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PHYSIOLOGY OF MENSTRUATION
Defi:- “ Menstruation is monthly uterine bleeding out flowing
through vagina for 4-5 days every 28 days during reproductive life

of a women from menarche (onset of menstruation) to menopause
(cessation of menstruation)” '

“Menstruation is the periodic and cyclical discharge of blood,
mucus and cellular debris from the uterine mucosa, which occurs
due to progesterone withdrawal after ovulation in nonfertile cycles.

( The duration of the cycle averages 28 days. It may be as
short as 20 days or as long as 45 days even in complete normat
women). Women gets 13 menses in year and around 400 menses
in her reproductive life. -

Physiology of menstruation includes three cycles. -

l) Endocrine mechanism of menstruation OR . hormonal cycle.
Il) ovarian cycle.

lil) Endometrial cycle OR uterine cycle. '

I) Endocrine mechanism of menstruation OR Harmonal cycle:-
Sex harmones from hypothaiamus in brain, anterior pituitary

gland and ovary — causing menstrual bleeding from uterine
endometrium this is also called as .

(Hypothalamus- pituitary- ovarian — uterine axis)

- In the brain, Hypothalamus act as switch of endocrine
mechanism of menstruation.

.. /R
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thalamus
¥ ; Gnﬁlé-_f-,' H:I'PG
\&;?E‘ 4%
B, _ Anterior Luteal phase
; pituitary
Follicular phase - E e
i i .\\ Sram, ..._._“_I“ﬁ
,"_‘,—-'-",!l e t Cmpus Lutel_,lm

Primordial Pﬁmafy‘fs';u‘ldar} Blahse Ovylaion
follicles  follicles follicie (gradid Corpus "% S

_a® o5 ‘9]

| /
(]

[ Stratum q’z&e i

| func. | o/,

| tionalis ""r ;

"basalis I O O T T T T T T A T A I R O I B I
Days 1 2 3 4 58 7 8 8§ 1011121314 151617 18 19F§§t21|2;23 24 25 26 27 28

Menstrual : : ovulatory
;hn;s;m P“",;'?;'f'si"’” Ovulation phase

Fig. 1.1 : Hormonal regulation of chaﬁges in the ovary and uterus

| | v
The Hypothalamus in female start the process by secfeting
GnRH ( Gonadotrophin releasing Hormone) -

2

{Gn'FiH Substance begins to be secrete just before puberty
| In pulses every hours and continue for the rest life)

ypothalamus to anterior pitui ‘

_ _ _ Ior pi

gland via special hypophysrapituitary portal system nfp l_ultaW
¢ vessels.

The GnRH acts o 1'
n the anterior pitui |
itu
| Pituitary

L

—
HW.. /34

Anterior pituitary gland (specially gonadotrophin cells) liberating.
LH-Lutenising harmone

(FSH) Follicular
stimulating Harmone

v

Initates follicular growth ,
In the blood circulation to initates growth of ovarian follicles in

(LH) Stimulates Further
Development of ovarian Follicles

" both ovaries.

Il) Ovarian cycle :-

¢ "“aé Hypothalamus

€B High levels of
estrogens from
almost mature
follicle stimulate
release of more
GnAHandLH §

a GnRH promotes
release of FSH
and more LH

4 Anterior pituitary

6 LH surge
brings about
ovulation

Ovulated
secondary
oocyte

Corpus heb'r'rhagicurn L,

(ruptured follicle)

Almost mature
{graafian) follicle

Fig. 1.2 : Endocrine Mechanism of Ovary

it consist of the development and maturation of a follicle,
ovulation and formation of aarpus luteum. and it degeneration.
All these event occurs with in 28 days.
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' hree phases.
rian cycle can be divided m_to t

Qvarian

i)  The follicular phase:

i) Owulation

jiij The luteal phase.

) Follicular phase:

Primordial follicte
Preaniral follicle

Fig. 1.4 : FSH and granulosa cells;
LH and theca cells- two

G : cell, two gonadotropin
Fig. 1.3 : Growth and different system

stages of follicle

The various stages of follicular growth in the ovaries.

_ \%
At birth in the female child each of the ova is surrounded by

single layer of granulosa cells, and the ovum with its granulosa

cell sheath, is called as “primordial follicle”.
\1’ ;
At birth about 2 millians follicles seen. And at puberty they are

r
fet:iuuc:vald upto :.1,00,000 and only 400 follicles are available likely to
or ovulate during the entire reproductive period

¢

th
€ granulose cells are to provide

n
— inhibiting factor” that kee d a*so‘sec,ete an “oocyte maturation
e ovumin to primorgils follicle stage of

mﬁq... /?b ; ; —

i

meiotic division.
%
Then after puberty when FSH and LH from the anterior pituitary
gland begin to be secreted in large quantity the entire ovary with
some of the follicles within them begin to grow.

J

The 1%t stage of follicular growth is moderately enlargement of
the ovum it self (which increases in diameter two to three fold.
Then follows growth of additional layers of granulosa cells and the
follicle becomes known as “primary follicles” (preantral follicles)

. N%
(the growth of primordial follicles into primary follicles is

independent of FSH).
Vv

The initial effect is rapid proliferation of the granulosa cells,
giving rise to many more layers of granulosa cells.

N2
" After the early proliferative phase of growth, lasting for a few
days, the mass of granulosa cells secretes a follicular fluids that
contains a high concentration of ‘oestrogen’. -
- \2
Once the granulosa and theca cells proliferate more rapidly,
the rate of secretion accelerates and each of the growing
follicles becomes an “antral follicles”

\Z

(Growth of primary follicle antral stage is stimulated mainly
by FSH alone.) .
_ \) |

then greatly accelerated growth occurs in the antral fpllicles
- leading to much larger follicles called “ vesicular follicles”

this growth is caused by (pre-ovulatery foilicles).

= A... /¢
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the follicle plus the increasing

' r to cay

3. The increasing 0€es act togett:ﬁ:rﬁecreﬁnse

anterior crease thei .

o l'i:::tio;h:f the follicular thecal ells a.nd I;‘l  gins {0 grow, o
Ersnu:.*ell There fore oncé the a ’ :

| ery rapiaty:

further growth occurs very v

trogen IT0
pituitar?

. ins imbedded i
As the follicle enlarges the ovum itself remﬂf":he e iﬂ
mass of granulosa cells located at One POIE: :d]ate’ - LIS
CE"Ed as :cnmulus nuphDrUS’ OH corona I .

Selection of dominant follicles :- Between day 5-7 of current

cycle . one of the follicles out.of so many becomes dominant and

undergo further maturation and all others begins to involute ( a

process called atresia) and these follicles are said to becomes

atretic.

NG

The cause of the atresia is unknown but possibility is
R\ _
One of the-several grows faster than the other and produce
more FSH receptors and oestrogen.
$or
The rising oestrogen level.causes a negative feedback to the
anterior pituitary gland.
N2
gon:dec:ir;?ctz :pg::?:zst::i I:II in the level of FSH and
er lesser develop

\Z

follicles.

—_— _
Gﬁﬁ"l’ Tk R . s

—TE———

N

Estrogen and inhibin secreted by the dominant follicle
Vv
Decrease the secretion of FSH which cause other less well
developed follicle to stop growing and undergo atresia.
N Z
. It becomes involute (atretic).
In this way single dominant foliicles undergo further maturation.
| N Z
(the graafian follicle, described by regnier Graaf in 1672 the
Dutch physicians and anatomist

N

is a vesicle whose size measures on an average between 12
mm and 16 mm in diameter after puberty Or development of an
antrum or vesicular follicies from primary follicle.

v
The fully mature graffine follicles just prior to ovulation
masures about 20 mm.

Ovulation :- the rupture of the mature (graafian) follicle and

the release of the secondary oocyte in to the pelvic cavity.

Ovulation usually occurs on day 14 in a 28" day cycle. Ovulation

- occurs when ovum surrounded by the corona radiata escape out

of the graffine follicle. ‘
* The graffine follicles under the influence of FSH together with
only on minimal amount of LH secretes. 17-b oestradial.

17-b oestradial has three function.

i) it produce proliferative changes in the endometrium.

i) it inhibits further secretions of FSH by anterior jpitutory.

iii) it stimulates anterior pituitary to secrete LH.

N7

... /30
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Primordial follicle
follicle

Primary
follicle

Owarian cortex

_i ____— Faollicular fluid

] ———— Mature (graafian) follicjs

Ovarian medulla

Corpus hemorrhagi
{rupI?ured fallicle g

E Corona radiata

4 o Ovulation discharges a
it : " secondary oogﬂ;ﬂ’e
Degenerating  Blood clot Corpus

corpus luteumn futeum _
" Fig. 1.5 : Changes of Ovarian follicles in ovary

Inhibin produced by the graafian follicle under oestrogenic effect

i also responsible for a fall in the FSH level and stimulate of LH.

secretion.

\7

In this way the maximum peak of oestrogen secretion. Is seen
‘about24-36 hours before ovulation and after that oestrogen begin
to fall approxmately one day prior to ovulations and

\

The rate of secretion of LH by the anterior pituitary gland

increased markedly, rising six to ten fold i
' ' and pe

\Z

FSH alsp increases aholut tw

And these two harmones act sy
In this way i)

© 10 three fold at the same time.
e nergistically,
Very rapid growth of fo|licle

ecial :
FIJ effect on granulosa angd theca cells of

WM., /3 2

B

converting them to progesterone- secreting cells and less

oestrogen secretion (oestrogen) approximately one day prior
to ovulation.

iii) beginning of secretion of prgesteron.

Shortly before ovulation, the protruding outer walls of the follicle
swells rapidly, and small area in the centre of capsule called the
stigma, (produdes like a nipple)

The theca externa (the capsule of the follicle ) begin to release
proteolytic enzymes from lysosome that dissolution of the capsular
wall (weakening of the wall) .

In another half an hours. Fluid begins to ocoze from the follicle
becames smaller because of loss of fluid. Stigma ruptured widely
and more viscous fluid that has occupied the central portion of
the follicle is evaginated outward into the abdomen.

\%
i) GnRH promotes FSH & additional LH by anterior pituitary.
jii) LH causes rupture of mature (grafian fillicles) & expulsion of
~‘secondary oocytes after 9 hours after peak of the LH surge.
The luteal phase OR Postovulatory phase :
“This the phase of female reproductive cycle is the time between
ovulation and onset of the next menses”. .
During the first few hours after expulsion of the ovum from the
follicle the remaining granulosa cells changes rapidly into “ Lutein
cells ¢

These cells enlarges to a diameter two or more times that of

the granulosa cells and they becames filled with lipid inclusion
that give them a yellowish appearance. This process is called
luteinization’ and the total mass of cell together is cailed the
‘Corpus luteum’.

J
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SeCfetEd by antefior p|tu|tary

ends O e luteinizing’

gland in fact this function
growth of the corpus '”teum

reé of
of LH the dég ts life is extended (fifte o

In the presence rater and

is enhanced, its gecretion 1S g
corpus luteum is 12 days)-

that secretes large quantities of th,

7 rpus luteum
Growing corp 4 oestrogen.

female harmones progesterone an

The harmone progesterone has two function.

It stimulates the endometrium It inhibit further productjon
to undergo secretory hypertrophs of LH by anterior pituitary

in this way strong support of oestrogen and progesterone to
endometrium in post ovulatory phase.

\

Later events in an ovary that has ovulated an oocyte depend
on whether the oocyte is fertilized or not.
2

If the oocyte is not fertilized (carpus leuteum has life span of
only 2 weeks.)

Then its Secretory activity declines and

v

It degenerates intg Carpus albicance (distroid)

The level of pro
QEStETOPIB estrugen and
I n decrea

lfthe secondary oog

ytes is fertili
embryo Secretes he iz

s:,l Islk”"w“ as embryo fertilized
ONic gonadotrophin harmone)

G (Human ¢

-

this harmone is produced by the chorion of the embryo (beginning
about 8 days after fertilization).

(the presence fo hcG in maternal blood or urine is an indicator of
pregnancy and is the harmone detected by home pregnancy test).
Vv
In this way fertilized ovum (embryo) embedded in endometrium

(which is having favorable secretary changes).

Uterine Cycle (Endometrial cycle)

The cyclic production of oestrogen and progesterone by the
ovaries is an endometrial cycle operating through the following
phases :- :

i) Proliferative phase (proliferation occurs in uterine endometrium)
i) Secretory phase (secretory changes occurs in utrine).

ili) Menstrual phase (sheding of endometrium in small pices).

) Proliferative (oestrogen phase) of the endometrial cycle:-

This stage extend from 5 to 6™ day of menses to till ovulation.

N

The proliferative changes occurs under the influence of
oestrogens, secreted in increasing quantifies by the ovary during
the 1 part of the ovarian cycle, 5" to 14" day).

| \7 |

The stromal cells and epithelial cells prulifer'ate rapidly, the spiral
vessels extend below the epithelium; and they form loose capillary
network. (congetion)

" N Z

At the time of ovulation the endometrium is approximately 3 to
4 mm thick.

(at this time, the endometrial gland’s especially those of the
cervical region.

Vv

#Hom... /3¢
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ide the spermin th
Secrete a thin stringly mucusthat help gu .
ecrete a thin,
proper direction into the uterus)- t
Il) Secretory phase: (Proges
cycle
after ovulation, or during the latté

6 days perior to menstruation.

jonal phase) of endometria)

r half of theé cyclei.e. 15" to 5.

Secretory changes 0CCUrs in endometrium due to the combine

effect of oestrogen and progestron which are secreted in large
quantity by the corpus luteum.

Endometrium contains receptors for progesterone whicn are
induced by oestrogen due 1o this.

The oestrogen cause slight ~ Progesterone causes marked

additional cellular proliferation swelling and secretory
in endometrium. development of the endometrium.

® The glands increase in tortuosity (increase its size).
® The cytoplasm of stromal cells increased.

® The blood.supply to the end ' '
| ometrium further increas
| vessels becomes highly tortous, Aot

® The end of the secretor
y phase t : ;
of 5 to 6 mm, he endometrium has a thickness

(from the time of fertjl
! : ilized ovum en ;
the fallopian tube until the oyym im Srefhe.Lisring cavity from

m plants, the uterine secretions,

N7

Once the corpus luteum degenerates oestrogen & progesterone
levels falls suddenly.

N2

The first effect is decreased stimulation of the endometrial cells
by these two hormone.

N7

Followed by rapidly reduce of endometrium it self to about 65
percent of its previous thickness.

v
Reduce ievel of PGI2 prior to menstruation.
Nz
Leading to ischemia.
v
The vasospam and loss of hormonal stimulation
v
Causing beginning necrosis — in endometrium, local tissue

distruction by release of proteolytic enzymes from the breakdown
of lysosomes.

Y

The bleeding occurs from broken arteries, veins and capillaries.
Y
The menstrual flow starts as a result of combined effect of
prolonged vasoconstriction, myometrial contraction and local
aggregation of platelets with deposition of fibrine around them.
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SPERMATOGENESIS

| uction.
permatogenesis means- beginning process or prod
he seminiterous tubules contain two types of cells.
Spermatogenic cells - the sperm - forming cells.

) Sertoli cells- which have several functions in supporting
spermatlogenesis.

S
T

The sperms are formed in the lining of the seminiferous tubules

from germinal celis.
Sparmatogonia (stem cells)
%
Sparmatogomia are diploid germinal cells (2n- have4
chromesomes) which divide by mitosis in to
N2
Spermato cytes- (meiosis-)
‘5 ~ | begins with diploid slarting cells and ends with
two cells each with the haploid number of chromosome)
Vv

The two cells formed by meiosis | are call
Spermatocytes (meigsis- i)

during meiesis | divides,

(Meios

S

ed as Secondary
each of the two heploid cells formed

N/

The net resylt IS four haploid

difterent from the ariginal diploid
=

gametes which are genetically
starting cells.

ach secondary SPermatocytes has 23 chromosomes the

haplod numbers),

The four hapigig cells resulting from Meiosis Il are called as.
v

‘Spermatids’ (A Single primar

\Z

SPermatids are tyq rounds of cell

Y Spermatocyte)
There fore Produces - four

| SPERMIOGENES|S

Basnmant membrang
ol S2minifargy

5 lubulg
Suparficia Some Shermatogon, remain
45 precursgy slem colig
Spﬂrmah}gﬂmum P
P 4 N
’ﬁf,'_ \ ( 2}1 1
(2n A ———> /
N ) Mitosig =
Somae Spermatogonia A,
ushed away from ( ) h
asoment membrancg 2n

"l-—-'f
Dn‘lnrennanﬂn ¢

Primary Spermatocyte

2n DNA replicatign
/ letrad fnrmalmn.
- and cr -
Meiosis ¢ / \p‘-’ﬁf oseng
MEIOSIS | -

Sucondary Spermatocytog

t’} : Each
;\; h k” ' chromesome
o — . has two
3 Meiosis || / \ ¥ \chmmahdus

Cytoplasmic Spermatids
bridge —

v v oy
Spermatozoa

Deep qrt ;n tn {n

Lumen of seminiferous tubule

wtom... / xe
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i iosis — Il
division (meiosis | and meiosis — 11}

i ic bridge
remains in contact via cytoplasmic bridg

.b - .
The final stage of spermatogenesis is SPEWIO%E”:[S:J:.'
this stage development of haploid spermatids into "sp
| the lumen of seminiferous tubules.
¢ .
No cell division is occur in spermiogenesis

N2

Each spermatid becomes a single ‘sperm cell

Vv

Sertoli cells dispose of the excess cytoplasm that sioughs off.

v

Finally, sperm are released from their connection to sertoli
cells, an event known as ‘spermiation’.
NP

The sperm then enters the lumen of semini ferrous tubule.

Vv

Fiuid secreted by sertoli cells pushes sperm along their way,

The cells

towards the duts of the testes,

The testes produce 200 to 300 million sperm daily.

Endocrine control ( Hormonal control) of the
spermatogenesis,

At puberty (initiating factors are unknown) certain hypothalamic

neurosecretory cells increase their secretions of

\Z
GnRH (Gonadotrophin- reieasing hormone)

\2
GnRH stimulates the anterior pituitary gland to secrete

3 Hypothalamus

Testosterone decreases
release of GnRH and LH

Anterior pituitary

Inhibin decreases .«* .
release of FSH &

g N A . _‘-

Gonadotroph

& Y

: Together with

Together with . i
[ | tﬁS‘DStE‘I'GI'IB. FSH LH {.H stimulates
I FSH stimulates L i s:st?s;!amna
| Spermatogenesis P _ cretion
|
1

Spermatogenic

cells é
Sertoli cells z Leydig cells secrete
secrete androgen- Dihydro- taesy;casterona
b*nd‘“-.g pmtein E IESIOS?BFUI'IEI
(ABP) (DHT)

¥
* Male pattern of development (before birth)

« Enlargement of male sex organs
and expression of male seconda
sex characteristics (starting at pu erty)

» Anabolism (protein synthesis)

L s

Key :
P LH § FSH @ Testosterone
Bl LH receptor H FSH receptor  jud Androgen

receptor

T,

it amn... /¥e
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FSH
Folicular stimulating hormoné

FSH & testosterone act |
synergistic ally on the sertoli cells

LH

(Luterinizing hormone)
LH Stimultes leyding
cells which are located
between seminiferous

tubules

——

To stimulate secretion of adrogen
binding protein” (ABP) in to the
interstitial fluid around the
spermatogenic cell

cells into the interstitial

it secrete the hormone
“testosterone.” It is lipid
soluble and readly

ditfuse out of leyding
fluid and then in to blood.

ABP binds to testosterone,
keeping its concentration high.

Testosterone suppresses
secretion of LH by anterior
pituitary & GnRH by
Hypothalamic neuro
seretory cells.

Testesteron stimulates the final
stepsof spermatogenesis in the
seminiferous tubules.

Some target cells in the
external genitals & Prostate
converts testosterom. To
another androgen called
“dihydrotestosteron” (DHT)

Once the degree of

Spermatogenesis required for
male reproductive
function has been achived

B2

-
i e e
-

Sertoli cells release ‘inhibi’ a
protein hormone nameq for

e ——— its r
In inhibiting FSH Secretositi Olg

ons

by the anterior Pituitary

———— ]

S -
&t -

M... /g

Release of FSH is stimulated by GnRH and inhibited by inhibin
release of LH is stimulated by GnRH and inhibited by testosterone.
Dashed red lines indicates negative feedback inhibition.
Factors affection on spermatogenesis process — please see
causes (male factors) in infertility chapter.

#t ... /Yo
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DYSMENORRHOEA

The term dysmenorrhoea is derivd from a Greek word.

Dys- difficulty, menorrhea- monthly flow.

Definition:- “Dismenorrhoea is defined as pain associated
with menstruation”.

“Dysmenorrhoea means the painful menstruation which
affect on routine day to day activities:.

INCIDENCE : Dysmenorrhoea is one of the commonest
gynaecological problem in women, pain is a subjective symptoms
and can not be estimated by an outside observer. So it is very
difficult to estimation of exact incidence.

- once some degree of dysmenorrhoea while 10 % are
incapacitated by it.

- RISK FACTORS FOR DYSMENORRHOEA:-

» Menstrual Factors :- a) Early menorche early age of menorche
was associated with a higher incidence of dysmenorrhoea.

» Parity :- incidence of primary dysmenorrhcea decreased after
the first delivery.

» Diet :- Lower consumption of fish, egg, and fruits are believed
to increase the incidence of dysmenorrhoea. (But it is not clear).

» Cigarette smoking :- Heavy smoking was found to be associate
with decreased duration of bleeding but increased duration of
dysmenorrhoea.

» Psycological: - Emotionally dependent and overprotected girls
are more prone to develop dysmenorrhoea.

TYPES :- |) Primary or spasmodic dysmenorrhoea.

a) membranous dysmenorrhoea.

ii) secondary or congestive dysmenorrhoea.q

1) PRIMARY DYSMENORRHOEA: OR,
(spasmodic dysmenorrhoea) Defined a pain during
menstruation is due to uterine origin there is no associated with

... / 4&
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t factor which arg

any identifiable pelv
Etiology:- Various
dysmenorrhoea Of causes
Following are !

responibfe 2 plaai:;iinThenry - prnstaglandins play an importap;
l) Prostag

i ugge
role in the etiology of dysmenorrho€a, ﬂ“; theory suggested by
‘ . — : Iy ﬂccepte _
ickles in 1960. and this IS wide _
F’ He extracted the smooth muscles stimulant from menstryg|
fluid which was identified as a mixture of prostaglandms_

Prostaglandins are derived from arachidonicl acid.
@ PGF2a, PGE2 and PGI2 these three main prostaglanding

of pﬂin in d

concerned with menstruation,
There effects on dysmenorrhoea are as fallows.

i) PG F2a - is a potent vasoconstrictor and causes.
7
Increased myometrial contractibility.
i) PG E2 - increase the sensitivity of the nerve endings.
iii) PGI2 — Causes vasodilatation.

V

Decreases prior to menstruation.
N
Leading to ischemia,

Both PGE2 and PGF2; are i hi
res o
menstrual fluid. Present in high quantities in

(itis liberated from endometrium)
ii) Endocrine factor - d
in ovulatory cycles (luteg| phase) ° ChafaCTEFiSﬁCﬂ"Y "

. Where

role (progesterone js responsible for sec'r::gg::tefﬂ::’nGF::Iays) "
0 2a).

Out |utegy Phase is followed by

- that is why primary dysmenorrhoea starts 1 fo 2 years after
menorch.
- Oc pills which abolish ovulation- improve dysmenrrhoea
dramatically
- Prostaglandin concentration are higher in the luteal phase
(secretory phase).
(prostaglandin synthesis by the endometrium by progesterone but
the mechanism in not clear)
Ill) Role of vasopressin:- vasopressin is found increased
during menstruation in dysmenorrhoea.
The mechanism of action is not clear but.
Vasopressin may increases prostaglanding synthesis. And
may also increases myometrial activity directly.

%

It causes uterine hyperactivity and dysrhythmic contraction.
v
Ischemia and hypoxia, in uterine muscles.
J
Pain.
IV) myometrial contractibility :- the pain is related to
dysrhythmic uterine contractions.
N7
The myometrial contraction thus puts a stretch on the uterine
nerve fibres
N2
Causing pain.
V) Muscle ischemic factors (myometrial muscles
ischemia) :-
The pain may be produced by uterine muscles ischemia

\%

The ischemia is due to exaggerated contractions

UL, /U
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e prostaglandin.

al cycl

In normal menstru
secretory phase

rtuosity of the spiral artery. (which js

ih the to :
Which increases 4 supply to the endometrium)

the main source of bloo

Just prior to the menses the spiral arteries undergo vasg

constriction.
N/

Decrease the uterine blood flow.

Causing ischemia in endometrium.

v
Causing pain

N7

Pain during dysmenorrhoea compares to the pain of angina
v

Psycological factors :- due to the tension and anxiety
during adolscence.

N
CSapemgly gir!'s with lower threshold for pain can be completey
pacitated in comparison to women with a higher threshold

in
Thus lower Pain threshiq is often

attribut avatind
factor in pain pe ed as an aggr

rception,

Vil) Obstructiye factors.
i) Cervica) Obstructiop

\Wstenosis is most
__.-'-"/
M. /g

k

important cause of dysmenorrhoea.
Stenosis or narrowing of the internal os of cervix
N7
Difficult for the menstrual blood to escap. (blood is retained
within uterus during menstruation).
Obstruction to the out flow , strong uterine contractions.
8%
Pain
i} The cervix fails to dilate when the uterus contracts to expel
the menstrual blood.
iii) Dysmenorrhoea may be caused due to uterine
malformation like. Septet or bicarnuate uterus, rudimentary

horn.

v
Menstrual blood outflow obstruction
N
Pain
iv) Uterine hypoplasia :- inadequate uterine muscles

v
Inadequate expulsive force.

v

Need vigorous contractions to expel the menstrual blood

v
Painful contrabtion.
VIIl) Neurogenic Factor :- Imbalance in the autonomic
nervous control of the uterine muscles

v

over activits of sympathetic nerves
v

Hyper tonicity of the circular fibres of the isthmus and internal os.
Nature of the pain :-

#t ... / &o
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the uterus through the

om
pass fr 1 and from the ceryiy

ic fibers
Sympathetic fibe 11 T12 and L

posterior roots of T10,
through S2, S3 and 54

Pain areas

Fig. 2.2 Site of pain in Dysmenorrhoea
7

Thus uterine pain is referred to
i) continuous lower abdomen pain (
congestion ) which radiates throy

down groins, upper and medial 5
the knees.

Attributed tb vascular

Spect of the thighs nearly to

v

Pain s i '
ntermittent ang Cromping in nature

Clinical features .. )

> The pt
Ptis usually 4 Nullipargyg (you

\”Q)mm between usually
M. /e | -

gh to the back and some times

e

L o ' I

16 to 26 and rarely after 30 years.

» Painful menses (incapable of work and required bed rest for 2-
3 days) usually occurs 2-3 years after menoraehe.
N2
Thus corresponding to the beginning of ovulation. |
J .
Pain usually continues for to the onset of menstruation ',
J i
And usually continues for 24- 48 hours. And then gradually |
gets less. |
» Pain is colicky and cramping in (abdomen, back at sacrum & |
buttack and radiates to the groin and thighs. .

» Nausea, uterine cramping, Vomiting, backache, diarhoea, |
giddiness, syncope and fainting may be present along with '
painful menses. (it is due to prostaglandin effect).

» Perabdominal, Vaginal and general examinations usually |
normal.

MANAGEMENT OF PRIMARY DYSMENORRHOEA:-
It can be broad classified in
i) General management.
ii) Specific management
) GENERAL MANAGEMENT :-
i) Improvement in general health:-

> “ A healthy and nutritious diet is a prime factor in the
betterment of general health”.

» Fruits, eggs and fish in diet may help to reduce
dysmenarrhoea to some extent.

> Use fo phytoestrogen i.e. oestrogen derived from plants and’
vegetables sources like soyabean, chik, peas etc.

Vv

to reduce dysmenorrhoea.

&t Om... /&R
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o In all patient fo dysm

) ﬂssl-"'arma:-r ,
ii) Caunselling and re Jea an in depth analysis of fam;

me atmosphere and her attiy,

ity, her ho
il de and then the Patiep,

: ona
history, of her pers must be ma

towards dysmenorrhoea

iately caunseled.
should be appropriaté e
S
The patient must be reassured that dysm not 4

sign of abnormal reproductive organ's or not a cause of futy,
infertility.

Patient should explain the norm
and the cause of dysmenorrhoea.

al menstrual cycle, its physiology

iii)Regular Exercise :- various type of exercise were advice fy

dysmenorrhoea like.
Various types of games. |
Floor polishing movement, bending, twisting, swaying, rowing
movements, and other similar routines.
\Z
These must be done for at least 15 minutes daily between
and during the menstrual period.
iv) Laxatives and hot bath :- pain relief by

v

Increasing bicod flow

N2

Thus blood taking away the ischemic element

a) Medica| drugs,
b) surgical,

a) Medica| drugs, i) Hormong
a

. i
0 Hormonal Thers ) Non Hormong

PY:P :
1TPOse of this therapy is to preve"

ovulation by inhibiting pituitary gonadotrophins
v
Result into painless an ovulatory menses.
v
Thus conhversion of ovulatory cycle into anovulatory cycle is
the pharmacological basis or principle of treatment using
hormones.
(because of dysmenorrhoea is not occurs in anovulatory cycie
due to lack of progesterone).
1) The oral Contraceptives Pill:-
Use of oc pills serves a dual purpose for women with
dymenorrhoea and also requiring contraception.
Tab ovral — 1 tablet daily from 5" day to 25 to 26 days of cycie

for 3 to 6 cycle.
*Progesteron containing IUCD (Progestasert, mirena).
J
Relieves pain in addition to providing contraceptive
measures.
N2
The principle of action of this IUCD is
v
‘Progesterone is maintained in low concentration.
%
Prostaglandin concentration will be reduced
%

It may cause anovulation.
) NON- HARMONAL :-
a) Prostaglandin synthetase inhibitors :- (PSI'S) it include.
NSAID'S-Non-steroid anti inflammatory drugs.
i) Ketoprofen 50 mg TID for 3 to 4 days.
i) Naproxen sodium-275 mg TID for 3to 4 days.

... /&Y
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: day.
times &
i) Ir'|r:j.::nmethacim-ZSrngl1
iv) Tab Aspirin-SOU mg o
v) Mefanamic acid (cap P

D from
° an)-250 M9 IO

100-200 mg three times a day.

OR
Tolfenamic acid 133 mg thréé um
one of the above drug can beé starte
continue up to 5 to 6 days.
b) Analgesic for pain relief:-
i) Dicyclomin (tab dysmen) 1BD |
i) Drotaverine (Drotin) 3 times a day antispasmodic.
iii) Piroxicam 20-mg twice a day - Analgesic.
c) Alternative modalities which are currently available.
i) Heat Fomentation: Application of heat over the painful
areas often produce relief.
ii) Acupuncture and Acupressure :- They often prove to be
helpful in case of strong psycological factor.
iii) Yoga- Yoga is often prove to help by
v

Allays anxiety by relaxation

\Z

Helping to relieve dysmenorrhoea.

v
Surgical tratments aim '
ed at interrypt;
from the uterus- relive pain Pling the nerve pathways

SURGICAL :- Surgical

Flufenamic acid

es a day.
d just prior to MeNses ang

_ Antispasmodic.

3to oo day up to menstruation

In case of failure medical measures to provide relief.
i) Dilatation of cervical canal :-
Sufficient dilatation of with 0-9 hegar's dilators is required.
v
Dilatation of cerrix is especially helpful in cases of cervicai
stenosis and for reduced pain.
N2
Due to cervical dilatation stetching of the fibromusular tissue
at the level of internal os.

v

Loss of tone and

N2

By causing inury to the sensory nerve endings

%

Cut down the pain pathway.
\%
Relieve pain.

[ Paracervical block along with dilatation of the cervix to improve
the result). '

Insome cases of sever dysmenorrhoea cotte's operation or
prelumbar sympahtectomy may be required.

Resection of the hypogastric nerve where it lies in front of the
4™ and 5" lumbar vertebrae.

MEMBRANOUS DYSMENORRHOEA :-

Itis a type of spasmodic dysmenorrhoea in which shedding
of big endometrial casts during menstrual cycle. This type of
dysmenorrhoea occurs in very rare cases.

Etiology ; Exact etiology is not known but it is probably .

i) Due to the deficiency in the tryptictrium

\%

Which is normally secreted in the endometrium.
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:um - thus leading to thick
i) Hypersecretory endometrium

endometrium
N 2

ally shed as large fragment or casts.

ich i ntu
Which Is eve oea. In

Treatment ;- same as that for primary dysmenorrh

' nt D& C is useful.
oo tnF}ﬂlmmsECONDMFI\*’ DYSMENORRHOEA |
Def:- secondary (congestive) dysmenorrhoea me::'lms paf"
associated with menstruation, associated with organic pefwc
pathology. Like, endometriosis, PID, uterine fibroid, IUCD, cervical

stenosis efc.
ETIOLOGY:-
a) Uterine abnormalities
i) uterine fibroid
i) endometrial polyps.
iii) endometriosis (common cause)
iv) Adenomyosis.
b) Pelvic inflammatory disease due to any cause.
‘¢) 1UCD- Intra uterine contraceptive device.
d) Cervical stenosis due to any cause.
In this way all the obstructive pathology is responsible for
congestive dysmenorrhea.,
Clinical Features :

o Patient is usually elderly beyond 30 years.
® Painful menses occurs after g period of painless menstruation.

¢ Duration of pain - pain start few days before the onset of
menses and relieves with the start bleeding

® The onset and duration of l
® Pain may have in between
® Nature of pain

Pain totally depends on cause. -
periods also,

- continuous dyj
abdomen with oyt any radiation.

EHPT / & —

aching in the back & lower -

e Other symptoms may occurs likes- menorrhogia, white
discharge etc. '

On examination:- per abdomen :- presence of primary lesion
felt like uterine fibroid,

Per vegina :- Reduce mobility of uterus due to mass fibroid.
- bulky uterus.
- Fornices becomes tender due to adhesions or mass.
INVESTIGATION :
blood - CBC
Urine — microscope for rule out UTI
Stool - for amoebiasis & worms causing colitis.
» Pelvic sonography followed by CT scan or MRI.
> Hysteroscopy/laproscopy- for small polyps which may not
felt in pelvic bimanual examination, pelvic adhesions, ovarian
mass, uterine anomalies etc.
Management :- is depends on pathology.
i) Pelvic endometriosis may be treated with increasing dose of
oc pills /GnRH antagonist (tab leuprolide)
if) NSAID’S (non steroidal Anti-inflammatory drugs).
Surgical:-
e D&C (Dilatation & Curetage) in case of endometrial pathology,
cervical stenosis and uterine polyps.
Myomectomy for fibroid.
Cystectomy in case of ovarian cyst.
Laprotomy for adenometriosis, adenomia etc.
Hysterectomy in elderly women is last treatment.

