CCC- Gynaecology

	ABNORMAL MENSTRUATION


	MENORRHAGIA

	Def
	· MENORRHAGIA: Prolonged +/- Excessive (heavy), yet regular cyclical menstrual over several cycles. 

· In research, defined as blood loss of ≥ 80 ml / period (average blood loss is 30-40 ml. 90% of ♀ have losses < 80 ml). 

· In practice, defined by ♀’s subjective assessment of blood loss. (Though perceived severity of blood loss correlates poorly with objective measurements)

	Other Defs
	· METRORRHAGIA: Irregular & > Frequent than N bleeding, but with regular flow.
· MENOMETRORRHAGIA: Prolonged +/- Excessive (heavy), at frequent irregular intervals.
· POLYMENORRHOEA: Regular &> frequent than every 21 /7.

	PP
	· ~ 1/3 ♀ describe their periods as heavy. 

· Most common cause: Dysfunctional Uterine Bleeding.

· 1:20 ♀ aged 30-49 years consult GP yearly for heavy periods. 

· Menstrual disorders are 2nd most common Gynae condition ( H referral, accounting for 12% of all gynaecological referrals. 

· 1:5 60-year-old ♀ will have had a hysterectomy, with menorrhagia as main Pc in at least ½ of these instances.

	Cause
	DYSFUNCTIONAL UTERINE BLEEDING

· Term used when there is no obvious cause of menorrhagia. 
· Occurs in 40-60% of ♀ with excessive menstrual bleeding. In about 20% of cases (particularly at the extremes of reproductive life) dysfunctional uterine bleeding is anovulatory. 

	
	UTERINE AND OVARIAN PATHOLOGY: 

· Endometrial hyperplasia or carcinoma
· Endometriosis and adenomyosis
· Endometrial polyps
· Fibroids
· Polycystic ovary disease (causing anovulatory menorrhagia) 

· Uterine infection (e.g. chlamydia)
· Uterine vascular malformations

	
	SYSTEMIC PATHOLOGY: 

· Bleeding disorders (e.g. Von Willebrand's disease) 

· Hypothyroidism (FHS & TSH share similar structures)
· Liver or renal disease 

· Obesity 

	
	IATROGENIC CAUSES: 

· Anticoagulant treatment 

· Chemotherapy 

· IUD (blood loss may be increased by 40-50% over 6-12 months compared with pre-insertion values).

· Sterilization

	S&S
	· MENSTRUAL CYCLE: - length, no of days menstruation, length of time periods considered heavy. 

· BLOOD LOSS: No of pads / tampons. Freq of (. Pictorial blood-loss assessment chart is an alternative. 

· CURRENT CONTRACEPTIVE USE. 

· S&S SUGGESTIVE OF UNDERLYING PATHOLOGY (e.g. PID, endometriosis, endometrial carcinoma): 

· Postcoital bleeding 

· Intermenstrual bleeding 

· Dyspareunia 

· Dysmenorrhoea 

· Pelvic pain 

· POSSIBLE UNDERLYING SYSTEMIC DISEASE

· Thyroid disease 

· Coagulation disorders 

· DESIRE FOR A FAMILY in a ♀ of childbearing age should be assessed, as might help direct Tx.

	
	Looking for S&S of underlying disease: 

· Endocrine disease: Hirsutism & abnormal distribution (PCOS), striae, thyroid enlargement or nodularity, or ( in skin pigment 

· Coagulopathy: Bruises or petechiae 

Abdominal examination.

Pelvic examination:

· Vulval exam (evidence of external bleeding & of local infection)
· Speculum exam of vagina & cervix, + /-swabs. 

· Bimanual (uterine or adnexae: large / tender). 

Consider opportunistic cervical screening.

	DDx
	Hyper/hypothyroidism, Pregnancy, Ectopic, Endometrial fibroid / hyperplasia / (, Cervical Inflammation / Infection / Polyp / Trauma, Atropgic vaginitis, Vaginal trauma, Ovarian cyst, PCOS, Bleeding diathesis (coagulopathy, von Willebrand’s disease, leukaemia, thrombocytopenia, hepatic disease), Drugs: Warfurin, OCP, forms of Progesterone. Anovulatory Cycles.

	Inv / Dx
	FBC
	Fe-deficiency anaemia with (( menstrual bleeding

	
	TFTs
	Unnecessary unless hypothyroidism Signs / Symptoms.

	
	Coag
	Bleeding disorder should be suspected if Hx of menorrhagia since menarche, or a Hx of (( bleeding after tooth extraction, operations, childbirth.

	
	US
	TV US routinely recommended, 1st-line to select need of further Inv

	
	Hysteroscopy 
	Allows direct visualisation of uterine cavity +/- Bx: 
· Superior method for detection of endometrial polyps & submucous fibroids (may be missed by Bx, US, D&C)

· Indicated if persistent abnormal bleeding or Hx of endometrial polyp / fibroid.

· It can be performed as an OP procedure without anaesthetic or as a formal theatre procedure. 

	
	+ Bx
	· Endometrial Bx should be considered in the following:

· All ♀ aged >40 years with abnormal bleeding. 

· Younger ♀ with risk factors, inc endometrial (: 

· Nulliparity (pregnancy ( protection from endometrial ().

· FHx of endometrial / colonic (
· Abnormal smear 

· Obesity 

· Polycystic ovary syndrome 

· Tamoxifen therapy 

· Unopposed oestrogen therapy 

· Younger ♀ in whom abnormal bleeding does not resolve with medical Tx

	
	D&C
	'Gold standard' in past (replaced with Hysteroscopy), but essentially a blind procedure & can miss lesions such as polyps, submucous fibroids, hyperplasia, and carcinoma in > 50% of cases. Also, complications: Perforation (0.6-1.3%), haemorrhage (0.4%), and infection (0.3-0.5%).

	Mx
	· Reassurance, Counselling, Development of coping strategies.

· Anaemia should be corrected, usually with Oral Iron 
· Medical Tx ( cure the problem, but aim to improve S&S and QOL. Choice based on: 

· Presence of other S&S (e.g. dysmenorrhoea) 

· Need for contraception 

· Adverse-effect profile of the treatment 

· Woman's preference 

· Recommended initial medical treatments:

· 1st ( Tranexamic acid (plasminogen activator [( fibrinolysis] inhibitor ((blood loss by 40-50%). S/E: Intracranial Thrombosis.
· 1st ( NSAIDs (Mefanamic acid) (( uterine prostaglandin levels ( ( blood loss by 20-50% in 75% ♀)

Two above Txs often used together: (Tranex used mainly for blood loss, NSAIDS for pain) Synthetic Progesterone (norethisterone) not used anymore.
· 1st ( COCs (inducing regular shedding of thinner endometrium)

· 2nd ( Danazol (Synthetic Steroid). Androgenic S/Es.

· 2nd ( GnRH Analogues. S/E: Menopausal S&S.

· 2nd ( Levonorgestrel intra-uterine systm: LNG-IUS (( blood loss by up to 90% after 12/12) Aka Mirena Coil.

· ( Surgery is (( effective in Tx menorrhagia. However, a trial of ( Tx may suffice, and is usually appropriate before considering ( (D&C is not an effective Tx)

· 2nd ( : Endometrial Ablation (CI in pelvic infection, future wishes for pregnancy- though still possible). > Effective in older ♀.
· 3rd ( : Hysterectomy (~ 20% of UK ♀ have had hysterectomy by the age of 60. ~ 40% for dysfunctional uterine bleeding, with no gynaecological pathology)

· 3rd  ( : Transcervical Resection of Endometrium (TCRE). With Loop & rollerball. Alternative to Hysterectomy e.g. obesity. 80% Success. Complication uterus adhering to itself.

· 3rd  ( : Uterine Balloon Therapy. Catheter balloon inserted and filled with very hot water ( burns lining. Alternative to Hysterectomy e.g. obesity. 85% Success.

	Comp
	

	Prog
	· QOL & Depression may result from S/E of menorrhagia on social and professional lifestyle. 

· Iron-deficiency anaemia occurs in ~ 2/3 of ♀ with objective menorrhagia (i.e. ≥ 80 ml blood loss)


	DYSMENORRHOEA

	Def
	DYSMENORRHOEA: Cyclical lower abdominal / pelvic pain, which may also radiate to back and thighs, occurring before / during menstruation, or both. 

	PP
	Affects 40-70% of ♀ of reproductive age, and affects daily activities in up to 10% of ♀

	Class
	· 1o Dysmenorrhoea occurs in absence of obvious underlying disease. Pathogenesis uncertain; uterine hyperactivity, prostaglandins, leukotrienes, vasopressin all been implicated. 

· 2o Dysmenorrhoea is due to an underlying disease.

	Cause

2o
	· Endometriosis (most common cause).

· Fibroids (myomas) 

· Adenomyosis 

· Endometrial polyps 

· Pelvic inflammatory disease ( Inflammation, Adhesions
· Intra-uterine contraceptive device 

· Cervical stenosis (e.g. after uterine or cervical surgery)

	S&S
	PRIMARY DYSMENORRHOEA:

· Usually dates from ~ time of menarche (typically within 6-12/12 of 1st period), with onset of ovulatory cycles. 

· Lower abdominal / pelvic pain occurs (commonly lasting 8-72 hrs); may radiate to back and along thighs, occurring before or during menstruation, or both. Does not tend to be (( menstrual bleeding; max pain often occurs when period lightest.

· Associated S&S: headache, diarrhoea, N&V. 

· NAD on exam. 

	
	SECONDARY DYSMENORRHOEA:

· Usually has later age of onset than 1o and may arise as a new symptom during the 4th - 5th decades. 

· ♀ May complain of ( in timing or intensity of pain. 

· Other gynaecological S&S: dyspareunia, menorrhagia, intermenstrual bleeding, postcoital bleeding.

· May be abnormalities on exam: Uterine tenderness / enlargement, although NAD does not exclude 2o

	Info
	· Enquiry into use of OTC ( is important, as many ♀ with dysmenorrhoea self-medicate. 

· IUDs may ( Dysmenorrhoea, & may require removal if adequate pain relief not provided with analgesics. Levonorgestrel-releasing intra-uterine system ( dysmenorrhoea & is alternative if IUD still desired

· ♀ Unresponsive to standard ( Tx should be suspected of having 2o dysmenorrhoea, and specialist opinion should be considered. 

· IBS is associated with dysmenorrhoea, and may ( in diagnostic confusion or inappropriate treatment

	Inv / Dx
	
	· 

	
	
	· 

	Mx
	· ( NSAIDS: ( Prostaglandins ( ( Uterine contractility ( ( pain of up to 70% (If C/I: ( Paracetamol)

· (  COC: ( endometrial thickness & ( ovulation.

