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AF = Amniotic Fluid

AF = Amniotic Fluid Index

APH = Antepartum Hemorrhage

BP = Blood Pressure

B50 = Bilateral Saipingu-unphnreﬂum\r
CBC = Complete Blood Count

CIN = Cervical Intra-Epithelial Neoplasia
CTG = Cardiotocograph

CVs = Cardiovascular System

DE&C = Dilatation & Curettage

D&E = Dilatation & Evacuation

DBP = Diastolic Blood Pressure

DI = Donor Insemination

DM = Diabetes Mellitus

DVT = Deep Venous Thrombosis

FGR = Fetal Growth Restriction

FHR = Fetal Heart Rate

FISH = Fluorescent In-sity Hybridization
GTD = Gestational Trophoblastic Disease
GTN = Gestational Trophaoblastic Neoplasia
HMB = Heavy menstrual bleeding

HRT = Hormone Replacement Therapy
ICSI = Intra-cytoplasmic sperm injection
IMVIB = Intermenstrual bleeding

IVF = Intravenous Fluid

IVF = In-vitro Fertilization

PCR = Polymerase Chain Reaction

PE = Pulmonary Embolism

PMB = Post-menopausal bleeding

POF = Premature Ovarian Failure

POP = Pelvic Organ Prolapse

PPH = Post-Partum Hemorrhage

SBP = Systolic Blood Pressure

TAH = Total Abdominal Hysterectomy
VIN

= Vulval Intra-Epithelial Neoplasia
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THE GYNECOLOGIC HISTORY

L. Pre-ri ri:rlhl'lq'-b
Alwavs introduce vourself at the start of encounter
¢ Alwavs evplain what vou are going to do.

*  Always begin with an open-ended questions

*  Avoud using MEDICAL TERMS

«  Avoid asking leading questions.

«  Avoid WRITING and talking to the patient at the same time.

N, Components ol History:

Identifving Data & Source of the History
Chief (presenting) Complaint{s) P&
History of Presenting Hiness (HP1) e ? ':'_:
Gynecolomic history %:‘J
Cibstetrie siory

Foscew of Svstems

Past History

Farmuly History (FH)

Personal & Social History

M, Mlentitving Date:

*  Namwe & apne

= Mantal status

*  LUlkcupation

* Late of admission

o Yol and l.lriu'--rnh

Addres & Comtact information

Hiw ['ll.r] rescearcd normbaer

®  Lant menstraal psepnoud -‘— t"m

. W a :
I-."'”h I & I.Ii '..1!]1 |'|F|1! T "IL.‘H"" 'T"r""p'ﬂll.l i |"“'""1“1’ l_n“".'

& EXAMINATION

«  Consultation should ideally be held in closed room with no one else prosent,
= Always hsten to what the patient 1s saying and DO NOT interrupt

¢ Always INTRODUCE voursell the moment patient encounter begins,
« A female chaperone should alwavs be present for pelvic & rectal examinations

«  The components of comprehensive Adult Health History are:

|

G Liagl=
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IV, Chiel Complaint({s):

* These are the principal symptoms that caused the patient to seek medical attention,
*  Always begin with an open-ended question.
* Record them in CHRONOLOGICAL order (ie. complaints that developed first are

written first)
* If21 chief complaints, always ask which symptom is more concerning for the patient,
V. History of Presenting lliness (HP1):
* Each principal symptoms should be explored and well-characterized.
* Each symptom merits its own paragraph and a full description.
* Make every attempt to write in the patient’s OWN WORDS:
\Example: start your history by stating “According to the patient .., ~,
* Avoid using MEDICAL TERMINOLOGY.
VI. Gynecologic & Obstetric History:
" Menstrual History:
o “Menarche” - “At what age did you have your first menstrual period?”
H © “Last Menstrual Period” (LMP) - “When was your last menstrual period?”
o “Cyeles":

O Q o

0.0

" "Are your cycles regular?”

" “How often do you gét your menses?”

" “How many days does it Jast?"

* "How many pads do you use per day?"”

. Hpatfeat has cycles every 28 days, which lasts for 5 days, then you can
mention (“cycles are 5/28),

“.Uj_s__tl_lw" = "“Do you have any vaginal discharge?” If yes, then:
*  Amoynt
* Blood_
" Color & Consistency
* Odor

* Itching (Pruritus)

“Dysmenorrhga” -
“Dyspageunia” -
“1 nter-menstryal
periods?”

”Fnﬁt-cnitaLblending" = "Does bleedi
“Pap Smear” - “Have you had a PﬂP:lg'::ﬂ

: "Do you have any cramps during menses?”
Do you have pain during sexual intercourse?”
bleeding” - “Dpes bleeding (spotting) occur between the

tting) occur after intercourse?”
efor _'_i_"' If yes, then:
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o “Menopausal” Females:

* “How old were you when your periods stopped?”
* “Have you experienced any symptoms since your periods have

stopped?”
* “Have you noticed post-menopausal bleeding?”
*  Symptoms:
* Hot flushes; Night sweats
* Vaginal dryness

o “Sexually Active” Females:
* “STDs” - “Have you ever had a sexually transmitted disease?”
* “Pregnancy” - Have you ever been pregnant before?”
E,a-d'wﬂl E‘F{-ﬁlug

*  {bsteiric History:

o "Pregnancy” - “Have you ever been pregnant?” If yes, then:
* Number of children
* Mode of delivery
=  Was it a booked case or not.
* Any complications during/after pregnancy
* Any complications during delivery

o

“Abortions” - “Do you have any history of abortion or miscarriages?”
—Contraceplion” - "Have you used any birth control method?” If yes:
* What is the current birth control method in use -
*  What other methods have been tried before

o

“STDs"” - "Have you ever had a sexually transmitted disease?”
_Pap Smear” - “Have you had a Pap smear before?”

“Sexual Activily” - "Any concerns about sexual activity?”
“Child":

*  Gender

* Birth weight

* Any complications post-delivery

* Immunization status

0 QO 0.0

= Current health status

A Sample Obstetric History

ScminEg W B DanSsannsr
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e Abortion) svsiem
It 15 mesl communly done A ] W L sravada, Panty, & \bortion
| bl
is the tolal numbwer of Pregiaie.- [regy
carried to term) & includes current proegnaicy k
is the number of Jive births at any gestation orfstillbirths after 24 weeks

of gestation. .
Lbortion” is the number of pregnancies lost before 20 weeks of gestation,

' 'III.[I.L «s whether they were

Examples: .
F 3 - ) 1 = 1_ 3
« A non-pregnant woman ith3 LF\1ItTIn 1 {J. ! e
« A non-pregnant woman with twin births = GII"2
, . e
(Parity counts bwin pregrancy as 2, while gravida | -

« A woman with 4 pregnancies, one of u'hich‘tmﬁ a miscartiage = G341
or G4P3Al

= A currently pregnant woman (gestational age
children = G3I"2, |

« A woman at 12 weeks in this pregnancy, and delivering twins in previous
pregnancy and 6 miscarriages = G8 P2 (twins) + 6

30 weeks) with two

VI Beview ol Svstems (ROS):
| = This section has a series of direct "yes-no” questions.
-, It will amplify your knowledge about the patient’s main complaintis).
= Itis also helpful in screening all the systems, so that a pathology is not missed.
» Listed below is a standard series of review-of-system questions:

Hievierw of Sysierms

HEENT “Head” - Headache, Head injury, Dizziness,
“Fyg" = Vision changes (diplopia, pain. redness). Cataracts, Glaucoma
“Far” = Hearing, Tinnitus, Vertigo, Ear pain, Ear Discharge
"Nose & sinnses” = Nasal discharge (Dleeding), Sinus i
“Throat” - condition ol teeth & pums, sore-throal, hoarseness