... /&¢

Scanned with CamsScanner



" R FH
mﬁ?ﬁﬁmaaﬁﬁlﬁ@aﬁmﬂ s
mmqmﬂ ﬂ'-ﬁ'r’i'cl ,ﬂ'ﬂlﬂlifi[fi E
e, WAEEd, AT 8 e T

e qaTEEE A @ e
2.9.9.24/%R

e T S, 3 31 T e ) e 1 G S
3 T AT AR WE@AE.  SWEE (TedE) Ui S TR
TEAR.

i WA WA

v i A

v. WA e (straen fagm) -
W) UrEATEEEl 8 g
“ﬁﬂlﬁiﬁ:wmﬂaﬁm‘
TR, TR A v aam ||
AR R/

R 43 T 2 e e e i
mmmﬂmmﬁmmm T ) rEue

STENTETR F1A g ey afarer a3 e @,

U1 ¥ AT AR @ 77 QARAE a1 AT

Tl AT A9A TSI WATd a0 A IEAa: |
qifeAyEEgE TR AT e 3 o)

AAI. %/38

<1 WO AT (M, ) A9l e A0 AT Tl d e A
T, a9 g Sl g g FesmeA durdr T I .
RYHTOE AT (& guigHl d wo guia [FuM I d=4 #d AT,
(Fret T @ Ha YHEENE! UTde ¥dd 23 IHal. M aEel A
Tad) @ A e aaren @2 auiqEl @ o e o
Ui 3, g4 @ Y HEA B A, (Felad d s g e
Tad). Neaed=a Iaquld ATda @5 a2 HedT T & 42 gl
R @I A,

witort @y i iR weafa @@ @ @ gt
wfquiuriieg ag wat« a3 Q) saca(a) e
afrdzaf= 1
WA HETAT 7.4 -6

R) MHIUTA: AT WS WA AT JEAl
T THiTEgeE u Rernd e wwdEeiam:
AU - ATV AN TR H ST OTHAAT et |

9.9, ¥/%

S T EHa R T G @ i e I,
[RICUELE
SrgeEaT (digren af gem)
- appTET (3t el $@ A E)
- gue (@dl) @ ga s wen qui deie ATRA. FRUIsiE THidTHETd

#ham, / &, e wl an... /we

b -

Scanned with CamsScanner



T wndETETR g8 a1 Ead |
glemmmEA Tl e a1

A HmtafReen g.6%0/3

AR, T 3 Gy A giowt (srgan) i e wfmada 3
mwﬁmmmwmm(mm
ST T (aedaeTia) Adwlg e &R AR
Wmmmwmm@

PLI ‘
1) e T 18 et g s e
Hﬁ'ﬂ"l.../\ga‘ —

2.

it HAEE (FETES)
ST T ST S fafe TSee 7 §10 Fevr Jife SAra

o

éﬁﬁaqmﬁwmﬁm%.

1) Wafiw aAwa (FgEa) ¢
€ A Qo FYHA @ TEeT WieyH 7 q0. I WufrE e

G EIGE R GG

F ;- TME) I F64 Tieiidl HiLol el
uferrmraieft Rt : amed qera: sreemE | fgy uef fasd

e

u;ﬁqﬂ?ﬁ%avﬁmgﬁamﬂﬂé’fﬁﬁwmmﬁma&.

FTdEsEA W e 2y |
w.d., ar.fa.82/2¢, 9.3.3¢/%¢

ALY FACE, T a1 Ao T 2, A fegd Tam.

¥ T WA

g ergauTiaTETd avad a1 gom /3

I ST FH! ATY: ARG ¢ 7 g ey 0 Sg|
mq-rrﬁ-uﬁ |aTaduH eeeuEnt wgeadnEy |

ERAUNRIAL

Sfoar ama snft FEWS sdaaTEE friEn vl s Fd 3 TR

R, AW q@ T F @ A AN Ty Fg ed. o7 7@
Frw T (Fr 391 O AR T Y H0 AT e

&=t ... /W’

Scanned with CamsScanner



HTaaR 3 - @ femn dur fymafgee srdaner )
g.9m. -9

IR G S T 3 9B R, AdTs weg g g
(femmefl) @ deae, B afir smrda (7erda) Sam o,
S e e féa e T ) o v e e O
Wﬂﬁmm@nﬁm(m)ﬁﬂqaﬁ.

1 S SRR o ek feniten o 4, e
:Eﬁmﬁt, e R g, g s /arfe ) 7

FHTT SATVTE, (¥R W)
N2

¢. dtar AWsaTIT ;
e TeTary e |
g.3.4.3¢/%0, m.P.83/3, WA,
(ferega Tl =freaTaR ST ggml. )

3. Wel AifAegme .
ATdasTt wt TrEnwta Ay |
g.3. 3¢/%¢, m.faez/ee, AT 2y
IL.E.9UT @S 9
(Rrega 3ol IR SR gET. )

3, AT QA
IR AT |
a.fa. 30/%0 T
wigaeraa ferfgaema wftmr |
YIT.9.9.WUE 9/ {09 T,
(fega avia IrfisaTag wao 9e. )
¥. JERTEHT STy
- YrsRT = yreaeTdar wfdan | Yk 9 srde gEn a9 |
3 T FAT A |
W.H.9U9 &L ¥-39¢ FahT.
(ferega aofe AteaTg] wator ge)
H.ﬁﬁﬂ?ﬁ:

TR TG W Wt TEwga A ar amerdE.
RIS ATg: Hiva ATgEEgaaTdageeu s 1

a.°.[. 23/¥4

agf. 29 /uo

Scanned with CamsScanner



@ = dfen T aifearehfy T

wra. . 7em = g

AR ITR SER [AER
YehiUd el a1y dten faamft ST
e Tgg 3ot

I (TETda)

u v Ay sRrvardagaety,

wik Wi FEEeTT FHimfadaty

l
=.fA. 3/%

N7
a1y AHTETE ST ITaTE UG Sa!
N7
SEIRCHEIREY

. TAIgE

AT FAITRTATGYIARCTAT a1 FiAagare |

HHe Hda &7 Fea Grefia agm fgT Jam.
h@ﬂaﬁﬁﬁ'ﬁﬁqﬁﬁ.
> TEYgdl U AEG B
> FHREA.

TR JeqTdd (dasd) g1 fedl geat HAaT Har dar.

afte FRORTEE 7 FROE TR & hil Heurda g A Hid
FATA. SATYHIO) T o Tekars SThd AR Temed weear et 35d
yE i fagpdt e, Wi, Usge, MY 9 T30l @ |d s
AAGET T SHETE HRUD FHad. (TGN Igd - :&fvran) J
" Ty, TSEHT § TR A1 AT meAd W@ 9 WAl gE WU &Y
FTAT HHA! A TETE! 3Uga I:afurar .

- ARYS HRO - 97, HIY, TH, TAI6E.

- WS AL, YT YT HIEmeHSF M, TR finw
ferfencar. |

- dfemiefhra ordg, weft .

- figy meft foeme, .

I VER ET (A, AEda) a9 Ieqdieed raden I
NEaHt R A oaen fww smEd S M dE @
A R, FIH @ SdIed U TN e - I,
HIRT TR T TN T Ieqdl AT &A1 AT TH 9
FaTTA Ieqd! AT X ol HeATed 3.

HI WER SeaT TTE 1 Iy gl 76 degl @ Had

... / ek

Scanned with CamsScanner



ﬁwmm)ww‘“ﬁ*ﬁm S e
T mﬁaﬁﬁ?ﬂﬂam'

St

- mifees &d |

Haa: framan fem afe g | g

et Frofiyg sreest s g 0 @1 Ruferedn ufken s .
I. i @i adw geaaan: sder: | |

g.9g. /%%

: m;‘%m)ﬁmﬁm%mmmamw
ARl mw):‘%"ﬁﬁﬁﬁ:ﬁm T
et ¥ e (R am. TR I

T 5 R, e e, Sy,

_ ardarsaT Ryfoetd w9 STy Zeaen A9 S EwEE .

= gyiteAETET o g fafdageE: |
g.9.34/28
I ;-
Ty, afedged et werdeEd |
ELasMIDE R[22 | AN I
WLE.N.T.¥/¢

ST ST e St A 35 A (@, ) ke 3l
(. fom 1) A AR S S TR YR e I
e TR T rE e s 3 FiE) 5 I o
AT, AT Gey Ny D & C ¥t @EE A,

R R, Feh, Fie, d, 3¢, 7, T, T, T, I
(mmﬁi@?;wmwﬁmmﬂmﬁ“ﬁw
Sard) T e STERIA A S AU S
T AT B, T e ST SR . TRV oE

Scanned with CamsScanner



;ﬁﬁmwﬁwﬁm)gﬁaﬂaﬁmmﬁ%
HA.

- @ : YadE am - @ Yadl 321, FEqHIah W, W:NahE oy,
- A (IF), TN B ()
FqarTd ;- e, Faie, Dee.

- T A @ 9 e o e R o 8,

- =

ATRATYA afEd
TR, ST, §9aTh, YA, $29, Fddud, TU9s F9.

qeg :
3 W Forean fae g fan:
qT IR <Y yEee W

Fered, foed, W, 34, 9 9G4, T8, §eOl, 3, T, T, we,

g. . /33

og, My, A4, 3.

o |
T 4N 9 YEATEO SIevaTE M 0 g9 T 3.

fordwar: Tl ©med wad q5 FH o T i @@ wiE A
frafia 8% vl

... /o

Scanned with CamsScanner



[

¢ menstruation”

“Amenorrhoéea mean’s absence 0

It may be i) Physiological
i) Pathological .
' ' to two
) Physiological amenorrhoea - 1S devided mf Mo
i) Primary physiological amenorrhoea — before p y

ii) Secondary physiological amenorrhoea — during lactation

- During pregnancy
- Following menopause
i) Before puberty:
Pituitary hormones are not able or adequate for to stimulates
the ovarian follicles.
\
Oestrogen levels are not sufficient or enough to cause
bleeding from endometrium
ii) during lactation:
in lactation period increase level of prolactin (which is
secreted from posterior pituitary)

this inhibit ovarian respongg to FSH
No follicular grow,
%

Oestrogen levg
v

No proliferative changes in ¢ o
\) Metrium
No menstruation
(generally the menstruation may be Stop y

feeding) i

S Stop breast

wam... /e \
u ;

iii) During pregnancy:
During pregnancy level of oestrogen and HCG (human
chorionic gonadotrophin) which is secreted from embryo is high
or increase.

Vv
Suppress the pituitary harmones

%

No maturation of the ovarian follicles

N2

No proliferative & secretary changes in endometrium

Nz

: No menstruation
iv) Following menopause:
in menopause condition (age dbove -45 to 50 years)
v

No more responsive follicles are available in the ovaries.

N Z

Pituitary hormones can not act on unresponsive follicles
N2
As a result cessation OR stoppage of oestrogen production
from ovaries.
v
No proliferative changes in endometrium

J

No menstruation.

PATHOLOGICAL AMENORRHOEA

Pathological amenorrhoea is devided in to two
i) Primary pathological amenorrhoea.
ii) Secondary pathological amenorrhoea.
i) Primary pathological amenorrhoea.

#h o, /¢R

I ————
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attained menarche (onset of 1

) irl has not is sai
when a g:rl of 16 years she is said to havg

menstruation) beyond the agé

primary amenorrhoea” _
The normal upper age limit for menarche is 14 to 15 years,

Causes:- the basic cause of pathological amenorrhoea are ag

follows.
Drugs 12 12. Drugs
Nutrition 11 @ 11. Nutrition
Systemic diseases 10 10. Systemic diseases
H?Ne;]m?emc g 9. Neurogenic
pothalamic 8 - 8. Hypothalamic h i
Pituitary dwarf 7 i {paychogeniq

7. Hypo / hyper
Pituirary

6. Hypo / hyperthyroidism

Hypothyroidism 6

Juvenilg diabetes 5

mellitus 5. Maturity onset
Ccnggnitai adrenal 4 diﬂbﬂiﬂs mellitus |
hyperplasia 4. Adrenal hyperplasia

Genetic gonadal 3 rn i
:23' Svﬂmlﬁns}?imna! disorder
*¢- Uterine - TB: MUSjﬂn,

fo P
1. ADI;”EI' radiation

. defects
Uterine atresia, TB 2
Imperforate hymen 1

vaginal atresia

Primary amenorrhoea Second
¥ lormoea ndary amenorrhoea

Fig. 4.1 - Causes of amenorrhoeg

uired vaginal stenosis

1) Systemic diseases,

2) Disorder of ovary

3) Disorder of CNS.

4) Disorder of Anterior Pituitary,
5) Unresponsive endometrium,

6) Disorder of uterine out flow tract o ute
‘ rus,

mﬂﬂ :"1;----"""'-—-___

7) Hypothyroid disorder.

1) Systemic diseases.
e Tuberculosis, Thyroid disease, Juvenile diabeties, Mumps etc.
e Many chronic illnesses like chronic renal & liver failure.
e Chronic renal failure lead to
Elevation of prolactin levels.
; N Z
May cause amenorrhoea.
e Significant weight loss due to any etiology (including eating
disorder like anorexia nervosa)

v

May lead to amenorrhoea.

2) Disorder of ovary
e Faulty gonadal development
e Primary ovarian failure it is due to
a) Turner’s syndrome (Gonadal dysgenesis) due to chromosomal
disorder.
b) Due to premature ovarian failure may lead to
v
-~ non production of gonadal steriods and
; J -
consequently amenorrhoea.
(Polycystic ovarian disease.)

8%

Increase androgen level
N Z

Amencrrhoea.

¢) PCOD

e Delay puberty.
e Radiotherapy
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myasihenia gravis, rheumatoid arthr;tisl
atosus- SLE — ovarian failure,
losis etc, masculizing tumours

e Auto immune disease-
systemic lupus erythrom
e Infections — mumps, tubercu

the ovary.

3) Disorder of CNS (Hypnthalamus):— | |
i) Disorder in Hypothalamus may leads into

\%

Defect in GnRH pulse generation.

\
This would lead to failure of gonadotrophin production.
\%

Hence cause secondary ovarian failure.,

v

Leading to amenorrhoea.
i) GnRH DEFICIENCY
v _

Delayed puberty - primary amenorrhoea.
e Injury to mid brain (# fracture of base of skull), meningitis epilepsy
etc. ]

v

Can cause primary amenorrhoea
e Nutritional loss of wt <40kg and wt gain::-?okg
e Drugs- steroids, drug addicts can cause prima
Y amenorrh
oea.

4) Disorder of Anterior pituitary.

e Pituitary Neoplasms e.g prolactinomas, Craniop,
v “Ingiomas
It involving the non-gonadotrophin cells may lead tq Dt

on gonadotrophin leading Sure effect

Vv

H ... [ en

™ -

To decreased gonadotrophin production.
Prolactinomas causing hyper prolactinemia
J
May impair pituitary function by two ways
i) By pressure effect
ii) By interfering with the GnRH plus generator.
e Emphy seliar syndrome.
@ Sheehan’s syndrome: pituitary destruction occurs
v
May lead to pituitary failure, non-production of gonadotrophins.
N %
Amenorrhoea
N7
e Drugs - tranquillizers, oral contraceptives pills,
metaclopramide.

5) Unresponsive endometrium.
Endometrial receptor defects may lead to inadequate
proliferation of the endometrium
v
Poor or inadequate secretory changes

v

Causing oligomenorrhoea and amenorrhoea

€) Disorder of uterine out flow tract or uterus.
» Developmental defect of genitaltract.
» Absence of uterus but vagina is present
» Complete absence of vagina
» Atresia of vagina & cervix
» Imperforated hymen.

\ 7) Thyroid Hypothyroidism is a rarely be the cause of primary

Bt O, / ¢E

Scanned with CamsScanner



amenorrhoea.
INVESTIGATIONS:- Investigations should be start if

"No period (menses) by the age of 16 years in the absengg o

development of secondary sex characters”.
Protocal:- I) History Il) Clinical examination ) Speciy
investigation,

) History:-

[ 'Hist‘ury of development delay in milestones may point to lesions
In higher centres.

° Qonsanguinuus marrage among parents may suggest inheriteq
disorder causing primary amenorrhoea,
® Familial (mother or sister) “delayed menarch”
® Past history of trauma to the head or encepha.!iti
® History of pulmonary tuber y
tuberculosis- amenorrhoea
® Diabetes in rare cases may responsible f
amenorrhoea due to the hypogonadism g
l) Clinical Examination:-
i) Physical examination: -
® Evaluate the state of noy rishment hej
evidence of other Systemic disease,
® Secondary sex charactors /present or not.
Normal secondary sexual development (Normg
development, average status, externaj genitalia, Norma;
hair on mon’s pubis, axilary area etc) appropriate for

Culosis may Indicates genita] tract

Primary

ght and weight of child &

br east
Sexug|
e,

May indicates normal ovarian function ang
Ause
amenorrhoea could be

of

v

Delayed menarche, or uterine pathology,

... /e¢o

e Ruled outimperforate hymen

e Poor breast development, Scanty pubic hairs is  indicates
Hypogonadotrophic, Hypogonadism.
- External genitalia is under develop
- Average status, ~——— 5.

e Features of hypogonadism & dwarf

indicates ————  critinism due to hypothyroidism.
e Absence of vagina & uterus ——— mullerian agenesis.

Special Investigations:- 1) If secondary sex characteristic

absent.
A) Peripheral blood karyotypes may help in identify turner

syndrome..

B) Serum FSH, LH, prolactin and estrodioi with helps in identifying
the site fo lesion and planning of management.
i) Serum FSH & LH low or indetectable, estradiol low and heights

normal indicate.

v

It indicate hypogonadotrophic, hypogunadigm.
ii) Serum FSH, LH estradiol normal indicates constitutional delay

in puberty. - [
iii) Serum FSH, LH elevated, oestradiol low and height is norma

indicates
KARYO TYPE

{
46 x0/xx

46Xy

e Premature ovarian failure

o Gonadal agenesis
e Resistant ovary

Ht ... / ¢¢
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e Gonadal dysgenesis defective embryonic development

o Testicular feminizing syndrome
¢ Enzymatic failure.

iv) If LH: FSH are low——mom—, Pituitary failure

i pro!acun increased :- in goo, of patient ¢
Hyperprolactinaemia prolactinoma, ause

If height is short and LH & FSH level low
v
Intracranial lesion & if LH & FSH level is high
N7
karyotype xo ovariant

v

Turner syndrome.
2) |f secondary sex characters are present:

USG should be done for rule out presence of uterus or not .
1) if uterus is absent-

KARTO TYPE

+ R
46 xx 46xy
e Asent uterus & vagina (mulerian agenesis)

e Testicular feminizing (xy female syndrome)
e Kuster hauser syndrome
I) Uterus is present:- Rule out Anatomical position.
e Enlarged uterus out flow obstruction (cryptomenorrhoea).
if Uterus is anatomically normal then
Estimate of serum FSH, LH & Prolactin
v
i) If these are normal——3 Delayed ﬁenarche
i) If LH: FSH >3:1 (elevated LH) — PCOD -
iii) If increase LH: FSH - Resistant ovary |

- Premature menopause

HWL.. / eq —

v
Skull X-ray
e In many womens there is evidence of galactorrhoea.
e The use of psychotropic drugs e.q. Antihypertensive and
hypclnthyroidism are oftem associated with elevation of prolactin
levels.

e About 25% of women with PCOD show moderate degree of
elevation of prolactin levels.

3) Hirsutism ¥ causesis

e PCOD

e Adrenal tumour

e Ovarian tumour

e Drugs - androgen; progesterone with androgenic effect

(19- norsteroids), Ohenyroin, danazol etc.
N2
In above condition ovarian steroidogenesis is abnormal
v
Leading to an increased production of androstenedione and
testosterone.
v
Which in turn predispose to hirsutism, acne and menstrual
irregularities.
4) For Tuberculosis:- Blood — ESR- Raised
X-ray chest- may have positive findings endometrial biopsy-
(+ve) lesions may be detected.
5) Thyroid disfunction:- serum TSH thyroid stimulating harmone
— elevated — T3-T4- low.
6) Diabetes :- Blood sugar elevated.

gt ... / Re
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Clinical Approach of some'common conditions

associated with primary amenorrhoea
TURNER'’S SYNDROME

Turner's syndrome has aiso called as ovarian agenesis o

gonadal dysgenesis because

Vv
In laprotomy the gonad is found to consist of undifferentiateq
stroma with absence of sex celis.

N7
Streak gonad’ ( a strip of fibrous tissue attached to the back of
broad ligament like a ‘pale strip'. '
v
So called ‘streak gonad'.
e The gonadotrophin levels are markedly raised.

The follicles grow up to 20" week of fetal life, but becomes
atratic due to the absence of one X sex chromdsome.

v

These ovaries do not contain graffian follicies
v

So oestrogen is not produced.

* In this syndrom
€ , the nucleus 0s
se
chromosome. i.e. 22 pair of P sses only 45

au
XO. 10 somes plus a sex chromosome

v

However ;
o , there are variants in which mosaici
eN xo/xy produce less clear ¢ sm of xo/xx of

ut syndr
The presence ofy chromos syndrome,

Mmay have g testes ang
gonadectnmy to prevent
dysgerrnlnuma. i

vi)

vii)

Clinical Features:

Short stature but bot actual dwarfs.

The neck is short and web.

The shield chest with wide spread nipple.

Lymphoedema at birth and deafness.

Scoliosis.

Cubitus valgus is noted.

Low set ear, hairline, micrognathia and high arched palate.

viii) Horse — Shoe kidney
ix) Ptosis

X)
xi)

Multiple nevi
The breasts are not developed and pubic and axillary hairs is
scanty or absent.

xii) Exaggerated epicanthic fold may be present.
xiii) Undeveloped vagina & uterus if present.

a.

f.

Oestrogen therapy with intermittent progesterone is advised
to prevent osteoporosis.
Artificial vagina may be needed at a later date for sexual

function.
Administration of growth Harmone will improve the height.

Pregnancy can occur with donor egg in IVP if uterus present.

Pregnancies with xo chromosome abort in early week of

gestation.
Incidence is 1:2000 to 1:5000 live born girls.

2) Mullerian agenesis:- Karyotype reveals 46xx these children have
congenital absence of the mullerian tract leading to absence of
uterus, tubes and upper vagina.

But having normal functioning ovary.

... /]
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y Amenorl‘hoea

t tanagement of Primar

of prima
Manag.;ernent is totally depends upon cause of p ry

amenorrhoea.

(1) Genital tuberculosis:-
establish the cycle in many women.

(2) Testicular Feminization syndrome:- )

Gonadoctomy after normal pubertal development.

(3) Mullerian agenesis:- if fertility were desire
Vv
Surrogacy would be choice

some women with rudimentary, mullerian structures uterine
gnancy have been

Antituberculosis treatment may re.

In
reconstructions have been done and pre

reported.

(4) Turner’s syndrome:-
Oestrogen and progesterone for normal secondary sexual

development.
Oocyte or embryo donation for conception.
(5) Delayed puberty/ menarche- Reassurance
(6) For Hypothalamic causes :-
e Oestrogen & progesterone for restoration of secondary
sexual characters.
e GnRH pulsatile infusion for induction of ovulation and
restoration of fertility.
® Gonadotrophins can also bg used.

_ SECONDARY AMENORRHOEA
‘There is cessation or absence of menses for three or more

cycle following normal menstri
: nstrual. Patterng j
Is called as secondary am " $in absence of pregnancy

CAUSES
Many causes are similar to those of primary amenorrhoea.
Classification:- 1) Physiological i) Pregnancy
ii) Lactation
2) Pathological: |

i) Genital tract obstruction :- (Gynatresia): means obstructed
vagina fibrotic severe stenosis of cervix or atresia, following.
e Eiectro cauterization, e Chemical burns,
e cervical amputation in fothergili's e Following conization
repair operation. for cervical dysplasia or
(CIN - cervical indothelial
neoplasia) and

o Genital tuberculosis.
t {

'

May cause cryptomenorrhoea

v

No menses
e Gynatresia- Aequired vaginal stenosis can cause retension of
menses.

ii) Uterine cause (asherman’s syndrome) following:-
e Tuberculous endometritis.

@ Radiation

e Severe puerperal or post abortal sepsis.

e Vigorous repeated curettage.

v

Destruction of endometrium

v

Inhibit of ovarian function (it makes the ovaries unresponsive)

=t ... /R¥
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JOUUBISWED UITM PIUUEBIS

N

No menses:

cause tuberculous endome
rhoea.

writis is very Imp causg

iii) Out of ahove gy
of uterus in secondary amen

o ovarian causes.
o Pre-mature ovarian failure (
¢ Pre-mature menopause.
¢ Ovarian rradiation.

e Ovarian tuberculosis.

o Autodmmune diseases.

o Bilateral oophorectomy.
It makes ovarian unresponsiveness.

v

Amenorrhoea.

absence of follicle in the ovaries),

o Resistant ovary
Ovarian follicles become very rarely resistant to gonadotrophin

stimulation.
\7
No maturation of fallicles with (high serum gonadotrophin level
and presence of ovarian follicles in ovarian biopsy).
® Ovarian tumour (masculinizing tumours of the ovary)

\

Androgen excess

v

oestrogen on the endometrium.
anges in endometrium,

Inhibit the effect of
No proliterative ch
No menses,
* Hypoestrogenic state:- i)
production of Oestrogen (Gra
o Infections - MUMPS, tuber

Ablation (Removaly of the site ©f
Nulosa cells, thica cells).

Culosis
. rarely Pyogenic infections-

Polycystic ovarian syndrome (PCOS) OR
Polycystic ovarian disease (PCOD)
POCD
J

Increase androgen production from the theca cells & stroma of

ovaries.

\%

Increase unbound oestrogen and androgen.

N
Pituitory sensitivity to GnRH is increased.

\%

Increase production of LH & Reduce production of FSH.

\7

Disturb adrenal function.

v

Excess of androgen

N2

It inhibit oestrogenic action.

\%

Amenorrhoea.

3. Adrenal (Adrenogenital syndrome) Adrenal virilism:-

v
i) due to the neoplasm of the adrenal cortex.
Produce excessive adrenal androgen.

J

Excess androgen appose to the effect of oestrogen on

endometrium.
Features of adult female is virilism & amenorrhoea with

regression of the genital organs.
4. Pituitary Causes:-

= T -1+
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* | progesteroné challengin
Means no uteriné bleed

It indicates

¢ Diseased endometrium

v

May occurs wt
disorder
{<35°fo or > 125% of
idial body i) ovaries
10to 15 9%

Central mass lesion
CT scan or MRI)
Thyroid function test
(T3-T4 & TSH)

g Test (PCT) is negative:-
ing of progesterone therapy.

endometrium disorders.

Loss of progesterone receptor

Women with hypoestrogenic amenorrhoea have eighter,
Ovarian failure of Hypothamic Pituitary disfunction

Then estimation of FSH.

Norma Low < 5 MIU/M  elevated> 30 MIU/MI
Uterine
Tuberculosis Hypothalamus  Ovarian failure
Uterine synaechia Pituitory failure  Premature
menopauses

About 10to 15 %

have gonadotrophin
resistant

have autolmmune
ovarian failure (like
myasthenia gravis,
rheumatoid
arthritis, SLE)

Eﬁﬁ“ /%ng

‘

MANAGEMENT

|) Treatmentis depends upon the cause and whether the patient
requires re- establishing menstrual cyclicity or desires fertility.

1) For re-establish menstrual cyclicity she may advice a
progestional agent (Medroxy progesterone or dydrogesteron)
for 7 to 10 days every 2 month with combination of contraceptive
pills given cyclically.

This treatment protect against hyperplasia, adenomatous
hyperplasia and endometrial carcinoma due to

Prolonged unopposed oestrogen action on the endometrium

1) If she desires fertility: - the treatment of choice is induction of
ovulation with clomiphene citrale or gonadotropins.

2) Hyperprolactinemia:- Medical management in moderate to
sever hyperprolactinemia- Bremoergocryptine is the drug of
choice.

If not responding to bromorgocryptine = cabergoline can be used.
e Thyroxin — if hyper prolactinemia is due to thyroidism.

e Surgical in selected cases — trans-sphenoidal micro surgery.

3) d e OR Post partum pituitary necrosis:-
e Oestrogen/progesterone therapy for restore the menstrual

function.
e Gonadotrophins (LH & FSH) - for induction of ovulation.

4) Tuberculosis of genital tract:- use of antituberculosis drugs
long drug therapy.

5) In case of premature menopause:-

e Hormone replacement thereapy (oestrogen therapy)
e Oral calcium therapy
e Change of lifestyle.
6) In case of hypothalamic failure:-
e Administration of GnRH in pulsatile fashion.
For several week (until circulatory level of serum oestradiol of

Gﬁﬂﬂ / 0%
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(induction of ovulation and restorg

) pgmiare achieve) f0
4 van di .. induction of ovulation g
Jolycystic ovarian disease: In
ned oral contraceplives.
CRYPTOMENORRHOEA
Defi- this is \ne concealed menstruation.
Causes: |
) Congenital- \mpertorated hymen Of Atresia of lower end of
vagina. -
i) Acquired causes:- Stenosis of cervix after obstetric injury or
cautery .£tc.

PATHOLOGY:- Incase of congenital causes.
) Haematocalpus (collection of menstrual blood in the vagina)
to fill up the whole pelvic
1o push uterys & bladder above the pelvic cavity.
Ureihra becomes elongated to cause retention of urine.
) Rarely haematometra - collection of biood in uterus.
Haematosalpinx (collection of blood in follopine tube.
P:;:i even collected in o the peritoneal cavity through tubes.
e collected blood \eads to irritation Result in to peritonitis.

. Clinical features:-

Crylomenarthoea and ne

i,
‘?:\

Imperforated hymen

Fig. 3.1 Cryptomenorrhoea

* Progressive swelling in the lower abdomen and rarely low grade

fever due to Peritoneal irritation.
Sign : usually young girl (15-18) years with well developed

secondary sex characters.

Per Abdomen :

Hypogastric cystic swelling due to the full bladder and
haematocalpus.

After empty the bladder
Tense, cystic, tender mass occupies in lower abdomen.

PV- on inspection:- Tensely bulging bluish membrane

Imperforated hymen is completely detected by
Gently pressure on lower abdomen bulging membrane

becomes tense.

=t Um... / to¥



JOUUBISWED UITM PIUUEBIS

ates with vaginal dilatorg
| dilators up to 10 to 15

Management :- + o
i) incase of vaginal atresia, vaginaIs

' ina
with increasing order of size of vad

days. ; i
ii) Incase of cervical stenosis: (ha

is done by hegar's cervical dilators 561.{:19r —_——
Dilators are insertinto cervical canal (un

i ize of dilators.
with 1% lignocain) in increasing order of size

iii) In case of imperforated hymen (Hymenntfam?') . |
Hymenotomy is done all asepetic precautions with sharp knifg

Position — Lithotomy: anaesthesia — short GA | |
Paint the vulva & vagina with antiseptic solution
%

Drap the strile towel
\7
incision made on maximum bulging point of vagina with
sharp knife.

\Z

Remove the all collected blood from vagina.
N7
Cut the hymen up to vaginal wall.
After operation the pt is placed on the bed with head is
elevated.
The vulva is kept sterile, vulval pad must be applied.
iv) In case of peritonitis-
Laprotomy is the choice of treatment,

ematometra) cervical dilatatign
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v 0. gecondary to organic causes:

N i) Endocrine causes:
qg glal. -
RUC Hﬁm mﬁ.{ﬁ—,} a-uga'rﬁﬂfﬁtl \ . menorragia 'S generally caused by conditions affection
TS WG LR ’ the uterus or its vascularity, rather
3“{“3 Wﬁﬁm /3], WA fa. 8’/% Any Fimslurt?ance of function of the hypothalamic pituitary
k8 : s ovarian axis.
L IS B g T d q:?ﬁ W\@ - « Hypo/Hyper thyrodism.
(d@n DCHIENEIY T o T A ii) Pelvic causes: whenever the uterine endometrial surface
- is enlarged.
- (W) i 'é'ch ' IS € -
. a7 TR ATTEL e GETH EE e wH. The bleeding surface is increased.
) S FIT TR Thus contributing to excessive bleeding.
3) T THET - wF ¥/ TE da Tem IEEt Ex:- Adenomyosis ( A tumour of glandular muscles)
3) srmm & - AT I, « Uterine fibroid
&) A ¢ TR - FEH, T, T .. R FICEC 5. « Uterine polyps |
. A - FEEE, TrE 1P, T & « Chronic T.0. Mass (Tubo-ovarian mass)
o TEA - AETE « Pelvic endometriosis
o T - YA, e oA o Endometrial hyperplasia
. AT - FEAECR (R « IUCD in utero.
o &N - T T e T ) I 3 T AR, Chronic pelvic inflammatory disease (PID).
o« Y - %) T -, JE e e T s

Increase uterine vascularity.

) Fo-=F 4 T T s e e e . May cause excessive bleeding.

» Choclate cyst, polycystic ovarian disease.(PCOD).
MENORRHAGIA « Sangingio-oophritis
. : G « Genital TB (TB endometrium):-
Defi- “Menprrhagia (heavy periods) is defined as cyclic regular : : '
: PR initi menorrhagia but in late stage causing
bleeding which is either excessive in amount (> 80ml) or duration Ininitial stage may cause ) |
or both”.

amenorrhoea.

Ciassification: Menorrhagia can be classified as 3. Systemic causes:

1.\diopathic:- where no organic pathology can be tound it is also * Liver dystunction
known as dysfunction uterine bleeding (DUB).

« Congestive cardiac failure (CCF)
* Severe hypertension. _
4. Blood dyscrasia:- ITP (idiopathic thrombo cytopenic purpura)

———

Majority of womens who present with menorrhagia will have
DUB.

Ham /gy

it am... / 3%
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» Leukaemia || . Diagnostic laproscopy
> Co-agulopathy | . Pelvic sonography,
» Sever anemia

| Management:-
5. menorrhagia due to oestrogen and progesterone administration | management is depends ypo, the cause |
(mini-pills) ‘ \ 1. If dysfunctional menorrhagig Se it consist of
Diagnosis : -1. History , NSAIDS- (non steroid Antj inflammatory 4
The patient of menorrhagia is the complaint or regular | Like :- i) Asprin 300 mg BD with Oombi:at'rugS) i
‘excessive’ menstrual loss occurring over several cycles. OR on of antacid.

ii) mefnamic acid (cap. Panstan) 500m

e The women to communicate in word how much blood she is \
There mode of action is probably in re

losing (number of tampons or towels used per day) may be

9 1 BD with antacid.
useful. |

storing in imblanced

endometrial Prostagiandin synthesis.

e Discussion about duration of current problem. ‘

¢ Any other problem such as dyspareunia, pelvic pain or
pre.menstrual pain.

An added benefit of these drugs is their pain relieving properties

So these is useful in menorhagia alone or menorohagia and
Whether it is cyclical or irregular, intramenstrual or post coital

dysmenorrhoea.
bleeding. Passage of big clot’s pallar and low level of | v
haemoglobin '| These agent associated with a reduction in mean menstrual
J blood loss of about 35mil.
Give idea about correct diagnosis. Cyclical ‘oral contraceptive pills is widely used for the
P/A - Examination — For to detect any abdominal palpable mass

management of menorrhagia.
or enlarged uterus palpable per abdomen in large uterine fibroid. General measures :- proper diet
PV- Bulky uterus.

+ Oral haematinic, proteins, vitamins.

e —

J |+ Adequate rest -
May suggest an organic cause (uterine fibroid, endometrial | * Maintain a calendar noting duration and extent otiocines
hyperplasia, adenomyosis.. etc). Surgical management:- : medical
And investigation done relevant to these conditions. Surgical treatment is given only when in Women
Investigations:

treatment have failed. . o
It should be certain that there s complete.
Itincludes

+ Complete haemogram with ESR
» Bleeding time & clotting time (B.T., C.T) ‘

is of the uterus.
» Blood group (if not done) Wedge resection/hysterectomy for aFiT:rbr:ciJ:.lS 0
» Thyroid function test (T3T4, TSH) if necessary | Myomectomy /hysterectomy for uterin
—
= m... /'3 o am... / 23¢
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. section .
ation /ré gest roied

ium IS
endometrlu . _
o o remaining endometrium from wh,

Endometria-& abl
The basal layer
Thus theré is little of n
functional endametrlum

Method :-

Laser

diatherm
Transcervical ‘
endometrial resection
By hysteroscopy
(direct visualization)
All the above operations aré pe

can regenerate.