	
	· TENS / Acupuncture / Locally Applied Low Level Heat may have role.

	
	· ( LUNA (Laparoscopic uterine nerve ablation) was vs diagnostic laparoscopy in RCT (21 ♀) = LUNA significantly ( pain relief at 3/12 & 12/12 follow-up.

· ( LPSN (Laparoscopic presacral neurectomy). No difference to LUNA at 3/12 but better at 12/12. 

	Comp
	· Psychological distress, anxiety, depression.

· Absenteeism from school / work. Studies have suggested that 10-45% of young ♀ reported they missed or ( time at work / school / other activities. 

· May be complications from underlying pathology with 2o dysmenorrhoea (e.g. infertility with endometriosis).


	AMENORRHOEA (& OLIGOMENORRHOEA)

	Def
	AMENORRHOEA: Absence of menstruation.

· Physiological: Prior to puberty or due to pregnancy, lactation, or the menopause

· Primary amenorrhoea: Failure to establish menstruation. Such failure is generally regarded as abnormal by 14 years in ♀ without other signs of 2o sexual development or by age 16 in ♀ with N 2o sexual characteristics. 

· Secondary amenorrhoea: Absence of menstruation for 6/12 (consecutive) in ♀ with previous regular periods.

	
	OLIGOMENORRHOEA:
· Infrequent menstruation: Cycle length b/w 6/52 – 6/12.

· May be due to any of disorders assoc with amenorrhoea except primary failure of elements of hypothalmic-pituitary-ovarian axis which cause permanent amenorrhoea.

	PP
	· 2o >>> common than 1o.

· Prevalence of 2o is 3%.

· Up to 50% runners, 40% dancers have Amenorrhoea 

· 2o: Commonest cause Pregnancy. 

· 10-20%: Infertile.

· 30%: Polycystic ovary syndrome (PCOS). Prevalence of PCOS: 5-10% of ♀ of reproductive age

· 20%: Hyperprolactinaemia.

· Premature ovarian failure & weight-related amenorrhoea are other common causes. (Reg men cycle unlikely if BMI <19)

	1o Causes
	NB: Most causes of 2o amenorrhoea can also ( 1o amenorrhoea if they occur before the menarche.

SECONDARY SEXUAL CHARACTERISTICS PRESENT*

· Constitutional delay 

· Genito-urinary malformation, e.g. imperforate hymen, transverse vaginal septum, absent vagina with or without a functioning uterus (*most common cause)

· Androgen insensitivity: XY female or testicular feminization 

· Resistant ovary syndrome 

· Pregnancy 

	
	SECONDARY SEXUAL CHARACTERISTICS ABSENT

· Hypothalamic dysfunction, e.g. chronic illness, anorexia, weight loss, 'stress' 

· Gonadotrophin deficiency, e.g. Kallman's syndrome, isolated gonadotrophin-releasing hormone deficiency 

· Hydrocephalus 

· Tumours of the hypothalamus or pituitary 

· Hypopituitarism

· Hyperprolactinaemia 

· Gonadal failure, e.g. ovarian dysgenesis/agenesis, premature ovarian failure 

· Hypothyroidism

	
	AMBIGUOUS EXTERNAL GENITALIA

· Congenital adrenal hyperplasia 

· Androgen-secreting tumour 

· 5-Alpha-reductase deficiency 

	2o Cause
	SOAP: Stress, OCP, Anorexia, Pregnancy

	
	HYPOTHALAMIC
	Weight (, Exercise, Psychological Distress, Post COC, Tumours e.g. Craniopharyngioma

	
	PITUITARY
	Hyperprolactinaemia, Hypopituitarism, Sheehan's Syndrome, Sarcoidosis

	
	OVARIAN
	Premature Ovarian Failure, Resistant Ovary Syndrome, PSOS, RadioTx, Androgen Secreting Ovarian Tumour.

	
	UTERINE
	Cervical Stenosis, Asherman's Syndrome (Intra-Uterine Adhesions)

	
	PHYSIOLOGICAL
	Pregnancy, Lactation, Menopause

	
	IATROGENIC
	Depot medroxyprogesterone acetate contraceptive injection, RadTx, ChemTx

	
	SYSTEMIC
	Chronic illness:
Thyroid: Hypothyroidism; Hyperthyroidism

Pancreas - Poorly Controlled Diabetes

Adrenal - Cushing's; Advanced Addison's

	S&S
	· 

	DDx
	See above

	Inv / Dx
	Hx
	· Age of menarche

· Development of 2o sexual characteristics

· Menstrual history

· Personal / family history of Hirsutism
· Hot flushes

· Galactorrhoea

· Drugs- Esp: COC, phenothiazines, metoclopramide, alpha-methyldopa, tricyclics, Rauwolfia alkaloids

· Psychological Factors - Recent emotional upset, new job, regularity of work hours

· Recent Weight Change - ( / (;

· Presence of normal sense of Smell
· S&S of Thryoid, Adrenal, Pituitary disorders

· Diabetes and it's control

· Gynaecological operations

	
	Ex
	· Breast, Abdominal, Pelvic
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	· LH: ( in PCOS

· Prolactin: ( in Stress, prolactinomas and secondary to some drugs e.g. phenothiazines.

· FSH: ( in Ovarian Failure. May be N in …PCO, hypothalamic - pituitary lesions, outflow tract disorders…

· Progesterone challenge (See if withdrawal bleed) helps discriminate these conditions.

· Bleed after challenge = Anovulation e.g. PCO (endometrium previously exposed to Oestrogen)

· Bleed only after oestrogens then progestogen = hypothalamic / pituitary lesion (endometrium not exposed to Oestrogen)

· No Bleed after a regime of oestrogen for 21 days then progestogen for 5 days indicates an outflow tract disorder e.g. Asherman's syndrome.

· Testosterone measurement indicated in amenorrhoea assoc w hirsutism.

· > 6 nmol/litre suggest ovarian malignancy.

· ( LH/FSH + ( testosterone - but < 6 nmol/litre - suggests PCOS.

	
	US
	Size of ovaries, presence of follicles & size, may reveal PCOs, presence of uterus in cases of vaginal atresia

	Mx
	· Treat Cause.


	GYNAECOLOGICAL CANCER


	SUSPECTED GYNAECOLOGICAL CANCER

	
	White Paper: 'The new NHS - Modern, Dependable' guaranteed from October 2000, everyone with suspected gynaecological ( will be able to see a specialist within 2/52 GP referral

	
	URGENT REFERRAL

· Suspicious Cervical / Vaginal / Vulval lesion suspicious of ( on speculum / clinical exam. 

· Palpable pelvic mass not obviously fibroids. 

· Suspicious pelvic mass on pelvic ultrasound. 

· ( 1 / single heavy episode of postmenopausal bleeding (PMB) in ♀ > 55 years (not on HRT). 

· Postcoital bleeding (PCB) age >35 years that persists > 4 /52.

· HRT: unexpected / prolonged bleeding persisting >4/52 after stopping HRT.

	
	EARLY REFERRAL i.e. within 4-6 weeks)

· Any other ♀ with postmenopausal bleeding not on HRT. 

· Repeated unexplained postcoital bleeding. 

· Note: in ♀ > 45 years with persistent abdominal pain / distension, ovarian ( should be considered, & pelvic examination performed.

	GYNAECOLOGICAL CANCER STATISTICS

	
	Lifetime risk of developing…B>>>>C>E>O

	
	· Cervical Cancer

· Endometrial Cancer

· Ovarian Cancer

· (Breast Cancer)
	1.29%

1.02%

0.97%

5.11%


	VULVAL CANCER

	Def
	· 

	PP
	· 1000 cases / Year (Eng & Wales). 5% of all Gynae Cancer.

· Most cases occur in ♀ > 65. 1% of all New Cancer in women.
· 15% in younger women of ( 40/

	Risk
	· Lichen sclerosis, HPV, Vulval Intraepitheial Neoplasia
· Previous Cervical / Vaginal / Vulval Cancer

· Previous exposure to DES (1938-71). Smoking.

	Path
	· 90% Squamous Cell Carcinoma
· 5%   Melanoma

· 4%   Adenocarcinoma

· 2%   Sarcoma

· 1%   Basal Cell Carcinoma

	S&S
	· Local Itch, or a burning sensation (Most common)

· Vulval ulcer / lump (usually labia majora)

· Bleeding, Dysuria, Dysparenunia, Unusual odour.

· Asymptomatic in 20% cases. 90% have a visible tumour O/E.

	DDx
	· 

	Class
	· Stage 0 -IV

	Inv / Dx
	History & Exam
	· 

	
	Excisional Bx
	· 

	Tx
	· ( If <2cm diameter ( Local Excision.
· ( If >2cm diameter ( Regional node dissection.

	
	· Radiotherapy +/or Chemotherapy

	Prog
	· Prognostic Factors: Size of lesion, Type of C, Stage (50% 5 year for those with nodal spread, 90% for those without).


	CERVICAL CANCER (see GU: Genital Warts & Human Papilloma Virus)

	Def
	

	PP
	· 3400 cases / Year (Eng & Wales)

· ~1600 deaths / Year (UK)

· GP of 2000 sees 1 new adult pt with cervical ( every 8 years. 

· Incidence similar across all age groups > 30 years 

· Screening programme aims to ID precursor lesions  ( 26% reduction in last 5 years.

	Cause
	· HPV (Human Papilloma Virus). Almost unknown in celibate pop

	Risk
	· Prolonged Pill Use (x4)

· ( Parity, ( Sexual Partners (esp if ♂ is uncircumcised), Early 1st coitus, ( STDs, Smoking, Low SE Class.

	Path

NB:

LSIL = CIN I

HSIL =

CIN II /

CIN III
	85-90% 
	Squamous Cell Cancer
	Best Prognosis

	
	5-15%
	Adenocarcinoma
	

	
	
	Adenosqaumous Cancer
	( Rate of pelvic spread

	
	
	Small Cell Cancer
	Very Poor Prognosis
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HISTOLOGICAL STAGING OF NEOPLASIA: Cervical ( has preinvasive phase: CIN (Cervical Intraepithelial Neoplasia).



	
	Smear

(Cells)
	Biopsy

(Tissue)
	CIN Stage approximates to degree of dyskaryosis, but even CIN I may be Severely dysplastic & vice versa.

	
	CIN I
	Mild Dysplasia. 
	80% Return to N (may take 10 yrs)

Remain as CIN I

20% ( CIN II / III

(Sequence(Invas Carc is 20 yrs)

	
	CIN II
	Moderate Dysplasia.
	25% CIN II / III ( (
(Seq ( Invas carcinoma:10yrs)

	
	CIN III
	Severe Dysplasia / Carcinoma in situ. 