Cardipvascular System | “lschemic Heart Disease” - Chest pain, Dyspnea, Palpitation, Dizziness,
‘ag,'ﬂmp:-

Respiratory System | Cough, 5pulum, Hemaoptysis, Exertional 1!5,-.puu.n. '.\ !wu.uu;.:- Exercise

tolerance,
Gastrointestinal “Lieneral” - Appetite, Weight changes, Nausea, Vomiting
Syslem “Bowel Hahits” - Constipation, Diarrhea, Rectal blee ‘ding, Abdominal pain |
e T“” - Jaundice, HETI'IIIII.'H'IE'E-I;E- Abdominal distention, Pruritus !
! x L_‘lﬂ.lr_n L} . Finary <y mpliooms” - Fregue ncy, nocturia, dysuria, hematurm, hesitaney,
I' ribbling, Ii.lr'w1 of stream |
‘Ridneya' — .
Musgulnsheleta) loint pain, ﬂli;:k Prflrll"r:':‘:! Tﬂt:-r-:zrz:fm} - -
ystem * Location of affected joint |
* Swelling, redness, pain. tenderness, stiffness, range of molion

3w il
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e iation 0 lime, plac, and person
ol Lentation = orientation to Lme, place, an
f—:_.! RN I E -Evnmpﬂ:. Loss o :.‘::ll‘l.ﬁ:.‘imls-m'ﬁs [LDC]‘
i — Muscle weakness, Paralysis, .
e = Numbness, Paresthesia (pins and needles)
Nfood & Movemeni = Depression, Anxiety, Tremors e
"_'_r-_-_-_ﬂ-m'_"inf' “Thyroid” = heat intolerance, cold intolerance, Exlr:f-‘iﬁf""f‘ F;:"?ﬂin e
e "Diabetes” - excessive thirst (pol ydipsia), polyuria, Weig ga
“Cushing” - easy bruising, .
“Acromegaly” - changes in glove or shoe size
|

v, Past Histaiy: i

+  Itinvolves questions inquiring
It can be divided into following components:

about patient’s past history (medical & surgi

L

ast Medical History: _
- Hypertension; Diabetes mellitus; Coronary artery disease

Hepatitis; HIV infection, Tuberculosis

- Asthma, COPD
- Previous hospitalizations

Pas! Surgical History:
- Any surgeries in the past. If yes, then:

Date & location
Indication
Type of surgery

» Any complications
«  Need for blood transfusion

*  Drug History: .
- Ask about all the drugs (prescribed & non-prescribed):

o Note its:
] DDSEIEE
* Duration
» [Indication
= Side-effects
»  Allergies & reactions:
= Write all the patient’s know allergies in large letters on the front
of their notes (both the agent & manifestation of reaction)

*  Immunization History:
o Ask whether the patient has an up-to-date immunization history:
* Childhood immunization history, hepatitis & tetanus boosters, HPV
(human papilloma virus) vaccine,

SEEInEg s B Camisannesr
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diate relatives.
of death.

X, Family Hisiory:

« Enguire
« Enquir

nt's imme

o health status of patie 3 |
about th s, calse

¢ about presence of any illness, age

Clinical Pearl

Significant T amily Nistory for
- First-degree male relatives (
«  First-degree female relatives (mother,

Cardipvascular Disease:

father, brother) age <35 years.
sister) < 63 years.

vil. Personal & Social History: _
« It can be sub-divided into following components:

- Lifestyle - (Exercise, Diet)
- Sexual History

Smoking

Alcohol

Socio-economic Status

«  Sexpal History: o
Take a detailed sexual history ONLY if indicated.

Ask questions sensitively & objectively respecting palient's confidentiality.

v Questions: |
«  “Are you married?” If yes, then DO NOT ask questions about partners!l!

= “Are you currently in a (sexual) relationship?”

*  “What is your sexual preference?”

»  “How many sexual partners you have had in the past year?” (if history of
multiple partners)

» “Do you use barrier contraception (condoms)?”

* “Do you have any difficulty with sexual function?”

» “Have you ever had a sexually transmitted disease?”

= "Are you concerned about any sexual issues?”

= “Have you ever been tested for HIV before?”

*  Smoking History:
Always remember to take smoking history.
Always COUNSEL the patient regarding adverse effects of smoking,
Always enquire aboul patient’s willingness to quit smoking

Clinical Pearl

P_-“ h"""ll!"l_ th!_"_ll!l .“ n:
® 1 Pack =20 Cigarettes
*  Pack year = number of cigarettes smoked per day (N} x number of
years smoking (Y) divided by 20 ie. Pack-year=> % /20

Somned il ChmScannsr
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Always COUNSEL the patient with hist, ey of
eflects.
Abnormal Levels:

alcohol regarding its adverse

= Lormen =3 drinks per day.
*  Forwomen > 2 drinks per day,
= 1 Unit (drink) of alcohol:

* 12 ounces of beer
3 ounces of wine

1.5 ounces of spirits

L]

CAGE Questionnaire:
* It will identify heavy drinkers.
* It consist of following questions:
“Have you ever felt a need to “Cut”-down on your drinking?”
“Have you ever felt Annoyed by the criticism of your drinking?”
* "Have you ever felt Guilty by the habit of your drinking?"
“Have you ever had a drink as first thing in morning to calm nerves (Lye-
opener)?”
Alcohol Misuse = Positive 2z 2 responses o CAGE questions

«  Socip-economic Slatus:

It has 3 components:
= Social Status = Measured by “Education”
* Economic Status = Measured by “Income”
=  Work Status = Measured by “Occupation”

ook, appeccedtoe

Blood pressure
Pulse

Temperature
Respiratory rate
Sytan
* Non-vitals:
Anemia and jaundice
Height and weight
BMI
Cervical lymph nodes

Somned w it ChmSsannsr
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LI :*——Hl,ﬂ rient should empty her bladder | ;
uld be comfortable and lying 5?|
posed only from xiphisternum

from her right-hand side.

j-recumbent.

« Patient sho to the pubic symphysis

. Ppatient should be ex
. Examine the patient

Il. Inspection: .
= Skin color and quality

» Abdominal distention
« Hernial orifices
» Surgical scars:
o Umbilical scar indicates laparoscopy'.
o Pfannensteil scar indicates Caesarean section.

ill. Palpation:
» Superficial palpation for:
o Guarding
o Rigidity
o Tenderness
= Rebound tenderness

* Deep palpation for:
o Visceral enlargement
o Any mass
o If present determine if arising from the pelvis.
o One cannot “get below the mass” if arising from the pelvis
IV. Percussion& Auscultation:
*  Auscultation is usually done postoperatively to detect bowel sound.
* Percussion is done for organ enlargement.
* Percussion note is important to know the type of mass:

o Solid mass : Dull

o Distended bowel : Tympanitic
¢ Filled enlarged bladder : Dull

o Ascites

: Shifting dullness and fluid thrill,

L. Pre-requisites:
*  General

relaxation can be ensured by noting if the abdomen is soft.
A nurse or chaperone should be in the room.

m *  Warmed instruments should be used,

Scmined i DemEiannsr
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v abs arfin 4 - ll ~ e grivi ili
Each step should be explained, whilg Bving positive reinforcement.

Position of the patient:
Dorsal:
«  Most common position,
o Cusco's speculum is i

Left-Lateral:
*  Used for examination of prolapse.
*  Used to inspect va ginal wall with a Sim's speculum.

