped, hydrosaipinx, usually patent

o Laparoscopy (sausage shaped, no pyosalpinx, tubercles,
calcifications intestinal affection & biopsy)

a Treatment:
o Medical:

, INH (Smg/kg/d), Rifarupicin (1Omgikgld), Ethambutol
( 1 5mg/kg ld) + Streptomycin ( 1g IM/d) for 6-9 months

o Sursical: TAH + BSO (no tubal microsurgery) if:
. No response to medical treatment
, Enlarging mass, Perimenopausal bleeding.
. Fistulas & sinuses or delay chest healing.

Q Usually due to S.haematobium > mansoni

Q More cornmon * perisalpingitis & interstitial salpingitis

Q Route: is commu.rication betu.een vesical, rectal & vaginal plexus

Q Types:

4 Vulva: poiyps - ulcers

4 Vagina: polyps - sandy patches

d C.xt polyps - sandy patches - nodules

O Manit-estations of urinary or GIT bilhariziasrs

O Infertility (uncommon), discharge, menstrual disorders

Signs:Lesions in the vulva & vagrna, Fixed RVF

Investigations
Q Stool & urine ex: ova, CFT

Q Coiposcopy, hysteroscopy, cystoscopy, laparoscopy ) biopsy

Treatmcnt
Q Praziquantel 20-60 mglk_e single dose

Q Tuboplasty: good result r*'ith surgical excision of residual lesions

6
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Pregnancy:
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2- Mucoid: Vaginal adenosis, Virus c

3- Serous (Waterv): ROM, VM, U

cancer cervix.
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(mucous secrcting gland is alfected by a pyogenic

organisms) : Mixed vaginitis, Non-specific cervicitis, Bartholinitis
(ionorrhca, Vaginitis, Endometritis,

and Septic abortion, pyomctra, and PID & Pelvic abscess if open into

vagina.
6- Iroreign body, ljlcers & Senile vagirritis, Polyps,

IJrosion, lJlcers of the cervix & Cancer of vagina, CX, Body.

Yellowish or Greenish: TV, Non-specific vaginitis.
Trauma, Infection, Tumors & Fistula.

0

a Treatment:

O Local cleanliness of genital tract.

4-

5-

7-

8-

* T.V &
common
adult.
Bloody

Monilia is
causes ln

discharge
after menopause may
be due to malignancy.

Marital status:
Post partum &, post
abortion infection.
Gonorrhea after S.I.

Congestive
dysmenorrhea
Pregnancy (VM)

illness:
Discharge -+ onset,
course, odor, relation
to menstruation.
Associated sy toms:
pruritis, dyspareunia,
urinary or GIT sy tom.

4

t4

4

*
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No intercourse or
vaginal douches for
24hrs, also no
lubricant is used
during PV
Vulva is inspected
for discharge,
Bartholinitis,
urethritis, the
urethra is milked
downward
(Gonorrhea)
Speculum Ex.:
discharge is
obtained &,

exarnined for
amount, charactcr,
color & odor.
Vaginal wall is
inspected for
vaginitis, ulcers 8L

tumors.
Bimanual Ex. Is
done after speculum
removal

L'

1
L-

-
-)-

Irresh wet drop
method forTV.

Stained film for
monilia
(methylene blue)

Discharge
collected from
urethra, vagina
& cervix are
collected for
bacterial EX. &
culture &
sensitivity.

Vaginal cytology
(infection

4-
or

malignant cells)

Biopsy from
suspicious ulcers
or tumors.

in infant X-ray
for a F-.B
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