	
	CLINICAL STAGING OF CARCINOMA (( Spread is local and lymphatic. Most present in Stages I / II)
	5 Year Survival

	
	IA
	Microinvasive Carcinoma 
	97%

	
	I B
	Invasive carcinoma confined to the cervix
	84%

	
	II A
	Invasion into upper 1/3 of vagina
	66%

	
	II B
	Extension to parametria but not pelvic side wall
	

	
	III A
	Extension to lower 1/3 of vagina
	39%

	
	III B
	Extension to pelvic side wall
	

	
	IV A
	Tumour involving bladder or rectum
	11%

	
	IV B
	Extrapelvic spread, e.g.liver / lung metastases
	

	
	· ENDOCERVIX is made up of Simple columnar cells

· ECTOCERVIX is made up of Squamous epithelial cells

· Point at which they meet is the Squamous Columnar Junction (aka Transformation Zone)

	
	· Normal Changes which may occur and need no treatment:

· Endocervix cells move to Ectocervix area (occurs in puberty & pregnancy)… Called Ectopy or Erosion.

· Ectocervix cells move to Endocervix area…Called Sqaumous metaplasia.

· Ectocervix cells move to Endocervix area + covers glands ( cyst structures…Called Nabothian Follicles

	S&S
	· Asymptomatic: 50% detected during cervical screening.

· BLEEDING: Postmenopausal / postcoital /persistent intermenstrual bleeding.

· DISCHARGE: Copious & offensive, Watery / Purulent / Bloody
· PAIN: Dysparenunia

· ADVANCED CAUSES ( Urinary Freq + Pain…see below…

· RUPTURE +/- PERITONISM (Also: Malignant cyst ( dissemination of malignant cells thought out abdomen)

· TORSION: to be able to twist…tumour must be small & free on pedicle. Twisting occludes venous return, but arterial supply continues to engorge ( pain (+ ( WBC). Untwisting / twisting ( intermittent pain. If pain not too severe, adnexal swelling may be felt. (> common in pregnancy [8-16 /52] / puerperium)

	
	EVIDENCES OF METASTASES:

· FLUID (Oedema / Ascites / Pleural Effusion): Shifting dullness suggests malignancy / Meig’s syndrome [Triad of Benign Ovarian Tumor + Ascites + Pleural effusion that resolves after resection of tumor]…( Meig sounds like My Egg i.e. Ovary!
· ENDOCRINE / METS: Hormone secreting tumours may( virilization, menstrual irregs, post men bleeding.

· OTHERS: Hepatomegaly, Lymphadenopathy.

	DDx
	

	Inv / Dx
	Screening


	Smear ( Collection of cells for CYTOLOGY & IDs degree of dyskaryosis (mild / moderate / severe)( APPROXIMATES to severity of CIN & (♀ who need cervical Bx. (Hardest to screen are those at > risk (smokers, inner city ♀, older ♀).

( Liquid Based Cytology (LBC) allows for < borderline results (9% ( 1%) and also for HPV testing.

	
	
	RESULTS MAY BE:

	
	
	Inadequate
	Repeat immediately

	
	
	Normal
	Proceed with screening programme.


	
	
	Borderline
	< Dx with CIN: Repeat in 6/12.

	
	
	Dyskaryosis
	Mod / Sev: Colposcopy

	
	Speculum
	~80% Dx. Any clinical suspicion = indication for referral and ( for cervical smear. Cx may be N in small lesions, Barrel shaped in endocervical lesion. Visible lesions may be ulcerative / papillary / necrotic. ( 40% Detected by screening 

	
	Colposcpe+/- Bx
	· (x10 Mag) Characteristic Blood V. Stains white with acetic acid [Stains abnormal cells white as opposed to iodine which stains normal cells black]. (( Detect adenocarcinoma)

· Biopsy ( Collection of tissue for HISTOLOGY & IDs CIN staging (silver nit used for haemostasis)

	
	Staging
	· Mainly Clinical. Bimanual + Speculum + PR

· Cystoscopy, Sigmoidoscopy, CXR, IVU.

	Tx
	MANAGEMENT OF PREINVASIVE CARCINOMA

· CONSERVATIVE: LLETZ (Large Loop Excision of Transformation Zone aka LEEP), Cryotherapy, Laser / Cold Coagulation [100oC], Electro-Diathermy [400oC], ( ~90% Cure.

· Cone Bx: If sqaumo columnar junction not seen or small volume invasive carcinoma (May be used to Dx or Tx [Looks for cells under cervix]).

	
	TREATMENT OF INVASIVE CANCERS

· Stages I / II:

· Wertheim’s [abdominal] Hysterectomy + Radiotherapy (Tx tumour + lymph nodes).

· 5 Year survival for Stage I: 80%; Stage II: 60%. 

· Radiotherapy ( Vaginal stenosis ( encourage intercourse with lubricant within 2/12.

· ChemRadTx Gold Standard for Stages: 1b, 2, 2- Bulky

· Stage III: Extensive Radio + Chemotherapy.

· Stage IV: Palliative only?

· Follow up: Annual smears.

	Comp
	· Terminal: Pain, Fistulae, GI/GU obstruction.

	Spred
	· DIRECT (Vagina, Labia; Adnexae, Ureter, Ovary, Pelvic wall; Bladder; Rectum.)

· LYMPHATIC (Paracervical, Obturator, Int & Ext iliac, Sacral, Common iliac, Aortic.)

· BLOOD (Lungs, liver)

	Prog
	· Prognostic Factors: Stage, Lymph node status, Histological type, Site / Shape / Size of Cervix, Available Expertise.

	UK
	· Cervical Screening: Call/Recall basis, ( Opportunistic.
· ♀ 25- 49: Every 3 years. ♀ 50- 65: Every 5 years.

· 5 yearly picks up 82% of CIN; 3 yearly: 91%; 1 yearly: 93%


	ENDOMETRIAL CANCER

	Def
	· ( Post menopausal PV bleeding must be investigated!

	PP
	· 3900 cases / Year (Eng & Wales)

· GP of 2000 sees 1 new adult pt w endometrial ( every 7 years. 

· Affects affluent elderly (peak at 55-65) postmenopausal women

· Uncommon in premenopausal ♀ (< 5%). < 40s =2-5% of cases.

· Geographical variation: N American to Chinese Ratio- 7:1

	Risk
	Relation to ((oestrogen exposure unopposed by progesterone.

· Obesity / HT / Dm Triad
· Unopposed oestrogen therapy

· Functioning ovarian tumour

· FHx of Breast / Ovarian / Colon (
· Nulliparity, Late Menopause, Early Menarche
· Polycystic Ovaries

· Pelvic Irradiation

· Tamoxifen (but ( risk of Breast ( by 27%. Risk posed to Endometrial ( is 1.2 / 1000 person-years.)

	Hist
	Endometroid: 60% cases…ciliated

Adenosqaumous: 25% cases

Serous Papillary / Clear Cell / Mucinous Adenocarcinoma

Sqaumous Adenoca (? Cervical origin)

Undifferentiated Adenocarcinoma

Mixed Carcinoma

	Spred
	DIRECT
	To endocervix & tubes

	
	TRANS-TUBAL
	

	
	LYMPHATIC
	

	
	HAEMATOGENOUS
	Lungs, Liver, Brain, Bones

	Path
	Most tumours start in fundus ( slowly spreading to uterine muscle ( reaching cervix / peritoneum and may metastasize to vagina (5%), ovary (5%), pelvic lymph node (7%).

	Stage


	STAGING OF TUMOUR
	5 Yr Survival

	
	I:   Confined to body of uterus.
	74%

	
	II:  Confined to body of uterus + Cx involvement.
	56%

	
	III: Extended beyond uterus, but not pelvis.
	31%

	
	IV: Extended beyond pelvis. (Bowel / bladder may be affected).
	10%

	S&S
	· 95% present with postmenopausal bleeding (PMB) ( any ♀ with PMB has 10-20% risk of genital (.
· Initially: Scanty, occasional, watery discharge.

· Over time: heavier, > frequent.

· Intermenstrual bleeding should also be investigated.

	DDx
	

	Inv / Dx
	Endometrial Sampling

Device: Pipelle (vacuum);

( Indicated in ♀ < 35. Stop if (( painful.
	Technique: Bimanual palp to assess size of uterus. Bend cannula to follow curve of uterus. Insert & advance. Withdraw until stopped ( vacuum ( sucks up endometrial tissue. Rotate cannula & repeat. Remove cannula & Expel tissue into formalin ( Histology.

· Successful insertion possible in 90-99% ♀.

· Adequate samples obtained in 84% of these for whom PMB was indication. Results ( …

	
	· …Simple Hyperplasia: Cyclical Progesterones

· …Polyps / Necrotic tissue: Hysteroscopy & curettage.

· …Atypical hyperplasia / carcinoma: Hysterectomy + BSO

Histological Grading may also follow: Grade 1 / 2 / 3

	
	Hystrscopy & curettage
	Postmenopausal endometrial thickness N if < 5mm. Refer >5mm / Polyps for hysterectomy & curettage.

	
	Others
	P-US, Cystoscopy, Sigmoidoscopy, Abdo CT / MRI

	Tx
	· STAGE I / II: Total hysterectomy + Bilateral Salpino-oophorectomy +/or radiotherapy if unfit for surgery. 5 Year survival for Stage I: 72%; Stage II: 56%.
· ADVANCED STAGES: RadTx +/or ( Dose progesterone (Medroxyprogesterone- Shrinks tumour; S/E: Fluid retention).

	Prog
	Prognostic Factors: Hist type (most important), Vascular space involvement, Myometrial invasion, Metastases, Uterine size / volume, Hormone receptors, DNA ploidy, Tumour Markers (( Ca125)

	Comp
	Recurrent disease N presents in 1st 2-3 yrs: Common sites are: Pelvic, Lung, Bone, Inguinal / Supra clavicular nodes, Vagina, Liver, Peritoneal cavity. Tx: Surgical exenteration, radiotherapy, medroxyprogesterone may all be of use.


	OVARIAN CYST & TUMOUR

	Def
	· Functional ovarian cysts are due to N hormonal cycling.

· Any ovary tissue type  (epithelia / germ cells / sex cord or  stroma cells) may ( Neoplastic

	Class
	· 94% BENIGN: usually cystic

· 6%   MALIGNANT

	PP
	· 1/1000 pregnancies. Mostly affects middle / upper class.
· More common in developed countries.

· AGE: Peak age 55-75. Rare (3%) before 35. 50% occur > 60.