« Inspect the vulva, vagina, and cervix and describe:
» Any swelling
o Inflammation
o Skin changes
o Ulceration
o Bleeding

* Procedure of Speculum Examination:

o Cusco’s speculum is more frequently used.

o The speculum should be warm and well-lubricated.

o The labia majora should be adequately parted with the left hand.

o The speculum is then inserted upwards and backwards, & then advanced into
vagina.

o The speculum directly visualizes the cervix once the blades are open.

o While removing the speculum ensure that the blades are open while sliding over
cervix, and should be closed at the introitus.

lll, Bimanual Vaginal Examination (BVE):
* Itis customary to use the fingers of the right hand in the vagina and to place the left

hand on the abdomen.
* It should not be performed in a virgin or a child, in whom only a digital rectal
examination is sufficient.
* Checklist for BVE:
Cervix:
« Consistency
* Tenderncss
» External os
« Masses

Uterus
*  Axis (anteverted, axial, or retroverted)

» Size (equivalent to gestational weeks of a gravid uterus) m

Semneg w i ChmiGsannsr
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i oy el not)
o Consislentcy L i
d Mlll’“'l}' [lJIl'ﬂJll' TIT L ) TN Wrﬂl CrrviE,

Adnexa: -
«  Normal ovaries are nol palpable
»  Any masses and tenderness
o Tenddermess - "
] « poslerior formi
o Utervsacral ligaments can (HE Ih’llpﬂl{.’t! in the Fim,d o
. i N e : 515,
«  Utervsacral ligaments may be scarred or shortened in
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Hl-' A B L—J LA .—Ml'.iJJl ”"! N

el u.'r‘r.-. Lil .

T '..-j [
g Fer iy
~=u} fnu“l’.-..ll. 5 e maghert o = 5
J'ﬁl 5 H_,_,..ﬂr k fl ; 1 FT.:_-];..-E

s e e 106

[ l Ny M J|"Ir*|| b
on -y Eﬂm ¢ Fﬁm-'- - ™ %
: e “N‘L)Ja}:s.t !f_ .-.1 o : i
MEEEI‘II!H] I?uiqr [Urltilflvrs-nlntul Gonad): o Gewele) T
Itis the gonadal rudiments in the i intermediate mesoderm of the embryonic kidney. {.,.-Elcdﬂ
“’E'i-;-

It appears during the 4™ week of embryonic life, M2

It remains sexually indifferent until the 7 week of embryonic life. MEQ -

«  Since it is sexually indifferent, it is therefare * b potential” ie. it has the potential to

become either a tgstis or an ova ry.

« Gonadal Differentiation: o .
It is an “active” gene-directed process. Se alelse sy E’ﬂlmﬁ ‘}’?;L.‘M |
Gonadal differentiation into Testis = due to SRY gene of Y chromosome. '.
Differentiation into Ovary: |

* Presence of ovarian-determining genes .

#  Absence of SRY gene

* The fetus has two sets of structures:

\'_.".-'E'E' o Mullerian (paramesonephric) Ducts= female intemal & external genitalia

Wolifian Ducts= male internal & external genitalia

Male Sexual Organs:
* The indifferent gonad first differentiates into a estis by the presence of SRY gene, as
explained above.

* The testis then has tw, s:
“Sertnli Cells” produce anti-mullerian hormone (AMH)

»  AMH suppresses mullerian ducts (and therefore suppresses formation of
female genitalia)
“Leydig Cells” produce testosterone.,
+ Testosterone stimulates Wolffian to djfferentiate into (mnemonic: SEED):
«  Seminal vesicles. :
» Epididymis
+ Efferent (ejaculatory) ducts

Hhi!,'ﬂla-' dibsgd»  (Ductus) vas deferens . pe {af
-urt;""'u

» Testosterone is converted by the enzyme S-alpha-reductase into

b
dﬂfu dihydrotestosterone (DHT), which virilizes the external genitalia i.e.
= Penis (from genital tubercle)
« Scrotum (from labioscrotal swelling) Epl'rp\ L.im

Searined wih CamGsannsr
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Female Sexual Organs:

B i) " :e lgrin*u't:h.rl! ovary contains primordial fuledEé..‘ —m [

o alm-mu

&Ifﬁ M“""'f":‘ Auct

The indifferent gonad differentiates into an ova ry by the presence of ovarian

determining genesé absence of SRY gene (it is only on Y-chromosome).

Since there is no testis, there is no anti-mullerian hormone (AMH) or testosterone.
Absence of AMH allows differentiation of Mullerian ducts, which forms t5,
female internal genitalia.

Absence of testosterone prevents virilization of external genitalja.

Paramesonephric (mullerian) ducts are therefore th precursor of the female genjy)
3 ! g precursor of the female Zenital
development, e 5
= Upper, unfused parts of the ducts = fallopian tubes
Lower, fuseFI parts of the ducts = uterus, upper two-thirds of vagina

No hurmmral stimulation is needed for differentiation of the external genitalia into:
©  Labia majora- from labioscrotal swelling
2 Labia minora- urethral folds (genital folds)
o Clitoris (from genital tubercle)
o Lower one-third of vagina (formed by Sinovaginal bulb)

primordial follicles contain:
o Anoocyte arrested att

o Aa&nglela}rer [ﬂﬁl H'u! int i
2 granuiosa cells su B ’ ervenin
basement membrane and theca cells (outermost cells). ;

chd |

The oocyte within a primordial follicle remains arrested {
i In prophase unti] j
atresia or enters the meiotic process prior to ovulation, 1Prophase until it undergoes

The primordial follicles continuously undergo atresia throughout life.
© 20 weeks’ gestation = 6-7 million (maximum number) 6 s pescithras

> Atbirth = 1-2 million eI hve sy sHife
o Menarche = 300.000 — me? Abres iy

e M’E['I.EP-HI.[SE = Nﬂl'll! x

ﬂfuiaf-.l bulb (‘mnr_ﬁu M}
P e *

O vegtin %E'::"‘"’“'EL

— WD S
Btk [ P
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Female Reproductiye Orgaft

The Vagina: % ' -
(1. Analomy: %—f-m{{&,‘_a . (4; (w\&_

« lItisafib s
« ltisl mr_nusmlﬂrfﬂ“m lined With strag
;! onger lm the posteriay w ratified g
. e vaginal walls are nq 2ri
sepﬂra*hed by the cerviy. eies
*» The vaginal vault is div: :
< » The vagina is G dl'v ik four fornices i
) Ept moist h}-" SECTp HD o PHStE”nri anleriﬂr
transudation from jis epithe] 18 from the uterine and cervi

» : ial linj
“Doderlein’s Bacillyg; "8 1has NO glangs,

» and two |ﬂtera]_p,l

o This acidie pHd
ECreases
the growth of Pathogenic organisms
] - Suva:j:ﬂ &5 s e ﬂllﬂl'L;S: ——
Pport is by: Cen, e

o The upper third: E-Ed ' 57 -;I?,. 4

* The cardinal w i

(transverse cervi 1) ligaments M"

* The uterosacral ligaments, 'ﬂ'ﬂ E"“:'“;E
o  The middle third: P “ h};f e

. Ezﬂgg_ﬂpelvic fascia pqea . @ Mﬁm‘i’a_

. cardinal ligaments M{ﬁ ;

Rty =

o. The lower third:

* The levator ani together with its fascia (pelvic diaphragm)

* The perineal body 40 ;

" Age Changes:
o At Birth: The epithelium is well developed (under infl ternal
ot uence of ma

© After couple of weeks: The epithelium atrophies and pH rises to 7.
o At puberty: The epithelium is well developed and PH decreases,
o Al menopause: The vagina tends to shrink and the epithelium atrophies.