Thermal uterine ballon theray,
Microwave ablation

Heated saliné '
It is non —hysteroscopically.

rormed through the uterin

cervix. '
o Laproscopic lysis of adhesions for chronic PID.

o Electrocautery for drainage of chocoiat'e cysts or (lase

vaporization) of endometriosis.

METRORRHAGIA

Metrorrhagia is a defind as any acyclical, irregular bleedin;

from the genitaltract, (uterus)

i)

i)

i) physiological
ii) Pathological

Metrorrhagia may be

- Physiological - occurring at the time of ovulation (hormoné

Ich.':.nges). These women complaint of mid-menstrual bleedin;
::d"-]i fron.-n few hours to one day, a profuse sticky discharg
Intermittent cramping pain of short duration

This episode coindcide wi
e with ovulati
Pathological:- wten.

Causes :-

. g adole : '
abortion & Pre-menopause Scence, followmg childbirth ant

In elderly women .
Who having post Coital bleeding is not takifd

maﬂ." /2?‘ e

P ee—

i)

easily it may be the earliest symptom of a neoplasm
sub mucous fibroid

iv)  cervical polyps, erosions, endo cervisitis, Ca cervix
v)  presence of IUCD

vi)  uterine polyps

vij Ca endometrium

viii) decubitus ulcer of lower genital tract.

Investigations:-

A pap smear examination

A diagnosis hysteroscopy

Endometrial biopsy for hystological study
Pelvic sonography.

Management : it is depends up on the cause of metrorrhagia.

#am.. /30

Scanned with CamSecanner



g, TSEAUG

A o e s s s 4 (Pt g

U@ 94)

af=aree g -
‘ ) ﬁmﬁ'%’iﬁﬁs:laﬂ.
s R ¥ R0/ug
9. 4. 9. 20/0 Rvifasgios
ﬁﬁﬁw’hﬁrfﬁlﬁ.ta}ﬁmwﬁ-l 3¢/u

A1 #1203 F5 wmy. wig gren
FTE fafwam smzam aq.
ufgsTT (i) 3 i -
qH13 77
Fasiforeaterst wrififeer m sy |
Faezrerm a1 wfort wpaTdE @

mﬁmammqﬁ

Wi/

—

-

"""amw:mu

ettt oy | P Moo
; |
M’j‘l T |
gETdaRTTe i dam:
A ¥ 3. 3.{/3?
faemsserfenmai g3em: wafiam |
ma@a&mﬂﬁﬁw: n

g foafaverate qemm. ... |
g 91g: YFiua: § favesmi wivafd s
ama: fuayeem wRgfy: gt gée
qifrTa weud wwal wafd |
|. 3. 3¢/3% - zogA feam

¥4 GG qu1 Fobedl sl GHBEfEn faem der @
PR (Feame) S Trdieyam 3.

& R :-

v) Mo amer-fagn (fearm)

R) 9gE 9 (g8 IMdd)

?) wfe

¥) &3 (3%a)

?) frememen i~ amer

Y wiftra gqfer femuorid @@ 0 9.8, 3¢/ \

R gl foen if (Rr) g, SR 3 97 d w0,
ety 3, 42 ddfea e 9wl I €

3 AN Faefr e, e ST e R G AT
SR, Wt g - Adged, Ayde AN

Mearfarer ferfmed

RvafRr . g e g R 7 370 (G )
P w0, 3 e (e ) W o

"'-..._______
d@am.. /W

1. W 9/?

Scanned with CamSecanner



FIVEATE ATEATHE B FedT Haes ITATHI (ATHAE) Bl T
e a mtyrfiar ara s e
Wqﬁﬁwﬁﬂmﬁﬁﬂﬁﬂﬁl. .
o g€ o (@i fom, fodd fom) qeamerien T fohan geomeUst
e[ T
TETT T A | AU aTHeRTa e
... TG O FEAWAT || (STeETa SIagA)
eed: 3t s Iufent i
A, " 3. ¢ T
TICHTEA HHGT qaE IR Ui @O, T (), W aee
TEAEATIRE AR FoS To Ry Fhm e R
‘Suzsr’ @ weard AfMYA MR, IYUEd GIEAET IWEN AT
Fwst QU HOATETS! hedl Sl - (FEIAYA) I I,
TTYYE IS FU, HHEAV B4 difeare fui gaE.
%) o gt (g o)
3) A A ;- TR SSw H Igd |
o &t eyt gewreHt fad s o et faer Fmto g,
AfevE diwin g ® g Tefwd are S o 9
ECEIGRCCIREE T ARICS
¥) 39 :- 39 TrearEn Y a4 33T el A e weqo fied
eI a1 ATaw FHS YR AT, ATSTS I FHRO I Tl 39h
ferdt &t Afrsareage fag 3.
ferwifer difreamoem e -grgan e ;-
arfaeht, Gfoht y@ferh, wfrnfed aft awEr S,
gwEat whfa fevrahiner: vew fiffwa= e
TR g g o e @ wrerern S @
uftegan st @ whia grefrarde o geiget =
[T At T quene s
ot safm . q.8%/3-%
y) dms, ?) s, 3) %9 9 ¥) aifyafe ? 9, S @ A

w@am... /49

. 7. {1, 30/3%-%
aile i TH AR S9e 46 Seimdie o de

U TGS AT ISR @ fi e 3o g,
- gitegar @ ATt @ and-fie dge 3o .
- FHUH 3T ITEAT R AT~ QS IIA T,
wraeh Tl get AR arange Fi g
IgTaal aun swean g =@ g i
e Sf ararer:, Rden sfrew &
arfiet wifert arfy gt fawer = 2l
TR @ A A HHAT ORI |
TS W TR YUgTEr et aut i
mw-ﬂgﬁﬁﬁﬁﬂmll

T e iy e T T T
') AT - v, g, fag, AR A A

g. 3. 3¢/8-¢

- fra
?)%~WW,W,W1WWW( l@w

ar
) W - s, i, s (T

(Fesr) . :
) Bt - oy, el s, G wzﬁ?;g . W
\\*—HE:"?‘{ C| W

I WAL

Scanned with CamSecanner

1’-“



o i I W“Em e
% seare g, Jaal %
' . Rt
3. ufteggal ?. gftega .
3 i 3. aifirf 3. At ]
3. o
¥. A ¥. Tl : -
o &0 . HiOH W B
£ 3T & > TN -
5. HWia=om . Afa=N §. Ffercm
¢ qud C. qudl \9, qudl
9. qg'pjh‘ﬁ Q. ﬁqﬁ" <. qgﬁﬂﬁ
fo. m@ﬁ 20, ‘Hq—(ﬂ R. W
¥%. drdsl 2%, Ardl Lo, dldsll
72, fussn 23, foaen g, fusn
73, FHA 23, HEHAI %3, Fhel
t. gragmas 2. afFrasn 23, @fFumas |
— Y. T —
= 2. fagan gy, faegar
"l ST %, TfedemEn R, dAfEaar
— %.¢. vaEfgt —
s 1%, M= —
= 0. HictHl (3Tvgeh) —
Y TSR e _
vy, ATFT |
: — % &. YTpan
A
?'q TTT'" — 2. Il
o il == %¢. Fagd!
Pt — 9%, %R
_ Ro. Eﬁﬁﬁ_ﬁ
WA, /a3y

_m:'!ﬁﬁmmﬁ?iﬁllﬂﬂ.ﬁ.ﬁ?@/qg
Wmmwmﬁ@mmm,amﬁmm
%@;T’Wﬁmmﬁémamm

- AW SChIH S e Yt g
an%- mYEE gy e’ el ifaem’ s aes e
- JTHTA GEEE /e HY WiHETET a4 Febel IR
R) 3I<rEdl N wvdEm UEst ‘@’ s F@r’ @ avi
IMTTER e 2.
%) AR HIHeaE ;-
AW e favr ¥ @ @emt -
¥ :- AEOTEALTAT ATAGEL: WHIOT: |
‘ . fa. 30/%
qravgfy srgoT=n # ae SEn-fEn da .
fagar @ifwiiima drwE @ |
wesi Rrcfifesa gftafia sl a@an |
maﬁgﬁwmmamml
AT T AEEEEA AgEaTAaser |
a.fr 30/%
e - AR g TFE Al a e fawmf rmEr
m’m!w‘m,mg_mmﬁﬁmmm

Scanned with CamSecanner




AT TR T V@ etEdreat | @Y. 1. FfERmiEER -,
o1, w. AR 20/, T, fA. 82/%, . 3. 3¢/90
Fratt=aat araet qfasdaty |
aut & - araen wehw yer et |

WIT. ®. . 9/\0
YA: ATAeT TehyTl FAsY J[@TAEAIEUIa |
g. 3. 3u/%2
A IR Tl SEVTEEE TS Ba0 aui Hodl .
YT TGEUTIITE Tl e wmH A |
Al WA T T SATIETIAh AT |/ R |
. H. 3, 3¢/33
Ay, da, ovEffl Yo q@e ww: R 30 9 = e
BT, I AR T1E 16 FifeE o,
?) fumw gifiemmag -
T wguuge fod af wfie )
AT qrguTeha gferrerserit=aary 11
ey Rguraftedtariemrdar | @ sarag R |
.. 3. 3¢/%¥%, AF. 3. 33/¥3-¥3
sread fuaen AT saaf=e |
q. 3. 3¢/%%, . 1. @A, wr. w. f&1 eo /g0
arfor wr, 13, €3/
Hqchearaaauanre: e wamr
FTRUTeheaIoTal Hedariaardar |
YITTeoT FHuraaTaT aifa: wrfaragiiar |
a. fa. 30/%¢, 3
¥ :- g, WS, FAY, §T 2. Fawrs = AhdTs
| - T B Ay yeia e adfen el s
adie B i Fa.
@0 :- WHUd fan gt e ame
- T8, 9T, S, W91, 39, §d 37 WY IS g 9 3G,

o I

AL /23

-

_ s (2T AT, R ) oy
(gramitlt) 37 3. '
AT sy,
@aﬂ&ﬁm...u’lﬁmmiaaﬁm“mmﬁ"

T . 30/98-93 wm,

7 Enfiasd A Wwﬁﬁmﬁa:m:;zﬁ?%
ﬂ@ﬁmmmﬁﬁma}ﬁmmmm
T FoS AR,
a)m‘lﬁﬁm -

wstiraf=irgat aif 9 gviq far: |
agatq fafeeet vim svgrareraem i
qrug Futt At urogfufesemaatey | =, f. 30/23

wwifsaf3fa: ga e |
vt wuget uvg feoe a1l
T g - A, 3. 3¢/¥E

e Rfese aify: svggamsavtae I
g. 3.3¢/%s, A T e, . 0. f1 eo /13,
. f. &3 /%0

FTCE T .

W ghy) (amre)
P, e, g

%?L:-atﬁmzﬂ,g‘sm
Wt :- Iqaa R FEET
T Fe @ide e A .
%ﬁ:-mﬁﬁaﬁ(w)

R T 3o . .
" Mo w3, fife (50 T

e

G /1

. el i S,

Scanned with CamSecanner




TAfFETeaT AR |
3 ¢/, @ A, v B so/gE, W A, &/%3
- T TR 90 T SR T a1 7 T e
m:-%@amﬁmmmamaﬁmaum
nqﬁmaaﬁw%amﬂmﬂa@mé@aﬁaamﬁﬁmw.
wE0 i- W = T S fefia e R Yo
-m,ﬁa@,ﬁa,w,ﬁa,ms.aﬁa
- Y0 9 fafSoe wwumn andasns 9 amaal,
mwmmammmﬁﬂaﬁﬁ@m
mmaﬁmﬁmwmﬁtﬁmma@mﬁ%@m.
4) g AT (atwm) :-
T UeRtAtal Tad R e | arfrad |
argi sl nedsfy e o =, R 30/%%

TS W 2~ a9 Rwads

TR (3w, fasor, @vg, &4,
feraTel, g, &

Y[ ARR THS AU/ 3. FHOTY
Vv

ﬁz@gm‘“)mw?ﬁﬂ%am@

WOt ;-

%) AT sl s ee weaEs

*)“ﬁ““““m("m)ﬂmwmm.wm
wam., /e —

AATIE Ve,

bl m‘[‘iﬁﬁl
7. 1. 30 ?

TR e Tr"#m)a\ ™ TR T, weg . -
STt 214 AT S 7 o’ s 7 e

2

%) T :-

Eﬁﬂm@rﬁmgﬁmﬁqﬁamﬁ....n
o, . 30/ %6 TmwHul Fem.

R) EAATET gufd wa: 1| A, 3. 3¢ /¥y
IVEH EaAHEE AT e 3 e avi e a1,

3) SiEae ;- TEE TN TR | SHeas |
g. 3. 3¢/92, Wi W f1. we/e¢-%o
e HTdE, WeTE #ila W A W/ eieaad
=fr R e | fafegesa: siwamfes a&n |
‘ g. 3. 3¢/ ... W
1 ST 2T A1 ST TR T B RS (TR TR,

Scanned with CamSecanner




7 TreaTd davd i @ wfeasn i
AE.3. /e, AET. 3/
w1 saefimedl a1 9 fre g @ (3nda) = AT gt 9 Il
e, HIvdar Ao davd € e fEtn Sa A Sdiasan’ e,

. o) Irerron ATy (g, aremRT) ;-
TARYTEAT FHUG AW FA A |
|1 TGN HUgEn s it | 7. R, 30/%¢
m:-a@mmmmqm,mmaﬁ

q4q :-
ﬁﬂe‘mtﬁfﬂﬁmﬁrﬁaﬁ I
Ty H.3. 3¢/t%
Htﬁ?rﬁa?f&:zﬁ;“

FoS AR

o 7l EI= AL I QU T s, T fAyAgd ade g
FaeTgETE @ s (Taeh) 2.

o FHIA A FHAFRH IR fifsgoa (gegSamn), ¥3 3
R FETE S0 g Aam.

o FIHER So8 IMHE ByAWTHIn &l &) qeunien sfie wifdamadl sgen
arfireh Iasfa 3rEd. e dt sl Ay R @A g,
¥) faegar aifsams :-
gzt aui Foew fagga TR SuiE ST SO

AR firegd -gad .

frgarEaTEyTaT |
FeATAA]: HUGHT HUETAT AT 1l
AE.3. ¢ ue
At e A T, A S e e 1 S
v
aﬁﬁwﬁﬂgﬁﬂﬁf(ﬁ)iﬁmﬁ
oo ey 3 g e g i = P 219, e i
¥ T ST AT G S A T S

Scanned with CamSecanner



PRURITUS VULVA

Pruritus means sense of itching, when it is Vulval region. It is called
as pruritis vulva Aggravating at night because of absence of
distrauction of mind, tired CNS, Local Warmth.

Aetiology :

Vaginal discharge — the commonest cause of pruritus vulva,
Is due to vaginal discharge either caused by tricomonas
vaginalis or candid albicans or both ( Purulent discharge
produce irritation rather than pruritus.

Nutritional : iron deficiency anemia, vit A and B12
deficiency, achlorhydria, Malabsorption syndrome.
Generalise or local dermatitis : psoriasis, eczema.

Vulval parasitic infection like — pediculosis, scabies.

Anal — Thread worm infestation.

Vulval diseases- like condyloma acuminata, granulomas,
Behcet syndrome, paget's disease and vulval cancer.
Allergy and contact dermatitis :- use of nylon
undergarment, allergy to drugs, contact dermatitis, allergy
to soap detergent ,Antiseptic (phenol, dusting powder,
deodorant), wear tigr:! synthetic undergarment, imperfectly
rinsed underclothes.

-Allergy to condom or diaphragm, spermicidal agent.
General disease: e.g. diabeties, Jaundice, Uraemia,
cirrhosis, haemochromatosis.

Cervical causes : like cervicities, erasion produce
excessive mucoid secretion which cause itcﬁfcm,

Chronic vulval dystrophies : of vulval skin. Like | equqlakia,
lichen, sclerosis, kraurosis vulva of menopause.
Psycosomatic — cause: |

- Mental anxiety or sexual frustration may be responsible

L= A BE

for scratching ( production of hist
induction of itching),

) urinﬂrY_' Incontinence any grycosuria,
pacilluria may cause vulva| itching.

amine like Substance -

bladder fistula &

Dignosis - .
) Detailed histor?': - DI'ISBT.& Intensity of itching,
» Duration, Relation with psychologic upset or neurosis.
» Associated with Vaginal discharge or not.
» Contraceptives history
» Allergy to nylon, soap or particular detergent.
) General examination
find out the fungal infection at toe, fold of finger.
Scabies, Leucoderma, eczema efc.
1)} L ocal examination :- The itching only in vulval area may
suggest .
e infective vaginitis
e local fungal infection
® glycosuria
e vulval atropic changes
ititching area is anal the cause is
impetigo.

probably thread worm, tinea or

Investigations : .
1) Blood exam- blood suger, haemoglobin
2) Urine for- sugar, protein and pus cells
3) Stool- ova, parasitic and cyst

ina| discharge-
4) Microscopic- examination of vagina!

se of itching.
Treatme'“ :- Treatment is depends o Z:;J
ergent.
> Avoid irritant s0ap 0f dta:1 ! rgem.
> Use loose fitting under

-
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| » Avoid vulvo vaginal doching.

| > To prevent the vicious cycle (scratch-itch-scratch)

! (Women develop an itching sensation and begans to scratch
the vulva.

i)

Persistant and prolonged scratching can lead to abrasions,
inflammation and irritation and soreness.

d

Disturb sleep)

Local treatment : Hydrocortisone ointment.
< Qestrogen cream is useful in Kraurosis vulva due to
menopause.
< Nystatin cream in fungal infection
% Zink oxide + olive oil or codliver oil- in case of hard, cracked
skin. It helps to soften the skin. '
e Antihistamines and sedation may allay the
symptom.
e Trichomonas infection treated with imidazole group
of antitungal group like fiuconazole/ketoconazoie.
 Oral nystatin is used for perianal pruritus.
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DYSPAREUNIA
The term dyspareunia is used for difficult as well as painful
coitus. '
This may lead to apareunia- inability to practice coitus. i.e. failure
of canalization of vagina, bony ankylosis of the hip in extreme
adduction.
Cause :-
I) Male Partner:-
i) Gross congenital abnormality of the penis. i.e. hypospadiasis,
phimosis etc.
ii) Impotency i) Psycological impotency Failure to maintain an
erection ii) endocrinopathy impotency long enough penetration.
iii) Complete and surprising ignorance in the technique of coitus.
iv) Genital — Painful penile scar, IUCD thread pricking the penis.
v} Physiological — Initial attempts on coitus may be painful.
Il) Female partner :-
a) superficial pain  b) vaginal pain c) deep pain.
a) Superficial pain :- the pain occurs when penetration is
attempted and the causative lesion is at or near the introitus.
i) Systemic — Extream obesity
ii) Psycological — Vaginismus, fear of pregnancy, frigidity, marital
disharmony or unhappy sexual experience in the past.
ilf) Painful lesion’s- in the region of the introitus such as .
> Vulvitis .
> Acute & chronic urethral Caruncle

... / 2wk

Bartholin’s cyst or absegs
Tender perineal scar from ob
painful tight hymen

Narrow introitus

Cysto urethritis

» Painful lesions of the anal cang (i.e fissures eto)
p)vaginal Pain :- Burning pain along of vaging during orfoHowing
intercourse.

» Obstructive conditions at the vaginal introitus.

» Rigid or imperforate hymen.

o Vaginitis

« Cicatrization due to chemical burns.

« Vaginal atresia due to congenital Hypoplasia, Kraurosis or lichen
sclerosus.

¢ Vaginal cyst benign and malignant tumours of the vagina are
rare cause of obstruction.

» Traumatic stenosis due to obstetric injury followed by
scarring such as- painfulepisiotomy scar or perineorrhaphy
operation.

* Congenital stenosis and the various maldevelopments i.€. partial
non canalization of the vagina.

* Sometimes the anterior and posterior suture lines of
colporrhaphy becomes densely adherent and fuse to form a
Stout septum.

Stetric trauma or Operation.

YV Vv VY Y

i .
Which allows only partial penetration-
Vaginal hysterectomy and prolapsé repair
Radium insertion and radiation therapy

Resyl : ; ing of the vaginé
Sult in narrowing and shortenind 'mpOrtani cause.

* Chemical vaginal burns raré buti
= /

it /e
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iil) Deep pain :-

» The patient experiences pain while the penis penetrates deep

into vagina.

Chronic parametritis and parametrial scar.

Chronic cervicitis

Chronic pelvic inflammatory disease (PID)

Endometriosis (adenomyosis) of the pouch of Douglas

rectovaginal septum and uterosacral ligament.

Retroverted uterus (fixed)

Prolapse ovary in pauch of Douglas.

To mass, septic colon.

Acute and chronic salpingio — oophoritis.

Diverticulitis of the sigmoid colon, usually adherent to the left

appendage and uterus.

Treatment :-

Treatment depends upon the cause.

¢ Sex education of both the partner relieve the symptom.

e Local abnormalities at the vulva can be usually be cured by
appropriate treatment.

e.g. — the infective lesion’s of the vulva and vagina are to treated

with suitable antibiotics, pessaris, etc.

Tender scar on the perineum or the vagina is to excised

When dyspareunia is caused by abnormalities in the pouch of

Duglas an abdominal operation is necessary.

e The ovaries may be freed from adhesion’s, cyst can be
excised (chocolate cyst) and uterus fixed in a position of
anteversion by an operation of ventrosuspension.

In narrow vaginal introitus — vaginal introits dilates digitally
under Anaesthesia

VVVVVVYYVYVY

l

followed by gradually increasing size of vaginal dialators.

® ... /Uy

n case of vaginismus —
elieve fear of sexug| i
» R Intercouyrsg m

» Fear of pregnancy ang any bag ey arita disharmony,

pel“en i ein
L | ce Of lnter00urs |
l 5 'Iranql.“ rs and ants m i Sin
X | paS lec bEfQ e COitU .
VaglnISI nus. |

VAGINISMUS
“Vﬂglmsm“? IS dellned. as a hyperaesthesia which leads to spasm
of the sphincter Vagina and the levator ani muscles during
attempted coitus or when made a examine the patient per vagin
Types :-

i) Primary Vaginismus.

if) Secondary Vaginismus.
i) Primary Vaginismus:- There s no organic lesion. Typical primary
Vaginismus always has a psycosexual in origin. There is often
presence of subconscious fear of sexual intercourse.

Frequently a history of mental trauma during adolscence can
be traced.

Symptom’s :- i) When the patient is being examined and an
attempt is made to inspect the vulva by separating the labia.
\
Amuscle spasm is induced where by the thighs are drawn together.
v
The levator muscles become tonically contraC::a!agﬁ;:zam
Patient cries out and endeavours 10 push the mec
away from her. cal painful
) Secondary Vaginismus i+ Ther® y usua": $:m9 .
. H G a '
|ES|Onls in the region of the genltal tract. Su

i m
e Tender scar on the perinéd

® Narrow Vaginal introitus
\______ /

w ﬂﬂ"_ / 2{1?

al!
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e Vaginal stenosis, atresia, vaginitis, cystitis.
e infected lacerations, & tender fissure in hymen.
e urethral caruncle, vulvitis etc.
The spasm of secondary vaginismus is not unlike that seen in
primary Vaginismus.
Examination under an anaesthesia may be required.
By manual pelvic examination find out organic abnormality and
other abnormal factors.
- If the two fingers can be easily introduced (admit) in the Vaginal
Introitus the caliber of vagina is proved normal.
[occasionally the hymen is incompletely ruptured and the introitus
inadequately dilated, these findings are rarely].
Treatment :- The first line of treatment is to win the confidance
and co-operation of both husband and wife. They are interviewed
separately. Once the confidance of couple is won over, the true
cause of the trouble will usually be disclosed.
» The wife is assured, tranquillisers and antispasmodics are
administered before. Coitus erotic love play is extended,
» Vaginal introitus is lubricated with water soluble Ky jelly and
local anaesthetic ointment.
- Dilatation of the vaginal introitus.
e She is convinced that her passage has been corrected there
after
N2
Her Vaginal introitus is dilated manually under general
anesthesia followed by.

N2

Introduction of gradually increasing size of the Vaginal dilators for |

15 minutes dailly dilator till the maximum size is administrered.
e (The largest dilator is to be removed when the patient recovers
from anaesthesia and to be shown to her).

#an.. /3

he is instructed to fit in the 4;
0 S N dilator at hom, for 2.3
o In case OW Introitus ang weeks,

. ; tight hym -
_ ormed,
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GENITAL PROLAPSE

It is downward descent of vagina and or uterus. “This is the
herniation of the pelvic organ through the vagina” Normally
when a women strain neither the vaginal wall nor the uterus
descent.
Aetiology
Mainly two factors are responsible for genital prolapsed.

i) Weakness in structural support to pelvic organ

ii) Raised intra-abdominal pressure.

1) Failure of Pelvic support
a) Congenital

b) Acquired

A) Congenital :- i) Developmental weakness of pelvic support
May cause uterine prolapse can be found in young virgin of
nulliparous prolapse.

—

g am.. /183

i) Spina bifida Occulty

— Weakness in pelvie floor support.
B) Acquired:-
) Menopaulse ang:-
. Se F
S;C:LE‘S’:W * commonly oceurs in Menopause age group
i) in menopause age the pelvic floor muscles ang the ligament
becomes slack and atonic.
l
ii) The endopelvic fascia (a connective tissue sheath consisting
of fibrous tissue & fat) becomes lax & atonic due to this pelvic
' organs not well supported.
l
iii) Many women’s develops minor degree to even to major degree
prolapse can reduced by post natal pelvic floor exercise because
inthese young women muscle tone can be regain by exercise.
l
But in menopause her support have becomes atonic due to
oestrogenic deficiency.

annot be regain by exercise.
es occurs in the pelvic
nd asthenic women).

In menopause muscle tone ¢
V) in menopause atropic chang
Support. (undernutrition-ill nourished @

II).Child birth trauma:- 1issue which occure

with repeated child birth.

Iy.
Damage the fascia and nervé supp'y
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pDamage Of pelvic support.
l

ii) Over stretching and tearing of pelvic fascia
l

leads to widening of vaginal canal.

It is due ta the child birth trauma to the perineum.

Damage of the pelvic supports at 1* child birth is imp rather
than that due to repeated child birth.
Illy Peripheral nerve injury:- Pudendal nerve during child birth
causes prolapsed which is reversible in 60%.

IV) Over stretching of the perineum:-
# This may occurs due to prolonged station of head on perineum,

¢ Avoidance or delay in episiotomy
4
episiotomy prevent muscles stretching & its atonicity.
¢ Imperfect repair of perineal injuries.
4 Delivery of a big baby

3

stretch the perineal muscles prolapsed.

V) Over stretching of the mackenrodt’s and uterosacral
lligament:-

¢ Prolonged bearing down in second stage.
¢ Premature bearing down efforts before full dilatation of cervi*

¢ Application of forceps or ventose traction before full dilatation
of the cervix.

Delivery of the head with oyt emptying the bladder
A ;

Result into tear of bladder fascia

A /55y

)

Cystocele.

All above the conditions are résponsible for over stretching of
uterine ligaments

)
Uterus tends to be pushed down into flaby distended vagina.
VI) Increase intra abdominal pressure:- because of constipation,
chronic desentry, heavy weight lifting, chronic cough, large
abdominal tumours & obesity.
vil) Ehler’ Danlos syndrome:- Characterised by fascial and
connective tissue weakness have significantly higher prevalence
of genital prolapsed.
VIll) Uterine weight or Traction:-
Bulky uterus, cervical fibroid, poiyp, vaginal prolapsed.
Can pull down the uterus by traction.
IX) Following Surgery:-
Abdominal total or subtotal hysterectomy, vaginal hysterectomy
may have complications of vault prolapsed.

CLASSIFICATION
Clinical types :
) Prolapse of anterior vaginal wall:
e Cystocele- Prolapse of upper 2/3 part.
e Urethrocele- Prolapse of fower 1/3 part
¢ Cysto- Urethrocele.
Ir) Prolapse of posterior vaginal wall
* Enterocele- Prolapse of upper 1/3 part of post

wall. OR. Prolapse of pouch of Dauglas. _ |
 Rectocele- Prolapse of lower 2/3 part of posterior vaginal

wall. _
)  UTERINE PROLAPSE:

erior vaginal

—
& ... / R&&
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i = 1t degree — Descent of cervix into vagina

| = 2nd degree — Descent of cervix into /up introitus.

= 34 degree — Descent of cervix beyond introitus.

= 4" degree- Descent of cervix and uterus outside the
introitus (Procidentia).

1. CYSTOCELE
e Thisis the descent of urinary bladder with anterior vaginal

wall below the cervix.
e Cystocele is formed by laxity of the upper half of the anterior
vaginal wall.
DEGREES
e Mild = bladder descend in the vagina below the cervix.
* Moderate — bladder descend in the vagina up to vagina
introitus.
e Severe — bladder descends out side the vaginal introitus.
Clinical features:-
Bulging of anterior vaginal wall
)
It is increase when the patient is asked to strain
l
This may be seen on inspection.
J: _ ;
( The emptying of the bladder is performed by the patient by
pusing up the cystocele in the vaigina with the finger.
b
There may be chronic retention of urine in advanced prolapsed-
Stress incontinence :- When cystoceles associated with failure
of bladder sphincter and urethrocele.
\
It is caused by lack of support to the sphincter mechanism Of
i

| ... / 28

Cystocele

Fig. 6.1 Cystoclele

urethra.
Frequency of urine with painful micturation.
{
It is caused by chronic cystitis
Incomplete emptying of the bladder.

\)

patients frequently complaints
uration and when they strain

less urine.

In severe degree of cystocele,
that they have difficulty in mict
more- they can pass

abdominal pressure is raised during

down in to cystocele below the

ernal meatus.

Because of when the intra

straining — the urine is pushed
level of the ext

all.

On Palpation:- ¢ of the anterior vaginal w

hal
The cystocele is felt on the upper
N ot ... / 38&¢

‘
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with ill defined margins. _ prolapsed-
d through urethra goes into the sac

ducible. clinical Features:-
Laxity of the rectal & vaginal fascia

/ | As soft cystic bulging
The catheter when introduce

If cystocele, the swelling is re

\ 2. URETHROCELE
When there is laxity of th

The urethra herniates through it '
This may appears independently or usualllly along with cystocele,

| ol

/ .
“ It is called as cysto —urethrocele.

e lower third of the anterior Vaginal wyj Resulting from obstetric injury help in the process

Clinica features:

| e This is caused by laxity of fascial tissue intervening between,
, Urethra and vagina.

' e There is soft bulging of lower part of the vaginal wall.

| ¢ On coughing urine may spurt out through the external urinary
'[ meatus.

Enterocele

Rectocele
| 3. Rectocele

* This is the descent of the rectal wall with middle part of
| the posterior vaginal wall.

itis due to the there is laxity of middle third of the posterior wall

and adjacent rectovaginal septum.
v Fig. 6.2 Rectoclele and Enterocele

As a result there is herniation of a rectum through lax area. ‘ )
* In severe degree this can protruded out side the vaginal Difficulty in comfletely emptying :

orifice,

There is almost always old Bowel is emptied after pushing up the rectocele by finger through

incomplete perineal tear with rectoceie:

l Vagina.
Ne or with cystocele or 1s degree uterin® Constipation:
—_—— ———
= &t ... / e :
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On palpation: ' .
Soﬂpcystic bulging in middle poslferlor vaginal wall.

de by the rectal examination

rmation of diagnosis is ma
e bulges through the rectal poyg

When the tip of the examing finger
of the posterior vaginal wall

The swelling is reducible

Enterocele:-
There is descent of the pouch of douglas with the upper 1/3 pan

of posterior vaginal wall.

2
o It is due to the laxity of the upper third part of posterior vaginal
wall.
o It may contains a loop of small intestine & omentum hence itis
called as enterocele.
« In severe degree this can protruded out side the vulva..
Enterocele is caused by laxity of supports to dauglas pouch. ie.
vaginal fascia, vaginal wall, divertication of utero sacral ligament
On Palpation: A soft bulging is felt at posteror vaginal vault

)
:ﬁ:gf;:::‘:f::;;iif;: :l sn'rail inte_stine can be palpated. 4

ip of index finger can not be pushedif

the enterocele sac but : . .
e such is possible in the rectocele sac lying

UTERINE PROLAPSE
Itis the descent of the uter
Two types: i) Congenital

ii) utero vaginal

1) Congeni i
e tal cause is congenital weakness in Supporting P’fmarf

us through the vagina.

L W ¥f ¥ —

descent of the uterus

Fig. 6.3 - Degrees of Uterine Prolapse

I)

Intra abdominal pressure has got piston lik

e

\!

Causes inversion of the vagina.
There is no cystocele.
The uterus herniates down along with invertal upper vagina.
It occurs in nulliparous women and hence called nulliparous
prolapse.
Descent of cervix & vaginal vault first

d

Followed by inversion of vagina
Utero Vaginal :-
This is the commonest type, this is associated with
cystocele, rectoceie and relaxed perineum.
Cystocele occurs 1* (anterior vaginal wall 1% followed by

cervix)
Fallowed by traction effect on cervix

A

Causing rectrovertion of the uterus.

!

g action on the uterus.

&t oM., /R
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For to pushing it down into the vagina. i

J ;?;;Zﬂiﬁ';:;tme Separated & thyg vaginal introitus is
P"mca’ Ft?:: ;:rsnplaints of “some thing coming down” per vaging: Findingsare
| i) I:}e‘glliing of womb” On straining or even standing. It is 5 a) Laxi.ty of the pe’rineum is noted. |
; prominant sign of genital prolapse. ‘ b) bulging of antarior vaginal wall lower part (urethrocele), upper
ii) There may be difficulty in walking due to & mass protruding pa?rt \oyaIscal)
S TRE this can be better visualized by depressing the perineum by
- iii) Midsacral or lumbosacral back pain speculumy
‘ ' l c) bulging of posterior vaginal wall in case of rectocel, enterocele.
it is due to uterosacral strain d) Descent of the cervix in vagina for 1¢ degree uterine prolapse
l can be visulised under speculum exam
| pain is relieved by rest e) cervix can be visulised at or outside the vaginal introitus in 2™
| iv) In most cases of prolapsed excessive white or blood stained & 37 degree uterine prolapsed.
| discharge per vagina.
j I On Palpation
The discharge may from a chronically inflamed lacerated cervix I) In 1% degree - uterus is bimanually shows normal sized.
| but usually it is caused by In 2™ degree — uterus is bimanually may reveal the supravaginal
! elongation of cervix.
Relaxation of the vaginal orifice :- which allows foreign organisms In procidensia — The protruding mass contain the external os !
= produce mild degree of vaginitis and at the bottom covering of vaginal well & firm uterus inside. '
| l I:
l ;;Z:icm of decubitus ulcer is an obvious cause of discharge and Complications : : : :
ing. ) Decubitus ulcer:- ulceration of the prolapsed tissue !
| v? Constipation is uncommon. b
| vi)  Coital difficulties with the thirg degree uteri liised is caused by friction and congestion and circulatory changes in
‘ ] and procidentia are obvious. erine proiap the dependent part of the prolapse. g

In ) . LA
Spection Ulcer may develop at the cesvix and vaginal wall in 2™ and 3

degree uterine prolapse particularly procidentia.
l

# q... / 16¥
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ed ulcer result into malignancy.

The prolong distal ureters may be kinkey

i) thelong standing procidentia

can lead into hydroureter and hydronephrosis and pyelo”ephriﬁs

may also occurs. . o
iii) in marked cystocele the residual urine in the cystocele ga,

\

cause back pressure affects on the ureter.