· Incidence: 5800 / year in UK.

· Accounts for 25% gynaecological malignancies.

· Accounts for 50% gynaecological ( deaths (Dx usually at advanced stage)

	Risk for malig
	· Nulliparity (x1.5) or 1st child >age of 30

· Infertility (esp unexplained)

· Infertility Tx (ovulation inducing)

· FHx of Ovarian ( (x6 if mum, x4 if sis)

· Talcum Powder (unproven)
	· Hx of breast (.

· O Past use of pill

· Early menarche

· Late menopause

· Diet: ( Fat intake (x24)

	Risk -
	· Protective factors: OCPs, Breastfeeding, Pregnancies.

	Cause
	· Unknown. Hormonal / Environmental / Genetic Factors

	Genet
	3 GENETIC PATHWAYS

· Site Specific Ovarian Cancer Syndrome: Rare…2 or more relatives had Ovarian (
· Breast / Ovarian Cancer Syndrome: 1o/2o Relatives had ovarian ( assoc with early onset breast ( (BRCA- See Breast Cancer).

· Lynch Syndrome 11 / Family Cancer Synrome: FHx Nonpoly-posis Colorectal / Endometrial / GI / Renal / Pancreatic ( etc.

	Path
	Over 30 known types…e.g.
· Epithelial Ovarian Cancers (Benign / Borderline / Malignant)

· Sex Cord Stroma Tumours

· Lipid Cell Tumours

· Germ Cell Tumours

	Class
	· Stage 0 -IV

	Spred
	DIRECT
	Pelvic / Peritoneal Organs

	
	LYMPHATIC
	Para aortic nodes may be involved in 19% of Stage I / II and 65% of III / IV Diseases.

	
	HAEMATOGENOUS
	Late event to Liver / Lungs / Bones.

	S&S
	· ASYMPTOMATIC Pelvic mass: Chance finding: bimanual, smear. (~ 30%)
· SWOLLEN ABDOMEN: Palpable pelvic mass (dull ()

· PRESSURE EFFECTS: e.g. Bladder ( frequency. (~50%)
· INFARCTION / HAEMORRHAGE: mimics torsion

· Dysmenorrhoea, Irregular menses, N/V & other GI complaints (bowel mets), Endocrine abnormalities, Precocious puberty, Ascites (resulting from peritoneal spread of mets).

	DDx
	Ovarian cyst, Ectopic pregnancy, Ovarian torsion, Endometrioma, Leioma / sarcoma, Tubo-ovarian absess, Hydrosalpinx, Appendicitis, Appendiceal abscess, Pelvic kidney.

	Inv / Dx
	Bimanual
	· Easier to Dx with anteverted uterus > retroverted.

	
	Preg Test
	· Urine / Serum…to exclude Ectopic.

	
	US
	· Confirmation + cystic / solid

	
	Lprscopy
	· Distinguish cyst from ectopic pregnancy / appendicitis (not recommended if malignancy possible due to seeding along surgical tract)

	
	Biopsy
	· Fine needle aspiration: Confirms cyst is benign

	
	If ( ( Look for metastases.

	
	CXR:
	Essential

	
	Barium E & IVU:
	May be useful

	
	CT / MRI: Abdomen
	

	
	Lymphangiography
	

	
	Cytology:
	Of Pleural Effusion / Ascitic Fluids

	
	Tumour Markers
	Serum CA-125, CEA, OCCA.

	Mx
	ChemoTx:

· All except those with well-differentiated Stage 1a disease, ( Platinum-based chemotherapy (carboplatin or cisplatin)

· ( RadioTx previously used before platinum ChemoTx was available - however transperitoneal spread made delivery of adequate doses. Now primarily a palliative treatment option.

	
	Surgery:

· ( Any cyst not +vely ID as non neoplastic ( Removal

· ( Young ♀: Cystectomy preferred > oophorectomy

· ( Post Men ♀: if 1 ovary pathological, both + uterus removed.

	
	Pregnancy:

· Asymptomatic cysts < 5cm: Leave until after birth

· ( 5-10cm cysts may be aspirated (use US)( cytology

· ( Others: Remove at 16 / 52 gestation (pregnancy not dependant on corpus luteum (miscarriage < likely)

· ( Late Dx: Remove post birth: do not leave due to risk of torsion during puerperium.

	Comp
	· OVARIAN CYST TORSION: Pc Bleeding + Pain (unilateral & sudden). Bimanual exam may rupture cyst ( US.

· In labour: Pressure on tumour ( Necrosis
· Tumour may obstruct passage ( C section

· Simple cysts usually always benign.

· Cysts > 5cm have minimally higher malignancy potential.

· 5 year survival for Ovarian © is <30%

	Prog
	· Death from Ovarian (> Combined Cervical + Endometrial (
· Less than 25% alive at 5 year Dx.

· 80-85% patients will die from their disease.

· Prognostic Factors: Age (Younger the better), Stage, Tissue type. Race plays no part.


	GESTATIONAL TROPHOBLASTIC NEOPLASIA…i.e. arise from trophoblast

	Def
	Can be benign or malignant. Classified histologically into:

· Hydatidiform Mole

· Invasive Mole- (aka chorioadenoma destruens)

· Choriocarcinoma

· Placental Site Trophoblastic Tumor (PSTT).

	PP: HM
	· 1:2000 Deliveries, 1:1200 Pregnancies. > Common: Teens & Women > 40. > Risk of malignancy >40. Risk If previous: x 40.

	PP: CC
	· 1: 30,000-65,000 Pregnancies.

· 50% preceded by hydatidiform mole

· 25% preceded by Abortion
· 25% preceded by Full-term pregnancy.

	Stage


	STAGING OF TUMOUR: Breaks down further into a,b,c etc for Prog.

	
	I:    Confined to body of uterus.

	
	II:   Limited to Genital Structures.

	
	III:  Lung metastases.

	
	IV: Other metastases. Low Genital tract, Brain, Liver, Kidney, GI tract.

	Types
	HYDATIDIFORM MOLE

	
	· Cause: Haploid sperm fertilizes egg that has no maternal chromosomes (or pronucleus of fertilised egg degenerates)  ( duplicates its chromosomal complement.

· Most COMPLETE hydatidiform moles are 46,XX, and all chromosomes come from male. (10-15% are 46,XY… occurs when 2 sperm, 1 carrying an X and other carrying a Y, fertilize an “empty” egg).

· ( PARTIAL MOLES (aka Incomplete Mole: fetus / fetal parts present) are 69,XXY: 2 sets chromosomes are paternal origin. Evacuation rarely needed as spontaneous termination of pregnancy tends to precede detection of mole.

	
	INVASIVE MOLE- (AKA CHORIOADENOMA DESTRUENS)

	
	· Same histopathologic characteristics of a hydatidiform mole, but invasion of myometrium with necrosis and haemorrhage occurs or pulmonary metastases present.

	
	CHORIOCARCINOMA

	
	· No villi, but sheets of trophoblasts and haemorrhage.

· Aneuploid and can be heterozygous, depending on type of pregnancy from which choriocarcinoma arose.

· Hydatidiform mole precedes choriocarcinoma ( Chromosomes of Paternal origin only.

· Pregnancy precedes choriocarcinoma ( Chromosomes of Maternal + Paternal origin.

	
	PLACENTAL SITE TROPHOBLASTIC TUMOR (PSTT).

	
	· Very Rare! Only 200 reported.

	S&S
	· Pregnancy S&S

· Bleeding: Abnormal uterine

· Menstrual Cycle: Amenorrhoea.

· Pre Eclampsia (1/3 patients)

· Hyperthyroidism (Similarity b/w hCG and TSH)

· Metastases: Haematuria, SOB & Haemoptysis, Abdo Pain & PR bleeding, Neurologic (headache, dizziness, fainting).

	
	· 

	DDx
	· Intrauterine / Tubal Pregnancy.

	Inv / Dx
	hCG
	· Suspect if ( hCG in absence of fetus.

· > 100,000 should raise concern for GTN.

	
	PV
	· Hydatid vesicles in vagina diagnostic for HM

	
	FBC
	· Vaginal Bleeding

	
	LFTs
	· Mets

	
	Pelvic US
	· ( hCG  + No fetus + characteristic sonographic appearance ("snowstorm pattern"), = HM.

· Ovarian theca lutein cysts observed in 20% HM.

	
	CXR
	· Met: Most frequent site.

	
	CT
	· Head, Abdomen, Pelvis to ID other Mets if…Malignant GTN (HM with mets to lungs, choriocarcinoma, persistent hydatidiform mole).

	Mx
	· X Match

· Evacuation of the uterus (suction + sharp curettage).

· Tissue ( Histology ( ID of HM (complete / partial) or Choriocarcinoma (Insufficient tissue for Invasive mole Dx)

· ChemoTx if Mets: Methotrexate

· Monitor hCG 2-4 weekly for next 1-2 years

· Avoid pregnancy until hCG levels returned to normal (1-2 yrs). 

· Avoid contraceptive pill until -hCG undetectable as delays tumour regression

	Prog
	· 2% HM ( Choriocarcinoma ( 90% success rate for solely primary tumours; falls to 40-75% if metastatic disease.


	BREAST CANCER

	Def
	· 

	PP
	· Commonest ♀ malignancy (20% ( deaths ♀- 2nd behind lung).

· Annual age adjusted death rate ~ 27 per 100,000 (15,000 total)

	Risk

Main

Risks are shown in Bold
	Sex
	1:11 ♀ suffer breast (. 1% occurs in ♂.

	
	PMHx Preinvasive ( 
	Lobular / ductal ( in situ

	
	PMHx Breast (
	

	
	FHx Breast (
	> Risk with > Relatives & Younger ages.

	
	Age
	Peak 45-75. Rare <35

	
	Country of Residence
	( in West > 4x (UK); ( in East (Japan)

	
	Previous Breast Cancer
	4x 

	
	Irradiation Of Chest
	Linear dose-response relationship 2-4x

	
	Social Class
	I vs V 2-4x

	
	Race
	> In Caucasians < 2x

	
	PMHx Ovarian / Endometrial (
	< 2x 

	
	Early menarche / Late Menopause
	< 2x 

	
	Nulliparity / > 30 before 1st  child
	< 2x 

	
	Hormonal Supplementation
	< 2x 

	
	Obesity - oestrogen synthesis in adipose tissue
	

	
	Alcohol consumption
	

	
	( In male, Klinefelter's syndrome is a risk factor for breast cancer

	Genet
	· Up to 25% of Breast C in West due to genetic predisposition. 