: Embryology & Vascular Supply:
Embryology:
MR o L[PPEI- two-thirds = Mlﬂlﬂﬂ_ﬂll dl_l{:l’ﬁ [fl.l&l!d midline PDI‘HG"J
°  Lower one-thirds = Sinovaginal bulbs (proliferation of upper part of urogenital

sinus)
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Urogenital sinus forms the vestibule of vagina,
Vaginal canalization is a late event, occurring in the 6™& 7" embryonic months,

* Vascular Supply:
Maginal artery, which is a branch of internal iliac artery
Inferior vesical artery and clitoral branch of the pudendal artery.
Lymphatic drainage:
*  Upper Two-Thirds = intemnal iliac, common iliac, and para-aortic nodes
(similar to the cervix)
* LowerOne-Third = superficial inguinal &external iliac nodes (similar

to the vulva).
@Ah‘. - — LLd e f-‘-{'lrl'-'hr-rpn /Mﬁﬂgﬂ

— U-.—ru.-....-ﬂ. e
w w ﬁ ettn, Fort = Poreetof douglut , Arecdion

i
(1). Anatomy: Lok i Cetls o Sondl el Pediic c olen
* ltis shaped like an inverted pear, and in pon-pregnant state is situated entirely within
the pelvis,
*  Its maximum external dimensions are approximately 7.5 cm long, 5 cm wide, and 3 em
- thick.
* Inadults it weighs about 70 g.
V * Itis anteverted and anteflexed in 80% of cases, while retroverted and retroflexed in
around 20%.
* It consists of three layers: the outer serous layer (peritoneum), the middle muscular layer
(myometrium) and the inner mucous layer (endometrium).

= Major structures:
The Corpus : It is the upper part (body) of uterus above the isthmus.
The Isthmus : It is the transverse constriction between the corpus and cervix.
 TheCornu_ : It is the upper lateral part of the uterus at the point of entry of
meﬂ* A fallopian tubes.
« Internal Os:
natomical internal os is the constriction at isthmus where the corpus
b joins the cervix.
Ay » Histological internal os is the site where the mucous membrane of the
isthmus becomes that of the cervix.

(I1). The Cervix:
= Itis narrower than the body of the uterus and is approximately 2.5 em in length.

@' ) '““: The upper part of the cervix mostly consists of involuntary musele, where as the lower
pases® T—  part is mainly fibrous connective tissue,
..-'l'l'*’..'l-""I:'i|Il x* The Eni:&l}ts:&rux is the area belween the uterine L'nwl}r and the external os, and is lined h_}’
v simplé Columnar epithelium. 3

* The ectocervix is the portion projecting into the vagina, and is lined by non-keratinized
stratified squamous epithelium. Y,

“Transformation Zone™: 51 (77 TP MI"“J‘?“‘
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Embryology & Anatom y

T Les vy
'l""“_.r—- - i !h L | & H 2 Y H
M eaint It is the area where the two epithelial surfaces of endocervix &eclocervix meet
W anr It is also known as the “Squamaor i -
: Juamocolumnarjunction” - - the most common site for

W ;J-“"H cervical carcinoma (90%). _—
=] aa L%
eda] — Wikdig = \nfeaifo, Re cla) (sfudfe fove wa )

i), Lt
(il .
, »uterus and cervix develops | . e _
fheth ps from the L OWE I IND of the paramesonephric ducts.
The blood supply to uterus are;

‘{ Uterine Artery = Branches from internal iliac (hypogastric) mw},l

wrf = Branches from the aorta, and anastomose with uterine artery.
Venous Drainage = internal iliac vein

Lymphatics drainage = internal iliac & para-aortic nodes; external iliac

nodes \JQF{ o e

Aty Aok Boame LIRS Moces i L4 el Broad L gt
gt B mad U ovet apiac =) u.,”u’_';,,_j:-g..-...n_.l.;_

bos &
a*:ﬁ.-.fui Aoty |

/

+ The fallopian tube extends outwards from the uterine cornu to end near the ovary.
« The fallopian tube runs in the upper margin of the broad ligament and is lined by ¢ G2
Columnar Ciliated Epithelium, in which the cilia beat in the direction of the uterus. secuels asy

The fallopian tube is about 10cm long and is described in four parts: -t
1, The Interstitium  : It lies within the wall of the uterus.

" The Isthmus : Ikis the narrow proximal end adjoining the uterus.
: ."n ; The Ampulla :

: It is the widest and longest portion.
The Infundibulum_: It is the distal segment, where the tube opens into

peritoneal cavity, surrounded by finger-like processes, the fimbriae.

U ke o scuened l‘.famao_u-«* -> t“'EFajf:-;‘“ﬂ

(ll). Ligaments of Ulerus:
. Suspensory Ligament (of ovaries)
. Transverse Cervical (cardinal) Ligament ! contains uterine vessels
e 4 J
7 . [Round Ligament) (iate —— Valeeduallof pelvi f.f-“'ff"“* :
1t lies anterior to the uterus. It does NOT support the uterus.
re and runs into the inguinal canal.

- contains the ovarian vessels

It contains no major structu

Ll
?H.L @ |' Broad Liga mentl
Tf ' It is a double-fold of peritoneum on the lateral borders of uterus.
@' It is NOT a true ligament & does NOT support the uterus.
It contains:

Round ligaments af the uterus & ovaries

+ Owvarian vessels and nerves
Relations: . WV [I,‘_,P
«  The ureter is attached to the posterior leaf of the broad ligament m
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The “Mesavarinm” is a short mesentery that attaches the ovary to thg
posterior layer of broad ligament.
The ovarian vessels run throu gh the mesovarium.

The “Mesosalpiny” is the portion of broad ligament that lies above the
ovary.

& Vascular Supply: :
* Embryology =develop from UPPER ENDof the paramesonephric ducts,

" Blood Supply =&scending uterine artery &gvarian artery (branches of internal iliac). .
* Lymphatic drainage = para-aortic nodes Tl b ok,

The Ovarics N

(1). Anatomy: ”"‘uﬂ ':“EHT 3

The size and appearance of the ovaries depend on both age and the stage of the
menstrual cycle.

The ovaries in young adult are almond shaped, solid,
3cm long, 1.5 cm wide and 1cm thick.
*  Attachments;

ta® ©  The ovary is the only intra-abdominal s
peritoneum, P @I |
Medially attached to the uterine fundus by thefovarian ligament) —
Laterally attached to the pelvic side wall by the suspensory ligament, &
© The mesovarium attaches the ovaries to the bma:l.l.lggm%' I and contains ifs
supply of vessels and nerves, -

@
1). Structure; @MN"

Germinal Epithelium : the outermost layer, composed of single layer of cuboidal cells
< *  Ovarian Cortex + consists of ovarian follicles and stroma in between them *
| " OvarianMedulla  : the innermost layer, '

* Tunica Albuginea

greyish-pink and approximately

tructure not to be covered by

" Thereis no clear demarcation between the cortex
and medy
usually not found within the medulla, lla, but ovarian follicles are
W .
). Vascula & L

atic Drainage:

] H |
" Arterial Supply ~Ovarian arteries, branches from the, ﬁhﬁgm':gg]‘, aqria, W,&‘ ]
* Lymphatic Drainage = para-aortic nodes e
*  Venous Drainage;

o 'Iherightmraﬂan?elnqmm |

8]

"
:!1!-]'-]': VAT

L] s
] BT
HET0r YENa cava,
_________ T-1ki T JE = = TR A
Sb L T -
.
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Analomy:

ﬂjﬁ”’i;,_t;m refers to the female external genitalia,
. Vulva consists of the mons pubis, the labia majora and minora, the vestibule, the clitoris,

and the greater vestibular glands.

Impﬂrtant structures:

Labia Majora:

Are homologous to male scrotum,

Are two folds of skin with underlying adipose tissue on either side of
vaginal opening,

Are composed of sebaceous, sweat, and apocrine glands.