Fig. 6.4 - Procidentia (Decubitus Ulcef)

iv) Hypertrophic elongation of cervix:-
SUpravagina| portion of :

mackenrogt's ligaments by

Prolapsed with the vagina

the cervix is well supf:orted by
the vaginal portion of the cervi

A

The supravaginal portion gets stretcheg and
as 10cminlength) this usually happens with t
prolapse of uterus with procidentia.

v) Infection : may spread from ulcer

L

peritonitis and formation of adhesions.

elongated. (as much
helind & llird degree

This causing local

Investigations
e The patient with genital prolapsed should be carefully
examined.
e The laboratory investigations.
) a) CBC b) Blood urea c) Blood sugar.
I} a) Urine Rutine b) Urine culture.
II) High Vaginal swab in case of vaginitis.

IV) a) X-ray b) E.C.G. and all investigations mandatory prior to
major gynaecological surgery.

Management of Genital Prolapse
It is devided into
i) preventive
ii) conservative
iii) surgical
i) Preventive management:-
* proper antenatal care, nutritional supplement, hygine,
relaxation exercises, and physiotherapy.
* Adequate intranatal care:-
i) To prevent —pre-mature bearing down efforts. N
il) to prevent premature application of forceps before cervix is
dilated.
iii) Avoid prolonged 2™ stage of labour.
iv) To perform timely and adequate episiotomy.

e

i ... / L8
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v) To repaire perineal injury immediately & accurately,

« Remove of factors for straining. This is very imp aspeqy,,

treatment for obese women.should placed on reducing g;

Constipation and desentry, or chronic cough are treaged_

Postnatal exercises and physiotherapy are beneficia

* Early postnatal ambulation.

* A reasonable interval between pregnancies.

* Avoiding multiparity by using contraceptives.

e Prophylactic hormone replacement theraphy
menopausal women can avoid or delay recurrence of
prolapse.

Il) Conservative management:-

“The asymptomatic patient cannot be made to feel better by
medical or surgical therapy” .

* ‘“Theimportance of buttock squeezing exercise is improving
perineal muscles tone should be emphasized”.

* Improve nutritional status

® Assurance

* Pelvic floor exercise improve muscles tone but no use n
case of neuro muscular damage

* Abdominal exercise, Mmassage and perineal exercises wil
reduce geital prolapse,

Th? conservative measures should be advised following
delivery for 3 to 4 months.

PES?AHY TREATMENT OF PROLAPSE
Itis palliative treatm
Limitationg:.

|) it can cayge vaginitis,
i) The Wearing of Pessary

entonly not 5 Curative treatment.

'S ot comfortable to some wome

\maﬂ,m il

y -

and may cause dyspareunia.
ii) Pessary needs to pe ch [
iii) If the Vaginal orifice i ve

iv) A pessary does not cure
v) A forgotten pessary can
carcinoma of vagina and a vesico vaginal fistula (V v F).

The ring pessary made of soft plastic polyvinyl chioride material
is available in different size.

Indications:-
e Patient unfit for surgery on account of some medical
disorders.
e Pt unwilling for operation,
e in early pregnancy — A pregnant women'’s with prolapsed
need o ring pessary in 1% trimester.
X2
As the uterus growes abdominally
!
The prolapsed gets reduced.
And pessary can then be removed
¢ Pessary treatment may be needed in a puerperal women
with genital prolapse.

\)
To facilitate involution also.
°) In young women pianning to consive in the ne_ar fl{iure
operation is better post poned tili after the chs.ld birth.
°) Use of pessary in the 1¢' few month after deiivery as

conservative measures. o
Pessaries can not cure prolapse but it relieve the symptom by

stretching the haitus urogenitalis.

&t am... / Ree
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Thus preventing vaginal & ute
Sterilization- Rubber ring or s
sterilized by boiling for about half an hours.

rine descent.
oft plastic ring pessary can p,

The patient lies on her back, legs flexed, thigh

Procedure:- )
abducts, she pass urine herself, the buttock lies at the edges of
table.
\J

Fig. 6.5 - Hodge Pessary

-Selection of size- the distance between the posterior fornix and

the lower end of pubic symphysis is measured by vaginal
A _ examination.
usu:?s::lry of the diameter of about 1.5 cm less that this is
Y selected two or three sizes near to that are kept ready

Manual replacement of

r [ . z
done as g 1 prolapsed uterys Inside the vagina is

step.pt_erineum is pressed back by the left index
finger & middle finger.

.. /g0

y -

The ring introduced inside vagina in the vertical position
Inside vagina it is rotates at right angle.

posterior rim of the pessary is now pushed beyond the cervix
into posterior vaginal fornix by right index finger.

And finally anterior rim is pressed against the anterior vaginal

wall.
(pessary is changed every month).

SURGICAL MANAGEMENT
Prolapse has been treated by surgery.
The nature of surgery is depends upon degree and type of
proplapse, the need for preservation of menstrual, reproductive
or sexual function and Patient's general health status.
The aims of surgery:-

(i) Relieve symptom.

(ii) Restore anatomy.

(i)  Restore sexual function.
Surgical Curative treatment for genital prolapse it includes.
a) Anterior Calporrhaphy - for cystocele & cysto urethrocele.
b) Posterior calporrhaphy - for rectocele and repaire of a

deficient perineum. ‘
¢) Fother gill’s (manchesters) operation - for uterine prolapsed

with preservation of the uterus. _
d) Mayo-wards operation — for vaginal hysterectomy and pelvic
floor repair for uterine prolapsed.
€) Repair of urethrocel.

f) repair of vault prolapsed.
The selection of operative procedure:-

———

st m... / %ee
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i) Young patient desire further pregnancy:- prolapse repair With
conservation of the uterus is preferred.

J

Vaginal route:- (fothergills operation)

Abdominal route:- (shirodkar's posterior sling, khannas sling,
purandares cervicopexy).

ii) Elderly patient having completed her family.
1
(Mayo — ward operation)
Mayo wardi operation includes-
i) Vaginal hysterectomy
ii) Anterior calporraphy

iif) Posterior calpopherionorrapy
Pre-operative Preparation’s before Surgery:-
) Physical fitness - rule out systemic diseases.
Pathological investigations.

i) Blood — CBC, ESR, Grouping blood sugar etc.
i) Urine — urine (R) & microscopic.

- X-ray chest

-  ECG.

Vaginal douche with savion few days before surgery.

Avoid oestrogen cream application locally for senile
vaginitis for few days prior to surgery.

\J

Because of as increase bleeding during surgery.

- Shaving (prepare the part)
Written consent

Pre medication -

-

Y2 an hours prior to surgery.

ANTERIOR COLPORRHAPHY

. (Repair of Anterior vaginal wall)
Indications-

For to correct — Cystocele and urethrocele.

W, /20

e

gctives £ .
0Bl ™ o mobilize bladder

o Toreturn bladder tg o,

5tepsS ~
anaethesia - spinal or genera| anaesthesia lithotomy position

paint vulva and vagina with antiseptic solution like dettal, betadine

Drapping with sterile towel.

' ination.
Catheterization and vagial examinati
\J

. with sims speculum.
Visulisation of cervix with sims SP

e ——

& ar... /A
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Anterior lip of cervix is pulled down by vulsellum, ' uposterior calpoperinorrhaphy ~ O
l ,-ecfoce.ie and repaijr relaxeq Beiag ation is done to correct a
Bladder sound is passed into bladder for to detects its lower limiy Objectives :- | -
L - e Reduction of gaping introityg
Aninverted T- shaped incision is made in the anterior vagina| Wal|, ° Rch:nStruc“O" of the Perineal body.
Starting with a transvers incision in the bladder sulcus (beloy the : ° 'He'”t OTCEmEnt of pelvic diaphragm by approximation of
base of bladder) and vertical incision start from the mid point ¢ eveiorant musclg;
transvers incision and extend upto 1.5¢cm below the uethry | e Correction of r ectocele.
opening. | pre-c:pel:ative " As sama;like anterior calporrhaphy,
4 |“Cf'i5'°“-' POS‘efl?f vaginal wall is cut transversely between two
Vaginal flaps are separated from endopelvic fascia covering the A i':orce.ps apphec: R mucocutaneous junction. At the level of
bladder by handle of knife. | myritiformis carunculae ( the remains of the hymen after rupture)
_\L , . . _ The incision is extended in the vagina in a triangular fashion on
Bladder is attached to the cervix by vesico cervico fascia (vesico :
cervical ligament) is cut.
l

The urinary bladder is dissected and pushed up by applying
pressure with gause on the thumb. '
1 |
Pubo cervical fascia is stitched in the midline. By interrupted suture
with catgut No.0’ or (buttressing suture.)
d
The excess vaginal wall is excised to correct laxity.
And vaginal wall is sutured by intrupted sutures.

(for urethrocele repair original vaginal incision is extended up ©0 .
1cm below the external meatus)

POSTERIOR COLPOPERINORRHAPHY
(Repair of posterior vaginal wall)

olpo Perineorrhaphy

Fig.6.7 - Steps 0! C

AL
AN, /e |
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i point of which
the posterior vaginal wall. The highest POIN shulg
e

above the posterior wall laxity.
The apex of the dissected vaginal fiaP caught by the thirg gy,
forcep. .

Two triangular flap are now desect for to expose the rectum,

Rectum is separated from the posterior vaginal wall

l

The levator animuscles are approximated in the midlilne and jg
together by chromic catgut no.2 by interrupted sutures betwegn

vagina & rectum.

2

The lax vagina over the rectocele is excised.

\)

The rectum should be pressed back by finger.
J
The cut margin of posterior vaginal wall are approximated.
And edges are sutured (continuous suturing) by chromic catgut
no.1. ’

\

Suturing of perineal muscles skin completes the perineorrhaphy.

Post operative:
* Monitoring of vital signs (temperature, pulse blood Fifessure
and urine out put).
* Pulse and BP are measur
become stable.
This is essentia| tore
¢ Pain Mmanagement (

ed every 15 minutes till the Pt

cognize the reactionary haemorrhad®
analgesic),

—_ e
WN... /30 :

e Antibiotic for 5 to 7
e Nutrition — patien ;
Patient j5 kept NBM (il b
sounds are heard_ ¥ mOUth) till the bowel

days,

in vesicovaginal of rectovag;
e Self retaining Catheter in
drainage for 48 -7 hours.
e Remove the perineg| stitches
for 2nd to 3rd degree uterine
operating- (see chapter no, 16)
In case of 4th degree ang procedentia ne
hysterectomy (see chapter no, 16th)

the bladder with continuous

after5tg 7 days.-
prolapse-need of fother gills

ed- vaginal
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BARTHOLINITIS

Bartholin’s (Greater vestibular) glands are the homologues

the bulbourethral glands in the male but lie superficial insteaq g
deep to the perineal membrane.

v

Each gland is partly covered by the erectile tissue of the draing
by a duct about 2cm long which opens into the vaginal orifice
lateral to the hymen.

(Bartholin's gland is not palpable in the healthy state.) :
v

Physiology — The erectile tissue of the bub becomes tumescat
during sexual excitement and the glands secrate a mucoid alkaline
discharge which acts as lubricant. '

-:Acute Bartholinitis:-

Acending infection via bartholin duct by gonococci, chlamydia

and other pyogenic organism (e. coli, streptococus) |

The gland becomes acutely inflamed with exudates coming |
out of the duct. |

v

Duct may get blocked.
Symptom’s :-

i) Pain at the vulva, difficult in walking & seating

WA, /304

The duct mouth Surroundeq

Discharge may be expresse
pressure.

- Bartholinitis may end intq abscess

with reg areola,
d from the duct's mouth on

Treatment :- i) Hot fomentation on the area
i) Antibiotics ( .

Ampicilline + Cloxacilline) (cap Ampoxin 500mg)
thrice a day.

OR
Cap sporidex (cephalexin) 500mg twice a day for 5 to 7 days.

i)y Anti Inflammatory- tab lbugesic 1 BD ( 1 bupropen +
paracetomol).

BARTHOLIN'S ABSCESS

It is suppurative condition of the Bartholin gland it self or the
cyst of the gland.
After Bartholinitis the duct gets blocked by fibrosis and the
exudates in side the duct.
v
Produce abscess
( commonly gonococci E-coli are responsible )

Clinical features :-
* Fever & tachycardia. _
* Swelling on the vulva commonly unilateral.

* Acute local pain and discomfort.
“---—'-——

& ... / 308
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e difficulty in walking & sitinq.
Local signs- Localised swelling occu

of the libia majora is detected. ‘
Localise surface skin appears red, shiny and oedematous,

pying the posterior par

The swelling bulges medially on the medial aspect of the labja
minora.
v
The swelling shows fluctuation & tenderness
Vv
Inguinal lymph nodes may be englarged.
Complication - untreated abscess may spontaneously brusts
commonly on the medial aspect of the libia minora.

v

To cause sinus with intermitant discharge.

Treatment :-
> Bedrest *
» Analgesic & Anti- inflammatory drugs
» Antibiotics ( choice of antibiotic is (ampicilline + cloxacilline)Or
» Tetracyclline in case of chlamydial infection.
» Local hot compress

Surgical - infusion & drainage of the abscess
v

Incision made vertically on the outer aspect of abcess

Finger is passed

through the outer incision opening to explore
the abscess cavity.

\Z

paily change of dressing is Necessary tj| cavity heal
‘biotics are conti o
, Antibiotics ontinue for 5 g 7 days

o PUS should be s?nt for b.a‘_“?’i‘a'ogicai Sensitivity test in case
no response to given antibiotics,
~ BARTHOLIN cysT
Bartholin cyst. is the retension cyst commonly due to duct is
plocked either by inflammation or rarely to obstruction by a calculus

(mspissaled secretions).

Rarely left or right mediolateral episiotomy may cause trauma
to the duct & gland also.

Pathology :- cyst may commonly develop in the duct and rarely
the gland.

» It appears as swelling on the inner side of the junction of the
anterior 2/3 and posterior 1/3 of the labia minora.

» Cyst of the gland being usually <5 ¢m. but rarely cyst may have
very large size almost occupying whole of the labia majora and
minora.

» Cystof the gland lies deeply in posterior part of the labia majora.

> Contents of bartholin cyst is glairy colourless fluid ( that is
Secretions of barthollin’s glands)

Clinical features:-
Small cyst remains asymptomatic, buta large cyst may bulges
across the vaginal introitus
v
Causes dyspareunia.
> Progressive swelling of vulva.
> Difficulty in walking.
l;ocal E)famlnaFion - _artof the labia.
cystic swelling at posterior P

e, B e

f q... / 3°¢
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the overlying skin is thin & sh?ny.
4 the cyst is fluctuant on p.al?ahon.
’ Bartholin's Cyst

Fig.7.1 - Bartholin Cyst

Treatment :- Syr

gically excision of
g the cyst.

rtical linear incision i
sion is
vulval swellin made over the outer aspecto!

The entire Cystis remoyeg

All bleeding points on the b :’

ed .
ra. Properly tie by catgut. ?
Sl Y

v

The cavity of the cyst bed jg closed by catgut sutures

(type of suturing is intrupted)

The skin of vaginal wall sutyred by cat

+ Analgesic for two days.
+ Antibiotic’s for 5 to 7 days.

¥

gut (interrupted suture)

Scanned with CamSecanner



j . l. EIhtG'EI[Qf . | @ﬁwm?ﬁﬁmwﬁ, % g :

Vi
H’ 5o TIHFER A= qUH FAH A 9, GI0 I T8 Briig g frearrfern - gy - Ay
_. %ﬁam@faqu@mmmaa

? TR..... AUTETETE@ERS L. ) | -
b ' ET-#-Q-FW 2%/%3 HiAd (ﬁ@”‘fﬂ), gﬁ% ﬁa@aﬁ EIEE Bt
.1 . . : Y T ’ ’
| . LEE I ey - wfug s | | ST ATHTT TG (R) e e,
i | SvrafeTaviEl Rremaemy | - | ) N
| it =u.fa. 9x/e | . St 7TETE A T ST g A .

M. - e A 9§ gen ety
- Fay fufesersaafa i
WA Y9: | werg adaa uia |
£ a1.f3. ¥y smdwgdu et
MSRE Stesrador Ae argam At &1 ArauTg TTEa Tan g
Tl ST 1 Tgeen g S,

T St fiegeor ¥ et W R
?) S ATyt - e, FEE d deETERS] AHE .
¥) v dvemst - frew, wow, feew v e 9
FEA QTS - Yaagul, Graat y iy
'ﬁmﬂﬂﬂawm. | |
“)Wﬁmﬁ-éagaﬁamﬁmf’"ﬁm-
%) Wil dwet - o T S ST

-...‘E)______Fﬁ"?l A=yt - S IR, —
oy St /R

W
Scanned with CamsScanner



© el T 9 WG A A1 HaT J

Aihg, fifeoa (Fza), el Hidieesh (FHEE) Iy
MG, 9 © WATG DA AN (B BN 9 Y3 WS Ay
HEATd @ AT e )

0 AT 3uE el W Rl wgE e T8 € o,

Tyt ferfeeea ¢

?itﬁﬁwh'tmuﬁm | ae-dwe syt |

LA
amfaﬁmmmﬁﬁﬁmwﬁa {) 3ftye, ?) &m, 3) e |

g ¥) Y&y,
?) st (aitey)

ﬂﬁmﬂmﬁﬁ%@mmwﬁl

.....

llllll

¢ j

| gﬁ: &/3
T T T ST Qe a9

q3. §/3
Emaﬁam%mﬁmﬁmm@mﬁ%ﬁam

A=t forfire ffheen auf vl At vig demt o afe wd s
m%amaﬁ

Wﬁwawwmﬁmwm} q HA
(s v srereretiiae) e, mege e 3 o ot 7o et
e .

&:lmmzu'q’m

1) et anef - mmw@ﬁwm
?) mam am-h-{ W%m eﬂgé@q {scratching)m

& Um... / %¥

Scanned with CamsScanner



i 5
BECPRL FNE E WE 8

R iE e [ e

St

il
e ]

@aﬁaaﬁwaﬂm‘qﬁﬂ
Foh.
: Eﬂ?ﬁ z@qggu{ (salﬂtish) .
. mwaﬂ@ﬁwﬂ?ﬁ;‘ﬁm ®S, M, ey
sqTef} a@rEuaT= el :
a1for 3 2, @) Fmion Sara o FE -l TS PR B i
JTRE AT | |
sda, T, q%ﬂ,.lﬁ'ﬂﬁﬂ, n¥fafd mmﬁqﬁ qredt T 3,
T e T,
e ;. srvrEl fosgr fean sEtaeyE
' HA.R.3. N/
srTifer o YeaReRed VRSTITAT: A |
IUSTigaTaT WihRaT @a: |
| | | W3 /My
afte quias Sl anvegEr- AT e i TR am A
o e Fmior Som=an Fo U9l SeardErdt 3uew Siftra v s
faferean wirn e (g, e, @g) 3. =1 JUmEt 9 UL

UTERINE POLYPS
Polyp is an abnormal growth from a mucus membrane
occasionally malignant but not cancerous.
Types — mainly two benign
Malignant

1) Benign- polyp is attached to tumour by pedicle;
Mucus benign bolyp:-

Itis most common type of benign uterine polyp.

It may arise from the body of the uterus or from the cervix.

=L, /39y

Endnmetfiﬂl polyp:-

E

ndometrial Polyps can oceur at any time after puberty

A polyp is alocal hyperplastic growth of endometrial tissue
it arise from the basal endometrium Surrounded by thel
functional zone.
polyp having size of about 1-2 cm,

Looks redish and feels soft.

The pedicle may be long enough to make the polyp protruded
from the cervix.

cervical mucus benign polyp:-

Fig.8.1 - (A) Cerﬁcal Mucous & (B) Fibroid Polyp

i the
The polyp mainly arises from the endocervix and rarely from

ectocervix.
J

Itis mainly due to “Hyperoestrinism’ chroni

or localized vascular congestion.
Size- 1-2¢cm. single and red in colour.

¢ irritation by infection

nough 10 reach the vaginal

* The pedicle may at times be long € o

————

——
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introitus.

Diagnosis:-
i) Speculum examination:

pedicle. N :
ii)y Following hysterosalpingiography (fllttng‘de ect) |
jii) Hysteroscopy or on opening the uterine cavity. f-'4:>llu:n.a,fi,.lg

~ hysterectomy.

_ it looks reddish in colour attacheq by

Symptoms:-

i) Irregular uterine bleeding.

i) Cervical canal obstruction- cryptomenorrhoea.

iii) Contactbleeding, if the polyp is situated at or out side the cervix,

vi) Excessive vaginal discharge which may be offensive.

Management:- Endometrial polyps are usually removed by uterine
curettage or by using ovum forceps asymptomatic, and generally
don’t required surgery generally they are harmless, usually-
Cervical polyps removed by twisting of pedicle.

N2

The base of the pedicle should be cauterized to prevent recurrence.

AL, /318

CI19] Anatomacal Chart Co., Skokie
Medical Bhustranions by Mark Lefkownz i’
consultation with Cinter Sortel, MD,

Trichomona vaginitis

Abundant greenish-gray
discharge i1s common

Bacterial vaginitis
{Gardnerella}

Characterized by discharge
with fishy odor
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Candida vulvo vagintis
(Yeast infection)

Cervical condyloma

(venereal warts)

Dui-tetlable by Pap smear and visible with
[o'POSCOpe; may represent a pre-cinc
lesion when associated with dysplasia sl

Pienpeey ed pach ke
i g
I ey 1y gy l"‘?:‘:l:huufn.;..

Papilioma .l“.,..-q. sescamble
M Buopey tt‘:::.-j.

Normal Female External Genitalia

Lrrvm
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L a -

Condylomata Acuminata

{vencrcal warts)

A viral infection when accompanied by vaginitis or the

use of birth control pills may promote the growth of warts.

——

Herpes Genitalia

Sexually transmitted
fn"fiuf!ntl;.r with

viral disease recurring
associated pain,

ey .
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LEUCORRHOEA

“The leucorrhoea is a condition in which the normal vaginal
secretion is increased in amount. Pt complaint the wet the

underwear or need to wear a vulva pad”. |
It is non irritant, non purulent, non offensive and non pruritus.

Causes :- i) physiological ii) pathological leucorrhoea.
i) Causes of physiological leucorrhoea :-

Normal secretion’s from vulva, vagina, cervix is increase i d

following conditions; and this secretions are physiologic.

Atpuberty, during pregnancy, at ovulation, some women during
the premenstrual phase of the menstrual cycle and some né"
born gets leucorrhoea for few days after birth dué to the

maternal oestrogen.
_—-l-"""—‘-"

SR SRVAET

Yy W

|) The leucorrhoeg of pub

: erty i
the hormonal effect ingreqq Ietr; Qfenerauy caused by due to

- Increase Secretion’s,
ring pr -
2) Dube ap egn:ancy = The normaj discharge is increased in
amount because of increase oestrogen level (Hyperuestrinisrn)

Increased vascularity of female genital tract.

\Z

Increased vaginal transudate and cervical gland’s secretions.
Coming out through vagina.
During the premenstrual cycle :-
The hypertrophied pre-menstrual gland of endometrium (due
to the effect fo oestrogen & progesterone effect)

N2
Secrete mucus
N7
Which is discharged through the cervix into the vagina.
At ovulation:- Near about 12 to 16" day of menses. Which is
ovulation period.

N2
In this period level of cestrogen is high.
\ | |
Increase in secretory activity of the cervical glands ( increase

Cervical mucosa and cervix is opened during this permd:. .
During sexual excitement - increase the secretion from

T q ./

‘
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Bartholin's gland (which 1S alkaline in nature).

> Post childbirth period :- this is due 1o puerperal cervica| grqg;,

which is * considered as physiological.
» At birth- due to stimulation of uterus and vagina by Placeny
oestrogens.
» Prolonged ill health
» Anxiety states and neurosis
» Stand for long period in hot atmosphere
N7
In this condition increases the vaginal secretions it is dye 10
the active or passive congestion of peivic organ especially Cervix,
* Cervical leucorrhoea :-
Non-infective mucus discharge from the endocervical glang

increases in fallowing conditions. Which pours out at the vulva,
e Cervical erosions.

¢ Chronic cervicitis
e Mucous polyps
» Ectopion ( cervical glands are exposed to the vagina).
* Non pathogenic vaginal leucorrohoea :- in this type of
leucorrhoea. Discharge originates in the vaginal itself.

v

Itis due to increased vaginal transudation with increased pelvic
congestion.

Local congestive states of pelvic organs.
* Uterine prolapse.

Acquired retroversion of uterus.
Prolapsed congested ovaries.

PID ( pelvic inflammatory disease )
¢ OC pills use,

* Vaginal adenosis.

HAM.. /333
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Pregﬂancy.

constipation.

Regular douching of vaging . wash

secretions and protectiye Iactobaciui %S aWay natural

pathological vaginal discharge (1
) inflammatory conditions ( ucorrhoea):.

Vulvo vaginitis.Gonoc ;
¢ OCCus, candida alb; .

vaginitis, albicans, trichomonas
o Bacteriai vaginitis, ang nonspecifi .

‘ ; Ic organism in chil

and old age (senile vaginitis), EHiineg
I) Cervicitis — anaerobic organism

orrhea, Chlamydia,

i) Endometritis- puerperal or senile
IV) Neoplasms,

Puerperal infection, gon

Diagnosis:-

1) The excessive discharge has got relevance with the above
- condition.

Discharge is non irritant and non offensive.
on generally inspection, pt looks like ill health..

2)
3)

On Examination :-

Bimanual & speculum examination :-

- Pelvic lesions mentioned above causing cervical or vaginal
leucorrhoea,

~Noany pathological finding (like vaginitis, cervicitis, Neoplasm,
etc).

(differentiate between the cervical discharge of chronic cervicitis
and excessive vaginal discharge is must because of treatment
's required only in cervicitis not required in normal vaglnal

.“-""'--___
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) is:;:;i? examination - E:;, ;r;e vagina cervix will Usug
decided the ource of Ie'u(':orr' : d I |
i) leucorrnoéd must Dé dg.tmgms e pecific vaginitis ,
bacteriolngwa! examination o |
Microscopic examination- for j:ietec ion of pus cells et
If pus cells are not detected- carts:derel:d as a true leucorrhogg |
pus cells are detected — rurther investigations are t0 be carrieg
out. |
o Gram stain.
o Culture.

e Hanging drop preparation etc.

Treatment :-
«» Improvement of general health.
o Anxiety state should be removed in pregnancy, menstruation

& pills tacking period)
+ OC pills are temporarily stop.
o Appropriate therapy is required for the pelvic lesions

pathology.
+ In cervical ieucor
electrocautory, cryosurgery or trachelorrhepahy.

rhoea- require — surgical treatment. Like
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/AGINITIS OR SPECIF VAGIN

I

nfeclion of Vagina :-
nNda

Various SOUTCES of vaging Infections ang g
: SO vari
Protection naty rally, oUS ways of

This protection is provideq during the chilg bearing age( aft
Puberty up to Menopause), et
There are doderlien’s bagilji Which normaj;

infection.

l

puring child bearing age the cells of vaginal epithelium undergo
characteristic changes.

[ the skin of the vagina is a tough stratified squamous
epithelium devoid of gland. It present a smooth unbroken
surface to the attack of pathogenic organism. There are no
crypts where organism can comfortably multiply as an in

' endocervix.]
1)
Itis due to oestrogen hormone (which is high in level during
child bearing age):
\
They contains glycogen

d

The doderlien’s bacilli, act on the glycogen

J,

To produce lactic aciq
' )

This make the Ph of vagina acidic.

se (inhibit) vaginal

The high acidity acts against bacterial growth

——

.. / |
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( prevent bacterial growth). .
Vaginal acidity : vaginal acidity is due to lactic acid whicp, May b
present as much as 0.6%
1) the PH value is -

5.7 - in new born.

6-8 - in children

4 -in puberty.

4 -during pregnancy
7 - after menopause.

During pregnancy the normal level are increased

Increase Level of oestrogens

J
Excess glycogen
- l
PH level is further lowered
i
This is additional protection during pregnancy
* But before puberty and after menopause :-
The number of doderlein bacilli are reduced

2

Lack of oestrogen
4

Reduce Glycogen
1)

PH level may be increased
Js
In post menopausal Phase:- The vaginal epithelium atrophes
' with withdrwal of the oestrogenic support

l

@, /33y

Doderiein's TCIHUS © &most the only organ; |
o PH of .4 to4.5as the acidity of thq vagin :m Which wili grow at
non resident pathogens arg 1y g, s and he p

thriy H rises,
» Cornification of the vagina i e,

After 10 days the vaginal epithelium becomes thinner and remai
in this state until the approach of Puberty mains

- Doderlein’s bacilli have been foundin the
with in 9 hours after delivery, althoy
appear is 15 hours.

» During the puerperium, acidity of the vagina is reduced
and foreign organism and other pathogens can grow.
» In following certain times when PH is raised.
i) During menstruation :-

Cervical and endometrial discharge which is alkaline,
1)

Tends to neutralize the vaginal acidity.

i) After abortion and labour :-
alkaline lochia ( vaginal discharge) nutralize the vaginal
acidity.

iii)  An excessive cervical discharge ;- |
oceurs in endocervicitis neutralize the wa.giﬂlal ﬂﬂidl‘}f
apart from these exceptions, the vagina is naturally self -

sterilizing.

vagina of the new born
gh the usual time for them to

& ... /%%
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VAGINITIS

Inflammation of the Vagina

Causes:- =
I) Bacterial (i) Specific - Gonococcal, Syphilitic.

(ii) Non- Specific ~ forgotten pessary, foreign body irritay

doches, senile vaginal.

Il) Parasite and fungal = i) Trichomonas Vaginitis

ii) monilial vaginitis
iii) candida albicans
Clinical types :-
i) Vulvo Vaginitis in children..
ii) Vaginitis in reproductive period ;
- Trichomonas, monilial, Tuberculous Vagipitis, gonococcal and
pyogenic vaginitis.
iii) Post menopausai period- senile vaginitis.
VULVO VAGINITIS IN CHILDREN
Inflammatory condition of vulva and vagina.
* Thin vaginal mucosa in children without the acidity in the vagina
(due to lack of oestrogen)

~* The common age group is in the first five years of life, but any

pre-pubertal girl can be affected.

* Theinfecting organism is gonococcus, any pyogenic coccus of -
E. coli, Tr. Vaginalis and monjial may be present but are rare.

* Theinfection is transmitted from the adults or another child by
hands, toilet or clothes, (direct contact from the person infected
with gonorrhea Particularly raping)

> Threadworms which encourg
causative factor,

» Presence of foreign body in vagina,
» Infection caused by cangjgy a
implicated.
CLINICAL FEATURES:.-
j) Pruitus of varying degree ang red oedematoys vulva,
ij Persistant purulent discharge & some fime blood stain.
iii) Soreness, irritation ang Pain in vulva, '
iv) The child is constantly handling or Scratching the external
genitalia. '
v) Painful urination if there is associate urethritis,
vi) On inspection:- The labia minor may be swollen and red.There
may be vulval excoriations or ulceration, |
“The vagina look likes red, edematous with purulent discharge.
Investigations :-

Ibicans or Gonococeus may be

K Obtain smear from vagina and also to exclude foreign body.

* (Aural or nasal speculum, baby’s laryngoscope, culdoscope)
can be used for inspection of vagina.
& Bacteriological study microscopic examination of q.ischarge.
(Staining)
** Culture & sensitivity test. _
* Examination of stool for rule out worm infestation.
Examination under anesthesia is necessary for obtain smear

& excluding a foreign body.

: Tfea_"ﬂent :- Treatment is depends on cause.

1) Oestrogen-therapy (in case of soreness or after removal of
fOreign body) ethlnyl oestradial 0.01mg (11{2 to 1 tablet da"y for
three week) by month. v :

l JNCreases the vaginal epithelial resistant a_nd vaginal acidity.
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| Improve the local vaginal defense. }
IJ 3 Parabasal bogy %
{ P .
’ 2) Antibiotics in case of Gonococr.:al or othfer. b—actenal Infectio, ,
1 Clotrimazole or penicillin is chgnce of antibiotics. .;.
| 3) Local treatment is not necessary expect care of proper hygine {
{ oestrogen ointment is to be applied locally every night fo, two -
g | weeks 'ﬁ?ii?’a""”i‘“‘
| s - . o-nucleus
f 4) Simple perineal hygiene will relieve the symptoms in most ”""“t'f,';‘“:g—~ Cylosoms
L ‘ i caies. . . mem Nucleus, trophonucleus - ‘
| 5) Isolation from other children to prevent cross infection, Parabasal filament !
i ki ! Terminal fitlament
2 TRICHOMONIASIS (TRICHOMONAS VAGINITIS) s i >
f Vaginal trichomoniasis is the most common and imp causg of .
4] Vaginitis in the childbearing age. -
!f ~Near about half of the patient who complaint of pruritis vulva - e
f i aff?CIefﬂ fo this organism. : fig-10.1, Physical appearance of Trychomonas vaginalis ;
q This is the sexually transmissible infection but in some instant i TR :
It can be acquired by inadequate hygiene or the use of an infected Which give its characteristic Jerky movement, f\ .
! person’s towels, bath or cloths, , -V ’
its ingress to the vagina is favoured (during menstruation) when | - Itis transmitted mainly during sexual inte‘rcourse. *
)J PH of vagina raised (PH.5-6). | - v -
. - Trichomonas vaginalis attached it self to vaginal epithelium and v
] CAUSATIVE ORGANISM:- Muitiplies rapidy. '
' Itis caused by Trichomonas vaginalis—which is pfotozoé active -Trichomonas vaginalis infects the vagina in the female and urethra
motile, slightly | . ’ & pr i
J : ghtly larger than a leucocyte and is anaerobic. : prostate in male. | ‘
v Ypes of trichomonas:- organism three types of trichomonas %
Physical . ar '
-TJ" appearance of Trichomonag vaginalis e.followa ] . fth th, i
20 mi richomonas vaginalis is single cell organism measures ) Tr. Buccalis - which is a normal inhabitant of the moufh
| ﬂndnalrc:fon long and 10 micron wide wit four flagellae and & ii) Tr. Hominis- a normal inhabitant of the anal canal & rectum.
} ulating membrane surrounding its anterior 2/3 ii) Tr. Vaginalis — which is found in vagina in female & urethra &
2 5 s
‘ i Prostate in men. i
. | Han.. /33 - : o am... / e i
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Tr. Bucclis and tr.hominis is unable to survive in hu

PATHOLOGY :- Organic- harbour in the vaginain|
is impaired i.e. '

marl 'Vagina
Oca| deien%

W

During menstruation, after sexual stimul

ation ang following
illness.

v

In above condition PH of vagina is raised (5-6)

Vaginal acidity is reduced.
v

It may cause urethritis, cystitis, bartholinitis ang inﬂammation

of skene's tubules.
Clinical Features:-

> Profuse, thin, creamy or slightl

Y greenish colour, discharge from
vagina.

> Irritation and itching around the vulva
_» Intormation of vulva,

» Urinary Symptoms such as dysuria and frequency may present.