· Susceptibility inherited (Auto Dom with limited – high penetrance from father / mother)

· > 5 Genes thought to be involved

· Most important is BRCA1 gene mutation on chromosome 17q. 

· Others include BRCA2 on 13q and the p53 gene on 17p.

	
	BRCA1 Carriers at > risk of  …

· Ovarian C (50%)

· Breast C (80%)

· Prostate C, Bowel C.
	BRCA2 Carriers at > risk of …

· Ovarian C (30%)

· Breast C of Male (5-10%), 

· Prostate, Pancreatic C.

	
	· Tx of Carriers is same although bilateral mastectomy may be offered at time of 1o Sx because of > risk of breast C in contralateral breast (about 4% per year).

· Characteristics of familial breast cancer include:

· Early age of presentation

· Several relatives are affected

· Bilateral involvement is common

· Hx of related C - Colorectal, Ovary, Endometrium

	Path
	To Do

	S&S
	May be asymptomatic, occurring as an impalpable lesion on screening mammogram. (Up to 70% of important lesions impalpable)

	
	PALPABLE BREAST LUMP:

· 40-50% In the upper outer quadrant

· 70-80% Scirrhous i.e. hard and encapsulated

· May be tethered to superficial or deep structures

· Does not fluctuate or transilluminate

· 15-40% multicentric

· Bilateral in up to 30% of cases of lobular carcinoma

· Frequently, patient detected.

	
	SKIN CHANGES:

· Dimpling, Peau d'orange (due to invasion of axillary lymphatics ( oedema of overlying skin)

· Nipple "eczema" in paget's

· Visible lump

· Surface ulceration; neglected carcinoma in elderly

	
	· Recent nipple inversion

· Bloodstained nipple discharge - uncommon

· Non-cyclic breast pain - usually, a late sign

	
	DISSEMINATED DISEASE:

· Bone: Bone Pain, Pathological Fracture

· Lung: Dyspnoea, Pleural Effusion

· Liver: Hepatomegaly, Jaundice

	DDx

Cysts
	PP
	7% Western women have palpable breast cysts. Constitute 15% breast masses. > Commonly in peri-menopausal ♀.

	
	Path
	Fluid filled, distended involuted lobules

	
	S&S
	Present as smooth discrete lumps which may be painful

	
	Inv
	Easily seen on US and mammography (characteristic halo).

	
	Dx
	FNA (non-bloodstained fluid aspirated, lump disappears)

	
	Mx
	Reassurance if no blood & mass. If either ( Cytology.

	
	Prog
	1-3% with cysts have carcinomas. Multiple: Slightly > risk.

	DDx

Fibro-Aden-oma

(aka breastmice)
	PP
	Account for 13% of symptomatic breast lumps. Most common in 2nd – 3rd decade (60% breast lumps in younger population).

	
	Path
	Result from ( sensitivity to oestrogen. Composed of fibrous & glandular tissue. Develops from whole lobule (not 1 cell).

	
	S&S
	Discrete, firm, non-tender and highly mobile breast nodule.

	
	Dx
	Clinical, US, FNA. May calcify with age ( characteristic US.

	
	Mx
	< 5% ( size and ~ 25% either ( / completely disappear.

Difficulty is to ensure that Breast C not missed: Some arguer all ( Excision. Others argue that women < 40 years old (with clinical + US + FNA Dx), excision not required unless > 4cm. 

	DDx
	The clinical assessment of a "breast lump" should consider:

	
	AGE:

· Carcinoma - More around and after menopause
· Fibroadenoma - More in young women

	
	PREDISPOSING EVENTS:

· Trauma - fat necrosis

· Breast feeding - mastitis / abscess

	
	TIMING:

· Fibroadenosis may ( Painful, lumpy breast prior to period.

	
	CONSISTENCY:

· Hard: Discrete lump suggests fibroadenoma if solid with a smooth surface, or fibroadenotic cyst if fluctuant;

· Hard: Poorly defined margin / evidence of tethering suggests carcinoma, or non-infective mastitis

· Soft: Suggests lipoma or lax cyst.

	
	TENDERNESS: PAINLESS

· Common:

· Carcinoma

· Fibroadenosis / fibrocystic disease

· Fibroadenoma - mobile "breast mouse"

· Uncommon:

· Traumatic fat necrosis

· Other cysts e.g. galactocoele

· Other neoplasms e.g. intraductal papilloma

· Chest wall disease e.g. lipoma

	
	TENDERNESS: PAINFUL

· Common:

· Infection e.g. acute mastitis, breast abscess

· Fibroadenosis - cyclical or acyclic

· Uncommon:

· Carcinoma

· Tietze's disease (idiopathic costochondritis)

	Inv / Dx
	Imaging
	Mammography, US, Ductography

	
	Bx:

FNA
	OP procedure. Used to distinguish cysts from solid lumps, obtain cells for cytology. Main disadvantage is the rate of:

· False +Vs; 1-3% of all cases & mainly due to: Hypercellular fibroma cells interpreted as malignant or Effect of hormones on breast (HRT, pregnancy, Lactation)

· False -Vs; 10-20% of all aspirates; mainly due to: Aspiration track does not encounter malignant cells. Some forms of C are particularly acellular.

	
	Bx:

Core Needle Bx
	OP procedure + Local anaesthetic. Sent for histology ( Better evidence for carcinoma and invasion. But more traumatic. Possible results:

· Cl  = Insufficient cells

· C2 = All benign; no suspicious features.

· C3 = Suspicious but probably benign.

· C4 = Suspicious and probably malignant.

· C5 = Definitely malignant. Sx on basis of result.

	
	Bx: ONBx
	· Open Needle Bx: GA Required.

· Trend away from open Bx.

	
	Mets
	LFTs, Ca, CXR, Bone Scan, Liver US, CT Brain.

	Mx
	Aim:1:Remove local tumour & Seeding risk. 2:Provide aesthetic result

· Mastectomy

· Lumpectomy, axillary node clearance and radiotherapy

· Lumpectomy alone

	Spred


	· 1st Theory of Breast C (Halsted): Cells spread from 1o tumour in sequential manner to regional nodes ( Tx: radical resections of regional lymphatic field.

· Alternative 'Embolization' theory now favoured: Cells spread from 1o tumour and simultaneously embolise both regionally and systemically. Explains why radical operations have no influence on survival and (Allows for > conservative Sx Tx.

	
	DIRECT
	· Skin & subcutaneous tissue ( S&S

	
	LYMPHATIC

1. Lat ( Lateral Pect Min Border

2. Behind Pect Min

3. Med to Pect Min
	· Superior - to supraclavicular nodes

· Medial - to internal mammary nodes

· Lateral - to axillary nodes, which are divided into: 1, 2, 3 on the Left.

	
	HAEMATOGENOUS
	· Bone, Pleura And Lungs, Liver

· Brain, Ovaries, Contralateral Breast



	
	TRANSCOLOEMIC
	· Pleural & peritoneal seeding in advanced disease

	Prog
	· Overall 5 year survival is 80%. Influencing factors include:

· CLINICAL STAGING (Manchester system) ( 5 Year Survival

· Stage 1 - 80%...2: 68%, 3: 40%, 4: 10%
· SIZE: Small < 2 cm - 95% 5 YS; Large > 2 cm - 80% 5 YS

· TYPE - Tubular and Mucinous have best prognosis

· GRADE - High Grade tumours carry poorer prognosis

· RECEPTOR STATUS - Oestrogen receptor positive tumours are more likely to respond to hormone therapy

· AGE At Diagnosis

	BREAST SCREENING: UK (Launched in 1987)                               21/04/2005

	WHO
	· ♀ 50-64: Invite 3 yearly: Single oblique view mammography

· ♀ 65+: Option of self referral for older women

	ACTION
	· Recall all with abnormalities for Inv (Examination / Special view mammography / US / Fine needle aspiration cytology)

	EFFECTS
	· ♀ > 50: Mammographic screening shown to ( mortality from breast ( by at least 25%.


	CRITERIA FOR SCREENING: WHO & WILSON

	WHO                                                                                                    I SEE AAA

	· The condition screened for should be an IMPORTANT one.

· There should be a suitable test or examination which has few false positives - SPECIFICITY - and few false negatives – SENSITIVITY.

· The cost, including Dx & subsequent Tx, should be ECONOMICALLY balanced in relation to expenditure on medical care as a whole.

· There should be a recognised latent or EARLY SYMPTOMATIC STAGE.

· The test or examination should be ACCEPTABLE to the population.

· There should be an ACCEPTABLE treatment for patients with disease.

· The facilities for diagnosis and treatment should be AVAILABLE.

	WILSON

	· The condition should be an IMPORTANT health problem

· The natural history of the condition should be UNDERSTOOD

· There should be recognisable latent or EARLY SYMPTOMATIC STAGE

· There should be a test that is easy to perform and interpret, acceptable, accurate, reliable, SENSITIVE and SPECIFIC.

· There should be an ACCEPTED treatment recognised for the disease

· Treatment should be more effective if started early

· There should be a policy on who should be treated

· Diagnosis and treatment should be COST-EFFECTIVE

· Case-finding should be a continuous process

	
	On Top of WHO:

· UNDERSTANDING

· EFFECTIVE TREATMENT IF STARTED EARLY

· POLICY ON WHO SHOULD BE TREATED

· CONTINUOUS PROCESS OF CASE FINDING


	OTHER GYNAECOLOGICAL CONDITIONS


	ENDOMETRIOSIS

	Def
	· Presence of endometrial glandular tissue (like match heads) found beyond uterine cavity and musculature.

· ENDOMETRIOMA: Area of endometriosis large enough to be a tumour.

· CHOCOLATE CYST: An endometrioma filled with old blood.

	PP
	· 12% ♀ (15-50% ♀ presenting with infertility)

· Most often in ovaries > pelvis > abdomen

· Mean age of Dx 25-29 (almost exclusive to reproductive age)

	Cause
	· Unknown. Genetic component

· Positively associated with ( use of IUCD, tampons, early menarche, late menopause, (Tight Underwear?).

· Negatively associated with pregnancy, pill.

	Path
	· May be found anywhere. Eg. Ovary, rectovaginal pouch; Rare: umbilicus, lower abdominal scars, distant organs, pleura, pericardium, CNS.

· Ectopic endometrium responds to hormonal ( during menstrual cycle ( bleeding, inflammation, & if ovaries affected( endometriotic ovarian cysts endometriomas

	S&S
	May be asymptomatic even though extensive: Severity of S&S not indicative of severity of disease. S&S typically, a triad of:

· Pelvic pain:

· Cyclical: During periods, dysmenorrhoea

· Constant: Adhesions
· Deep dysparenunia

· History of difficulty in conceiving: see PP

	
	· Periods: Heavy, Frequent, Dysmenorrhoea.