Are less prominent in multiparas and involute after menopause.
Have rich plexus of veins that may rupture with trauma and form

hematoma,

& Labia Minora:

Are homologous to penile urethra and skin of penis.
Are thin folds of stratified squamous epithelium.

Are composed of sebacegus glands but have no adipose tissue.

Are vascular that allows them to become turgid during sexual excitement.
Anteriorly form the prepuce and frenulum of the clitoris, while
posteriorly forms the fourchette.

o The Clitoris:

It is homologous to male penis.
It is a small erectile structure covered by prepuce.

It is about 1 cm long.
It has Fighly developed nerve supply and is very sensitive du ring sexual

arousal.
It is supplied by dorsal nerve of clitoris, branch of the pudendal nerve,

o The Vestibule:

tLP »

It is the cleft between the labia minora.
The urethra, the ducts of the Bartholin’s glands and the vagina open in

the vestibule.

Bartholin's glands lie at £ ibular bulbs, and are mucus-

secreting glands, producing copious amounts during intercourse.

The hymen is thin fold of mucous membrane across the entrance to the
vagina.

The tags of hymen remaining after rupture are known as
“CarunculaeMyrtiformes”,
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_‘._,F T ey
(). Lmbryology: "“'{_%L .
*  The vulva is derived from: Lawres. QH'E{M &51E,
Clitoris : Genital Tubercle @ \‘(,a“_a{jaﬂ_s
Labia Minora : Genital Folds @ M"‘“’t o
Labia Majora : Genital Swellings o O e A ___Jl "

Mons pubis : Genital Swellings

Urinary Tract & Rectum®™ 5 @Fﬂ&’d&{ ia Mﬂfﬂ-
D). Ureter; RFF YB= 5—"“’“’“‘“‘?‘?‘&“’% el o wllef.peMish pelic Pro

m- It is retroperitoneal throughout. @
It crosses the pelvic brim ANTERIOR o t

It inserts into the bladder posterolaterall ® )
rin

]t is very close to the uterine artery near the lateral fornix and can d
um:tﬂm W Fu{ff &Jih#_fgﬂil'_‘*“la
aluuﬁ;

. JRzlnhumhlpnfuminr to the ovary & uterine artery:

In its upper portion the ureter lies LATERAL to ovary F':E-

In its lgwer portion the ureter passes in the broad ligament & then curves

/ beneath the uterine arte u}'-'*#tﬂr_ Bass
E.wrjsupj{- iuuhsqf?l__lf't E.'-'H'.J-l.-phh Ay
(). Trethra: ’;L—~ Veeleal A .,

It is 'rbuut 3.5 cm long.

hifurcahc-n of the common iliac artery.

F.
* lthasa sl:ght posterior angulation at the junction of its lower and middle thirds,
= Itis lined with transitional epithelium.
*  Its wall contains smooth muscles arranged in outer longitudinal and inner circular

layers.  wallkas exfpls bnlowo pucct (e edfon occ )
*  The upper part is mobile, but the lower part is relatively fixed.
*  Lymphatic drainage:
Upper part : lliac Nodes
Lowe part  : Follows the vulva (inguinal nodes, external iliac nodes)

{(111). Bladder: bt s
*  Itlies anterior to the uterus. Maneday r:JL © o tﬁnm
* Ithas an average capacity of 400 mL. E 7 Lot Lov g

* Itis lined with transitional L"Ellhl:']Fl.ll'l'l
The base of bladder is related to the COrvix,

Itis supplied by superior and inferior ves
ical arteries (internal iliac ;
' Lymphatic drainage is to iliac nodes, i

Wm—? I #%rwr.uu‘ih, Ul!j‘h,,,

(1V). Hecium:

*  Itextends from the level of 34 sacral verlebra to X
int 2.
«Itis about 11 cm in length, A point 2.5 cm in front of the coccyx.
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Embryology & Anatomy

[t is intraperitoneal in upper third and anterjor part of middle third, whil
retroperitoneal in posterior part of midd]e third, and the lower third -
Blood supply: |

rior
Superior rectal artery = direct continuation of inferior mesenteric artery,

Middle rectal artery m—rﬁ'ﬂ'ﬂm

Inferior rectal art-ar'lI = from inte

mal pudendal a artery.

P Venous Drainage:

Superior rectal vein = drains into inferior mesenteric vein, which drains into
hepatic portal system.

Middle rectal vein = drains into the inferior vena cava.

Inferior rectal vein = drains into the inferior vena cava.

£ Lymphatic Drainage:
Rectum & upper 2/3* anal canal = internal iliac nodes & para-aortic nodes.
Lower 1/3* anal canal = superficial inguinal nodes

~ .5l F"'”ur*-u'h- rt-t'u'r'r'_ din

E‘L ﬁﬂﬁ F{’ap‘r EFTn

shpde e
Fﬂl‘-”': Canit Ay
'Th/ uﬂ the PJ,& avq!;

ﬂ“.‘-ﬁe"-’wﬂlﬂ ka’ rdwg te elas Aw§loceyeu
El'émurt.&p) .!wd"@ma) ffwibgri velos ﬁmiﬂ

FK )FD puoboveteulid )| 2
N-u,d M é‘h—w T WL%

i’“!‘-' oS gt
Nsehiolephug - o [ coliecfacia. _L_ .
IE Braralanphe. [ E': ; |
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THE NORMAL MENSTRUAL CYCLE

N v

+  The menstrual cycle involves the coordinated hormonal control of the endometrium
allowing pregnancy or regular shedding (periods).

. The most obvious manifestation of the normal menstrual cycle is the presence of regular
menstrual periods.

»  The hormones from the hypothalamus and pituitary direct the gvarian hormone
production i.e. Hypothalamus-Pituitary-Ovarian [HPO] axis, which in turn control the

endometrium,
» The process is complex and aspects of its initiation, control, and cessation are not fully
understood.

» Day 1 of a cycle is the first day of fresh bleeding and this should always be clarified on
history of last menstrual period (LMP).
* Important features:

o Average duration is 28 days long.

- Duration of menstrual cycle varies from 21 to 35 days.
o Duration of menstrual flow varies from 2 to 8 days.

- Normal volume of menstrual loss is 35 mL per month.

l. Hypothalamus & Pituitary:
* Hypothalamus:
= It produces gonadotrophin releasing hormone (GnRH).
o “Pulsatile” release of GnRH stimulates anterior Eitmtagr to produce FSH & LH.

o {NGfpulsatile” release of GnRH suppresses FSH and LH Ernductmn
—

* Anterior Pituitary Gland:
= It produces follicle-stimulating hormone (FSH) and luteinizing hormone (LH) in
response t@ stimulation by GnRH from hypothalamus. {].H
& LH acts on theea cells of ovary to produce {androsten Edmmf‘hnﬁ# hn‘ﬂgtﬂ

o FSH acts on granulosa Fql!ﬁ of ovary to pl‘udlll.‘l:'_b? conversion of FsH
thecally-derived androgens by the enzyme aromatase — a process called “m"h
-aromatization”, (vt )

; r_;%-rn B
eelly '
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. * Low levels of estrogen

«  High levels of estrogen

I'rogesterone:
* Low levels of progesterone
i High levels of progesterone

| The Menstrual GRS

The thvarian Changes:

The follicular phase
Owvulation
The luteal phase

L_The Follicalar Pligse:
L]

Itlasts an average of 14 days, mediated m

AFSH 4 *“} FSH levels rise in the beginning of
. ' ? progesterone & jnhibin levels.