> Abdominal pain, low backache and dyspareunia may also be
complaint if pelvic infection occures.

EXAMINATION - a) Local examination:-
) There is thin, greeni
inspection.

evidences of Pruritus.
iii) Low grade urethritis may be found.

Per speclulum :- Vaginal examination may be painful. The

comes red ang inflammed, red, tender, with
te haemorrhagic Spots. (whij

There are often Multip|e Unctate
mucosa of the portig vaginajig s
'strawberry’ like appearane,

INVESTIGATIONS..
i) It is necessary to €Xaming 5 W

microscope identification of the tr

drops preparation,

A drop of discha rge collecteq

droped over a slide.

€ Cervix giving the .
rawberry vagina”,

et film Preparation under
ich

OMonas is done by hanging

by a pipette from vaginal fornix is

v
And then mixed with one drop of normal sajine. |t is then covered
with a cover slip.

v

Activity motile trichomonas can be se

(itcan be effectively visualized after staining with it brilliant cresyl
violet leucocytes and other bacteria will not take up the dye).

i) Culture of the discharge collected by swabs in “kupferberg's”
or Feinberg Whittington medium.

iii) Trichomonas may also be diagnosed on a smear stained
forcytology.

€n under microscope easily.

Treatment :-

') Metronidazole (Tab flagyl, metrogyl) 200 mg three "z“‘—:na
day for 7 days. And they be advised to use of condom during
Coitus until the wife is cured. . l
ii) The recent modality of treatment is to shorten one day only
Metrinidazole 2 gm. For one day. °”'Y;nmng

It should be taken at night to avoid vo

like
. s like.
I this Causes vomiting use of alternative drug
N""“-—-.___ m . / q“?
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i) Tinidazole (Tini, Tinicide) 300mg twice daily after mea ,, ,

days. OR

enidazole (secnil) 1000mg single dose daily for two day,

Se : :
iv) if the women develops recurrent infection.

Ornidazole (ORNIDA)- (is & 5- nitroimidazole derivaties) 1gm
orally or 500mg twice a day orally. '

v) Local Application ;- indicated in early pregnancy, lactation g
other conditions because metronidazole, tinidazole g
secnidazole all these are contraindicated during early
pregnancy.

> clotrimazole 100mg vaginal tablet to be introduced high in
vagina. daily for 6 nights.

» During early pregnancy, vinegar douche to lower vaginal PH.

» Trichofuran suppositories and betadine gel are useful.

» Candom can prevent sexual transmission of infection.

» Ornidazole (ORNIDA) 500 mg vaginal tablet is useful both in
trachomonas & Bacterial infection.

CANDIDA VAGINITIS ( MONILIASIS ) :-

Causative organism:- This infection is due to gram positive
yeast like fungus known as “candida albicans”.
Pathology :- This is more common in acidic medium with an
abundant supply of carbohydrates,

v

The're fore infection is more common in pregnancy and patients
of diabetes ( due to more glycogen in the cells and glycosuria)

In pregnancy increase va

inal acidi : 1S
hence more affected in pg cidity and high glycogen conten

regnancy.

v

_— -

A /20

yarmonal contraceptive pills also predispose to monilial vaginitis
for the same reason.
\Y

There may be temporary relief during or soon after following
menstruation because of diminished acidity of vaginal flora.
Antibiotics:- systemic antibiotics destroy the normal bacteria.
Thus reducing the competation for nutrient leaving the field

clear for Candida aibicance.

Clinical features :-
) Intense vulval itching
i) Profuse watery, curdy white vaginal discharge.
iiij Soreness and oedema of the vulva.
Vv
Dyspareunia.

iv) Dysuria and burning micturation.

On examination :-

»  Inflammation & redness of vulva especially the labia minora

and introtius with evidence of pruritis (scratching )
»  Curdy white or thin watery vaginal discharge.
>  White adherent curdy flakes on the vaginal wall.

Which shows petechial haemorrhage on removal et takes

Diagnosis :-

A drop of the suspension of vaginal ‘discharge i seline B0 4
slide.

v

Add a drop of 10 % KOH (potassium hydroxide) solution.
v

Place a coverslip on top of it.

T
... /Y
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fig-10.2 - Physical appearance of Candida Albicans

4.
KOH dissolves all cellular debris hence.
v
Candidal hypae and buds stand out in prominence and easily
diagnosis.

Culture in Nickerson's or sabouraud's medium yield brown to

 black colonics in 48 to 72 hours.

Treatment :-

i) Improve Personal hygiene,

ii) Avcidance of Synthetic undergarments,

iiiy  Finger naiis should be clipped short.

V) Local fungiciga Preparation |[jke, Nystatin pessories-

l\::sta;in (myf:ostatin)a,ODOOO unit vaginaj pessories should be
Placed deep in the vagina at beq time for 10 to 14 days.

B

(candid V6 vaginal tablet or cream can be use for 6 consecutive

ights) _

y) In case of recurr.ence infection — ory) ketoconazole 150

ngtabs i single dose, given to both the partner is highly effective,

tis also a.wfxilablpT .as.vagmal Pessories & ointment.

» Intestinal moniliasis should be treated by Tap, Nystatin 5,0000
unite orally twice daily.

» Causes of monilial vaginitis should be treat Ex- Diabeties

» Oral hormonal contraceptives replaced by other method of
family planning.

» Other preparation for monilial albicans are clotrimazole
miconazole and oral fluconazole.

GARDNERELLA VAGINITIS
Adult- Vagina during the reproductive period may be affected
by over growth of vaginal bacterial flora anaerobes.
v
There is a considerable decrease in the number of
lactobacilli in the vaginal discharge with 100 fold increase in growth
of other bacteria.
¢ .
Since lactobacilli release hydrogen peroxide toxic to other
bacteria, .
Incase of reduction in their number allow other bact?na
e.aerobic and anaerobic bacteria to grow these are haemophilus

Vaginalisj Gardnerella, mobiluncus.
b ic form is
Acute vaginits due to them is tran5|er.1t.t?ut 'Ci:::"“ iy
More Common especiaily in presence of cevicitis, foreign

i ptives.
Yaging ike tampons, pessary, controceptive

\_____

&t om... / X8
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Clinical Features:- . | |
i) Persistant foul, white, milky, nonviscous vaginal d'scharge

adherent to the vaginal wall.

i)y Dyspareunia. :
iii) PH of the discharge is more than 4.5 '
iv) Fishy odour when mixed with 10 % KOH is due to aming.

metabolites fromvarious organism (amine or whiptest)

v) Tender red moist vagina.
vi) There may be associated urethritis, burning micturation et

vii)The infection can cause PID, chorioamnionitis, pre-matyre
rupture of membrane (PROM) and cause preterm labour,

Diagnosis :- Examination of the vaginal, cervical and urethral
discharge by wet smear and culture is important.

NP
The smear reveals clean background with few inflammatory
cells and other organisms,

v
* Presence of clue cells- The epithelial cells have fuzzy
border due to adherence of bacteria.
Fig. shaws page 129 (a&b) (illustritute gynaeactony) 126
Increase number of gardnerella vaginalis and other organism
and reduced number of lactobacilli and leucocytes.

Treatment :-

5 cl nidamycin 2% cream locally use,

CHLAMYDIAL VAGINITIS

, chlamydal infection is common in young, sexually active women

. pregnant women are found to have this infection during antenatai
periOd-

. Rarely after the age of 40 years,

Causative organism:- “Chiamydia trachomatis” is a small gram
(-ve) negativebectetria. Having two varieties-
i) that cause lymphogranuloma venereum (LGV) and
ii) non- LGV, which causes non-specific lower genital tract
infection. |

Clinical features:-
» This is sexual transmitted disease and causes vaginitis and

urethritis. It may cause salpingitis and infertility. The tubal
damage is more severe than gonococcus.

» Irritant mucopurulent vaginal discharge.

> Dysuria and frequency of micturation.

> Rarely may cause “Reiter syndrome” with arthritis, skin lesions
conjunctivitis and genital infection. *

» During bregnancy preterm labour — new born suffers from
conjunctivitis, nasopharynigitis, ottitis media & pneumonia.
DIAGNOSIS-The diagnosis, is confirmed by special cytological

Staining (Giemsa), serological test and tissue culture.
Treatment :- '

) Tetracycline (terramycin) 500mg 6 hourly (4 times a day) for 7-

14 days,

i Clindamycin 500mg 6 hourly for 14 days.
OR

The combination of cofoxitin and ceftriaxone with doxycyclline
(100 mg x twice a day for 14 days)
\__‘____
& ... /¢

Scanned with CamSecanner



iii) In pregnancy erythromycin 500mg twice a day.
OR

Amoxicillin 500mg twice a day for 7 days.
iv) Male partner also treat with tetracycline 500mg 6 hourly f, 7

days.
v) Use condom during intercourse.
SENILE VAGINITIS (ATROPHIC VAGINITIS)

This is the atrophic condition of vaginal epithelium due to pog
menopausal oestrogen deficiency, the glycogen content and acidiy
of the vagina is lowered. OR after surgical removal of the ovaries
or following ablation by radio therapy. ;

Clinical Features:-

i) Itching and burning of the vaginal introitus.

ii) Mild consisting of irritation with discharge.

iii) Post menopausal yellowish purulent or slightly blood stained
vaginal discharge.

iv) Vaginal pain is a main feature.

v) Hot sensation. _

vi) Dysuria and frequency of urine may be present.

On examination:-

* The vagina is inflamed , tender and the mucosa is excoriated.

* Urethral meatus is pouting and shows a low grade chronic
urethri.tis it should be misdiagnosed as urethral caruncle.

* Thereis a patchy granular vaginitis, the spots of which are red

- andbleed easily when swabbed.

’ ::;e;:;;g:; '2‘2;2‘;: ;na; be u;{'affard to involve the endometrial

« Thinvagina) Sincs sh':; ::‘l::mtjs and later a pyometra. o

_;:_::ace areas of ulcerationg. 1e punctuate red area an
e entj i ;

may bet ';Z;:g:;s'sabnd s vault tend to be contracted and there

Stween the vaginal walls in an old age-

_ e o

T’ﬂ ﬂ"T / ave

piagnosis :- .Vaginal Smear of atrophig type with
pol‘! morphs, @ mixed bacteria| content ang para- basa?:E:;rzl?asl
cells. .

Diagnostic curettage of endometriym and endocervix and also
cervical scrape cytology & biopsy are 1o be done 1o exclude
carcil"loma-

Treatment :-

i) Oestrogen is given to improve the resistance of the vaginal

epithelium.
v

Rise the glycogen content and lower the vaginal PH,
Tab ethinyl oestradiol 0.0.5mg orally daily for two to three week
when symptom improved Dose should be gradually reduced.
i) Local Treatment.
* Local cleanliness
% Lactic acid % % vaginal dauche may be employed.
“ Pessaries containing oestrogen can be employed.
“ For vulval itching dienoestrol cream and hydrocortizone skin

ointment.

... /34e
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econdary changes- |e
’ ﬁ'stoiogical-—SiraHar t:t‘s > More
b ‘ ISSUE 3 Many
of origin nuclei norma| any differ from

tissug of origin nuclei
g 2 enlarged often
& E g

With prominent nuclei
e At o wikdl eee T R clinical effects — local pressure

: Local pressure & tissue
Sy FERTTET e ATSwaTET e el AR, effects Harmone secretion distruction effect in
cure{:l by EdECIUﬂtE local excision appropriate hormone
TUMOUR (NEOPL ASM) : secretion,

Not cured by local
incision because of
metastatic non-
metastatic metabolic
and neurological
complication.

“Tumour (Neoplasm):- is defind as a abnormal mass of tissue,
the growth of which exceeds and is unco-ordinated with that of
normal cells”. |

“ a mass of tissue formed as a result of abnormal, excessive,
unco-ordinate autonomous & purposeless proliferative of celis’.

Oncology:- it is a branch of science in which study of neoplasm
or tumour is oceurs.

ETIOLOGY AND PATHOGENESIS OF
Tumours are mainly divides into the

MALIGNANT TUMOUR
(1) Benign tumour (2) Malignant tumour Malignant tumour- | _
> Having slow growth of cells. > Rapidly growth of tumour On the basis of research it is know that no single factors* is
> Mode of growth- expansion > Infiltrate and metastasis responsible for the development of carcinoma. (or transformation
rémain local by lymphatic blood -of normal cells in to carcinogenic cells). |
vessels and across tissue These factors broadly described in two heads
space |
> Rate of growth — Slower > FF;ster _ 1 '
> Shape - wel| circumscribed > Poorly - circumscribed | Pfedisposing epidemiologic factor Carcinogenesis
& ireqular tincludes no. of host factors & end Exogenous f:ct?r 1
> Surrounding - often > Usually invad 9genous envirnmental factor (chemical, p ysical,
Compressed tissye ’ yinvace hormonal,& biological
> Size - : stances
usually smay > Often g | sub )
_—— T —
&

VA UY =t ... /IR
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< | factors:-
Epnclemif.)l‘-'hsl"-’a .
Familial & genetic factors- The risk of dew&el-:}pmant of

Cais 3 times more in the relatives of Cg patient €Q.¢s
Breast, Retinoblastoma, neurofibromatosis  etc,

Racial & Geographic (environmental ) factors:-

In some type of cancers genetic constitution Plays 5
important role but is always  supper added with i”ﬂUBnce

of environment.
e.g. brest cancers is rarely seen in Japan but Commonly jp

America.
Envirnment & cultural factor:-

i) Cigarette smoking —is the most Imp environment factors
implicates in  etiology of cancer of oral cavity, pharyny,
larynx, oesophagus, lungs & pancreas.

ii) Alcohol abuse- implicate in atiology of cancer of
oropharnx, Larygnx, oesophagus, stomach & liver.

iii) Alcohol & tobacco together:- Increase risk of Ca. of
orodigestive tract.

iv) Cancer of the cervix- linked no. of factors

* Age of 1% coitus, Frequency of coitus, multiplicity

of partners parity etc,

(sexual partner of circumcised males having lower incidence of

cervical cancer than the partner of un circumcised male).
v) Penile cancer- Ca penis is less in male whish have
circumcised.

Generally cancer occurs in ol age due to the advanced
age alteration of in thecells of the host,

¥
Decrease ability of host immune response
But :
ut some cancer have perfect dominance e.g. acut®
———"'—f
... /33

S

(6)

B)

-‘""‘"--..___

lukemia, Neuroblastomg, ne
children.

the presence of specific hormone.
Pre- malignant lesions (Tumour progression):-
(i) Carcinoma in sity- (intra-epithelial neoplasia).
When cytological features are present put malignant cells
are confined toepithelium without invasion across the
basement membrane. Is called carcinoma in situ or intra
epithelial neoplasia, e.g. uterine cervix at thejunction of
ecto & endo cervix (may be return to normal or may develop
into invasis cancer).
(i) Some benine tumous- commonly benine tumuor does _
not becomes malignant but same example e.g. multiple
adenomas of large intestine- high incidence of developing
adenocarcinoma. o
(iii) Others:- some inflammatory & hyperplastic conditions
o Long standing ulcerative colitis
o Cirrhosis of liver- hepato cellular carcinoma
o Chronic bronchitis (smoking)- bronchial carcinoma
o Chronic irritation may lead to cancer (tobacco- oral

carcinoma).

Exogenous factors (carcinogenesis)

Itincludes chemical, physical, hormonal & biological factors.
Direct acting

Chemical carcinogen:- chhooHh
Indirect acting carcinogen or proca tr - any type
Direct acting carcinogen- which do not req

: lizi
- of conversion they candirectly produce Ca e.g. alkalizing

... /4¥
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& acylating agents.

(i) Indirect acting carcinogen- | |
These products for carcinogenesis requires the

Metabolic conversion are also known as pre-cc:arcinogens
e.g —polycyclic aromatic hydrocarbons, aromaticamingg
Indirect —acting carcinogen
(pro carcinomas)
No metabolic activation Metabolic activation
t | t
Target cell

Reactive electrophiles — target molecules chiefly (DNA)

Permanent DNA damage (Inititiate cell)

Clonal proliferation of aitered cells — Neopiastic cell

Direct —acting carcinogen

1) Physical carcinogenesis :-

Radiation - ultra -violet light and lonizing radiation Are
two important sources for physical carcinogenesis.The
exact mechanism for radiation induces ca rcinogenesis is not clear
but the produce structura} changes in the affected cells.

Example -Uv light — sunlight

lonizing radiation- U, 4, rays, X'rays etc.
exposu;o;ft:iés-‘?gpre _of mutagenesis’ (structural change) the
e et y' SIS regence the melanin acts as a absorptive

Profective substance in this type of carcinogenesis:

) Harmonaj CarcinogenesiS'~

Carcinomaj .
a Is more common in the organs which proliferaté

under influence of harmoneg
e.g. Bre i ‘
g. Breast, eadometrlum, cervix, vagina ete

‘ WM., /30y

—_— -

endometrium of uterus,

Biological carcinogensis (Vira| carcinogensis):-
The chronic parasitic infection & Ca-
N7

The role of parasite is seens to indirect & is in the form of

chronic irritation
e.g. HPV (human Papiloma Virus) & cervicat Ca.

V)

Effects of Tumor on host
Local effects-
> Compression- cosmetic problem
> Mechanical obstruction — benign tumour in gut may
produce mechanical obstruction & intestinal

obstruction.
> Tissue distruction- it is seen with malignant tumor, they infiltrate

in the surrounding tissue & may destroy them.
» Infraction, ulceration, haemorrhage- cancer have greater

tendency to undergo infraction, surface ulceration &
haemorrhage than benine tumour.

Cancer cachexia
The pt with advanced ‘Ca’ shows both anorexia &
and both. The exact mechanism is unknown but it is related to

MCreased nutritional demand.

ja & emaciation

— i
it am... / 48
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nosis of Ca _ ; o
Ditfrt.::1 e most reliable method is histological examination of biop

Here the excised tumor mass is fixed in 10% of formaline o, "ghtl

microscopic examination. o o
The degree of differentiation is a key point in hiStOfogica]

diagnosis of Ca.
Cytological method study of cells.
1. Exfoliative cytology:- It is the study of the cells which shedin

different body cavity.

e.g. Bronchial secretion, CSF, pericardial effusion .

However the diagnosis get concerned only by biopsy.

FNAC- it includes the study of superfacial and deep seateq
lesion obtained by fine needle. introduced under vaccume into
the lesion. This is generally guided by USG or C.T. Scan.

TYPES OF MALIGNANT TUMOUR
Two types i) CARCINOMA
ii) SARCOMA
I CARCINOMA:- Carcinomas arise from cells which are
ectodermai or endodermal in origin.
Classification:- i) Squamous
ii) Basal celled or glandular
i) Squamous :- Arises from surfaces covered by squamous
epithelium,
N7
Perticularly as a result chronic irritation.
Also chronic j i v
ronr? Irrétation of transitiona| cells (e.g. stone in renal
Pelvis) or columnar geyy (e.g. the gall bladder).
Vv

- Changes thege cells to Squamous

\

... /3

type (squamous metaplasia)
"

Lead into carcinoma, i
Regional lymph nodes are likety to be invaded.
Blood born metastasis occurs (py rarely from skin carcinoma)
ijy asal celled carcinoma - ( Rodent ulcer, basal cell epithelioma).
This is a malignant tumour arising from the basal area of the
epidermis and its appendages, and is composed of cells
resembling the immature cell of these structure and acquiring a

characteristic stroma.
The commonest form of skin cancer.

\Z

Exposure to sunlight is a predisposing factor

90% lesions are found on the face.
Vv
The commonest site being around the inner canthus of the eye
and on the lower leg. Incidence 3 times more in women than
man.

The ulcerated type has a typical appearance - raised roller
edge, like motor car, tyre, with central ulceration.

The early tumours are small, translucent or pearly an.d raised
with rounded edges covered by a thin epuderws.

Temporary healing often takes place- fpllot.-.fed b}t;; furtl’;grm
ulceration with serious discharge and bieeding. (the patie

gives a history of a ‘spot’ which never really heals)
v

Althought the tumours are slow growing

& ... / ¢
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Gradually invade deeper tissues such as muscles, Cartilageg
and bone. Producing severe disfigurement

v

Dissemination by lymphatics or the blood stream does not oceyr

Rarely the uicer takes on a squamous cell carcinomatous Chaﬁ‘lges‘
Ill) GLANDULAR:-

Commonly occurs in the alimentary tract, breast and uter,g

and fess frequently in the kidney, prostate, gall bladder, anqg

thyroid.
v
Types - three type of glandular carcinoma.

i) Carcinoma simplex: '

in which the cells are arranged in circumscribed groups no

glandular structure being recognisable.

Thjs type commonly occurs in the breast majority of cells are
spheroidal or polygonal in shape.
ii) Adeno carcinoma:-
Tendency of the cells to form acini, which resemble those of
gland from which they are derived.
S 2
The alveoli are ductiess, and the wall are composed of layers of
cells which invade the surrounding tissue.

Th i '
e cells of the Primary growth, and even of the metastases.

Bronchial adenocarei
- arCIﬂomas .
iii) Colloid (Mucoid) ; ar? well known for this.

Colloid js g .
degenerative Process which develops in tumours
N

\'l FW.. /3

ansing from mygip. Secreting cells

The mucin permeates the stromg of the growth, which appears
as a gelatinoiyg mass

And typically seen in the cojon and stomach
. 1

Glandular carcinoma s ajgg subdivided into.
i. Encephaloid (soft)
iScisrhous (hard)
iii) Atrophic scirrhous (stony-hard)

these distinctions depends clinically on their rate of growth, and
pathologically on the relative proportions of fibrous tissue and gland
element ex- breast carcinoma.

Methods of spread-

i) Direct spread (local extension):-

» Invasion takes place reading along connective tissue planes,

but no structures are resistant,
»  veins are invade before arteries.
> Muscles is less susceptible to invasion or metastatic deposits

than other tissue.
> Fascia also limits direct extension e.g. denonviliier's fascia
for rectal carcinoma.

ii) Lymphatics:- spread by Permeation

embolism

Lymphatic permeation:- | -
The malignant cells grows along the lymphatic vessels from the

primary growth .
\Z

This may even occur in @ retrograde direction.

-"""l-—___
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The cancer cells stimulate peﬁ'ymphatjc fibrlc?sis, but this dogg
not stop the advance of the disease. Ex- malignant n'nelr:m;;_.ma
ic embolism:-

éﬁ:‘c':a;:;se :hich invade a lymphfl“ic vessel can break gy,
and are carried by the lymph circulation to a regional noge,
iii) Blood Stream:-

Cancer cells may be detected in the venous blood draining ap,

organ involved in carcinoma
v
A carcinoma of the kidney may invade the renal vein angd grow
inside the lumen into the vena cava.
Thyroid, breast and bronchial cancer also commonly
disseminate via the blood stream.
v
iv) Seeding (seed-soil mechanism):-
seed = malignant (malignant emboli)
soil = favorable soil means organ which having maximum
vascularity.
Malignant cells are enter in blood stream.
(malignant emboli)
Malignant cells (emboli) may gets arrested in organ which
having maximum vascularity i.e. fiver, lungs, brain, kidney etc.

v

Secondary deposition (metastases) in above organ.

Vv
And where growing rapidly.
v

Result intg carcinoma of liver, kidney etc.

*
Implantat ;
on of carcinoma hag been observed in situation wheré
I

A

: mucus Membrang g ;
gkin or N close Contact With ori
e »_ . Primary growth.
pytwiswLanearsre eareinoma of lower, lip affecting the upper,

carcinoma ot th§ 13bium a majug giving rise to a similar growth
on the OPPOsite side of the vy,

» Recurrence after operation jg Occasionally due to

ymplantation” of malignant ce|ls in the wound,

Ex-Appearance of malignant deposit in the bladder scar of

suprapubic removal  of primary growth.

*when a cavity is involved
v

Free floating cells from a carcinoma may spread like snowflakes

all over its serous surface.

Ex-for the abdomen, transcoelomic spread’ is notable.

Colloided carcinoma of stomach gravitate on to an active ovary.
Vv

Give rise to malignant ovarian tumours.

Grading and staging:-

Grading and staging are used to asses the degree of malignancy

of the tumours.

TNM Classification:- the clinician ascertaining the following points
during his examination of the patient.

1) What is the size of primary tumour.

2 Are any lymph nodes affected?

3) Are there any metastases?

The information so obtained is scored e.g. “carcinoma of breast”

as follows,

# 7. / I8R
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Tumour (size) Nodes Memm\
T1=2 cmor less, No = no‘nodes Mo =ng
no skin fixation N1 = Axillary metastasis
nodes movable
m “a) not significant M1 =
than 5 cm skin metastases arq
dimpled. No b) significant present
pectoral fixation including
~ involvement of
skin
T3 = >5cm but less | N2 = Axillary beyond breast
than 10 cm nodes fixed and
contralateral
skin infiltrated N3 = nodes.
or ulcerated supraclavicular
pectoral fixation. nodes, oedema
of arm.
T4=>10cm.
skin involve
but not beyond
breast chest -
wall fixation.
___.--"'"f
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BENIGN TUMOURS OF THE UTERyg

UTERINE FIBROID
Is also know as fibromyoma or myoma of uterus arjgq from,

myometrium of the uterus (fibroid is a gynaecologicaj terminmogw
it may be single or multiple it may be submucus, subseroyg "

intermural .

Subserous
Pedunculated)

Interstitial
(Intramural)

Subserous

gl

Fig-12.1 - Various Types of Uterine fibroids

AETIOFOGY *= Remains unclear infertility & endometri
Hyperpalsia are considered the associated factors.
i)
The development of fibroiq during the reproductive period
appear to be due to.

\J
Oestrogen dependant & increased blood supply of uteru®
A
A, /30

our is of muscle t in orig
" ssug N Origin (githe, from vessels wall
utering Musculatyre. o

e exact so
Th urce of the Muscle tissye jg still unknown

Oestr
Ogen receptors are present in myoma.
(Increased growth during Pregnanc i
: y & pills users,
Following menopause cessesjon of growth & than is no new
growth at afi.)
Location :- ‘
Fibro myoma may be
1) Carporeal (body)
2) Cervical
1) Body :- the fibroid are mostly located in the uterus & usdally

multiple.
i) subserous (sub peritoneal):-
the tumour lies under the peritonenium.

i
The tumour ( fibioid ) are either partially or completely covered
by peritoneum).
When completely covered by peritoneum it is usually attains a
pedicle.
l
Called pedunculated subserous fibroid
!

RaFeiy the pedical may be torn through

May form omentum of mesentric additions
l

|s called wandering fibroid.

... /e
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Fig-12.2 -Interstitial Utrine Fibroid

2) Interstitial (intramural) :-

It grows in the substance of uterine wall (myometrium) it may
becomes submucus or subserosal when it becomes some times
the intramural fibroid may pushed out in between the large layer
of broad ligament and also called as false (pseudo) broad ligment
fibroid. it is commonest type found in 70 % in cases.

Commonest site - posterior wall.
3) Sub-Mucous type:-

The tumour grows in mucous membrane of the uterus
(Endometrium)
L

This is usually single

It may be sessible or pedunculated

LIk /e

' \\--__

fig-12.3 -Submucous myomas |

[ this myomas may force itself downward to wards vagina by a
pedicle and become.]

a) Submucus fibroid polypus.

b) Chances of infection, suppuration & sloughing.

¢ltbecomes prone to undergo malignant change more commonly
than any other types.

Naked eye Appearnce :-

1) Itmay be single or usually multiple.

9 Size ~ varies from microscopical sedling up to the occupies
Whole abdomen.

) Consistency :- Firm in consistency & felt firm than uterine
wall,

% Blood supply - uterine firoromyoma is derived from the
Surrounding uteririe wall and blood vessels enter the capsule
only

(Periphery of tumour).

#t A... /R
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Change in the uterus P RT——— the tumour this oceyrs specialy in m
i vity of the uterus and th i eno pause.
1The uterus :- the cavity ®Macoyy | 3) Fatty degeneration :- it resyp from malnutrition of the

over the submucosa fibrold polypigets Thinned g bug tumour.
endometrium becomes oedematus and conjested. .
) ;
, fat globules are deposited in the gells of i

There features of anovulation with evidence of hyperplasig, R :)r the usually found in
2) The ovaries :- The ovaries may be enlarged, congesteq, 4) Calcification :- usually invoved subserous fibroid with small

studded with multiple cysts. . dedical or myomas of post menopausal women.

)

Calcium carbonate is may be deposited in the tumour.
Whole the tumer is converted into calcified mass.
\J
It is known as “Womb Stone”.

5) Red degeneration :- (necrobiosis):-
It is partial necrosis with the chances of recovery of the

Cause may be due to hyperoestrinism.
[ the exact cause is unknown relation with fibroid]

3) the fallopine tube :- Tubal infection may be secondary o
infected fibroid in the uterus.

Tubes also show increased vascularity.
4) Ureter :- It may be pressed by broad ligament fibroid causing

obstruction tissue.
& d
Hydronephrosis. It is commonly occurs during pregnancy & purperium period but
~ 5) Endometriosis :- not always.
i

6) endometrial carcinoma- increased incidence. * '
7) Changes of prolapse is more in case large fi broid. The red colouration is due to some blood pigments derived from
Secondary changes in fibroid the hamolysis of blood.
i) Degeneration :- it is due to the defective blood supply to 1 v
tumour. Hyline degeneration is a common type of
degeneration , especially in large tumour after menopaus®

Bloog vessels rﬁay be thrombosed in capsule & in the tumour.
Clinicauy — the tumour enlarges becomes painful.

Th i 4 . - there is slight fever.
° consistency of the tumour changes into soft elastic ¢ - Moderated Leticocylosis
firm. - Raised E.S.R.
- Rarely acute abdomen
B "'-.._-____ e ——
W /33 = & ... /3¢
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6) Necrosis:- Occus generally centre & rarely whole
‘L -
It is due to the obstraction of his circulation

)

Necrosis of entire tumour my occurs in sub mucous fibrojg
polyps.

7) Infection :- occurs commonly in sub mucous type after
labour or abortion.

8) Malignant changes ( sarcoma) :- Occurs < 0.5 2,
fibromyomas, reccring polypi are more prone to develop
malignant changes. '

l
These changes possibly occurs when after menopause.
The toumour enlarge & uterine haemorrhage occurs,
9) Atrophic degeneration :- '
Occurs in fibbrid after menopause due to diminished vascularity,
Clinical Features :- Most of them are symptomless
1) Menorrhagia - is a commonest symptom.
It is due to — increase surface area of endometrium
(Normal 15 sq. c}'n)
4
Interferance with normal uterine contractility
!
Congestion & dilatation of the endometrial veins by
obstruction of the tumour.
i
Pelvic congetion

2) Metrorrhagia and irregular bleeding may be due to
1) Ulceration of sub mucous fibroid
2) Associated endometrial carcinoma

3) Dysmenorrhagia :- Pelvic congetion or endometriosis

e

=W, /ey

a ! -. \
pdominal lump:- i '
Al P:- Feeling of ump (large + N
palpable per andomen_ gefibo.,..) may becomes |
its firm & h.ard & Irregular, swellilng i h
the midline. © Supra pubic region in

) Infertility :- about 3p % Women —— |
patient does not concgiye o evenl “rous are in fertile.
repeatedly . tonceiv may abort

¢ |

A fibroid in uterine cavity acts like g contraceptives. |
Anovulatory cycles.

Elongation of the uterine cavity
asending

Congestion & dilatation of endometrium

Defective nidation.

Tubal — Corneal block due to position or the fibroid

!

Associated salpingitis with blockage of tube. ‘ |

Ovary — unovulation

4) Pressure symptoms - a large fibroid may impacted pressure
on in pelvic

= result difficult sperm

]
Result into constipation, frequency & urgency or urine or even . |
retension.

-A broad ligament fibroid may produce. | |
Ureteric cc?mpression — Hydro ureter & lydronephrotic changes
5) Pain in abdomen:-
The fibroids may be
in
a) degeneration (red
c) torsion — subserous P

d) Haemorrw el
. @ am... /3¢ '
,_d}

generally painiess but it becomes palmis

degenreration)
~edunculated fibroid
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e) dysmenorrhoea and pain in rapidly growing fipyg;
elderly women may be due to sarcoma.
Complications on pregnancy & labour:-
Pt may have abortion & pre mature delivery,
1
These may be in-co-ordinateuterine action. In Some time
obstructed labour is seen.

dinan

On examination :-

1) Pt may be pale it is due the menorrhagia

2) Per abdomen- abdominal lump if it enlarged to 14 weeks of
Pregnancy or morethe following features are noted
Palpation :- Feeling is hard or cystic well defined margin
Percussion - dull sound on swelling.
Bimanual examination :- PV bulky uterus in fibromatus polyps
the cervical os is open and its lower displacement of uterus to
opposite side in case of broad iigament tumour differenciase

Investigations :- USG- dignosis of fibroid & differenciase from

—ovarian mass or pregnancy.
HSG-

Uterine curettage in case of submucus fibroid.
Management :- '

Principles :- Curative treatment is surgically removal
i) conservative ii) surgically
i) Conservative treatment

palliative treatment for bleedy phase.

Haemostasis for uterine bleeding
Bed rest, blood transfusion.

Iron preparation.

Harmonal Treatment -

Androgen therapy :- Testosterone 25 mg daily for 3 to 5 day*’

e

—/—
Eﬂﬂ“ f?lﬂ{-
H‘Tﬂﬂ / e —

OR
) Atternatively progesterone _y,

bleeding i S1Op & then afte; 44 ;;:u!ute “NSmgTDS up 1o
i panazol 400 to 800 mg daily fo

of tumour but not used for th;
Opgrative T/t if pt i
ghe will require surgery if pt ig not havin

of surgery.

Symptom or problem,
g any problem no need

!
ftfibroid producing pelvic swelling with heavy bleeding.
. Pressure effect.

- abdomen pain indicates surgery

methods : Andominal operations

1) Myomectomy — when only fibroid are removed & at is left
benind it is know as Myomectomy.

?) Hysterectomy — removal of uteres among with fibroid
Both surgeries are major:

MYOMECTOMY

‘Myomectomy is a surgical procedure in which uterine rnyom.tzs
(fibroid) are removed and leaving behind the uterus for future child
bearing”. | .

“Myomectomy is indicated in an infertile women or a wo
Uesirous of child bearing”. | o

“MYﬂmectnmy is operation in which excisio
the uterys”

. in mind prior to co

-fallowing most impoitant fact keptin mind priof

% myomectomy:-

*Myomectomy should be done be
function other wise hyster ectomy

_ e big fibroid an
*tis more risky operationin ¢ase 9
e

of the tumour from
nsideration

ve
mainly to preserve the reprod ucru
st treatment of chaice.

d multiple fibroids.
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« There is chance of persistence of menorrhagia yptq, 59

e Chances of recurrence up to 10%

« Pregnancy rate is about 40-50%

» Pregnancy after myomectomy should have mandator, ho
delivery ( because of rare chance of rupture the g ¥
Indications:-

1) Presence of uterine fibroid with the patient is in repro
period desirous of having a baby age limit 35 YIS or
extended up to 40 years.

a) be extended up to 40 years.

2) Incase of repeated spontaneous abortion’s or pre-termge
the absence of any cther cause.

3) Infertlity- after exciusion of all other causes of infertility

\}

Where there is potential relationship between size and location
tumour and infertility.

4) Submucous or irtramural fibroids which can cause
threatening menorrhagia.
Peduncutated fibroid under going torsion.
CONTRAINDICATIONS:

i) infected fibroid

ii) big broad ligament fibroid ( difficult for restoration of functiond
uterus)

Pi
are)

dUCﬂ'u'E

li'l.fer?

life

ki) Associated uterine or ovarian malignancy.

iv) Assnciatled blocked tube, husband proved infertile and AT
caunselling is imperative.