· Extra pelvic endometriosis ( Pain / Bleeding at menses eg. Haemothorax, Bleeding PR, haematuria

· GI: Constipation, diarrhoea, Frequency, +/- Painful defecation.

· Suprapubic tenderness.

· Painful nodules of uterosacral ligaments.

· Fixed uterus, especially retroverted.

· Induration [hardening] of cul-de-sac (Aka Pouch of Douglas).

	DDx
	Pelvic inflammatory disease, Primary dysmenorrhoea, Adenomyosis, Irritable bowel disease, Uterine fibroids, UTI, Ovarian cyst, Ovarian / Uterine (, Ovarian torsion, Scarring from prior surgery or PID, Vaginismus, Vaginitis, Vaginal foreign body, Vaginal trauma, Amenorrhea, Appendicitis.

	Inv / Dx
	Examination often N.

	
	Bimanual
	Rarely, localized tenderness & nodular lesions in fornices / uterosacral ligaments or cystic lesions on ovaries. Fixed retroverted uterus (Enlarged, boggy, tender uterus typical of adenomyosis [extension of endometrial tissue into myometrium])

	
	Speculum
	'Blueberry' haemorrhagic lesions may be visible in posterior fornix or at other sites.

	
	BhCG
	Rule out pregnancy / ectopic.

	
	Urinalysis
	Rule out UTI.

	
	US
	May detect ovarian cysts, but not specific for endometriotic cysts (endometriomas)

	
	MRI
	May help

	
	Laprscpy
	Usual way of confirming Dx, by direct inspection and Bx

	Mx
	If asymptomatic, do not Tx. Otherwise…analgesia (NSAIDS) + / - …

HORMONES (
· Aims to ( effect of oestrogen on endometriotic tissue or ( oestrogen levels. Many S/Es

· PROGESTEGENS: ( Endometrial Atrophy + ( Ovulation with ( Oestrogen levels. S/E: Irregular bleeding, Bloating, Mood (, weight (.

· COC: Relieves dyspareunia, non-menstrual pelvic pain, dysmenorrhoea.

· GnRH ANALOGUES: Bind to pituitary GnRH receptors ( ( FSH & LH. GnRH analogues have >> ½ -Life than natural GnRH ( Pituitary exposed to continuous GnRH stimulation ( 'pituitary down-regulation'  ( (  FSH and LH levels ( Amenorrhoea. Oestrogen levels equivalent to postmenopausal levels achieved within ~ 3 /52 Tx. S/E: Hot flushes, insomnia, ( libido, vaginal dryness, headaches, ( bone mineral density

SURGERY (
· Range: Local excision / bipolar diathermy ( ovarian cystectomy, denervation procedures ( total abdominal hysterectomy (TAH) / bilateral salpino-oophorectomy (BSO).

· Depends of site of lesion and future fertility wishes.

	Comp
	· Infertility: Mod- Sev: May ( tubal damage (infertility. Mild: Even in absence of any obvious tubal damage, also associated with subfertility; reason not known

· Adhesion formation may occur, either due to endometriosis or surgery (< with laparoscopic surgery)

	Prog
	· Chronic / Relapsing. Progressive in 30%. Remainder: constant or deteriorates.

· Relapse common once Tx stopped: (Hormones: 20% within 1 yr; Surgery: 20% within 5 yrs).

· Fertility ( by ~12% in ♀ who have ( Tx.

· Successful conception occurs in ~60% of treated severe ♀.


	PELVIC INFLAMMATORY DISEASE

	Def
	· Upper genital tract infection

· Endometritis (Endometrium)

· Parametritis (Broad ligament)

· Salpingitis (Fallopian tube)

· Oophoritis (Ovary)

	PP
	· Prevalence: ~ 2% of ♀ of reproductive age seen in GP each year; (likely to be an underestimate).

	Cause
	STDs are common cause:

· Chlamydia in 52%

· Gonorrhoea in 14% (and increasing)

· Both in nearly 8% 

· Other organisms implicated inc those commonly assoc with bacterial vaginosis (e.g. Gardnerella vaginosis, Mycoplasma hominis, Mobiluncus species, & other anaerobes).

	Risk
	· RISK FACTORS FOR STDS: Young age, new / multiple partners, ( socioeconomic group, ( barrier contraception
· INSERTION OF IUD: Risk is ( in and up to 3 /52 following insertion of an IUD, particularly in those at risk of STDs.

· TERMINATION OF PREGNANCY: Up to 10% of ♀ may develop PID following ToP.

· SMOKING: Smoking may compromise immune response. (also associated with belonging to lower socioeconomic group, a known risk factor for PID).

	Path
	· Infections usually spread from vagina or cervix through uterine cavity (also from: Lymphatic System, Bowel, Blood borne)

	Infection Spreads

(
Through Uterine Cavity (Endometritis)

(
Inflammation of Ovaries + Oviducts (Salpingitis): Swelling, Redness, Decilation

	(
Adhesions 

(
Retroverted fixed uterus / sealing of oviducts
	(
Hydrosalpinx

(
Pyosalpinx
	(
Abscesses( (Tx: Drain to prevent peritonitis, septicaemia)
	(
Peritonitis

	S&S
	· PELVIC PAIN +/- Rebound Tenderness (Infection spreading up. Bilateral & Acute)

· DYSPARENUNIA (Pain during intercourse)

· BLEEDING: Postcoital / Menorrhagia / Intermenstrual bleeding- Endometritis.

· DISCHARGE (Vaginal): Purulent, profuse, bloody

· UTI: Associated
· SPASM of lower abdo muscles

· N & V, Rebound Tenderness in those with PERITONITIS
· FEVER > 38 oC

	
	· PV Exam: Uterine / adnexal / cervical tenderness (aka cervical excitation). Adnexal mass may be present in 20% of ♀, usually those who are most systemically unwell.

	DDx
	· Salpingitis


65%

· Normal Findings


22%

· Appendicitis


3%

· Endometriosis


2%

· Bleeding Corpus Luteum

2%

· Ectopic Pregnancy

2%

· Miscellaneous


4%

	
	· ABDOMINAL PAIN (e.g. appendicitis, cholecystitis, ectopic pregnancy, endometriosis, irritable bowel syndrome, torsion or rupture of an ovarian cyst, and urinary tract infection) 

· POSTCOITAL AND INTERMENSTRUAL BLEEDING (e.g. breakthrough bleeding while on the combined pill, cervical polyp, cervical carcinoma) 

· MENORRHAGIA (e.g. coagulation disorders, endometrial polyps and carcinoma, fibroids) 

· VAGINAL DISCHARGE (e.g. cervical ectropion, foreign body, irritants such as perfumed soap, physiological discharge, tumours such as cervical carcinoma) 

· DYSPAREUNIA (e.g. endometriosis)

	
	Temp & BP
	· Fever > 38 oC (in < 40% ♀)

	
	FBC
	· Exclude blood loss

	
	MSU + Cult
	· Exclude UTI

	
	WCC & ESR
	· May be raised

	
	Blood Culture
	· If v unwell

	
	Preg T +/-US
	· If +ve ( US to look for intrauterine pregnancy

	
	Swabs
	· Endocervical swabs:Chlamydia / Gonorrhoea

· High Vaginal Swab: Trichomonas / BV
· -ve Swabs ( no infection

	
	Laparoscopy
	· Direct visualisation of Fallopian tubes is diagnostic. Not routinely done.

	Tx
	· Analgesia: 

· Antibiotics for: Chlamydia / Gonorrhoea: Do not delay Tx whilst waiting for results if PID suspected (May ( Comp Risk).

· ( Doxycycline 2/52 & Metrondiazole 1/52

· Screen sexual partners for: Chlamydia / Gonorrhoea

· Advise sexual abstinence until course of Tx complete.

· Consider referral to GUM clinic.

	Comp
	· INFERTILITY: No of episodes related to extent. Previous Hx of PID ( x2 Rate of tubal infertility.

· INFERTILITY: Mild: Even in absence of any obvious tubal damage, also associated with subfertility; reason not known.
· ADHESION formation may occur, either due to endometriosis or surgery (< with laparoscopic surgery)

· ECTOPIC PREGNANCY. ~10% of ♀ with Hx of PID who conceive have an ectopic pregnancy.

· CHRONIC PELVIC PAIN occurs in 24-75% of ♀ with H of PID.

· PERIHEPATITIS (Fitz-Hugh-Curtis syndrome) is a rare disorder that may complicate PID, characterized by adhesions b/w liver and peritoneum, ( RUQ pain. 

· PRETERM: PID is assoc with (in Preterm delivery / maternal & fetal morbidity. Admission for IV antibiotic Tx recommended.

· NEONATAL: Perinatal transmission of Chlamydia / Gon can ( ophthalmia neonatorum & subsequent visual loss in infant if no Tx. Chlamydial pneumonitis can also occur.


	ECTOPIC PREGNANCY

	Def
	· When conceptus implants either outside the uterus…
· Fallopian tube- 97% (Ampulla – most, Isthmus- 25%), Ovary, Abdominal cavity

· If tubal, the closer the conceptus is along tube to the uterus, the > risk of rupture (diameter > at ampulla).

· …Or in an abnormal position within the uterus

· Cornua (horns), Cervix

( Combined tubal + uterine (heterotrophic) pregnancies uncommon
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	PP
	· Incidence: 1:80 pregnancies

· 1973-1999: Incidence ( from 4.9 - 11.1 / 1000 pregnancies.

· Commonest cause of maternal death in the 1st Trim, & accounts for 12.2% of maternal deaths in UK

	Risk


	PAP IS PAP: Present in 25-50% of ectopic pregnancies.

· PID in past

· Age- Maternal

· Previous Ectopic Pregnancy

· Risk of recurrence is 10%

· ( by Miscarriage or tubal damage

· Intrauterine device use (> PID + ( Motility Of Tube)
· Sexual partners- Number

· Pelvic Surgery in past

· Assisted Reproduction

· Progesterone Only Pill (( Motility Of Tube)

	Path
	· Any factor interfering with passage of zygote to uterine cavity.

· Main cause for tubal implantation is low grade infection

· In ½ ectopic pregnancies, ♀have PID

· If implantation occurs, process that follows = similar to N pregnancy

· Conceptus penetrates tubal mucosa

· Becomes embedded in tissues of tubal wall

· Extravillous trophoblast penetrates full thickness of muscular layer.

· Due to ( distensibility ( TUBE RUPTURES

· Fetal death usually follows: Enough blood supply may be retained though and pregnancy may proceed.