- -veF
T il

dasy

v i
| ek

:
'. ' gradually gee by aromatization,

HPO axis to stop further FSH production,

Declining FSH levels cause al
“Iivmminant 1ol TN T

Narmally only one follicle Brows to a

FSH stimulates follicular development in the ovary and therefore the

Rising estrogen levels produced by the dominant follicle cayses Degative feedback on

resia of all byt the dominant follicle,

pre-ovulatory follicle and released at

R S - |
r‘.-ullv-.-ﬂ._f.gl'h'n - low eal o ‘-I“:;iLPH;.

"} -
il L H) Py
= inhibits LH (negative leedback)
= stimulates LH (positive leedback)

= stimulates FSH & LH (+ feedback)
= inhibits FSH & LH (- feedback)

Within the ovary, the menstrual cycle can be divided into three phases:

The follicular phase is variable and this determines the cvele length (28 - 35 davs),

ainly by estrogen, and involves stimulation of
ovarian follicles and development of a single dominant follicle,

the menstrual cyele due to low estrogen, .|,

|
levels of estrogen :I
|

avulation. This seloction of dominant

It is the largest and mas el
follicular phase.

follicle is by:

icle in the ovary at the mid-

It has highes
* It produces highest am
Itis capable of deve

It has the most efficient aromatase activity, =» Fede. e
L]

ion of FSH-induced LH re
ount of gstradiol and inhibin,

_ lopment even wheh v
Ll ]

r

. -
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|T
i’q"ﬁ“ secretion, leading t
vy Orvulation vecurs 2436 hours after the onset of LH surgye,

i, Onusdatiedl

W 1' l:‘: c;'ln.]fnll.'[["["i-.'ul.{ 1.""\,- El-‘Mr.“‘l.\ll.'LL‘:[ _d_m]““.“ ..l Iﬂl I'.l:l'l N -“_! l'l."lll'.l"-l' ”1 "hn Uy "I.II‘LI

As the domimant tollicle grows: the lugh levels of estrogencanses altered Dy pothalamis

o r,._;n}t]ipul:a.uilih' that results in ipereased LLL production

« | Hinduces luteinzation of granulesaaells m the domimant tolliche, so that progestenine
i Pnﬁd'l.h"l."‘i.‘i. .

«  Progesterone further amplities the positive-leedback eltect ob estrogen on priuitary Lit,

H surge

+ “Troteolvtic enzymes such as Matrix Metalloproteinases (MMPs) amd Prostaglandins | g il

1.1"9"11 within the follicle cause follicular wall breakdown and pelease of e oocyte,

. The LH surge is one of the best methods by which the time ol ovulation can be
determined, and is the event detected by mos| wnlation-predictor ks,
, ,:Eﬂdmgﬁﬂ-hf"l‘lﬂ are high during the m*ll:ll..ltimr, which increases libido.
; ,l_q..ﬂ-";l -.T

11 S0
» This phase is characterized by the production n from the corpus luteum
within the ovary.
«  After the release of the cocyte, the remaining granulosa and theca cells on s ovary

form the corpus luteum.
+ Progesterone produced by the corpus luteum is the dominant hormone of the luteal

phase.
» The luteal phase ieffairly constant al 14 day:
in ai‘.’ﬂdav evele and on day| 28t a 35-day cyclel.
*  After 14 days, the corpus luteum undergoes involution to become a corpus albicans

w"white body™).

Ifmmﬂlimﬁun] OCCUrs:
«  The embrvo produces human chorionic gonadotrophin (hCG).
hi_G prevents involution of corpus luteum and therefore allows

continued prrn:luclinn of progesterone to support the endomelrium
(pregnancy}.

(i.e. progesterone level peaks on day 21
ALY My «1
| ]

If implantation doesn’t occur:
» Corpus luteum degenerates, resulting in a rapid fall in progesterone and

estrogen initiating menstru ation.

The Endometrinm:

the menstrual cycle can be divided into three phases:

*  Within the endometrium,
Menstrual phase
© Proliferative phase

- Secretory phase (. P

% it Cxam
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L The Menstruat hige:

Menstruation js the i ! -
Enstru '|!|U|'| 15 the -a"-f.l.:‘E*{dmi-'. of the dead (upused endometripm and ceases as the
\ndq_'ﬁ]'“ﬂ'l TILETHY Feograrpyen " T

5,
*  Start of menstruation is o

ay-1 of cycle and lasts for 5.4 days,

\,.E q‘l'? * Menstruation is initiated 113.- the withdrawal

of estrogen and Progesterone, and inve|yes
the shedding offunctional layer of endometrium, e

" Withdrawal of Progesterone results in certain key events that lead to ischemia and tHssygp
~damage, result] ng in shedding of endometrium. These events include:
@ Vasoconstriction of spiral arterioles leading to ischemia and tissue breakdown.

‘;’a_snmm-:tricmrs__m F2a, endothelin-1 and platelel activating factor (PAF)
involve in both initiation of bleeding & hemostasis,

Enhanced fibrinolysis with resultant reduced clotting,

Vaginal bleeding will cease after 5-10 days
Endometrial Tepair after menstruation involve:
ﬂf’ﬁ‘* o Glandular and stromal regeneration

Production of vascular endothelial growth factor (VEGF)& fibroblast growth
factor (FGF), whick stimulates angiogenesis.

©  Epidermal growth factor (EGF) mediates estrogen-induced glandularand stromal
regeneratiop.

Il. The Proliferative {(Follicular) Phase: M‘rn-qm.,-_g,?wm‘lh

* This phase E.'fﬂhl_'-'ﬁ_lhﬂmmama.Lth and is characterized by growth of endometrial
=&lands and stroma secondary to malati

" This phase is characterized by transformation of epithelium lining of the endometrium
+ALE from a_single laver of low columnar cells to ) pseudostratified epithelium with frequent
mitoses,

* The massive development taking place in the endometrium is reflected in the increase in

endometrial thickness, from (.5 mm at menstruation ta 3.5-5 mm at the end of
———

proliferative phase,
* The length of spiral arteries also increases, #"‘of"d"-*'- v
" An estrogen-dominant endometrium is unstable and, in the presence of prolonged
_anovulation, will undergo hyperplasia with irregular shedding over fime.

i, The Secretory (1 uteal) Phase: 'F‘maﬂrl"‘--.-— Seoseli
* This phase is characterized by progesterone-induced glandular secretory activity,
*  Endometrial stroma becomes pdematane, and spiral arteries become :
. J]ﬂcid,u.a.lj.;gigﬂiﬁ induced in the late secretory phase, It is an irreversible process and
leads to Endtlmﬂtuupupﬁu, and menstruation unless

* A progesterone-dominant Ejﬂgmﬂﬂyﬂwe and will not und-erg::- irregular
shedding.

Immediately prior to menstruation, three distinct zones of the endometrium can be seen:

Seminen s B CanSsa nrsr
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Body Owvarian

temp.

pituitary

hormones

Anterior

Ovarian

Uterine

cycle

Luteinizing hormone (LH)
( Follicle-stimulating

hormone (FSH)

r-"—"' T gy e r——

|
\
|
|
|
f

. _Progesterone
. / B

|
1
1
|
i

hormones

Menses : T Menses
' a— Follicular Phase ——! st Lutcal Phase —
0 cays 14 days 28 days

Ovulation
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DEVELOPMENTAL &
HORMONAL DISORDERS

Genetic sex i i ilizati
: o refs d.'E'tEm“nEd at _fE'H'I] It-i!t!l:m, | 'Fll'l_'H'_"l'_"S.S. controlled bl.", th, By d“ﬂnt{:‘ﬁﬂm&'ﬁ.
rain sex refers to cerebral differentiation 10 a male or female orientation.

! Dunnghd‘uldhmd. the HPO axis is suppressed &levels of GnRH, FSH and LH are low.
* From the age of 8-9 vears GnRH is secreted in pulsatile manner.