V) In pregnancy.

::I}] :Jurung cesarean section for the risk of profuse haemorrhag®
In mE{Iupausal Or post menopausal age of women.
) +:mn;lestu_:latit:nns prior to Mmyomectony:
| - inai ;
SG- Hystero salpingiography for to detect tubal block o
——-"—..’

.. / 3}

May b, | -

i) Diagnostic D& C - for to dm‘:‘:?f by fibrorig & polyps.
carcinoma in case of 'rrreguiarcypj:ps e e

iy Semen analysi

) .?ime " sur;;::‘-husband fnrfertility point of view.

) In posts menstrual phage becay
minimum (in proliferativa stage)

i) No risk of disturbing an early pregnancy,
Pre- operative :-

- USG, hysteroscopy and HSG, for
and location of tumours,

- Routine blood & urine investigati
surgery.

- - Written consent far myomectomy & Hysterectomy also in case

of uncontrollable haemorrhage Hysterectomy is a choice of
treatment.

- Arrangement of 1to 2 bottles of blood.
- Prepare the part (local wash & shaving)
- Xylocain test
- InjT.T.0.5ml IM
Instrument :-
i) Instrument for laprotomy and Hysterectomy
ii) Bonney's myomectomy clamp
Operative :- Anaesthesia — proper anaesthesia either G.A. or
Spinal anaesthesia

se of congetion of vessels is

o note the number, size,

on for preparation (fitness) for

Incision:- Vertical midline or paramedian incision is taken on
abdomen.

!

Abdomen open layer by layer lastly peritoneum.

\)

AL
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) .

Uterus is visulised know the poisiton & location of fibrejg
e

d

Incision on uterus — Number of incisions are describe fo,
removal of myomas.

- Anterior midline incision on the uterus usually taken (bECause
of it is the posterior surface of uterus which faf:3§ the Peritongg|
cavity, chances of adhesion’s are less and mid line is relatively
avascular)

Fig-12.4 - Abdominal Myomectomy

Secondary tunneling incision for removal of small myoma

(intramural fibroid)

Bonney's hood for large posterior wall or fundal
intramural or sessile sub mucous fibroid.

[incision- curviiinear, Iransverse aiways behind utero tubal junction
it prevent scar on posterior surta

Ce keeps the uterus anteverted]
Block excision : of fibrorid : wedge resection if multiple fibroids
on fundus.,

myoma, or

Morsellation : Durin

g vaginal Myomectomy or laproscopic of
Hysteroscopic excision

fibroid can be removed piecemeal.
Incision may taken either midline, vertical, transvese or directly

A, /398

on ty Mour,

!

After incising the capsule, the tumour S€parates from uterine
wall by desecting forcep

)
Tumour is remove gut

!

After removal of tumour bleeding point is cateh by Bonne's
clamp to occlude uterine arteries

)

Base area is sutured with intrupted sutures incisional wound IS
also sutured

d

Abdomen is closed layer by layer.

&
[Haemostasis used during operation, i) Bonney's clamp for
uterine arteries.
Local infiltration of vasopressor agent with (20 unit in 60 ml
saline is injected in to the myoma).
Infundibulopelvic ligaments are compressed by sponge
holding forceps to occlude ovarian agent].

cﬁmpllcatiuns Immediate :- ;

) Haemorrhage :- it may be immediate pi’il:'nﬂl'}". reactlﬂﬂatf . :‘:3
secondary hysterectomy may be required for uncontro
haemurrhaga for life saving.

") Cervigay trauma
"'"‘--.__

... /R
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iii) Perforation
iv) Infection
v) Adhesions and inte

vi) Gas embolism
vii) Injury to bladder, ureter & bowel common with cervical g brog,

ligament myoma because ureter runs on the inner sigg o

below the broad ligament.
Late complications :- Recurrence of fibroids and Persistenc,

of hemorrhagia.
Possibility of scar rupture in subsequent pregnancy jj

endometrial cavity was opened at the time of myomectomy,

stinal obstruction

1) Vaginal discharge —the commonest cause of pruritus vuiv,
V) Pelvic pain :- pain may be hypogastric, lower abdominal
iliac fossa, low backpain, sacrai pain and ureteral pain.

... / 3%3
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INFERTILITY OR STERILITY

rility is defined as inability or failurg ¢,

Defi - Infertility OF Ste *
| life without contraception whey

year of sexua

conceive after 1 |
d for a baby.

the couple get worrie ) |
sterility — absolute state of inability 10 conceive.

Infertility — Relative state of failure to conceive.
(Repeated abortion without having any successful pregnancy
should be also included under infertility).

+ |nfertility may be :- Primary —
Conception have never occurred

Secondary -
Conception has failed to

occur after a period of fertility.

» Effect of infertility :- Male dominating society of India female

partner is generally blamed — Psychosomatic ill health, & even
suicide tendency in female & end into divorce.
+ FACTORS RESPONSIBLE FOR SUCCESSFUL FERTILITY
e Testis must produce healthy motile sperm.
in the vagina,

« Healthy spermatozoa should be deposited high
through satisfactory coitus.

e This has to transported through cervical mucus, uteri
and tubal lumen.

* The ovary must produce “healthy ovum” by ovulation and ovum
is picked up by the fallopian tube. '

e Fertilization occurs at the tubal iumen and the zZygo
transported through the tube - and implanted in favorabl®
endometrium and embryo grows to health baby in uterin®

ne cavity

te 1S

&t . / 30%

incubator & baby is safely deliver

of infertility :-
causes f infertility : , (1) Physiological infertility
(2) Pathological infertility

1) physiological infertility:-
+ |n female :-

0 gefore and just after menarche (the cycle being unovulatory
. st after menarche for few years in few females).

i Just before & after menopause. (unactive ovarian follicle remains

in ovary)-
iji)DurIrIQ pregnancy : HCG. Suppress the action of

gonadmmphins hormones
No. ovulation — No. pregnancy

iv) puring lactation - pt is amenorr
ovulation- No pregnancy

* |n Male :-
- Before puberty

- In old age.

hoic during lactation - NO

(2) PATHOLOGICAL INFERTILITY

Both male & Female factors may be responsible for infertility.

(i) in 30% of case = fault in male.

(i) in 30% of case - tault in female.

(iii) in 30% of case — fault in both.

& remaining 10 % cases remains unexplained sOMe of them of
unexplained cases becomes pregnant within 2-3 years without

having any specific treatment.

FAULT IN MALE
1) Failure to produce SPé

spermatogenesis,/

. Fan. /e

rmatozoa or defective

_
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e efferent duct system

ion of th _
2)Oheinese, n the vagina.

3) Failure t0 deposit sparm. high |
4)Errors in the seminal flmc?. |
1. Defective Spermatagenesm :
1) Systemic diseases :- |
o Heavy smoking and alcoholism :
Suppresses Alcchol ey |
possibility of suppressing g

sperrnatngenesis process.
« Hypertension :Drug used in treatment of hypertension having

Imp role in defective spermatcrgenesis e.g. use of diuretics

dig cell synthesis of testesteron (,
onadotrophin leve| i,

Prolonged excretion of NaCL & K
4
General weakness

\)

Spironolactone :- it reduces the male sex hormone testesieron.

2) Endocrinal Disordes:-
Hypopitutarism, thyroid dysfunction & adrenal hyperplasia
S _
Deficiency of testesteron due to the endocrine disorder
¢ Diabetes mellitus : -
Due to the increase level of sugar in Diabetic patient
I
Formation of ‘polyols’ in the nerve fibres in DM patient.
)
Result into defective nerve sensation from penis to brain.
And other cause is due to elevation of blood sugar.
l
Atherosclerosis changes occurs in vessels.
e

HaAm.. /388

J

Resultinto reduce blood Supply of penis
‘L .

Erectile disorders
J

Impotency.

3) Congenital :- i) incomplete development of the testies.

ii) undesended testes or late descend
testis.

)
Testes fail to descend in to scrotum before puberty .
!
Due to temp. regulation failure.
!
Defective spermatogenesis
4) Thermal Factors:-
Normaly the temp of scrotum is less than the abdominal
temp — scrotum's temp regulation is done cremastic muscle of
scrotum.

!

This temp is suitable for production & live.of sperm. But
in some condition like.

1) varicocele, big hydrocele or & filariasis.

In above cause venous return defect is occuss

Due to defective venous return defective vessel (

pampanifom plexsus )

Scrotal venous becomes engorged

=t ... /3

e ————
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Blood is congested in vessels.

ease locafly temp ( scrotal temp )

18

Defective spermatogenesis.
ii) Other Causes :
Using tight undergarment or tight nylon scrotal EUppﬂrt-'WOrking
in hot atmospheres

\)

Result in to depressed spermatogenesis.

\J

It may be temporary or revertible.
5) Drugs :-
cytotoxic drugs, anti hypertensive anticonvulsants, furadantin,
anti-malarial, corticosteroid, salicylic acid And anti depressant,
\2
Depress sparmatogenesis
)
Cimetidine, spironolactone and ketoconazole = interfere with
androgen action
I
May affect on spermatogenesis
Chemotherapeutic agents :- Depress sperm production and
cause germinal epithelial aplasia.
6) Exposure of testis to irradiation :
Hinder spermatogenesis.

\)

- Sulfasalzine - reduce sperm motility.
7) Infections:- '

Incr

Evidence of orchitis

.4

IR SYA TH

Affects tha. seminal vesicle or

l

prostate

Depress the Sperm count,

(2) OBSTRUCTION OF THE EFFERENT DUCTS
The efterent ducts may be obstruct by surgicai trauma or

infection.

bilateral obstruction in vas / or epididymis.
Operative injury during herniorrapy, hydrocele
Infection like syphilitic, gonorrhoea.
Tuberculosis of vas deffrence.
epididymo orchitis
congenital developmentai abnormality

()FAILURE TO DEPOSIT SPERM HIGH IN THE VAGINA

Hypospadiasis

ejaculatory defect :- pre-mature, retrograde or absence

of ejaculation.
impotency.

(4) ERRORS IN THE SEMINAL FLUID
1) Low fructose contents
2) High prostaglandin content
3) Very high or low volume of ejaculation

"'--...._____

o /3

____-_
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4) Undue viscosity
FAULTS IN FEMALE

1) SYSTEMIC FACTORS:- |
Age over 35 years, obesity, severe anemia.

2) PSYCHOLOGICAL FACTORS:- |
Fear of doing S€x, tubal spasm (it is due o disharmony work

- infrequent coitus. - -
3) IMMUNOLOGIC INCOMPATIBILITY:- | |
- Immobilising antibodies against sperm is present in
cervical mucus or in women serum.
- ABO incompatibility mating — sperm carrying
. ABO Antigen may agglutinate (immobilizing) at cervical

mucus.
Scheme-3 Tubal 10-45% ?iﬁtahiﬁ?ﬂvum Pick Up
(Tubel Blockage) Following tubal infection
[Pelvic Causes | Pelvic endometriosis
+ Endometriosis _ Aﬂeqllpd tubal
» Adhesions motility

Ovarian

Uterine Factor ﬁ:r;eigt?l;‘sg;h
Ugf‘:i”“”mhlﬂ endometrium for penetration PCOD
nidation : o
: - Chranic cervicities Dysovulatory
Egrc:ﬂ: endometritis (T.B) Immunological factor Anovulation
Synrgmiae (Presence of antisperm Corpus luteum
Congenital malformati antibody) insufficiency
Umeapoge nsiT: E{Qﬂ oo elongated cervix Ovarian tumour
Endmnetrios':sen i Cervical Stenosis Qophoritis
Congenital malformation Cervical Polyps
Fig-13.1 - Sites of female infertility
R
_—--._.'.

.. /any

GENITAL FACTORS

1) Veginal factors:.
e Vaginitis causing high acigity oo,
e Transvers vaginal septym

e Vaginal atresia (partial or complete)
¢ Narrowing vaginal introityg

\Z

Causing dyspareunia

v

Avoid coitus.

e Vaginismus

e Vaginal stenosis - escape of semen after coitus.
2) CERVICAL FACTORS :- 20% infertility due to this cause J.M.

sim’s 1868 1* identify cervical factor in infertility.
) Anatomical Defect :-
Elongated or conical cervix.
Cervical scaring and erosions.
Intra cervical obstruction.
Cervicitis - with poor mucus & pus cells due to the pyogenic
or tubercular infection.
Il) Neoplastic :-

Cervical polyp & tumour

!
cervical canal may occluded by a polyp.
- Post operative & fibrosis / stenosis.
- pin hole os
- 21d degree uterine prolapse an

These condition prevent the external
Pool,

d acute retroverted uterus
os to bath in the seminal

'l-..‘_-__-__

t ... / 388

|

4

- des 1) Vagi ‘
[tinclu ) Vaginal, Cervical, uterina tbal and ovarien f
: Ovarien factor.
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Due to the amputation of deep cauterization of the
1))  orvix
‘L .

Faulty cervical mucus

Spermatozoa fail to penetrate the mucus
\
Presence of anti-sperm or sperm immobilizing antibodieg
{
May be implicated as immunological factor of infertility,
(3) UTERINE FACTORS :- 10 %
> Aplasia or Hypoplasia of uterus.
» Tuberculous endometriosis

» Fibroid Adenoemyosis (myoma 15% associated with adrena|
infection) :
> congenital malformation — bicarnious uterus infumntile uterus,

> unfavorable endometrium for nidation (inadequate secretory
endometrium)

!
» endometriosis-

> }epeatad D & C or vigorous curettage in seooﬁdary infertility.
» Post abortal or post puerperal infections.
(4) TUBAL FACTOR :-10- 45 %
) 2

Due to tubal occlusion or peritubal adhesions
- Impaired tubal function
* Defective ovum pick up (octopess function)
¢ Impair tubal motility . .
. ® Loss of cilia

)

It is due to the chrenic infection gonococcal, px;OQB”ic ¥

-

Fi m ﬁn‘“ / 3!'\! : y

is due to the i io
Itis du 9 Infepﬂon Or abdoming masses (tumour cyst)

Externally Pressure jg exerted by magg

' - Tuba| occlusion
L cgngemtal-—long tubes are ree

(6) OVARIAN FACTORS il
1) Unovulation or olige- ovylation,
2) Corpus luteum insuﬁiciency (CLny '

- 3) Luteinised unruptured follicles (LUF)
1) Unovulation or oligo - ovulation,

Ovarian activity is totally dependent on the gonado trophins.
(LH & FSH)
+ Gonadotrophins depends on the pulsatile release of GnRH from
' hypothalamus.
! A
Ovarian dysfunction is linked with disturbed hypothalamo-
Pituitary = ovarian axis primary or secondary (thyroid & adrenal
' ' dysfunction)
d
- Disturbance may result not only in unovalution but may also
produce oligomenorrhoea & even amenorrhoea.
Possible cause of unovalution.
1. hypothalamus disorders
= Obesity or wt loss
= PSycological disturbances
- tranquilizers

... /e
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- oral pills

2. Thyroid - hypothyroidism
3. Adrenal — hyperplasia
4. ovary- polycystic

- Premature ovarian failure

(2) CORPUS LUTEUM INSUFFICIENCY (C'Lr).:-

i) There is inadequate growth and function of corpus

luteum:

d

lt' is due to the defective folliculo genesis.

\

" The life span of the corpus luteum is shortened to < 10 days
In sufficient secretion of progesterone.
1 z
Less secretary changes in endometrium

l

Hinder implantation

i) Unovulation :- 10 to 15% unovulatory women show
’hyperprolacﬁnaemia. ;

iii) Hyper prolactinaemia & Hypo thyrodism may cause inadequate

" luteal phase.

iv) Other ovarian factors are chronic oophoritis, PID, Ovarian
tumour, pre-mature ovarian failure, polycystic ovary women
menstruates irregularly with prolonged menstrual cycle.

v) Luteinized unruptured follicular syndrome (LUP) ( trapped
ovum) :

in this condition the ovum is trapped in side the follicle

Which gets (becomes) luteinized without ovulation.

\

FAT... /383

This Cause of

une; ;

3 COMBINED FACTOR xp':':t:d infertility

1) General factors;. j advanmdear;:lz
Sperme 29BNSSIS Continue thiough aging o -
in male also. 9 reduces the fertility
ii) In frequent intEI'O()ursal lack of ki '
. Dyspareunia OWledge of coital technique
- Anxiety
- Use of lubricants during intercourse, Which may be
spermicidal?

. Immunological factors.
INVESTIGATIONS OF INFERTILITY

» Investigations start after 1 year of
intercourse.

» Both partners come at the first 'visit

» Detailed reproductive & general history should be taken in
~ presence of both. )

» Clinical examination of each partner is carried out separately.
MALE INVESTIGATIONS
I) History :-

. * Age of man, previous children, duration of infertility

¢ Contraception History

* Habit of alcohol, smoking, addiction

* Systemic diseases with special reference of STD, mumps,
orchitis, TB, DM,

* Hypertension and fever for prolong period after puberty.

* Relevant surgery such as herniorraphy

Operation on testies, scrotum

. Ozcup:ﬁonnhistorv — should be directed to \:.rards exposure

to excessive heat or

regular unprotective

~* radiations and traveling.

. /e
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s Enguiry about the sexual history including freque

of IRErCourss. ncyandﬁ."rfng en collection: . Semen a "{’______
e Full penstration of penis in side the vagina. ghstinence Coitus shoulg b a:;ld ® collecteq T ]“':-_1 :-
s Dysparsunia. test- . G for 2 days prior t}c; the —

) General examination :- , Gollection is done by bation oy .

- pulse, BF, height , weight, chest examination. , Semenis collectedin Cleany; COMUS interrypys

- secondary sexual character, gynaecomastia, Hirs

, The production of a condom drb’@ass}arorbome_
lll) Local genital examination :-

. Ontaj i
Utism, gy giscarded because (congon, con '3ns specimen is to be

: tains Spermin: : B
) ) " ) se readin Permicidal chemical 3
> Penis, scrotal, surgical scar, orchitis, epididymitis, epig; '{h{aiool1ected?a —_ s .
o 2 i : , The Should be sent 1 i
orchitis, prOSIE.ltES (PR —examination), vericocele, Hydmce]e_ as possible with in 2 hoyr the laboratory as early
Should be elicited. -~ thick G ;
& A Appearance :- thick , mucoid, viscig greyish white coloured fiui '
~ Secc_:andary sex characters, gynaecomastia, |'1Ir".3Lﬁ|srnl ete. (miiky appearance) our uid, s
7 Size of testis- testicular volume is measured by orchim : : ;
> (normal testis volume is 90-93 cubic cm Slet | + e prostatic secretions gives semen a milky appearance and ‘-
ol volume ; ) fluids from the seminal vesicles and bulbo uretnra| glands give g
» Rule out undescended testis. it a sticky consistency. 3
SPECIAL INVESTIGATIONS :- it includes. - + Seminal fluid provides sperm with a transportation medium, f- 3 ‘
i) Semen analysis. nutrients and protection from hostile acidic environment of the : ‘
ii) Harmonal assessment male’s urethra and the females vagina.
iii) Testicular biopsy. NORMAL VALUES : 2

iv) immunological test.

) Volume :- Normal 2-5ml . ?-.
v) Patency of vas.

Aspermia — absence of semen.

&
vi) chromosomal study. Oligospermia — low volume of semen !ess;} m!i1i0n e .

: : il - mi ¥
This tests are done stepwise, unnessory test may leads into Il) sperm count :- 20-30 million/ml, iosfall below 20 million oy
frustration and stressful to man. big variations in count. But when the numbe _

- infertile.
Routine Investigations — urine and CBC, blood sugar.VDRL_ Iml. it indicates. The male is likely to be inle

HIV etc. ' ‘ * Azoospermia - Absence of sperm.

1) Semen analysis :- i * Oligo —Zoo spermia - m count 15 to 20 million fml i3
Semen - is a mixture of sperm and seminal fluid. i) Mild oligo- zoosPe_fmia_ spﬁ;;-ﬂa _ sperm count 5 to 10 ‘ r*
Seminal fluid - is a liquid that consist of the secretions of the i) Moderate Oligo —Z00 SP® milio/ml
seminiferoustubules, seminal vesicles, prostate and bulbo t <5 million/ ml

rmia - sperm coU”

‘ - Zoospe .
urethral glands. ') Severe 0"90‘1// 73
____,..—l-'"" —— g :,

@/
... /3R
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» Polyspermia- sperm count 200 million /m|,

[Il) PH of semen :- 7-8
(it is due to slight acidity of prostatic fluid ang hi
large volume of seminal vesicles fluid ).

IV) Liquification- 10 to 20 minute maximum 30 mjn
(once ejaculated liquid semen coagulates with i

Due to the presence of clothing proteins from se
(exact role is not clear)

Gher p
H ang

Ute,

ns§g mi

mute
" S,
Ming| Vesig) 6

J
After 10 to 20 minutes semen reliquifies because of pr
specific antigen (PSA) and other proteolytic enzymeg OStatiy
J
Produced by the prostate break down the clots,
(delayed liquifications of semen may cause co

. . e . mpIEte Or
partial immobilization of sperm).

When semen is not liquefied up to 30 minutes is known ag
undue viscosity of semen — it is one of the most

- cause of infertility.
&
‘There by inhibiting sperm movement throu
V) Motility :- 60 to 80%
for fertilization.
Grades of motility of sperms.
** ‘0" grade - no motion,
** Grade -1- poor

important

gh cervix of the uterys,
progressive forward motility is required

: —weak or sluggish forward progression of sperm.
** Grade -2- moderate definite forward progressive movement.

S Gradz — 3- Good -Forward Progressive movement with good
speed . '

** Grade - 4-

Excellent - vigorous rapid forward movement.
Asthenosper

L mia - no motile Sperm or diminish motility.
) Fructose gontents: - is derived from seminal vesicles Normal

I

| .. /333

A 05ence of fructose ing; "
y ctose is the me‘un SUgar of sery,
?Oimin'lshed level is the result of
¥ 53mi“al vesicle insuﬁiciency,

0.180 mg/dl

f{lf rk b

Cates p|q
of Bjacula
\{

en. Ory duct,

ow testosterone level, Or
» fructose content progyeq low SPerm mpofjj;

! otili
oresence of pu.s cell in semen Indicates iniect’ty.
. Hemospermia — the pregep, -

Ce of blood i s i
. emen is
hemospef id, called

d

jn most cases it is caused by inflammation of

jing the seminal vesicles. (itis usually treateq wit
) Abnormal morphological form of sperm :-
Teratospermia — Abnormal morphology of sperm.

1) The morphological forms may be varied as fallows.

Small head, bighead, double head, head with irregular
contour bifida tail..

2) Chromozomal study :- (genetic study) -
- Karyotypic abnormality of 47, XXy ( Kiinefelter syndrome)
is found in 2 % men with oligozoospermia.
_An abnormal sperm report, three semen testing at monthly
- interval is needed from standard. .
- The analysis is repeated in the laboratory mean while the
" patient is asked to take care of genital hygiene
3) Testicular biopsy :-
Indications :- Azoospermia o distingush between.
' ‘ ' truction in the vasdefer.
) Testicular failure and obstr e nal butn stimulated
i) Whether the seminiferoustubles &

by anterior pituitary gland.

blood vessels
h antibiotic.

i imary gonadal
ii) Whether they are incapable of function due to Pt
failure, /,_
—~—

A /R

—~

‘
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iv) It can be diagn |
( tricut blopsy under local anesthesia is simplg tq Perfo,

( Blopsy materials Is to sent in Bown's solution not | '°f'ma||i
”ﬂ.j

4) Harmonal study :-
1) Serum FSH :-

I) High level of FSH- Indicates primary gongcy g, |
t
4 FEMALE INVESTIGATIONS

( FSH is not used by seminiferrous tubules dyg to fy
Urg

\)

Increase Lovel of FSH)
ll) Normal FSH level - In azoospermia suggost ObﬂlrUcng
)

In vas or epldidymis,
i) Low FSH lovel- Piltultary Hypothalamic failure,
Il) Serum Testosterone - If level Is Low ~ indicatos,
* Hypothalamus disorders.

e Pllultary disordors,
* Loydgo cell disorders. ( LH Insufficiency)

Non response to GnRH - suggest pitultary fallure,
lll) Serum prolactin - > 30mg/mi- indicates Hyperprolactemi,
(4) Ultra sonography :- For rule out.

- Inflammatory changes, hydrocele, Haematocele, pyocelo.
(5)  Vasogram- For rule out vas- differe obstruction.
(6)  Urlne microscope- For to detact retrograde ejaculation

(centrifugal)
(7)  Immunologlcal study - For to detoct antisperm antibod
Post coltal test :- A couple Is advised Intercourse closé

tuberculosis.
osls of gide: l
to 50 motile .
(maly 10 SPerm are seen per high power field in

leﬂl mUCOUS.

ar
0 if <10 sperm are present it indicates the sperm show

ogressive but not rotatory movement indicates- presences of
Hisperm antibodies in cervical mucous,

) General medical history - with speclal reference to

wberculosis, STO, PID and diabetes mellitus.

Il) Menstrual history- Details menstrual history should be taken

for detect abnormality like Hypomenorrhoea- oligomenorrhoea,
amenorrhoea. L

previous h/0 purperal, post abortal fever
leading to pelvic Inflammatory disease.

Suggest tubal block,

- previous pulmonary tuberculosis sho
of the fallopion tubes affect with this disease .

’ a.
+ vaginal prulent discharge may suggest gonorrhoe

- tory-
Iv)Previous obstetrical history embrane)

mature rupture ofm

uld suggest the possibility

in case of gecondary infertility

is). Is responsible for

o

to ovulation time - ear| ) ‘
y fours of the morning. () Hio PROM ( pre- ol 408
T wiicon (i) Post delivery fever (puerpé mage by asending
Intercourse Present herself at the clinic within two hours & distruction of endometrium and tbel CET0
infection . roduce PID (Pelvic
_ |UCD- may P
The mucous s asprate cell ' verglas V) contraception history = 'V
rvic
| al canal and spread 0 U 2 ... / 33 -
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inflammatry disease)
Vi)Sexual problem- Dyspareunia and loss of libidg

jii) To excludes €ndometrig) tubergy)
0sis

path :
: popamO]OgY for to detect the TR Ology in 10% formalin for

SCretory endometrium or any
m.

v S

" H ¥ i ‘
Suggest anatomical defect in genitalia or faulty technique o - g genic change in endometrjy

ik : — 5 (cin®
And other conditions like, cervicitis, vaginitis, barthy @

Olini:

endometriosis and PID etc. Initjs
VIl) General examination — under development of secon

sex character, hirsutism and galactorrhoea. da"?

Vill) Bimanual pelvic examinations :-

- evidence of vaginal infection.

- adequacy of hymen opening.

- vaginal atresia/ stenosis.

(in normal vaginal opening admit two finéer)

- whether cervix is small, with pinhole, elongation,
Inflammatory changes and any extragrowth (polyps)
uterine size, position, presence of unilateral or bil
addhesions in fornix examination.

* Routine Laboratory testing:-

ateral Fig. 13.2 - Postcoital test

° g:gd i ) Post coital test (pct) :-

*  Blood group The post coital test assesses the ability of sperm to penetrate

* VDRL human cervical mucus.

*  Blood sugar — fastin “ Best time to perform the test is on 12 to 13 day of cycle or
g close to ovulation time.

Utine - urine HPOS-t meal . !

SPECIAL | NVE::}:Z:TION - * To avoid intercourse for 2 days.

The couple is advised intercourse close to ovulation time

1) Cervical f A i
Ui Preferably in the early hours of the morning.

) D&c (Cervical dilatation
- during 18-21s
i) To remove int

and cu rettage)
day of menses for

ra cervical obstruction,

in 8-12 hours (2

, P
The patient herself present at the clinic wit

E ey hoy

1 i) To id rs preferable)

| ) To identify Secretory endometriym (ovulation) in cycle- I

.'. - " _—_—/———_
EE e — A /

S . 1
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I The mucus is obtained from cervical canal using po‘ﬂhele
catheter attached to the syring. Gervical mucus spreaq o,
"oy

lass slide.
! i

A cover slip is placed over a glass slide angd eXamin,

microscopically under high power. |
* Interpretation: - i) presence of at least 10 progressively Mot

sperm the test to be normal. ;

ii) Presence of immotile sperm with a normal sperm coypy in
good quality of cervical mucus.

. \’
Signifies presence of immunological factors (sperm anlibodies)
iii) - Absence of any sperm
.L .

Indicates - either aspermia or imperfect coital techniques,

Iil) Semen — cervical mucus contact test (sperm penetration
test) :- ’

Equal quantity of semen and cervical mucus is mixed

OR

A drop of cervical mucus and a drop of husband’s semen are
Placed side by side. Over a slide cover slip is placed over the
drops. So that edge one male to touch each other .

: d

After 30 minutes the slide s examine un’ﬁer microscope in
presence of antibodies more than 25% sperm show jerky or shaky
movement.

The cross check with i) ferti m m
tile doner i id cycle
ii) Hus men wi . : ates
ii) Husbands se en with another fertile women. Will indicat

the source of antibogi
Ies whether it is ceryi : 4~ dios.
(2) UTERINE FACTORS - cal or seminal antibod

—

H W, /320

Endametrial biopsy- For 1o detect
gﬂdomEtrium confirms that ovulafion has

) For to detect suspected tubereular o

) OVARIAN FACTOR ;

| Tests for ovulation:.

Presence of secretary
taken place.
Ndometritis.

- ! o S Normal Cycle
Fo]

3!

b4 H
C - Anovular cycle

i

s [; 0 H |

Pragr:n‘ancy
Fig. 13.3 - Changes in BBT Charts

" I) changes in basal body temperature (BBT):-
“There is “biphasic pattern” of temp. variation in ovulation cycle”.
This is an easy and cheap method which the patient performs

at home.

)
~ Mouth temperature is recorded for one minute continuously.
Daily over the whole menstrual cycle. And reading recorded on
agraph ( starting from 1¢ day of tiycle)

She take oral temp by thermometer
to toilet.

* l
Sharp fall of 0.5¢ f temp. at theLtime of ovul

on waking before going

ation.

____.-——-'--—--__

_aan  [3%0

‘-...________
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Followed by sustained rise of temp. by 1°%f during post OVl
(luteal phase) phase. ' Ory

(if the patient. conceives'’s the temp. remains at this
does not fall )

The rise of temp is secondary to progesteron’s ther
- action.

The primary reason for the rise is the increase in ihe
and secretion of norepinephrine which is thermog
hormone.

ii) Anovulation :- monophasic BBT - no rise of temp durin
second half of cycle. J

i) Endometrial biopsy :- secretory changes occurg after{4.
23 days of menses.
iv) Ultrasound ( ultrasonography ) [ follicular study]
Ultra sound is a standard procedure for monit
maturation of graffine follicle and ovulation.

| b
This requires daily ultrasonic visualization of ovaries from, 10
to 16" day of the menstrual cycle.

1

Apart from this we can measure pelvic pathology and endo
metrial thickness.

Productio,

oring

\A
The follicles grows at the rate of 1 to 2 mm/ daily and to reach
up to 20mm (it is maximum sufficient size for ovulation in ion
hormonal therapy ).
- 20 mm measured graffine follicle just prior to ovulation and
then sudden disappears of dominant follicle and presence of freé
fluid in the pouch of Douglas : !

\)

Indicates ovulation.

WA, /an

- Endometrial thickness

0 feie
g gf endometriyn, 10 pro oy Indicates. The normal
- Alesser thicknegs indicateg def QES.teron.
V) LAPROSCOpy. ectin gor

| Visualigas;
VI) Spinbarkeijt (threg

of81p 1

Pus lutea| phase.

Fig. 13.4 - Thread Test

A drop of cervical mucus ( oestrogenic effect) mid cycle. Placed
between two poaint.
, ‘ )
Due to the oestrogenic mucus becomes ( high elastic) and will
with stand stretching up to 10-15 cm in ;en.gih.
This phenomena is called as spinbarkeit or the thread test for

estrogenic activity. L

hase loses the property of spinbarkeit and

During secretary p dicates ovulation.

easily break when put under tension. In

VIl) FERN TEST:-
During the mid cycle the

— mﬂ-rr"r/aia

vical mucus is obtained by et
cel
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| T loopor pipette. The presence of fery, =
3 j] l novulation and its gj "Ming even after 2qst 4 5
¥ " - ; a ISappears | ay -indicates
f And spread on a clean glass slide and dm_ad for 15 minuteg e Presumptive sign of ovulation. e
_i ( blood inhibit ferning while saline water also gives false positiy, SCORING SYSTEM FoR o . =
| result). - 1 ~ RVICAL Mucus:. e
- L gr. | Quality of —l\ e
| _ : No| ‘mucus Scoring point 1
v | And examined under low power microscope. measures 0 "T""‘“'-;—— e
% | T TR 1. ] volume N - - =
. i ' e Scanty Dll'l.bbll'.r‘lg Cascade :
(watery
. . - . copious) ‘
I," 2, Sphinbarkeit | Non <%om | <gem e - ﬁ .
| 3| Fem ‘ None | Slight | Partial Complete = 2
-j 4. | Cervix Closed Partially | Gaping os .
] pale- | - open hyperaemic
] pink mucosa.
I| mucus
f Sdd ; Score = 0-1—— ovulation
: . ' Fig-13.5 - Fern tree like appearence of cervical mucus - >8 —— Pre ovuiation state.
| It shows a characteristic pattern of fern formation. : HORMONAL_ P
5 l ' i} Serum progesterone:- Estimation done on 8 and 21" day of
B The ferning is due to crystalisation of sodium chloride with ; g l
< e cervical mucus. It is due to the hi in mi '
| gh estrogen in mid menstrual _ : : i
| phase prior to ovulation, | . Showing that plasma concentration of progesterone rise after
. ! ' ovulation and reaches the peak of 1520 ng/ml at mid-luteal
| (Ferning of cervical mucus | phase. o
, start at 5 to 6" days of menses, but - ; . indicates corpus luteal
; becomes maximum at 24-4g hours bsfore ovuI:tion) _ - below 5 ng/ml at mic-luteal phase- indica P _ _
1 After ovulatj ith i " ' i) Luteinizi one (LH) -
: W ation with Increasing progesterone the ferning ) "F‘?‘“'z'“g horm { ituitary gland occurs about 24 hours .
ISappears completely after 21s day. - LH surgg from the anteriorP '
¢ prior to ovulation. _ :
_ — N
o ... /33 e T dim. /¥ : ;
P e
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It can be asses by the morning sample of urine and bloog.

(LH
Kits are now available).
- Normal level of LH at ovulationis 1 to 5 MIU }{'ML
iii) Follicular stimulating Harmone (FSH):-
Normal FSH Level in the preovulatory phase is 1 to 8 M!U;’ML.

iv) Prolactin :- more than 25 ng/ml - prolactinemia.
Require — X-ray of pituitary fossa or
C.T. Scan for to exclude neoplasm = 'macroadenomg or
microadenoma.
- macroadenoma may require- surgery.

V) Thyroid test - T3 — T4: TSH in case of hyperprolactinemia.

INVESTIGATION FORTUBAL FACTORS -
[) Tubal patency tests :-

i) HYSTEROSALPINGO-GRAPHY (HSG) :- OR-UTERO.
TUBOGRAM. :

In 1910- Rindflesin was the first to attempt the radiographic
delineation £f-uterine cavity. He injected bismuth emulsion
through the cervical canal.

i) in 1914 - Carry & Rubin used HSG for testing tubal patency
and detection of submucus myomas.