	S&S
	· Often asymptomatic

· Amenorrhoea (not universal)

· S&S of Pregnancy…Nausea, Vomiting etc.

· Pain (( Before bleeding C.F Miscarriage)
· Chronic, Pelvic (Iliac fossa, Sometimes bilateral)

· *Shoulder (Blood irritating diaphragm)

· *On defecation and passing urine

· Vaginal bleeding (Red / Prune juice -contains decidua)

· Enlarged uterus, Adnexal mass

· *Low BP, *Fainting, *Dizziness, *Rapid heart rate;…*Shock

* Typical in 59% of pts: Ruptured E Preg ( Intra abdominal bleeding.

	DDx
	Same as PID?: Salpingitis, Normal Findings, Appendicitis, Endometriosis, Bleeding Corpus Luteum, Ectopic Pregnancy

	Inv / Dx
	Pulse, BP
	Pulse- may be (, BP- may be (

	
	Preg Test
	· Esp for pts with previous ectopic pregnancy.

· -ve test excludes > 99% cases.

	
	PV
	MAY ONLY be performed with resuscitation facilities available as may provoke rupture of tube.

	
	Hcg & US (transvaginal) 


	US only detects 30% of ectopics.

Ectopic likely: (check the below numbers)
· If bHCG is >1000-1500 iu/L and sac is seen on transvaginal US.

· If bHCG is >6000 iu/L and intrauterine gestational sac is not seen

If no sac seen but bHCG raised…Assume ectopic!

	
	Culdocenesis
	Exclude hemoperitoneum

	
	Laparoscopy

(Laparot > Laparos if blood loss)
	· & Uterine Curettage = Dx

· Presence of placental villi in curettage ≠ invalidate Dx of ectopic pregnancy (Ectopic pregnancy in tube, cornua, cervix may partially abort)



	Tx
	Once Ectopic is Dx Likely: FBC, Blood Group, Rhesus Status.

With US, Dx is > common earlier on, even before S&S allowing for…

· ( Puncture and Aspiration of ectopic sac

· ( Local injections (Indications: HcG < 300, Clinically stable, Normal LFTs [Liver breaks down HcG]):

· ( Methotrexate…If No HR + Size < 4cm (Folic acid antagonist ( ( DNA synthesis ( ( Cell division.)
· ( Prostaglandins

· ( KCl

· ( Hyperosmolas glucose

Emergency

· IVI, O- blood, Blood X match

· ( Laparotomy & clamping of bleeding A if necessary

Classical- by laparotomy / laparoscopy

· ( Salpingectomy- if healthy contra lateral tube

· ( Salpingotomy- if only one tube present

· ( +/- clamping of bleeding artery if necessary

Laparoscopy: Superior in terms of recovery from surgery, subsequent intrauterine pregnancy rate (70% vs 50%), recurrent ectopic rate BUT assoc with > risk of persistent trophoblast.

	
	· Follow up US for all

· Anti D prophylaxis if necessary.

	Prog
	· Mortality rate fallen from 17 / Million deliveries in 1963 ( 4 / Million deliveries in 1984


	MENOPAUSE AND HORMONE REPLACEMENT THERAPY (HRT)

	Def
	· MENOPAUSE: [menos: month, pausos: ending] Point in time when menstruation ceases permanently. Occurs with final menstrual period, and can (only be Dx with certainty > 12/12 spontaneous amenorrhoea. The mean age of the menopause is 51 years. 

· PERIMENOPAUSE: Time period from when ovaries start to fail (S&S begin) until 12/12 > final period. 

· MENOPAUSAL TRANSITION: Period of time from when ovaries start to fail (when S&S may begin) until the final menstrual period. 

· POSTMENOPAUSE Time after permanent cessation of menstruation. Only known with certainty >12/12 of spontaneous amenorrhoea. In practice, definition difficult to apply, esp in ♀ started on HRT in the perimenopause. 

· PREMATURE MENOPAUSE: Menopause occurs < 40. (Occurs after oophorectomy [even hysterectomy with ovaries conserved], pelvic radiation / chemotherapy)


	PP
	· >20% ♀ seek help. Mean age of menopause is 51 (48-52).

· Menopausal Trans: Begins ~ 47.5 yrs. Lasts ~ 4 yrs (( in smokers). 10% don’t experience – just stops!

· By 54 years, 80% of ♀ are postmenopausal

	Cause
	· 

	Assoc
	· 

	S&S
	· MENSTRUAL irregularity (cycles anovulatory ( stop)

· VASOMOTOR DISTURBANCE: Sweats, Palpitations, Flushing. (80% of females. Very severe in 45%)

· ATROPHY of oestrogen dependant tissue (genitalia, breasts) & skin. Vaginal dryness ( vag / urinary infection, dysparenunia, traumatic bleeding, stress incontinence, prolapse.

· OSTEOPOROSIS: accelerated bone loss ( fracture of femur neck, radius, vertebrae.

· MOOD (: nervousness, anxiety, irritability, depression, forgetfulness, and difficulty concentrating.

· ARTERIAL DISEASE > common (CVS disease, CHD, Stroke).

	Inv / Dx
	FSH
	· Limited value except in suspected Premature Men: Perform serial tests.

	
	TFTs
	· Exclude thyroid disesase esp if inadequate response to HRT.

	
	Breast
	· Perform regular checkups: see Comp.

	
	BP
	· Stop if >160/100.

	Mx
	· Lifestyle: Exercise, lighter clothing, sleeping in cooler room, and ( stress may manage hot flushes. Also: ( spicy foods, caffeine, smoking, OH may help.

	
	· Continue contraception 1 yr after last period (PoP, IUCD, Barrier).

· Hot flushes: Tibolone, a synthetic steroid (Clonidine: > S/E)

· Vaginal dryness: Oestrogen (top)

	
	Make point of offering HRT to:

· Menopausal women at ( risk of osteoporosis (smokers, inactive) and colorectal C [HRT ( risk].

· Premenopausal bilateral oophorectomy

· Hysterectomy (ovaries often fail 5 yrs post op)

· Menopausal women with rheumatoid arthritis.

	
	OPTIONS

· No HRT, Alternative Therapies

· Combined HRT: Pre Hysterectomy

· E2 Only: Post Hysterectomy

· Local Oestrogen: cream / pessary

	HRT
	PREPARATIONS:

· Oestrogen only, E2/P2, Tibolone (synthetic steroid), Androgens (Improve libido), Local Oestrogen.

ROUTES:

· Oral, Transdermal, SC, Intranasal, Vaginal.

BENEFITS:

· Improves…Vasomotor / Psychological / Urogenital S&S; Wound healing, Memory & Thinking. 

· Reduces risk of…Fractures / Bowel C

SIDE EFFECTS:

· Fluid Retention (Weight (), Cholestasis, Vomiting, PMS / Mood Swings, Painful breasts, N/V, Headaches, Leg cramps, Acne, Backache.

RISKS

· Breast C (RR of 1.023 / yr over 5 years)

· Endometrial C (not with combined)

· Venous Thromboembolism

· (Ovarian C, Stroke)

STUDIES

· WHI: Women’s Health Initiative…HRT does not prevent CHD and increases risk of Breast C, VTE, Stroke…But Flaws!

· Million Women Study: …Increases risk of Breast C…But HRT acts as growth promoter of existing C > cause of new C.

· Other to be aware of: Oestrogen Only Trial; Australian Study.

	HRT

C/I
	· CHD, Thromboembolic disease, Endometrial/Breast C.

· Oestrogen Dependant C (may also enlarge Fibroids)

· Undiagnosed Bleeding PV

· Pregnancy / Breast feeding

· Phlebitis, Dubin/Johnson Rotor syndromes

	Comp
	· MENOPAUSE: Assoc with ( osteoporosis, urogenital atrophy, CV disease, stroke, ( weight (( Breast C in premature menopause)


	PROLAPSE

	Def
	· Weakness of supporting structure allowing pelvic structures to sag within vagina

	PP
	· Incontinence is common.

	Cause
	· Usually childbirth (esp with poor perineal repair), may be congenital.

· Exacerbated by menopausal atrophy, coughing, straining.

	Path
	· Not a threat to health unless third degree uterine prolapse with cystocoele ( ureteric obstruction

	Class
	CYSTOCELE

· Upper ant vaginal wall + attached bladder bulge. Residual urine within cystocoele ( urinary frequency and dysuria

URETHROCELE

· Lower ant vaginal wall bulges ( displacement of urethrae + sphinchter mechanisms ( stress incont.

RECTOCELE

· Middle post vaginal wall + attached rectum bulge through weak levator ani. Often asymptomatic, hernia may need reducing prior to defecation by placing finger inside vagina.

ENTEROCELE

· Upper post vaginal wall bulges which contains loop of intestine from pouch of Douglas.

UTERINE PROLAPSE

· 1st Degree: Cervix remains within vagina.

· 2nd Degree: Cervix protrudes from introitus on standing / straining

· 3rd Degree: (aka procidentia) Uterus lies outside vagina. Vagina may keratinise. Cervix may ulcerate.

	S&S
	· Time: ‘Dragging’ is worse at end of day

· Urinary: Cystitis, Frequency, Stress incontinence

· Defecation difficulty

	
	· O/E of vagina in left lat position with Sim’s speculum:

· Ask pt to bear down.

	DDx
	

	Inv
	Urodynamics
	· Exclude detrusor instability, assess voiding

	Mx
	MILD:

( Intraabdominal pressure(( weight, ( smoking, ( straining)

Improve muscle tone (exercises, physiotherapy)

If post menopausal: ( topical oestrogen creams

	
	SEVERE / SYMPTOMATIC:

( is best Tx. Arrange Urodynamics to determine which procedure.

· A: ( Repair ops- excise redundant tissue; strengthen support but ( vaginal width (sexually active?)

· B: ( Hysterectomy: Tx marked uterine prolapse

· C: ( Ring / shelf pessaries- temporary Tx / for very frail (Problems: discomfort, infection, ulceration)

	Prvntn
	Lower parity; Better obstetric practice; Pelvic floor exercise


	POLYCYSTIC OVARY SYNDROME

	Def
	· Condition including oligomenorrhoea, hyperandrogenism (clin / lab evidence), & absence of other endocrine disorders.
· Previously called Stein-Leventhal Syndrome.

	PP
	· Affects 5% of ♀ at reproductive age.

· Polycystic ovaries themselves are very common (16-25% ♀) and ( not important diagnostically. See Dx
· Accounts for 80% of anovulatory failure.

	Cause
	Unknown aetiology. Assoc with Obesity, FHx, Larger birthweight…
· 50% 1o Relatives have PCOS (suggests Dominant gene)
· Genetic link with insulin secretion action. 
· Larger birth weight ( > risk of PCOS.