* GnRH stimulates FSH and LH, which in turn triggers follicular growth
andsterojdogenesis in the ovary,
The estrogen produced by the ovary then initiates the physical changes of puberty
* The physical changes occurring in puberty are:
“Thelarche”  =breast development
“Adrenarche” = pubic and axillary hair growth
“Menarche” = growth spurt and onset of menstruation

B 0 O

The first physical signs of puberty are breast budding and this occurs 23 vears before
menarche.

Themean age of menarche is 12.8 years and it may takeover 3 years before themenstrual
cycle establishesa regular pattern,

Initial cycles are usually anovulatoryand can be unpredictable and irregular.

E—— PR T

I Tanner's Classification:
" Tanner divided the stages of development intg_3 stages for breast growth and pubic hair

growth:
— Tanner’s Stages
! [Basal growth rate, No breast or pubic hair development.
! | Breast budding, sparse straight pubic hair along the medial border of labia majora.
" Accelerated growth;

Elevation of breast contour with loss of contour separation b/w breast & areola.

: Coarse pubic hair spreading on to mons pubis, Axillary hair.
. | Growth slowin Areulainrm#mndarqumdl
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Powaever sdue o presenoe of only one N chiromosome, there will be failure of
development of oovvtes resulting in Sk [}ugn-_ ’ o
Absereoe o unctional ovary means that there is o estrogen production at
pubvrty and secondary sesual charactenstics cannol | develop.

Pue o absence of MIF, Paramesonephine duct will differentiate into: AL
¢ Lvmis
«  Lallopnan tubes
RN A

. L’I_b"'l.'l
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— Eelo Pro
B Siges A sy rmplonms: e ‘JY E_l:l x

s Absenoe of Lq._'*_t._lﬂﬂl&.ﬁhﬂﬂl.\.lﬂ_ﬂ'lﬁ_"}ﬂ!l_t K} {'ul-'_{u‘-- J
v Poman amenorrhes G5,
» Primany intertility. &
o Sormaltelhgence
*  Fdema of hamds and teet
@+ Webbadnedh /N
v Wide cannvng angle AR
v Broad chest with widely spaced nipples.
D+ Short stature.
It is the main feature of growing child,
It is this feature that suggests to the clinician the possibility of a sex chromosome

anomaly,
u@ Aszociated features:
o Coarctation of the aorta v
+  Inflammatory bowel disease IBD @
- wDeatness (conductive & sensorineural) Q@
Short metatarsals

< Aultoi  thy jsease _T\-V

m v Loral Rendno cafue dbeate
__'..l_ll_'-_l".l.!iﬂ.lﬁnrh & Treatment: e
Investigations: Cli'nte of LI
Narvotyping that is typically 45 XO, ™7
Measurement of FSH & LH, which are markedly elevated (with low  low estrogen =

hypergonadotrophic hypogonadism) n
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_ First Phase
L?‘? "'!__‘jip{ Cieege * listor thee induction of puberty,
' © Ihinvolves hormone repla 1'IIIL'I1['{’11’rr|j"}'- _w
@« Estrogen is administered wgally ot low dose. -+ uve f"'“’l oo ke

- I:f"!.’ sterone is introduced after 18 montbs to 2 years of therapy,
aftey 18 i ‘

| e LS

Second Phase
* ltis given when the woman desires pregnancy’. I_:;El"'

EHI‘TW‘? @. L] II CAn ”‘ﬂl}-’ bl.‘ﬂ't'f"'-“l.'n.'L! .H_.Ilh [hl'q”lr1“. a LI”"I!I’I'}&
+  Pregnancy progresses normally therealler. — hories vad fnad n.-.‘*u_'n_f_

——

*  Childbirth may be difficult due to short stature.

PRicelogse afe s

46XY DSD: ¢ 3y gewe X

ﬁﬁ' * XY D5Ds are characterized by male genotype (XY) and variable phenotype
* XY DSDs can be of following types:

XY gonadal dysgenesis @

v Androgen insensitivity, ]

5-00 Reductase Deficiency @ /ve
Mullerian Inhibitor Deficiency 57
L XY-Gonadal hsgenesis:
*  Itis characterized by failure of gonadal differentiation En!i}ja testis ite the presence
of &‘-Ehfﬂmnﬁﬂme {:'l.nd lhE'fEfl]rE. SRY Een{-.ll ; d-EEE______—P‘-- 5
* Causes:
Idiopathic (85%)

Mutation on short arm qf Y chromosome (15% o _ |
of testicular dutemi,ﬁ;‘g factor (TDF), (13%), resulting in failure of production

¢«  Features:

CIeS : Regress (no tes
Mullerian Structures: stosterone)

Complete deve .
: ._Th_ EF : ;Iupmen! due to absenge of anti-mullerian ho \MHI
erefore, all hav 2 O eirmullerian hormone (Al
‘e female internal penitaia Lt T

—

External Genitalia Jemale

| Genotype :Male (XY l‘\'ﬂl".r{].[i_-;w}
_ I‘In-nnlrﬂ' 2  Female S
'regnancy : Possible
rq,ﬂ v n.uﬂ -5t

f v i

(¥ Scomned wits OKEN Scanrer

Scanned with CamScanner


https://digital-camscanner.onelink.me/P3GL/g26ffx3k

—

Treatmfn't:
.~ Puberty Induction  : Estrogen
o Pregnancy : Donor ovum

. Ovotesticular Dysgenesis:

It is mixed gonadal dysgenesis characterized by 46 XX/XY_ mosaicism.

It therefore can have boti{functioninglovarian and testicular tissue

Y Gonadal Dhvsgenesis & Gonadal Tumors:
« Females with XY-gonadal agenesis have small fragments of a Y chromosome, and the
thus the gonad may undergo mitotic change, leading to development of gonadal
tumor,“ Lionadublastoma '

«  Gonadectomy is recommended once diagnosis is made

it Androgen Insensitivily; hE &

« [tisa syndrome cau sed by a mutation in ‘ﬂ'ld rogen receplor gene causing resistance to
androgens in the target tissues.
¢ Itis the most common type of XY female, and presents with primary amenorchea at

puberty.
* [t has following features:
Testi selopment : Yes -
_—Mulleran Structures : Regress (due to presence of AMH)
X Etﬁﬁ Walffian Structures : Regress (there is testosterone, bul oo recepior ) Mul K,
et Internal Genitalia + Shorl, plind-ending vagina, absent ulerus & s B Ké,
fallopian tubes “u/ UQ ’
External Genitalia : Female —
Pregnancy : Nuot possible
Breast development TNormal,
Pubic & Axillary Hair :Scant orabsent
Genotype s Male (AY karvolype)
Phenotype : Female
*  Management
If diagnosed before puberty the testes may be left in to allow natura wrty
without HRT..
If diagnosed after puberty:
*  Gonadectomy (rem oval of testes) should be offered because of risk of
malignancy.
* HRT with estrogens should be implemented to maintain their female
body habitus.
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vaginal lengthening, by

: : RIS
® j“: L .-|.I||I-| ] ] . ”.”*lr‘

" "-.-"-l:,;lru:|| dlilativen using dilateart
g 'nlliﬂlfrll '.-'ll'r'lllthiLl':-r:,"
% Clinical Pearl
Andlrogien Tnsensilivily & Canmatled Tammy: '
: i i i t 2'%.
= The lifetime risk for testicular malignancy 15 5m a)l, about £

o ; , 1 % arky,
AL, . Orchivclomy (removal of esting in therefore dong until after puberty

L,nka‘. 4t ra ?FJH.'EJL':

ffective method

ML, S Bbeddue Lase: Delicienay

2 : o , . which is
Ts ¢ * Itisa syndrome characterized by deficiency of enzyme 5-a reductase, 'rlhlf. 15
1 A .I' responsible for conversion of testosterone to dihyd rotestosterone resulting in
u, J* T
Aue virilization! et gevelelro Peunts st

At
Jr.(-‘L = Itis characterized by

Testis development @ Yes

Mullerian Structures : Regress (due to AMH)

Walffian Structures  : Develop (testosterone is present, normal receptor)
Internal Genitalia : Male (since the mullerian structures regress)

External Genitalia  : Female/Ambiguus (virilization can’t occur due to enzyme
deficiency)
Pregnanc : ible

s gnancy Nol Possib

E P ""E- i
IV, Mullesian Inhibitor Deficiency: XY +o
=¥+ Itisacondition characterized by deficiency of anti-mullerian hormone deficiency.