-This is’the routine useful radiological investigation for utero tubal.
Luminal patency in infertility.”

i Hadiolpgically visualization of the uterine cavity & fallopine tube”.

" This is the radiological procedure which involve the injection of a

~ radio-opaque dye through the cervix. And visualization of

solutions passing through the tubes. In to the abdominal cavity”
IS test is usually performed durin
menstrual cycle prior to ovulation (

for prevention from exposer an
radiations,

% g the follicular phase of

Usually 9-10 day of menses
early embryo from ionizing

../ 334

pvoid risk of inducing ap, &ctopig By
- ancy,

. inlCATIONS:-
For to know the tuba Patency in
of following tuboplasty Operation
5 For diagnosis pf uterire fibroig g Utering polypg
» 0 detect uterine malformation like hypoplastl:i’c.uter' |
bicarnuate uterus, Septate uterus, etg. TSRy
y For diagnosis of hydrosalpiny (
» To conform the diagnosis of
pregnancy)
» To diagnose cervical incompetency.
» To detect IUCD whether lying in ut
cavity.
Procedure :- process is done in radiology department no need

of anaesthesia, ( inj. Atropine 0.6 mg IM half an hours before
process.

Ne invesy

. Gations of infertility

*:'uhich Is clinically un diagnosed).
ISotopic Pregnancy (abdominal

erus for out side the uterine

2
Pt's bladder should be empty.
l
Pt's lies on radiological table with buttock at the edge of the
table.
ol
Wash the vagina and vulva with antiseptic solution.
4
Posterior vaginal speculum is introduc?d and azt;asr
Gervix is held up by All's forcep and uteriné SO
uterine cavity.

ior lip of
passed in

)
. nul
Hystemsamingiogr?m fc:rn;eiondary infertility)
(tubin for primary infertility and oM
e ‘@ﬁﬂ""--- / 338
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end obstruction,

or 12-14 no. Foley's catheter filled with radio-opaque dye ¢

of contrast medium — water soluble radio-opaque dy conray g
or 420 or urografin. is used. They are rapidly absorbed g l_]U
0

trace is seen after 1 hours. -
Oil contrast agent like lipiodol (iodine in poppy seed Oil)- cap
. cause peritoneal irritation and risk of oil granulomag angd
pulmonary (oil) embolism.(bismuth emulsion, barium Sulphate
were also can used)
Lo
After that fitting the canula with 20ml syringe. Containing the
medium.
| d
The canula is then gently introduced inside the cervical cana til
its tip goes beyond the internal os.
L :

5-15 ml radio-opaque medium is slowly introduced. Inside the
uterine cavity through the canula from syringe ( Tubal filling can
be facilited by application of alternate relaxation and tension on

the instruments this may overcome tubal spasm this is called

the “butterfly maneuver)
! |
The speculum and Allis forcep are removed but not canula.
. _

; Immediate x-ray plate in A.p. View with in 10-15 minutes incase
R #:;ejrsz:;“:z::?:;:’) fnd24 h{l:vurs in case of oil preparation.
be given for to prevent smhpenibanlic

If the tubeé are nc>rr('.::::;mmi S_Pasm |
spill out of the abdominal {5 o ot ’
) Uterotubal shadoyw > and smear the adjacent bowe:

NO peritoneal spilling - indicates fimbrial
e

Only uterine shadow ng

i) tub
jij  Dilated tubal lumen. hydmsjlsﬁadow-comem tubal block.
iv) Filling defect in the uterine z'r:‘x.TB Salpingitis, .
uterine fibroid, polyps et " "POPlastic uterus,
to kn ‘
For to know the no. of utering cavities, shape and margins

A /33

v} of uterine cavity,
vi)  Look forany calcification of tubes, tobaceo pouch or beaded
appearance, venous or lymphatic intravasation of dye. -
Bilateral corneal block with extravasation of the dye is highly
: suggestive of tubercular salpingitis. .
viil) A rigid non-peristaltic pipe like tube called lead pipe
appearance in tuberculosis,

ix)  Unilateral tubal shadow.

- Contraindications:

» Lower genital tract infection

» Acute PID

» Pre-menstrual phase

» Known sensitivity to contrast.

> During menses.

Complications: ‘ ‘
i) Pain and collapse (vasovagal attack) which can be avoid by

inj-atropin 0.6 mg. half an hours before the procedure.

i)

ii) Pelvic infections

iii) cervical tear, rupture of pyosalpings

V) Allergic reaction. '

V) Radiations hazards. ;. e

Vi ion — venous, lymphatc, € L .
i) Intravasaction — venous, 1Y - wing single uterine caviy

Tt bl i :gular margins with no defect.
. _ gt !
Triangular shaped, normal sizé

Both the follopian tubes &% visualized up to the fimbrial
= o} e '

./

ey
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end: the left tube show a terminal hydrosol .
- Salpinx with no evidence of spill.

" The right tube shows terminal dilatation with a Prefimbrig
construction followed by eversion of fibria giving it a Characteristjq
tobacco pouch apearance, generally seen in T.B. salpinx.

ii) Tubal insufflation (rubins test):-

This is the procedure of transulerine passage of gas or air
through the fallopian tubes per vagina.

Itis to be done in post menstrual phase at least 2 days after
stoppage of menstrual bleeding. - '

Indication :- To determine the patency of the fallopian tubes,
In the investigation of infertility in the female.

Contra indication :- i) Infection of vagina, cervix, uterus or
tubes. B .
ii) Menstruation and abdominal uterine bleeding.
iii) suspected pregnancy

Instrument :- i) Rubin's canula through which air can be
insufflated from a rubber tube.

ii) Tube with rubber connection and manometer, ,

Procedure :- This is performed at OPD with out anaesthesia.
When Robin's test is combined with D& C. GA or paracervical
block with systemic analgesic is used.( 1% tubal insufflations after
that D& C is performed ).

1) The pt empties her bladder & use on the]ithotomy position.

d

Half an hours before inj atropine sulphate 0.6 mg & inj fortwin
30 mg are given Im. :

l

2.) Vulva 'and vagina are swabbed .with savlon antiseptic and
vaginal examination is performed.

L

AL /3R

\I-@Jr b 2

;
O g T W PN

ig-1 3.6 - Tuberculous Tubes
and Uterus

Fig-13.7 -
quterosalpingogram
(immediate film)

Fig-13.9 - HSG show

Fig-13.8 - HSG show Bicornuate

Unicornuate

' ing patent 8

+13.11 - HSG showin

0031310 - HSG showing | FISjgpan tubes with free ;
enltal TB (Beaded blocked pel’ltonea P :
tubes) . :
- o
@ ﬂ“n' /3“‘0 i:
: W
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Fig-13.12 - HSG showing

Fig-1 3113 = HSG S H
~ Mullerian Anomalies howin

Bilateral H:gfdrosalpinx'":I

Fig-13.14 - HSG showing
Bilateral Fimbrial B_Iock

Fig-13.15 - HSG showing
Irregular Filling of radio-opaque
~ shadow. (Uterine Fibroid)

WA, /3y e

gim's SPECUM is introgy,aq

Cervix i
vulselium or long Allies fDr::S Pulled down by
ps.

uterine soyn IS passeq

Rubins canual is ;2’:;1 rwnh Simple air insufflator o -
: Y apparatus
. l ¥
The air or g:':!s tightness of cannyla is tested before
Intrauterine introduction
\)

The rubins canula is gently introduced through the cervical
canal and the rubber collor of the canula is pressed against the
external os. While the vulsellum is pulled down.

i '

Thus air or gas tight closure is obtained .
b |
In air insufflation, an assistant compress the rubber bulb for to

push air through canula held tightly. Against the cervix by the
operator. . |
Rise of pressure at the manometer is watched by the operator.
|) if test is (+ve) or tubes are patent.
) When gas or air pressure initially rises to about 80 to 100
mm of Hg or maximum 120 mmofHg fallowed by fall of pressure
10 40 to 60 mm. e s oy
") Hissing (gargling) sound is i Ihfc to (SdSUE; togirrit:ation
iil) Shoulder pain experienced by the P =
by peritoneum air). '

| x re not patent). ;
) test is negative. (Tubes 2re gedt;radually up fo maximum

e . i :
) Gas or air pressure can el & lower abdomen silent on

200 mm of mg. with out any fall

o ... f 3¥?
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AGEMENT OF
mAN MALE INFERT) 7y . AN

auscultation. ; )
Management Is based on

‘ At that condition for knowing any leakage from vagina, buttog, B
J of ptis slightly elevated & vagina is filled with antiseptic SOlutigy _j) Semen exan.unatlon report (Extreme of
_f if air is leakage air bubbles are seen and if no leakage ~tubg ) AzOO-Spermia 0 Igospermia) =3
J are not patent. _ , . jii) Low volume ejaculate =
{ 3) LAPROSCOPY DYE TEST:- iv) Impotency | =
J] - For know the tubal status and its patency. Ovarian stafy i Ik I1) Resuit of post coital ang immunclogical 1 . g ,
J peritoneal factors like adhesions endometriosis. ' GENERAL MEASURES:.- est.

-lll Procedure: - double punctured laparoscopy is performed during i) Assurance / counseling,
f the week after menses. ) iy Proper education:- health care, living style, sexual life  ( how

| * concephion ocurs by showing anatomical diagrams of genital

J ' organs.
observe for Ccounseling. —This involves

i) Visualize the free spill or absence of spill. If spilling - tubes are | i) Sexual counseling - frequency of coitus and time.
' Advice to have daily intercourse or on alternate day from 11"

patent. .
if} Swollen blocked tubes- hydrosalpinx. : to 18™ day of menstrual cycle.
( LH surge in urine by dipstick and getting a deep blue colour).

. . .~ lii) peritubal adhesions and unsuspected endometriosis can be :
' This test is done daily for 5 days from 12 to 16 days in regular

: ;!II diagnosed. 5
f 4) Transcervical falloscopy :- visualization of lumen of the tubes. cycle.
‘ L %
After getting blue colour ovulation occurs within 24-36 hours.

Inj. methylene blue through cervix to the uterine cavity ang

5) Hysteroscopy :- The interstitial end of fallopian tube can be
visualized corneal polyps is detected, their biopsy can be taken.
s l

Sexual intercourse is must during this period. |
' hleg flexed at knee) is suitable

ii) Coital position (supine position it -
for fertilization. o
iii) Masturbation may lead to sperm diution. .
V) If semen flow out of vaginain the wlfe.hShe_ lies m her side for
5 minute by pressing both thith_ together. L

-' AN :

. “_‘.‘.'"“_““-"‘::"*' Ta)

vaginal mouth. ‘ &

There by closing her :
4 y men analysis:

- Fig-13.16 - Rubin’s Test In case of abnormal se
" : .
= .. /3

A3
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Avoid all substances, habits, drugs...etc. who interfer/ affects

spermatogenesis process e.g.
Avoid - tobacco (smoking, chewing) consumption of alcohg)

use of antidepressant, Hypotensive, tranquilizerg

anticonvulsants.
Avoidance of tight-and warm undergarment and cold scrota|

bath at least twice a day for 5 minute. .
Control obesity avoid hot bath, and occupation in hot

environment. _
» Correct endocrinopathies — especially diabetes and thyroid

disorders.
* Incase of infection. (orchitis, epidymo orchitis, prostatitis &

STD)

1) Cap Nudoxy (doxycyclline) 100 mg. 1 BD for 15-20 days

2) Tab Norflox 400 mg 1 BD for 15 to 20 days.

-VitE, C & B 12 & folic acid improve the motility &

spermatogenesis. |

Hormone therapy:- _

In case of hypogonadotrophic state:- -

| Clomiphen citrate :- 25-50 mg (siphen 50 ) orally for 25 days

with rest for 5 days for 3 to 6 cycle. '

Ir? case of hypogonadotrophin where clomiphen citrate is failed
to stimulate spermatogenesis. |

Inj. Testosterone :- 100-200mg in/week of 3-4 months.

Ti .
estosterone 25 to 50 mg daily orally improve testicular function. -

Ala .
But aﬂer;q: ;Zi?h?oo © 15:) mg daily suppress spermatogenesis.
e urse of treatment reboun ‘
with improve Spermatogenesis A enomena gL
Te -
. t:s;o;tc(e;one has got direct action in Spermatogenesis
ekl foy 1:$ank0!10riano Gondotrophine) :- 10,000 IU IM
' V.Weeks improves testosterone Secretions

&t ... / ey

.@nRH : is indicated i hyDotha|am-
: (Tamo;ufen- 10 MQ. daily for g o
o some cases).
+ |n case of anti sperm antibodies jp, mal
pexamethasone 0.5mg dajly for 1 days ; each cycle. For 3
.For3to

ailure,
mo
Nth hag been foung effective

6 byC|B.
Or

isolone (wys : :

forzriwdg cycle. SR 50mg daly fo 10 days of each cycle
(Avascular necrosis of head of femur ang osteopenia as a side
offect sO)

Tab'- cyclosporin 5 to 10 mg/kg daily for six month is better
than corticosteroid. | :

If corticosteroids is contraindicated at that time.

Naproxen 50mg 1BD ( anti inflammatory agent) may lower

the antibody level.
- *In Case of erectile dysfunction
‘Sildenafil (Viagra) - 25 to 100 mg. 1 hours before intercourse

improves erectile function.
Cl - Hypotension ;

— S.E- IHD, Colour visual disturbances and headache.
SURGICAL MANAGEMENT:- s

* Testicular biopsy — in case of azoospermia.

* Surgical correction of varicocele.

n

iqation of spermatic vei :
Ligatio P orchi doplexy).

* surgical correction of undescend testes (

b L hYdmce*e.sovagaI' or vaso epididymal
* The obstruction in vas by V@ X e
geon can
_ tency ( Micro s
anastomosis will restoré po L epicicyrmis Or vas)

: jon a
- Successfully correct the obstruct!
: &t o / &
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* In cas of retrograde ejaculation.
Ephedrine 600 mg orally 4 times a day for 2 weeks.
' OR
Phenyl ephedrine ( L- adrenergic drug)
AlH (ARTIFICIAL INSEMINATION OF HUSBAND)
Indication :- Impotency
- oligospermia after sperm wash out.
- premature, retrograde ejaculation
- Hypostasis. : _
- Antispermal antibodies in the cervical mucus.
Techniques :- the semen

is concentrated and its qualit
improved_ by the “

swim-up” technique or by use of percoll gradient.
d
The semen with normal sperms with good motility obtaineq in
syringe and plastic tube_, at external of cervix.
4
inseminated into uterys, (genital tract)
This process is done at the time of ovulation (around the

ovulation).
AID ( Artificial insemination of Donar)
Indications :- severe ofi

And then

go'spermia or Azoospermia.
» Immunological factors not correctable. -

»> Genetic disease in the husband.
» Donor must be negative for — H|v
> Sexual transmitted diseases.
> HbsAG :
Semen is collected from unknown
Semen is stored for 6 months to

from semen bank Ang instill same
ltmay have medico legal
Partners are to be takeni

minimize HIV transmission
as like AID.

implication and brakes marriage thus
N0 confidence, on proper counseling:

HA.. /3w _ '

healthy donor or the frozen

MANAGEMENT o

ALE INFERT) Ty
BASIC TREATM ENT--

) Proper educa'tlon about hegy “are, lving style ang sex i
how conception accurs Showing anatomical gig ram of . o]
organs. . gram of genital

i) wt. record — Thin women wej

ahting < 45 kg, advice ade 1. ‘
carbohydrates fat after noop quate

day time rest

Put on normal wt. -
in case of obese women wt. » 75 kg- put

carbohydrates and fat cut off afternoon rest

\}

Put on normal wt.
i) Sex Counseling - (mentioned in male factor).
W) Coital position- supine position with leg flexed at knee is
suitable for fertilization. | eh
) If semen flow out of vagina . She lies in her side for 5 minute by
pressing both thigh together.
| , \J
There by closing her vaginal 'TIOU“‘_- i
Medical Treatment :- An ovulation or ohgch; s e SR
" Approximately 23% of cases of infertility are du tributes to its
" Several endocrine disturbances can ¢on
OCcurrence. ~

on diet restricting
and daily exercise.

\’

; inations ar
Hence different drugs combina
Wulation,

inan
, : ly useina
Following drugs are commonly

* Clomiphene cit_rat://,——_/—‘
\'—__

= ... / ¥l

e required to obtain

ovulatory cycle.
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e Gonadotrophin therapy- HMG (Human Menopag,,
gonadotrophin) sl
e GnRH (gonadotrophin releasing hormone)
e Bromcryptine
o Corticosteroid therapy.
Clomiphene Citrate - Greenblatt 1* introduced clom;
gynaecology in 1956 for inducing ovulation.
Clomiphen citrate is non-steroidal compound
diethylstilbestrol (DES).
It is mixture of 2 isomers-:- cis ( zuclomiphene)- responsible
inducing ovulation.
Trans ( enclomiphene)
~ACTION - Clomiphene citrate stimulates Hypothalamic
_ Gonadotrophin (Gn) secretionsby blocking the negative feedback
of oestrogen by the ovaries. (It binds to the oestregen receptor
site in the cytoplasm of the hypothalamus target cell.)
J;
Gonadotropin stimulates pituitary FSH and LH secretions.

\J

Phengj,

relateq t,

Which induces ovulation.
Indications :-

» aligomenorrhoea,

> Hypothalamus amenorrhioea (Hypo-pituitary dysfunction) but
not used in Hypo- pituitary & failure. |

» Anovulatory infertility

> Polycystic ovarian disease ( PCOD) associated with infertity

> Becondery amenorrhea ( e.a. post pills amenorrhoea)

> it stimulates spermatogenesis 25mg orally for 25 days eac"
month. “ » -

C.\.:- Ovarian cyst —
» Chronic liver disease

Cyst can increase in size.
»

SR ANANTE

Normal function shoyg be upset j Given
‘- i . no
pose:- Clomiphene citratq S0mg Iday (si hrrnal renses.
day to 67 day of menses, Phen, fertyl) from 2
May start from 5=

day of mense
upto 5 days. ® 8150 (5 day to ath) but given

monitoring facilities by sonograp
easily available. _
If there is still no response, some luteal inadequacy
-way must be suspected and HCG should be given in the dose
of-hcg-5000 (inj.Profasi) Given Im about 14* day of cycle ( this
useful in case of maturation of graffian follicle of its maximum size
(20 mm) occurs but ovulation is not occurs.
HCG- Stimulates ovarian oestrqdials secretion.
l
Which triggers LH- FSH surge fjr ovulation.
If no proof of ovulation is obtained after three cycle of this T/T.
; i
“ Fail the clomiphene stimulation.
GONADOTROPHINS :- hMG
gonadotrophins) FSH & LH ==
Indications:-
> Fall to response of
> Hypothalamic amenorrhol
> An ovulatory women wi
progesterone challenging
» Amenorrhoeric womer testis (-ve)-

progesterone challenging ;
ey Fan. /™ _

- ( Humant menopausal

:»hene citrate.
i a and abnormal hormonal level.
e

h adequate oestrogen with +ve
t

’ hove drugs.
but fail to & Hh
tesitm A oestrogen level wit
W
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> Hypogonadotroptiic hypogonadism in male , cryptor Chism,
FSH is extracted from the urine of menopausfal women. Ang i
available in injection form one ampoule contains 75 |y FSH, 5
a frozen dried powder along with_a solvent & LH js Extractey
from the urine of pregnant women.
> ltis available in 1000, 2000 and 5000 as a frozen dry POWdeg
with an ampule of solvent]
» In primary and secondry amenorrhoea caused by pity;
failure.
Inj. Pergonal (751U FSH & 75 IU.LH) is ginven im for 3 days from
7 10 9 days. :
» In PCOD ( Polycystic ovarian disease) ovulation js induced by
the combination of clomiphene citrate + hmg.
i) clomiphene citrate 50 to 100 mg/day from 2™ to days. Of cycle.
And &
ii) Inj. hmG 75 units in on 3,5 and 7 day and more if require,
In case of Hperprolactinaemia,
Bromcryptine ( proctinal) 2.5 mg tab. Once a day with evening
meal for 1 week duration may increase as per prolactin level.
[ It directly stimulates dopamine recepters ]

tary

Inhibit production of prolactin from lactopheres cells in the
anterior pituitary). |

" In women with anovulation and increased and
Rostennedione -

(it can suppress adrenal androgenicity & bring fertility)

Tab prednisolone (wysolone) 5 mg at night,

2.5 mg évery morning is advised.
" In case of PCOD

where medica| line of treatment fails.
Lapar 0Scopic ovaria

ndrilling of follicles with monopolar cautery

—

gser have yielded satisfactory result
+ Carpus luteal defect js treated yig,
MANGEMENT OF Typp| lNFEHTL:]R?EStEm”G 100mg Im,
: Tubal microsurgery. i, case of :-

) in-vitro fertilization (IVF) ..
|VF and embryo transfer js indicated jn,
iy unexplained infertility
i) tuboplasty has failed anq irre
iii) failed, ovulation induction,
iv) Tubal block.

pts. Selections :- age < 35 yegrs.

. presence of at least one functioning ovary.

- Husband normal semen analysis
Process :- induction of super ovulation.

\J
monitoring a follicular growth.
\)
Ovum retrieval.
!
Fertilization in vitro
l P
(fertilized ova at the 4-8 cell stage are placed into the uterine
cavity close to the fundus.

l

Replacement gamets or embryo.

Parable tuba| damage.

i w can afford.
This is very expensive thereapy which 2 fe

Cl.- extensive pelvic adhesions ‘
addisions.

P

and inaccessible ovaries due to -

\""‘"--...___

g am. /M

| s

.1 .. / 3yy |
— - f .
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Ova retrieval in such cases is impossible.

- Normally three trials are given.
Risk - Risk of abortion, multiple pregnancy, ectopic preg”ancy

low birth wt. & pre-maturity.
3) Gamete intrafallopian transfer (GIFT) :-

Indication :- Immunological infertility provided the tubeg i

patent.
In this process the ovum with the Sperms are placed in the

distal and of the fallopian tubés at ovulation under guidance of the

laparoscopy.
Uterine causes:-

e.g. septum, -

- Asherman syndrome need surgical correction

- fibroids.

Cervical causes :-

Cervical stenosis, cervical atresia.

Cervical polyps. ‘

Required D & C and surgical removal of polyps.

Cervical erosions - cervical cautery if it does not give response
to medical treatment.

Vaginal causes:- vaginal atresia.

Dilates vagina with vaginal dilateres.
In case of anterior vaginal septum surgical treatment.
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Acute Mastitis
Acute mastitis of breast occurs commonly during lactation period
& mostiy in the purperium period (1# month of her lactation).
There are two different type of mastitis depending up on site of

infection.
1) Infection follows a cracked nipple to involve the breast

parenchymal tissue
v

Leading to cellulitis (inflammation of the soft connective tissue).

N

It may be leads into abscess.

The lacteal system remains unaffetcted.
2) Infection gains deep in to the lactiferous duc

; itis.
Leading to deveiopment of primary mammary adeni

P

qram.. /%

Scanned with CamSecanner



CAUSATIVE FACTORS
Causative organism is mostly staphlo coccus aureus
Vv
Nursing mother may carry this infection or infection may come
from the nasopharynx of the baby or from nursing staff,

v

Some form of stasis may have a role in the process cel|

Utitis
develop.
v
The infection, mostly asends or deep through a cracked nipple.
J
May develop acute mastitis
N7

Clinical Features:-
i) Head ache
ii) Fever (1027 F or more) with chills.

iii) Sever pain and tender ness and swelling,
the breast.

Iv) overlying skin is hot and feels tense & tender.
The common breast complication in

purperium these are
i) Breast enlargement, '

ii) Cracked and retracted nipple.
iii) Mastitis and breast abscess.

Breast Engorgement

Engorgement :- Accumulation of fluid in hollow organ due to the
collection of excess milk. In breast

v

of lymphatic & venous system of breast.

in one quadrant of

Engagement

It prevent escape of milk from lacteal system.

w0 am... /3ey

onset Itis usually oceyyrg after

€ milk Secreti
et
y ﬂﬂ Ion start

(391g 4m
gymptoms =

| ) Breast pain.

b) Feeling of tenderness i bot

h breagts,
¢) Rise of temperature,

| g painful breast feeding,

prevention:- To start breagt feeding with in

%2 an hours aft
delivery. o

N

Manual expression of remaining mil
short interval between feeds;
Treatment :- To support the breast with brassier,

+ To apply ice bag.

Analgesic for pain.

To express the milk manually or by the breast pump.

The baby should put to the breast regularly after expression.
To administer tablet bromeription 2.5 mg daily for 1-2 days.
-Tab mixogen 10mg BD (antilactating)

Complications:- of breast engorgement & mastitis is breast
abscess. -

If mastitis treat as early as possible. If delay it leadste variable
destruction of soft breast tissue with formation of breast abscess.
jeriment ;- ipples regularly.
* ANC care of the breast to wash the nippie Y e e
* To teach the patient art of manual expressio

colostrums from 30" weeks on ward.
' To prevent engorgemenl of the breast .
* Isolation of infected baby.
Curative management -
> Stop breast feeding of affecte

e

after each feeq and keep

d breast.

< ... / &8
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> Antilactitive (lactation supress) drugs, Tab: Broacriptin 2.5 mg
- 5-6 days.
» Eﬁib?oﬁcd-):nitiah‘y ~ cloxicillin 500mg 6 hours for 10 days.
> Analgesic & anti-inflammatory — are given if required if not
response to this treatment when there is definite abscesg
formation (fluctuation test +ve) freatment is draining of the pyg,
Clinically some times difficult to under stand whether an abscegg
has been developed or not.
- Browny induration and oedema of the overlying skin are sign of
to present of abscess.
Incision should be made over the area of maximum tenderness
mostly radial incision are preferred.
v
incision passes through the skin and super fascia, and when it
reaches the breast substance the pus will well-up.
v
A finger is then introduce through the incision.
N7
All septa, forming loculi, should be broken.
When the abscess cavity is deep, it will required a counter
incision at the most dependent area.
v
A rubber drain or cotton quaze is introduce through the two -
incisions.
v
If drainage through 2" incision is considered adequate, the
primary incision may be sutured
- Proper antibiotic’s for 5 o 7 days.
- daily dressing,

W, /360

B

RetTO-Mam
s abscess after regyt fromy
o 1ib O the lymphnodeg

ary abscess
Crculoe;
losig aﬁection of the sternym,
N7

The abscess jjgg deep to the b ‘
% reast tissue,

If drainage required i Incision jg

Made alg
mammar‘f Suley e {chh

S) and

Sinus forceps is introduceq for €vacuation of th,
e pus.

After drainage the incision sh
- Proper antibiotic for 5 1o 7 days
- Daily dressing
- Antituberculous drugs for 6 to g month are started.

ould be closed and
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BREAST TUMOURS

Mainly two types of tumour
() Benign tumour ) malignant tumour
() Benign (20 %)
) Epithelial (lactiferous duct
a) Adenoma- extremely rare
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b) duct papilloma- common
ii) Connective tissue

a) Neurofibroma

b} lipoma
iii) mixed

a) fibroadenoma

b) papillary cystadenoma
I1) malignant (80%)

1) Carcinoma

2) Sarcoma (2-3%)

“FIBROADENOMA?”
Fibroadenoma is a benine tumour and occurs at any age.
Before the age of ‘30" the tumour runs a benine course and if
the FNAC, Investigations prove the benine nature, of the tumour,
it is safe to leave it behind.
However after age of 30 the possiblilty of malignant changes
can be rule out & excision biopsy is recommended.
pericanalicular
Types :- Two types
intra canalicular
(1) Pericanalicular fibroadenoma:-
i) Common in age groups between 20 & 30 years.
ii) Slowly growing mobile lump with hard consistency.
iii) The lump slips under the examining finger, lump is so mobile
that it is often reffered as “Breast mouse”.
iv) it consist of fibrous tissue in which there are rounded or oval
vesicles.
v) it arises from the connective tissue out side the elastic lamina

OR the duct system (so it is called pericanalicular.
Treatment:- Removal of tumour under G.A.

... /363

Solltary Cyst

}

' Flbroadennﬁ P
rollf
of dueta cells with rﬁ:rm?:
as a prominent feature

Fibrocystic changes
Multiple small cysts with fibrosis

fig- 14.1 Benign Breast Disorders

Periareolar (margin of areola) incision made on Breast to
prevent lactiferous duct & removed the Benign tumour
fibroadenoma.

l) Intra Canalicular fibroadenoma.

) Itis rare occurring in age group 30 to 50 years. e

i) It arises from subepithelial connective tissué un ¢
lactiferous duct.

ii) Rapidly growing, soft, lobulated & less
pericana- licular type.

) It arises inside the lactiferous d ’

Y) Malignant changes may bé i::sr:n;

ot consists mainly of f|b'rous. Fl connectiV

Villt arises from subepithelid

S — ot ... /] ¥

movable as compare to

uct, it may grow to @ big size.

e tissue urder the

T
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lactiferous duct.
Treatment - Local mastectomy under G.A.

DUCT Papilloma.

Clinical features:-
i) Itis situated deep in to nipple and areola and arises from the

larger duct just behind the nipple as typical papillary out growth,
ii) May be multiple and it is pre cancerous.
i) Commonest age of affection 35 to 50 years.
iv) Surface of the growth smooth & size- moderate.
v) Discharge from nipple- sanguinous or blood stained.

Treatment — Under G.A.

A incision is made on the swelling form the nipple & tumor g
located.

After that the affected duct system is now excised

If pt is above 40 year perform local mastectomy.

Piece of benine tumour is sent to pathalogy for hystopathological
examination.

If pathological examination of the tumour shows malignant
changes before 40 year.

Local mastectomy should be performed immediately.

BREAST CARCINOMA

Aetiology - the exact aetiology of the breast carcinoma is yet

(unknown) .

1. Breast is one of the commonest site of the cancer in women.
Approximately 4-5% of all female populations suffering from
breast carcinoma.

2. it is more common in childless or - infertile women have a
higher risk of developing breast cancer than women who do
not have their 1 pregnancy until 30 years.

i ... / 3wy

g, long MM NUISing mogpe, duc
e th

ancer oCcuring wit
& t ; h Pregnancy g oS Of breast o,
preas cancer Carrieg bag ro €9 ancy oceurri et
. — gnoSi rlng durl
There IS fam|!1al tendenc il s.. ng
women suffering from, i INCidence dau

; Noma are defin;
15 time greter chances in gigror, brea%tmﬂy mare prone to
St cancer,

. OppOSite breastis § timeg e, pro
a patient with breast cancer netod
Atiological Factors

., Age- carcinoma of the bregst js ex

ghters of the

Bvelop carcinoma in

20% of women are affecteq.

2. Male - 1 % of patient with breast cancer in male

3. Genetic factors - it occurs more commonly in ‘.';romen with a
family history of breast cancer than in the general population.

4, it appears to be commoner in nuylj parous women than in
women, who have born many child and have breast feed,

PATHOLOGICAL CLASSIFICATION:

» Breast cancer may arise from the epithelium of the duct system
anywhere from nipple end of major lactiferous duct, to terminal
duct.

» The diagnosis is confirmed by biopsy.

The spread of Breast Carcinoma:-

1. Local Spread :-

The tumour increases in size and in
breast. It involve the skin & to penetrate!

éven the chest wall.

2. Lymphatic Spread :-

; Is by the lymph
i . vmphatic Vesseé
Carcinoma cells spreads i: Iz:[u:ms of cancer cells along the
of ¢

Stream and actual‘gi'i’lh,’/,’/.————-
-

< ... /38
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volve other portion of the
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Mastitis Carcinomaﬁ%a - oy
0
qcer seen usually during pregnar:‘lmately rare, h

y , high|
. of the lymphatic channels. ghly agressive
lumina of the ly \f oy age. % ang lactation may oceur
he internal mammary | The affected breast s becomes ;
The axillary lymph nodes and the interr Y lymph e sKin ECOMes rednegy . Painfy|
nodes are involved comparatively early. q S With faglq abn
J cutaneous 0€dema which ingiey, bmormauy warm and
; atics with cargj age of
later supra clavicular lymph nodes, the opposite breast, and the |ymp|:l extend ov iy el
mediastinum are resting place for spreding of carcinomatus ce|), Usually °1 @ considerape areq 5 ¥ 5 enescy
3. SPREAD BY THE BLOOD STREAM:- breast " o
« ltis by this rout that skeletel metastases occur in the lumbar | » Hetrgctlﬂn > ntpple.'
vertebra, femour, thoracic vertebrae, and the skull (they are , The important D/D s breast abscess gng clinically may be
generally osteolytic), diﬂ"?u“' 3y _
e Pathological fracture occurring most often in a rib or a vertebra, REFiwith mastius carcmommosa Shows no pyrexia or leukocytosis,
s Inmost instances it is by way of through the blood stream that and oedema of the skin.
metastase in the skeletel liver , lung fields or brain from breast. » The diagnosis is confirmed by biopsy.
 The adrenal glands and the ovaries are also common sites for PAGET’S DISEASE:-
blood borne metastased. % |s a superficial manifestation of on underlying breast carcinoma.
Clinical types of Carcinoma of the brest & It present as an eczema like condition of the nipple and areola
1.DUCT CARCINOAM:- which persist in spite of local .
» Is a commonsest form and it found principally in middle aged % The nipple is eroded slowly and eventually disappear.
or elderly women. | # It eczema of nipple or aerola does not resolve after a few weeks
> lump fells very hard it consist of fibrous tissue i with medication, at that condition biopsy of the involved skin Is
» Shape of tumour is irregular essential .
> As the tumour advances it may cause retraction of nipple. CLINICAL STAGING OF CARCINOMA OF THE BREAST
> In late cases ulceration of the skin and fixation to the chest TNM Classification :- onded a
wall. The i ; ian aqgainst cancer has recom
he international union ag

2. Medullary Carcinoma:-

Incidance 5% in all breast cancer & affect earliar age group.
» Primary tumour is soft.

staging system, known as TNM.
(Tumour, nodes, metastases)  aton o the TNM
The method of clinical staging "
» It may become large size.

Yassification see page 263-
The progonosis is more favorable than for the duct carcinoma.

3. inflammatory carcinoma:- B /

___ tam... /%
RAT.. /3w
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Stage Grouping
State | - T1 NOMO
Stage Il - T3 N2MO

Stage Il - T2 N1Mmo
Stage IV - T4 N3Mm1

Clinical Features
1. EARLY STAGE:-
Carcinoma of breast commonly affects women between 40
years.
1. Lump in breast.
This is most important clinical sign. Characteristic of lump ig
i) Painless
ii) Freely mobile
iii) Hard
iv) Overlying skin is free
v)No reatraction of nipple
Axillary glands are enlarged when carcinoma advances frem
stage | to Il charactrise lump is .
- Lump is hard.
- Freely mobile.
- Painless.
Late Stage -
Breast is affected.
) Qverlying skin of the tumour is now fixed.

i) the breast may appear to be smaller and situated at a higher
leves than the opposite side.

iii) Nipple retracted.

iv) there may be visible swelling.

vi) there may be ulceration or retraction of skin.

vii)later fungation,
By Palpation:-

-60

® Alump is easily felt and now it is fixed either to the skin or

WA, /3]

chest wall or both,
' gub cu’tanlous Noduleg May b
. The skin may become thick angq o
, Axillary glands are noy, hard & fimdular.
gther |ate features, -
, En|argement of liver,
, Enlargement of supraclayig
N affection of other breast,
y pathological fractures,
» Solid oedema of arms.

felt,

& lymphnoge,

INVESTIGATIONS IN BREAST
1.MAMMOGRAPY:- Taking straight X-
fetect.