	Path
	· Normal: Each month, Deep within the ovary, 2o follicles grow, mature and rise to the ovarian surface ( 1 of which bursts and releases the oocyte ( corpus luteum ( corpus albicans. The other 19 ( corpus atretica.
· PCOS: Hypothalamo-Pituitary dysfunction( Ovarian dysfunction ( Follicles never erupt from ovary. Instead they grow just under the ovarian surface and are arrested before release at ~9mm. ( PCOS should really be named Polyfollicular OS.
· Endocrine abnormalities include ( [serum] of testosterone, prolactin, LH (with N FSH), & insulin resistance with compensatory hyperinsulinaemia.
· Theory for ( LH: FSH ( Normal ( Oestrogen levels during 1st few days of cycle, then for some reason ovulation does not occur (
· No Corpus Luteum ( Low Progesterone

· Increased Amounts of LH

· Insulin resistance ( ( SHBG ( ( Free fraction of Androgen ( Stimulates peripheral androgen receptors ( ( 5 alpha reductase activity ( ( Conversion of testosterone to > potent dihydrotestosterone ( Hirsuitism & Hyperandrogenicity.

	S&S
	Considerable variability of S&S…AN-HAIR i.e. Hirsuitism!
· Acanthosis Nigricans (velvety, raised, hyperpigmented skin lesions on nape of neck, under breast, flexures.)

· HyperAndrogenism (Hirsuitism, Acne, Alopecia)

· Insulin Resistance (Obesity, Glucose Intolerance)

	
	· Menstrual Irregularities:

· Often oligomenorrhoea, (amenorrhoea-19% of cases)

· Menhorragia

· Infertility / Subfertility…Anovulation (intra ovarian androgen excess ( follicular atresia).

· Hyperlipidaemia

· Enlarged ovaries

	
	ASSOCIATIONS:

· Depression as a result of S&S.

· Endometrial hyperplasia (Unopposed ( E2 level).

· Endometrial Carcinoma: (5 x increase)
· Breast Cancer (Risk x 1.5 in Premen and 3.6 in Postmen)
· Metabolic Anomalies (hyperinsulinaemia, Impaired glucose tolerance, dyslipidaemia)

· Dm II and Gestational Dm

· IHD ( Risk.

	DDx
	Androgen producing tumours of ovary / adrenal gland, HCG producing tumours outside reproductive tract, Hyper / Hypothyroidism, Prolactinaemia, Prolactinoma, Cushing’s syndrome, Hyperthecosis, Acquired / Congenital adrenal hyperplasia, Familial hirsuitism (common in certain ethnic groups).

	Inv / Dx
	Hx & Exam: Diagnostic Criteria (ESHRE / ASRM, 2003):

· Polycystic Ovary (>12 follicles, each measuring 2-9mm OR ( in ovarian volume >10cm3)

· Oligomenorrhoea + ( Anovulation (60% cases)

· Clinical / Biochemical evidence of androgen excess…acne, hirsuitism, alopecia (70 cases)

· Obesity- BMI of >30 (40-50% cases)…Doesn’t have to be: Remember Victoria Beckham!

( PCO in absence of ovulation disorder / hyperandrogenism should not be considered PCOS…BUT…she may ( S&S w time. E.g. BMI(

	
	Gluc
	· Glucose & HbA1c & Insulin

	
	TFTs.
	· Rule out other causes of Hirsuitism, Obesity

	
	FSH:LH
	· Early follicular phase LH:FSH ratio > 2.5

	
	Other Hormones
	· (Testosterone, ( Free Androgen, ( SHBG (Synthesis ( liver synthesis).

	
	US
	· Multiple, small peripheral cysts. ( Stroma echogenicity and volume are specific to PCO.

	Mx
	( 1st Line: Weight ( ( COC: 

· WEIGHT LOSS (Standard Advice): ( Insulin Sensitivity, Regs Menses & Promotes Ovulation, ( Lipids, ( Hair growth & acne.

· ORAL CONTRACEPTIVES e.g. Dianette: Regs Menses (very effective.)

· SPIRONOLACTONE for when COC is C/I, EFLORNITHINE (topical): ( hirsuitism

· PIOGLITAZONE: ( insulin sensitivity, Regs Menses.

· METFORMIN: ( insulin sensitivity, Regs Menses, induces weight loss, ( acanthosis nigricans.

· CLOMIPHINE: Induce ovulation. First: Optimise health & ( BMI ( Semen analysis ( Test for tubal patency. (Ovulation: 70-80%, Conception: 40-50%, Multiple Pregnancy: 10%)
· LAPAROSCOPIC OVARIAN DIATHERMY: 4 point diathermy…(Ovulation: 80%, Conception: 40-50%, Multiple Pregnancy: 0%)

	
	OTHER TREATMENTS:

· Hyperandrogenism: Electrolysis, Waxing, Bleaching, Shaving, Plucking, Creams, Laser.

· Acne: Topical- Benzoyl Peroxide, Antibiotics, Retinoids. ( Oral

	Comp
	· Risk of ( glucose tolerance (31-35%) & Dm-II (7.5-10%). Fasting glucose often N ( ( Oral glucose test.

· ( risk for CV disease (obesity, central body fat distribution, hypertriglyceridaemia, ( HDL, (BP)


	ABDOMINAL PAIN WHEN PREGNANT

	See CCC- Gynae

	UTERINE FIBROIDS (LEIOMYOMAS)

	Def
	· Benign, oestrogen dependant, often multiple smooth muscle tumours of uterus with varying sizes.

	PP
	· Pain: 5/1000 Caucasians pregnancies (3x > in Afro-Caribs)

· 20% ♀ have fibroids, ( with age & non Caucasians

	Cause
	· Rare associated with skin / uterine / renal cell C 

	Path
	· Begin as small lumps in uterine wall ( bulge out under peritoneum (subserosal: 20%), endometrium (submucosal: 5%), or become pedunculated(may tort).

· Degeneration speed varies

· May ( womb stones (calcification)

· Rare ( Sarcomatous ( ( Pain, malaise, bleeding

	S&S
	· MENORRHAGIA: abnormal intermenstrual / post men

· RED DEGENERATION (capsular vessel thrombosis)

· Abdominal pain, fever, tenderness +/- vomiting (Vessels ( venous engorgement + inflammation)

· PAIN: Due to torsion of pedunculated fibroid ( S+S similar to torted ovarian cyst (()

· DYSMENORRHOEA

· DYSPARENUNIA

· MASS: Firm Irregular; May be felt abdominally. May press on bladder (frequency), veins (leg oedema, varicose veins) [( in size in 2nd Trimester (oestrogen dependant: also with ‘the pill’)]
· FERTILITY PROBLEMS: Interfere with implantation

· SPONTANEOUS ABORTION

	DDx
	Ovarian Cyst, Ovarian (, Tubo-ovarian absess, Endometriosis, Endometrial (, Adenomysosis, Myometrial hypertrophy, Leiomyosarcoma, PID, Cervical (, Pregnancy.

	Inv / Dx
	PV Exam
	· Palpation of mass

	
	FBC
	· Rule out anaemia if bleeding

	
	B hCG
	· Rule out Pregnancy

	
	US
	· Often Diagnostic

	
	SCOPE
	· Hysterosalpingography for definitive Dx

	Mx
	· Dependant on Pt’s: Age / Parity / Pregnancy status / Desire for future pregnancy.

· ( Analgesia + bedrest (Majority do not require further Tx- follow with periodic examinations, Pap smear, US).
· ( Goserelin inj / LHRH inh (Lutenising hormone releasing hormone- expensive) for a reversible menopause in younger ♀ [also used to shrink them (40% over 12/52 ) prior to (]

· ( Myomectomy

· ( Hysterectomy: ♀ who do not wish to conceive / torrential bleeding. (Comp: post op adhesions)

	Comp
	· Spontaneous Abortion

· If Large (pelvic fibroids): may obstruct labour ( C section

· in size: Pregnancy, Oestrogen Tx. ( in size: > Menopause

· Removal of leioma should be considered when larger than 12-14/40 pregnant uterus.

	UTERINE RUPTURE

	Def
	· 

	PP
	· Worldwide prevalence varies (1:1500 UK,1:100 Africa)

· 1.6/1000 with no labour

· 5.2/1000 with spontaneous labour

· 24.8/1000 with prostaglandin labour

	Cause
	Risk:

· Forceps delivery

· Obstructed labour in multiparous (esp if oxytocin used)

· Previous cervical surgery

· Internal version, breech

· Breech extraction
· C section

	Path
	· Dehiscence of C Section scars (UK 70%)

	S&S
	· Time: N during labour (also in 3rd Trim)

· Pain: (/(
· Sudden maternal shock

· Bleeding: variable / slight / intraperitoneal

· O Presenting part

· Fetal distress

	Mx
	1. ( O2, IVI

2. ( Xmatch 6U

3. ( Laparotomy: tubal ligation, hysterectomy

4. ( Antibiotics (ampicillin, netilmicin)

	Prog
	66% of ruptured scars are reparable

	Comp
	Mortality: Maternal 5%; Fetal 30%

	APPENDICITIS

	PP
	· 1/1000 Pregnancies (same as N, but > comps)

	S&S
	· Pain < localised (appendix moves up, outward, post)

	Comp
	Perforation (15-20% > N), Fetal mortalitiy ~15%

	CHOLECYSTITIS See Cholestasis (CCC- Obstetrics)

	PP
	· 1-6 / 100,000 (> N)

	Cause
	Pregnancy ( ( biliary stasis ( gallstone  (+ cholesterol) formation

	Mx
	( 90% OK with conservative Tx

( Laparoscopic cholecystectomy

	UTERINE TORSION

	Def
	· Uterus rotates axially 30-40o (80% time to the RHS)

· >90o is rare but ( Pain, shock, urinary retention.

	Cause
	Present in 90% cases:

· Fibroids

· Adnexal masses

· Congenital asymmetrical uterine abnormalities

	Inv
	Lprotomy
	· 

	Mx
	( C-Section

	RECTUS SHEATH HAEMATOMA

	Def
	· Bleeding into rectus sheath +/- coughing ( haematoma ( swelling & tenderness

	DDx
	Abruption

	Inv
	US
	· 

	Mx
	Laparotomy

	RARE

	
	· Liver Congestion in pre-eclampsia +/- perforation

· Pancreatitis (mortality 37% maternal, 5.6 fetal)

	Also:

APH: 4.7%

Ectopic: 9/1000

Urinary Tract Infection

Constipation

Muskuloskeletal strain

Uterine Contractions

Labour

Ovarian Tumour

Pyelonephritis
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