» Visible opacity.

» Calcification.

Other general investigation includes.

» Hemogram to detect anaemic.

v Chest X-ry to exclude lung metastasis.
' USG abdo:- to exclude liver and ovarian involvement those
investigation are of no real diagnosis value butimp in surgically
reatment of any breast cancer. '

' Aspiration cytology .

' Biopsy in doubtful cases may confirm diagnosis.
“Treatment of Breast Cancer”.

Scheme of management.

!) Local procedure (surgical)

i) Systemic procedure

ii) Combination of both.

) Local Procedure:-

) Excision of IumL/,/—”—'
e

A /%

CARCINOMA
ray of the Breast may

-
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ii) simple mastectomy (with out axillary clearance)

iy simple mastectomy (with axillary clearance) or Modifieq
radical mastectomy.

iv) Redical mastectomy.
v) Extended radical mastectomy.

The mostimportant indicatiq
prelive the pt of the foy Smel|j
55 chances of hemorrhage

Nisg
Ungatin
il : ystagelllcarcinorna

Nstant discharge &

. 1.8imple mastectomy ity

Il) Systemic Procedure. masteclomY)-ThiS Operation

Aillary (clearap,

_ ce/modifi i
- - SCo . ed radical
i) Irradiation to breast and draining lympn nodes. lary glands. nsist of Simple Mastectomy with
i) Oestrogen ablative surgical procedure like oophorectomy, Extended radical mastectop,

adrenalectomy. ’ y

iii) Hormone therapy. mammary supraclavicular ang Mediast
iv) Chemo therapy. 9

- nal lymph nodes
And some time even epsilat

Method used - th Radioth rstateral half of sternum 2 1o 5 ips

_ with Radiotherapy (Radiotherapy after surgery)
1)Stage | & Il —>  Local + systemic To reduce local for recurrences (cobalt thera
2)Stage lll —>  Local + systemic il
3)Stage IV —>  systemic only Harmone:-

. Menopausal and up to 5 years post menopausal,

RADICAL MASTECTOMY

Antioestrogen is the line of treatment i.e. tamoxifen in a dose
of 20mg daily.

Chemo therapy:-
Due to chemotherapy definetly reduce the rate or recurrence
of carcinoma.
THIOTEPA- (Ethyleneimine Antined plastic)
It having radiomimetic action it release of ethylenimine radicals
which like irradiations. _ Fovar
Indiacation :- Carcinoma of breast, cammoTsze?::; ’

i, 1-4 weekl
Dose 0.3 to 0.4 mg/kg body Wt.! k interval 0.5mg/0.5ml.
Inj. Tespamine ampule from 1-4 Wee

Route - I.V.

The following structure are removed in one block.
> Breast with nipples, areola and the overlying skin.
» Axillary glands.

» Pectoralis major (sternal head) and pectoralis minor with
costocorocoid membrane.

» Al fatty tissues and fascia up to an area bounded above by line
“above and paraller to clavicle”.
i) Medially, lateral border of sternum.
ii) Laterally anterior border of lattissimus dorsi.
_iii)  Below, horizontal line passing through xiphisternum.
(Axillary and cephalic veins, nerve supply to lasstismus dorsi
and the long thorasic nerve (Nerve supply to serratus anterior)

must be preserved. If the latter injured. It will produce winging ©f

Paget’s disease:-
scapula).

Paget's disease shoul

— 3

wam.. /3

3 _—  r——

db treated like breast cancer (stage )
e
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2. ATHBH

Tatore e @ Tt e

DILATATION & CURETTAGE (D.& C)

“D & C means dilatation of cervical canal and curetting (scrapping

out) of the cavity of uterus”.

Itis the commonest diagnostic procedure in gynaecology.
Indications:- (i) Diagnostic (ii) Therapeutic

Diagnostic:-

Detection of ovulation in primary or secondary infertility.
Diagnosis of tuberculous endometritis. ‘

For to know the exact type of DUB (dysfunctional uterine
bleeding ) from endometrial histology (i.e. Hormonal pattern).
Diagnosis of endometrial hyperplasia or carcinoma ( fractional
Curettage).

Primary or secondary amenorhoea.

Post menopausal bleeding

Before insertion of intrauterine radium.

Along with Manchester and like operaton for prolapsed by
vaginal route, where uterus is retaind.

Check curreting in cases of vesicular mole (after one week).
Ectopic pregnancy : Presence of deciduas but absence of
chorionic villi.

N

AT, /31y

(itis not done routinely).

I Therapeutic

o EXxcision of endometrig Polyps

o DUB- may act as pap ;
bleeding.

pic Dfegnanoy

Mmostat;
atic Measure Arrest excssive

N

when hormonal treatment failed.

o For removal of embedemUCD‘Jﬂ‘(a forine cgritacupht

o In case of infertility,

o For radium insertion (dilatation only).

e Spasmodic dysmenorrhoea (dilatation only).

o Drainage of pyometra {dilatation only).

¢ Secondary cryptomenorrhoea (dilatation only).

CONTRAINDICATION

» Suspected pregnancy

* Lower genital tract infection (cervicitis, endometritis, salpingitis)
Exception- Removal of retained products of septic abortion

under antibiotic cover.'

INSTRUMENT

In chronological order of use:
) sponge holding forceps.
i) Sim’s speculum
i) Anterior vaginal wall retractor
V) Uterine sound
Vi) cervical dilators
Vi) curette

gt am... / 1’8
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PERFECT TIME ;
i) Curettage is performed on the first day of menstruation in

women having irregular menses.

ii) for arrest of haemorrage it can be done during the bleeding
episode.
iii) in 8 to 9 days- for to know the proliferative & 16 to 18 days- for
to know the secretory changes in endometrium.
iv)in 9 to 10 days for endometrial biopsy in other purpose.
Pre Operative Ot by mauh
Patient is to be kept NBM for six hours.
Prepare the part- perineum should be shaved.
Written consent for peration.
Patient’s bladder should be empty.
Pre - medications:
i) inj. Atropine 0.6mg im.
i inj. Fortwin 30 mg im.
lii) inj. Pethidine 100mg/inj.phenergan 25mg im
Y2 an hours prior to procedure.
Anaesthesia :- G.A. is preferred
(short G.A. L.V, inj. thiopental —-Na.)
It can be done under L.A. (Paracervical block) By lignocain 1%
with sedation.
Procedure
Patient is taken to the OT after empting her bladder

>
>
»>
»>

Pt put in lithotomy pdsition
Painting and drapping
Vv

Check the instrument trolley and preservative bulbs for
collection of material.

WL /390

—

_d

2

Anaest i [ :

gimanual pelvic €xamination ig Carrieg
out

(know the position of Uerus whethey 1 eonaesihesi
|

is retroverted or

aNteverteq).
| ! .
Vaginal speculum is inserteq aq anteri
nterior lip of cervix helq i
»{9Iss,=llur?—43\\_mﬁv "
2

External os is swabbeg with antiseptic solution.

A uterine sound is passed to determine the direction and length
. —=21ion and length
gf_ the utero cervical canal,

Cervix is dilated by well lubricated cervical dilators in increasing

no. gradually.
v

Dilatation up to 8-10 no. Heag'ar’s dilator is sufficient for easy
introduction of curette.

\Z

A strile quaze piece is kept over the specufum below the cervix

for collection of curettage material.
Vv

A Sharp curette is introduced, passed up to the fundus and
cavity-iocuretted in @ systemic manner.

Anterior wall ~ ——#ight lateral wall
Posterior wall ——» et »

Iat(:ir:'s:sagected TB cases, tak.: l;;ecial care to curette the cernual
'égion),

- < ... / 3¢
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Curretting is done till the granting sensation is felt. common sites of peﬂoration-.
N/ commonest site is fyng, .
] . 8.
Material is collected in 2 containers. (Bulf or test tube), , Anterior wall in retroverteq uterys
v Posterior wall i '
osterio In ant&\!ened
; . ’ ute
For Histopathology — in 10% formalin solution. rs.
. J _ How to suspect and diagnosis of uterin
For micro biological study- sterile normal saline, » Resistance of the uterine MUSculaturg ;i:irtf?rahon:-
M the instrument. Ot felt at the tip of
Direct Z-N staining to detect acid fast bacilli — TB. : .
g 1 o The instrument in yse unexpectedly goes inside the oietinia

. _ cavity- more than of ex ectatio
Uterine cavity is cleaned by gauze soacked in antiseptic hd P H.

vi
solution with long artery forceps, cavity) . .
N} o After suspecting the perforation, Wwhen the uterine sound is

passed in the uterine cavity,

(>normal length of the uterine

Instruments are removed watch for no bledding from the uterus

or vulsellum bite of cervix. ¢ It goes in more than the Expected length of the uterus with out
NY any resistance. :
Vagina.is cleaned and sterile pad is applied. ¢ Suddenly excessive bleeding may start from the uterine cavity.
Post operative:- Post Operative Complications
* Proper antibiotic for 5 days, > Pain - i B
* Antispasmodic sos. : > Infec;tions:- leading to endometritis, salpingitis or even pelvic
* Haematinic (iron Preparations) |  Peritonitis.

Patient watch for bleeding up to 2-3 hours in ward if no bleeding _' > Secondary haemorrhage.
Pt can be discharge. :

LATE-
Qomlcations:- Immediate |+ PD (pelvic inflammatry diseases)
. Haemo. rrhage, shock. | * Cervical incompetency A—
* Cervical tears or laceration. * Vigorous curettage leading 1o secondary
—_— * Failure to dilate the internal os.
. Asherman syndrome.

Uterine perforation can

ter oceurs, with uterine sound, cervical
dilatiors or Curette,

FRACTIONAL CURETTAGE
w0 ../ 3eg b ryeg

; |
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e Indication — suspected endometrial carcinoma.
e Post menopausal bleeding.
First the endocervical curettage is done — sample1
Then cervix is dilated and isthmus is curetted area 1 cm above
the OS = sample-2
Finally whole of the endometrial cavity is thoroughly curetteq
i) corneal region — sample -3
ii) Anterior uterine wall — sample -4
iii) posterior uterine wall- sample -5
The specimens obtained are collecte in 5 different containers
& sent for histopathological examination.
It is useful for diagnosis as well as to detects the extent of
growth.

MEDICAL CURETTAGE

In this method by giving progesterone

Hyperplastic endometrium of metropathia converted into a
secretory phase.

And to precipitate normal withdrawal bleeding has called as
“medical curettage”.

i ﬂ’T / ¥o?

i gt

CERvICAL CAUTEH]ZATION

“This is an operation where eroded a

; Téa or erosi i i
destroid by red hot cauterization” eI Eerie

Indications:-

i) cervical erosion’s (after confirming no carcinoma) not
responding to conservative management.

i) Chronic cervicitis with cervical erosion’s producing distressing
symptoms such as.
- Persistant mucoid or mucopurulent vaginal discharge.
- Chronic backache.

iii) Nabothian follicle’s on cervix.

iv) cervical intraepithelial neoplasia (CIN}- & CIN | & Il diagnosed
on colposcopicaly directed biopsy provided.

* Colposcopist is experienced.

* Squamocolumnar junction is fully visible

* Endocervical curettage is negative.

* Patient can be relied upon for regular follow up.

i d.
* Invasive malignancy is thoroughly excl.ude S
CIN is the premalignant lesions of cervixca

ine cervix can be
Method & invasive carcinoma of the uterin

Prevented.

Scanned with CamSecanner



Contraindications:-
i) Acute cervicitis, vaginitis.
ii) Acute pelvic inflammatory disease (PID)
iii) During pregnancy
vi) presence of active infection
v) suspected early invasive carcinoma of cervix.

Methods:-
i) Electro cauterization of cervix.
ii) Electro coagulation diathermy.
iii chemical couterization (silver nitrate)
iv) crayo surgery
out of above electrocaterization is a common method.

ELECTRO- CAUTERIZATION
“in this method cervical erosion’s is burnt by
probes”
Time of procedure - it should be done in post menstrual
phase of cycle. So that to get sufficient time for the healing
before next menstrual period.

v

This avoiding chances of infection

v
Healing occurs with in 15-20 days

electrically heated

Procedure:-
i) it can be done in OPD,

) i) Usually no anaesthesia is required in superfacial
Cauterization but in de

rizati °P cauterization short acting G A. is required.

Instrument:- i) Gene

ral instrument for vg inal surgery ii)
electric Cautery machine, ’ ‘ ¢

A, /yo3

;

5tep3 =

Pervagina €Xaminatign

Cervix is exposed, cleaned ang helq With sponge holding forcep
Cervical erosions is cauterizeg by hot rod of Cautery machine.

The stroke should be made about 2mm deep and at a distance
of 1 cm,

N7
No interventing area should be left, the entire affected area of
the cervix should be cauterized .

\Z

If any Nabothian follicles present are punctured by the cautery
tip and their conents are boiled out.
v
Small dilator or uterine sound is passed at end of procedure to
ensure against cervical stenosis.

v

a ; cervix.
Use of antibiotic ointment locally at cauterized area of

POét — Cauterization instruction
* Avoid coitus till next period is cwer.mut ks
* Vaginal blood stained dischjige a

ue.

Due to sloughing of cauterized ! fter the next menstrual period

ination &
* Follow up internal examinat

—— ﬁﬁﬂ‘l’[ /vox
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is necessary to note the healing of cauterized area.
If erosion has not healed completely
N7
Repeat cauterization is indicated.
e Pass a uterine sound to cheek the cervix is not stenoseq,

Complications
» Deep cauterization may lead to fibrosis of cervix,
o Stenosis of cervical canal

$

This may lead into crypto menorrhea.
e Accidental burns of vulva and vagina.
e Secondary haemorrhage from cauterized area .
e Sepsis.

Disadvantage- Electro cautery is less effective in comparision
to other method for treatment of cervical intraepithelial neoplasia.
(CIN)

(For Aseptic precautions solution containing spirit are not used
as it may catch fire with the use of electric cautery.)

.. / voy

rchibald Donald from ;

Arct Trom Manchester City devised it in 1888
pthergill later on modified & popularizeq it .
& “This is pelvic floor repaire operation for yteri

preservation of the uterus”,

% “An alternative to hysterectomy for patient with uterine prolapse
who wish to retain the uterus”.

Indications:-

i) Patient is young with prolapse.

i) Elongated bad cervix.

iii) Pt is desirous of conserving the uterus.

iv) In case of 2™ & 3" degree prolapse.

v) There is no other uterine pathology demanding the removal of
uterus (fibroid etc)

Principles of Operation:-

It includes:-

) D& C (cervical dilatation).

i) Amputation of cervix.

i) Shortening and tying of ¢

. sl teversion of the

which maintains the ani€

V) Anterior calporrhaphy. 1

V) posterior calpﬂperineorrhapm); as like colporrhaphy.
Steps Pre operative are 2

ne prolapse with

ardinal ligaments Lateral of the cervix

uterus.

1) n&c—isw

&t .. /%8

eT—
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It gives the idea about elongation of cervix.
Length of uterine cavity is measured by uterine soung to

determine the desire amount of cervical amputation.
Itis done to facilitate the passage of the sutures passing through
the cervical canal during covering of amputed cervix by vaginal

flap.
It prevent cervical stenosis during healing of the external OS.

Il) cervical amputation:-

The four allies forcep are placed at.
The anterior point about 1.25 cm below the external urethral

meatus and the posterior mid point of the posterior ce rvico vaginal

junction. And one-one either side on lateral cervico-vaginal junction,
8

A posterior vaginal flap is dissected off at the posterior
encircling incision.
N
Alternatively incision can be made in the same way as that in
anterior colporrhaphy on anterior vaginal wall.

After that lateral incision is extend from one basal angle to the
other around the cervix along the posterior cervico vaginal
junction and also rising a posterior vaginal flap.

v

The bladder is pushed up after dividing visico cervical fascia.

The vaginal wall is desected laterally till mackendrodt's
ligaments are Properly exposed.

The descending cervical artery on each side is ligated by
Placing a deep latera catgut stich at a level higher than that of
amputation,

'Gﬁ ﬁ"T /‘a’ou

i
cervical attachmen; after Placing 5 clamp

Through devided end of the ligament ich i
ared @ strong catgut stich is
N2
The same stich is also passeq through the other mackendrodit's
ligament after taking a bite in the anterior cervical wall in the
midline.
\Z _
Amputation of cervix. (amputed vaginal portion of the cervix)
Sutures the cut ends of mackenrodt's ligament latral side of the

cervix.

v
This sutures also called as “fothergill stich”
\
Cover the raw area on the amputed cervix with vaging! flap
(mucosa)
N\
Pubo cervical fascia is approximated as in anterior calporrhaphy
| v
Lax portion of the vaginal mucosa is excised.
v
i ted
The cut margins of the vagina are apposed by interrup
sutures.
v rformed
. is perto .
Posterior calpoperineorrhaphy 1S P
> Vaginal pack is given. s

> Self retaining catheter is M

Post operaﬂ\f:_’/,,—————
i ... /gc:i

e ————
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W/f TPR, BP, bleeding per vagina, stirckly.
Suitable antibiotics for 7 days
- Analgesic for 2 to 3 days

- Input /out put chart.
Other post operative management of same as like anterior and

posterior calporraphy.

Complications:

i) operative -

Haemorrhage from bladder wall, cervical stump, vaginal & rectal

vein. '

e Injury to bladder, ureter & rectum.

ii) Post operative -

¢ |[nfection recurrence of prolapse.

¢ Infertility due to cervical factors.

* Retension of urine (urethral spasm, cystitis)

* Secondary haemorrhage from cervical stump or vaginal wound
during 2" week- is very Imp complication.

e Dyspareunia, cervical stenosis. '

SHIRODKAR’S MODIFICATION OF
FOTHERGILL'S OPERATION

In case of -

* Short cervix (minimum cervical elongation).
* Child bearing is to be preserved.
* Young patient.
* Significant vaginal wall prolapse.
Principles of operation :-
In this operation, utero sacral ligament are divided close to their
attachment to cervix.

mﬁ"’l /‘c‘oﬁ

sd ying them anterjor 1, Cervix by
\L ) nonabsorbabl

igh suturing of cut peritoneum e bagy
of hernia of POUch f DOghl:: Cervix takeg care

€ Sutureg.

The cervix is not amputeq

The rest of operation g Similar tg Manchester repai
pairs,
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HYSTERECTOMY

“Hysterectomy means surgical removal of the uterus”,
Types: - Mainly three routs.

(1) Abdominal Hysterectomy

(2) Vaginal hysterectomy

(3) Laproscopic Hysterectomy.

1) Abdominal Hysterectomy :-

“when the uterus is removed abdominally it is called as

abdominal hysterectomy”.

Types of Abdominal Hysterectomy:-
There are six types of Abdominal Hysterectomy and its depends

on remcval of uterus and Adjacent structure.

a.
b.

Total Hysterectomy:- removal of body of uterus and cervix.
Sub total Hysterectomy:- removal of body of the uterus only
not cervix.

Pan Hysterectomy:- (Total Hysterectomy with bilateral
“Salpingo-oophorectomy” removal of uterus, cervix, both
fallopian tubes and ovaries .

. Extend Hysterectomy:- pan hasterectomy with removal of cuff

of vagina (upper portion of vagina).

. Radical Hysterectomy:- removal of uterus, cervix, tubes and

ovaries, upper 2/3 part of vagina, parametrium and the lymph
nodes (inguinal lymphnodes).

- Ultra-radical :- Radical Hysterectomy + Removal bladder and

-

for rectum.
Indications :- |)

g) DUB- Dysfunctiong uterin
b) Genital prolapse in an elder|
¢) Adenomyosis causing intra
d) Endometriosis.
e) Episodes of post menopaysa bleedi
pathology.
f) Chronic inversion of uterys.
Il) Inflammatory Diseases :.

’ P'D'. Pelvic inflammatory diseases failing to resolve, tubo-
ovarian masses producing distressing symproms which are
unrelieved by conservative management,

o Genital tuberculosis with persistent pelvic masses after
chemotherapy.

o Pyometra: specially in an old women where no apparent cause
has been detected and infection has been brought under
control.

ll) Neoplastic i) Benign Neoplastic Conditions.

a) benign ovarian tumours in primenopausal women.

b) Uterine fibroid age 40 + years, family completed.

IV) Premalignant Conditions :-

a) Adenomatous and atypical hyperplasia 0

b) Sever dysplasia of uterine cervix (CIN 11l)
parous women.

V) Malignant Diseases:-

0 Carcinoma of cervix

0 Carcinoma of endometriu

0 Carcinoma of ovary- .

O Other malignancies of 98

0 Chorion Carcinomé. /

e b!eeding,

¥ and parqysg women.
Clable Menorrhagia,

ng in absence of detectable

{ the enodmetrium.
in an elderly and

tal tract.

Scanned with CamSecanner



VI) Congenital - Hematometra
Rudimentory horn of the uterus causing hematometra or ectopic
pregnancy.
Vil) Obstetric conditions:-
a) Rupture of the uterus associated with uncontrollable

haemorrhage or haematoma due to the torn uterine vessel,
In this condition Hysterectomy becomes an emergency life
saving procedure.
b) Perforation of the uterus during D & C particularly if myoma or
a submucus fibroid gets injured.
c) Atonic PPH. (Post partum haemorrhage)
d) Adherent placenta (placenta accereta).
e) Hydatidiform (vesicular mole) mole- in an elderly age > 40 years-
to minimize the risk of choriocarcinoma.
f) Rupture or severe damage to the uterine vesels.
Pre - operative :-
i) Investigations :- Haemoglobin (CBC)
FBS

- Blood Sugar<
PPBS

- Blood grouping with crossmatching.
(Keep 2 units of blood ready)

- HBsAg

- HIv

- BUN/serum creatinine

- Urine routine

- X-ray chest

- ECG.
i) Pre-operative order.

* written consent.
* NBM from 10pm. In previous night of operation.
H U, /93
T ——

& Curved round body needle.

repare the part: .

» in:luging e :;:T' Ahfiomen from the |agt rp Upto th
kneé e - NBUM s tg e Shaved cleg el
anaesthesia is to be given-then hack also shoylg b n. If spinaj
, Sedative/tranquilizer is given previous right € shaved.

Soap water enema at previgys pi L
o L fobaiian a night and early in the morning
o Catheterize the bladder on table and retain the cath

surgery for to minimizing the risk of blagger injury,
o Hot water bath is given prior to the surgery.

» Vaginal antiseptic pessary (Betadine Pessary).
Inj. Xylocain test

Inj. TT.0.5¢cc | M.

Inform to O.T. (operation theater)

eter during

Pre-medication:-

i) Inj. Atropine 0.6 mgI M o

ii) Inj. Diazepan 10 mg or Inj. Phenergan 50 mg | M

iii) Inj. Fortwin 30 mg | M

Pre-medication should be given 20-30 minutes prior to surgery.
Anaesthesia :- General , Spinal or epidural.

INSTRUMENTS :-
* Sponge holders
* Scal pel
* Dissecting forceps- plain and tocn:‘;i
* Kocher’s clamp- straight and curv
* Allis forceps. .
* Needle holder y
* Artery forceps straight and curv
* Curved cutting needle-

?ﬂ ﬂ'-‘T /‘{ﬂ‘(
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| Subtotal, pan, radical .t
e Bladder retractor- large and small. ¢

e Self retaining abdominal retractor. Pedic':'es are clamped, cyt be“‘-’een the

Kochers forceps ang
e Right angle retracted.

ligateq,
\2
g 1 pair of Koeher’s clamp- placeq on

Steps of abdominal hysterectomy on both il

a) The patient is induced (spinal, epidural or general
anaesthesia) and put in a supine position.

round ligament of yterys

The bladder is catheterized by retained catheter (foly's catheter)

The region from upper abdomen to thighs is prepared with anti-

septic solution like savlon with betadine and draped with strile
towel. ‘

N2
Abdomen opened in layers (Skin, rectus sheath, rectus
muscles, peritoneum) through a vertical midline, paramedian
OR Pfanensteil incision.

Vv

Uterus and its adnexa are inspected,

ing
. ' ' ig. 16.1 - round ligament clamp
(uterus, tubes, ovaries and pelvic organs are inspected) Flg

_ v 2" pair of kocher's clamp :-
Uterus is lift up by uterine holding forcep or sponge holding focep. e

Bladder is pushed down (cretract) with bladder retractors or
doyen'’s retractor.

Vv

Intestine and omentym js Packed off from operative area by

16.2-
Sponges.

Fig.
c|,mplr?g of fliopian
tubes
After that to take decision aboyt type of hysterectomy (total,

AL, /yeq

h_
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i) placed on infundibilioform ligament if ovaries are to be
removed (pan hysterectomy).
ii) if ovaries and fallopian tubes are preserved (total
hysterectomy) at that time.
2" pair of kocher's clamp placed near the cornu of the uterys
including fallopian tubes, mesosalpinx & ovarian ligament,
¥
Tissue in between them are cut out and it tie with transfixion
Sutures of chromic cat gut No.1.

¥

Similar procedure is done on other side.

Vaginal N\
introitus

... / ¥

cervix. N
(in this step chan . 3
lly h oS Ofnjury g
carefully handle th;g stage). der and uretey j more so

Fig. 16.4 - Clamping of uterine artery

After that remaining two pedicles are cut i) uterine artery ii)
Uterosacral ligament. Palpate the uterine artery by finger and
lird pair of kocher's clamps are placed on uterine artery close to
Uterus at the level of internal os of the cervix.

\Z

And tissue in between are cut and replaced by transfixion
Sutures with catgut No.1.on rould body needle.

Similar step is done on olherjrde.

e r——
.. /¥
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After that the uterus is pulled forward due to this uterg
sacral ligament becomes prominent.

v

L

Fig. 16.5 - Removal of uterus

4" pair of clamp are placed over the uterosacral ligament as
close to cervix.
v
And ligament is cut down and clamp replaced by transfixion
Sutures with catgut No.1 on cutting needle.

After that peritoneum inbetween ligament is dissected down

with scissor and finger.

R AT

. S1ab incigign wi
cerVIcovagina| iUnDtion With scalpel at

P by Allies force

Ps and then
the ceryix

And the uterys is removeqd.

-~

o Closure of vaginal vayl..

Fig. 16.6 - Closure of vaginal vault

i tures.
* vaginal vault is closed by intrupted sy u 2 s iing ol g
Pelvic peritonisation is done by running
No- 0. E
* After that watch for bleedmg.b
After conformation about N0
~— /

B e /%0

remove all sponges.
leeding.
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e Clousure of abdomen.
Abdomen close layer by layer.

i) Peritoneum- Continuous sutures with cat gut No. (1-0).

i) Rectus muscles — Intrupted sutures with cut gut No.1

iii) Rectus sheath- Intrupted or contineous interlock. Sutures with
cat gut No.1 OR Prolene.

iv) Skin — mittress sutures with cat gut No.1 OR simple strile cotton
thread.

Post -Operative Care:-

) Head low (in case of spinal anaesthesia)
i) N B M. (Nill by mouth)

iii) The nutrition and hydration is maintained by parenteral flyjg
theraphy.

V. fluids near about 2 lit.(it is depends upon urine output).
iv) Antibiotic's (injectable in 1 day)

0 Analgesic.

0 Strict I/0 chart.

o Watch for abdominal girth , pulse, B.P. 1 hourly for 1% 4 hours.

1) For 1*24 hours pt is in under anaesthesia. So she is advice to
take complete bed rest. But from second day onward she should
be start early ambulations,

i) On 2nd day remove catheter & Cather urine is send to rutine
examination.

iii) After peristalsis movement are establish
oral feeds.

They are start from sips of
full diet (on 4 day
iv) On third day simp|

ptis allowed to accept

water and gradually changed over to
~ light diet, 5* day fyl| diet)
@ soap water g

V) Antibiotics are orall

y started from ona day.
vi) After g day-

the stiches are removed.

& ﬂ‘rr..j / ¥3%

advice at dlscharge:-
_ Medicines as advigeq
_ Follow up every 15 day for 2 mont
_ Rest for 1 month,

. Avoid intercourse for 6 Weeks.

. Avoid lifting heavy Weights fq
. Expect minimal

h.

"2 month,

vaginal discharge for 4.6 wegks

‘therapy for 5-

. ature Menopausal),
Tab premarin (0.625 mg/day) or 50 anogram estrogen patch

- gvery day Continuously for at least 7t 1 years,
Complications:- Immediate -

| 1) Anaesthesia

i) Spinal anesthesia (SA)- Hypotensiaon, Cardiac

— Post spinal headach meningitis.
i) General anesthesia (GA)

arrest, high spinal

~ Cardiac arrest, anaphylastic
reactions (bronco-spasm), aspiration, pneumonia etc.
(2) Intra-operative haemorrhage.

(3) Haematoma Formation- Subcutaneous and under the rectus
sheath.

(4)  Infections-

- Infection of abdominal wound.

- Peritonitis

-UTI (urinary tract infection)

- Pelvic infections. |
(5) Gastrointestinal — Intestinal obstruction
" Paralytic ileus

" Peritonitis

| @ Deep vein thrombosis.

{5) Pulmonary embolism.

)  Bed sores.
| ~——

e

W/sﬂ
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7)

Dehiscence/brust abdomen.

Delayed

Incisional hernia.
Vault prolapse (if enterocele is overlooked).

Chronic abdominal pain due to adhesions.

VAGINAL HYSTERECTOMY
“When uterus is removed by vaginally is calied as vaginal

Hysterectomy”.

Indications:-
Genital prolapsed
DUB (dysfunctional uterine bleedi

Small uterine fibroid

Contraindications:-

Moderate to large uterine tumour.
Ovarian tumour
Large uterus

Malignancy
Previous abdominal surgery:- Resulting in fixity of uterus due

to adhesions.
Suitable Time- Post menstrual

Pre-operative-
* Antiseptic vaginal packing overnight.

Incase of decutritus ulcers in the vagina are to be deferred till
the ulcers heals completely.

Other all pre-operative care as same as abdominal
hysterectomy.

Instruments:- General Instrument with.

Auvard’s speculum/sims speculum.
Vulsellum

Right angle retractor

# ... /33

J'

Jayle’s vaginal self reai .
L retain
» Metal catheter INg retractq,
o Bladder sound
Anaesthesia :- Genera

Operative

Or spina| Anaesthesia.

The patient is induced (spinal,epidural or general anaesthesia)
and put in lithotomy position,
\

The region of the lower abdomen, vulva,vagina and thighs are
prepared with antiseptic solution like savlon, painted with
betadine and draped with strile towel.
P.V. examination is repeated under aneasthesia to confirm the
size and mobility of the uterus and to rule out co-existing pelvic
pathology.
\/

The bladder is cathterised with a simple rubber catheter and

emptied completely. (full bladder not only decrease the available
place for surgery, but is also more prone o injury).

Sim's/auvards speculum is inserted into the vagina, and cervix
exposed.

i der

The anterior lip of the cervix is held with valsellu;n(; and blad
extent is ascertainicj by bladder sound.

y below the bladder

s incised transversél

; e Il :
Anterior vaginal wa cervix.

sulcus on the

e
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The edge of the vaginal mucosal incisé-c.m is hgld ’betheen two
Alli’s forceps and the pubo-vesico cerwca! fasia is dissected,
first sharp and than by blunt dissection (i.e an opened out

gauze pice held between the thumb and index finger.)

v

To expose the utero-vesical fold of peritoneum.

v

This fold is picked up between two artery forceps and cut in
between to open the utero-vesical pouch of peritoneum.
N
Enlarge the opening so that the landon’s bladder retractor can
be readjusted to enter the peritoneal cavity.
v
So as to retract the bladder and uterus above and out of the way.
v
Incision is extended posteriorly in a circular fashion (in and
inverted 'v' manner) and Bluntly dissect in the recto-vaginal
Space to expose the posterior pouch of Douglas and then open
it between two artery forceps.

The opening is enlarged and Auvard’s speculum is introduced
into the posterior pouch.
v
The anterior and Posterior incisions are connected by incising
the lateral vaginal Mucosa to expose uterosacral and
makenrodt’s ligaments.

Same procedure is repeated on
Opposite side.

A /3y

N2
¢ next clamp is applied to the base of thg ¢, dianal |;
| gnd utrine vessels. (the clamp shoy dbe parang; tlaa:as ligament
| £ 0 .
.I avoid injury to the ureten he cervix 1o
| [
‘ cut and transfixed with No,2 chromic

Catgut on g round bo
i needle. The ends are kept short, (it is vascular pedicle nody
traction can e applied).

Same procedure is done on opposite side.

upper part of broad ligament including round and fallopian tube
is calmped, cut and transfixed on both side,
v
Ifovaries are to be removed, further traction is applied to expose
the infundibulopelvic ligament which is clamped and cut & ligated.

\

|

- Confirm hemostasis from all the pedicles with a sponge on
sponge holding forceps.
¢ i
Peritoneum is sutured with purse stering suture is takenlwnh a
atraumatic catgat no.2-0 successively through the aT:[::pu(:r
fold of peritoneum; medical surface of the left corneal
right) the uterosacral ligament.

extra peritonized (turned

The raw stumps (pedicles) aré he vagina)

outwardly towards ¢
; mation in the

(this is to prevent infection and adhef;zg:;:emtive bleeding

: t any

Peritoneal cavity and ~ 81s0 SO t|}|;fanot intraperitonealy)-

occurs through vaginé
~——

& ... /ﬂs‘
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J
The two corneal stumps are tied to each other; two uterosacrg|
stumps are tied to each other. Then cornual stumps are tied to
the uterosacral six out of the eight ends are cut.
v
Remainring two are kept long to be fixed later to the vault. The
ends are passed through the edges of anterior and posterior
vaginal mucosa in the centre from inside out and the outside in.
they are kept long.
: N 2
The angles of the vagina are then secured with chromic cutgut
following which, the vagina is closed with interrupted figure of 8
sutures with No.1 chromic catgut.
J s
Lastly the catgut ends coming from the sti.:mp (pedicles) which
were kept long are tied.
N
The vagina is then packed with roller gauze soaked in Betadine
solution Folys catheter No. 14 or 16 is introduced. (urine should
be clear) '
v
A sterile pad is given, vital parameters are checked and the
patient is shifted to the ward.
Vv
T RATIVE
® NBM for 24 hours (till peristalsis returns) .
* Head low position.
® Input /output chart every 2 hourly.
Broad spectrum antibiotic, (injectablefi.v)

| , WIF TPR,B.P. and abdom;

| , Sterile pads.

| g0 day - Next day remoye cat

} A Auscultate abdomep. if
sips of water then bisgyi

, Oral antibiotics.

» Ambulation (mild)

g day:- Enema,

o Light diet.

« Ambutaltion

4" day:- start full diet.

6" /7™ day —Proper speculum examination torule out adischarge/
slough.

Complications:-

Intraoperative Anaesthetic complications.

o Haemorrhage

¢ Injury to bladder - o

o Injury to rectum

Post operative:-

o Urinary- urinary infection (UTI)
-Vesico vaginal fistula
- Retention of urine

* Pelvic infections — vaginal vault abscess

mal g
Qirth 1, hourly for first 8 hoyrs.

heter,
peri stalsis

Present give liqui
ts, tea ete, 9Ive liquids orally

-pelvic abcess
* RVF-
* Rectovaginal fistula
De]ayed:..

* Vault prolapse | |
el due to shorterning of vagina.

* Dyspareunia-
* Fimbrial prolapse through v

Analgesic/anti inﬁammatory .
I.V. fluids (3 t0 3.5 lit)

Fam.. / ¥z &t ... /¥

ginal vault.

E— I
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