* Itis characterized by:

Testis development  :Yes  SLY (bh balea,

w— Mullerian Structures : Develop {due to deficiency of AMH)
—Wolffian Structures  ; Develop (Testosterone is present)
Lebb - Internal Genitalia : Co-existent male and female

- External Genitalia — ( Male (there is no deficiency of 5-a red uctase)
Pregnancy : Possible

Ambiguous Genitalia:
I._Introdudtion:

It refers 1o genitalia where the appearance is neither that
expected f i .
* It accounts for_1:4000 births pected for a girl nor a boy

* Investigations for a baby with ambiguous genitalia;

Full assessment of the infant, looking for:
Evidence of life-threatening salt-losing crisis (adrenal insufficiency)
*  BUN & electrolytes are essential and must be sent urgently .
*  Features of Turner's syndrome ‘
*  Fullinspection of genitalia carefully

of v i |
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Urgent serum 17-hydroprogesterone
24-hour urine collection for steroid anal Vsis

# I R r '

Karyotyping with urgent fluorescent in situ hybridization (FISH) for ¥

chromosome,
Ultrasound to locate gonads and presence of uterus
Further investigations as deemed appropriate by multi-disciplinary team.

Mﬂpuilul Adrenal Hyperplasia (CAN):
« CAH is the most common cause ambiguous genitalia& 46XX DSD.
» CAH is a group of autosomal recessive condition of enzyme defects in the adrenal

steroidogenesis pathway.
« CAH is characterized by:

> Karyotype  :46 XX

o Phenotype : Appear male
o US pelvis : Normal uterus and ovaries
o Diagnosis  : Elevated serum 17-hydroxyprogesterone Teshoslomas *
[ Enzyme Deficiency Fealures ]
Classic 21-OH Deficiency (Salt-wasting Syndrome)
Mineralocorticoids = decreased

1 | 21-hvdroxylase deficiency (90%): .
» Cortisol = decreased '

+ Most common cause of
*  Sex hormones (androgens) = increased.

(CAH)

= Clinical Features:
o Hypotension; hyponatremia
o Hyperkalemia; cardiovascular collapse

Non-classic 21-OH Deficiency:

«  Mineralocorticoids = normal
» Cortisol = decreased
»  Sex hormones (androgens) = increased.

» Clinical Features:
o Ambiguous genitalia in females (female

pseudo-hermaphroditism)
o Precocious puberty in males
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pxternally plienotypic fema, |

T XX Karyotype *
' sew organs, but lck

with mormal frtuermal

cecondary sesinal characlers, |
: Alilosteronne decreasad, by |

T . |"|.l|l1|'[.lilh”||||'I'|II.E-"
s i T '-.1."'|.'||

3 | 11-hydrovy lase defiviency | |-chenyoarticostenne inen

o Cortisol = dhevrased

e Sex hormumes (androgens) = increased,
¢ Climival Feslures:
o Hypertension (1
o Masculinization

deoxyeorlicosterons)

«  Increased mineralocorticoids cause sodium retention with hype rlension.

»  Decreased mineralocorticoids cause sodium loss and hypotension. =

Structural Anomalies B 2ok o~ -

absence of vagina and uterus,
* Investigations:

o History and examination

o Abdominal and transvaginal US

o Hysterosalpingograms (H5Gs) are of limited use.
o (MRTTGold Standard))

= Examination under anesthesia (EUA) £ vaginoscopy and hysteroscopy.
o Renal tract US £ IVP should always be undertaken.
o Karyotyping if uterus and upper vagina are absent to exclude XY female.

wol
Mullerian Agenesis (Rokitansky Syndrome):
*  Itis also known as Mayer-Rokitansky-Kuster-Hayser syndrome (MRKH)
* Itis due to absence of development of Mullerian {para mesonephric) s 'stunll
*  Etiology = idiopathic, multifactorial, : 1

* Fealures:
There is absence of uterys & upper two-thirds of vapina, whi
Sty Hoirals a, while the ovarigs,

a " “yePresentation:
2%ex b . primary

svidrome)

« Mormal i
o al secondary sexual characteristics,

e e
'I}"‘ ﬁ examination = n-?-”_“fl_“_____"'“*i'-'ﬁ B

The vagina is blind ending and shortened m: / ]"‘-'-'-’““*fh
———iacshotlened. == ) DD
@Wm

amenorg Tl
1ea 12 mos| common cause after Turner

o Treatment:

{i) * Jurgical creation (elon - .
. P-El’—':ll“!ﬂgi_r:nl_syEEm!F ion) of vagina, ‘f"" ‘-‘*:Jc'q

v GiLly
B g oPppancy

g N

O MLl bib)
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Developmental & Hormonal Disorders

[T ._,,,J 1'+ + wil T by a-.*r:l [ R — fi |
G (89 7 o o o byl b Lk
Mullerian Obstruction: :
o lts due o Bl of complete canalization of the Mullerian structures.
« It leads o menstrual pbstruction most commonly at the junction of the lower third of the
vagina at the level of the hymen.
L] I bowade 11y miaen

It is the simplest form of obstructive problems., i
(/tmlf It presents with eyclical abdominal pain in agdulescent girl. 7 #!H.q.] f-l“‘""j‘b jﬂ
ﬁ" On examination, bluish bulging membrane is visible at introjtus. |
ULQ*‘ It causes “hematocolpus” = blopd-filled dilated vagina due to obstruction .
“ “Treatment = surgical incision of the hymen & drainage of blood.
a-Ji ?H‘- Kiem

—JQHJMJ-“ "L‘-';zt-ui'-h --lw_all.--n

ve wm VegPn ‘7/ 4
“ltchothe. spter =3 Ervlocrine H*"““f‘“ ,
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DISORDERS OF

THE MENSTRUAL CYCLE

Heavy Menstrual Bleeding (HMEIRGK
T ,élﬂ!t_wﬂi!!. tion: < |

i detined as Mlood loss of greati than 80 ml per period, v

LFLLIT L] Ho v . - .
«  However, for clinical dmgnusm patient’s own perception of blood loss is preferre U&

& Causes: mnemonic: [ -y )
v o FALM IR e /e sk b
M eilad Togas! L
] denomvosis ._5{E - H} VarTie ofcny
¢ Leionsoma/erd (oo (5 Tk
Mn1ignanq- (such as I:ridﬂl'l'lL‘tt'iﬂl card I"IHTI'-I{I} . *5::*_‘1!"- le i7am 5
o Coagulation disorders . y UD = | * Diveallenn ‘f_"lﬂ
- M! . o =
¢ Ovulatory disorders 4 : wﬂﬁ wii b, ;ﬂtﬂ'.
Endometrial (such as endometrial hyperplasia) * P E..

latrogenic (such as drug therapy c.g. warfarin)
| Non-classified causes (such thyroid disease)
P L D. 'II UC—DE )

' Definitions

*  Heavy Menstrual Bleeding (HMB) = excessive menstrual blood loss.

* Intermenstrual Bleeding (IMB) = bleeding between periods

* Oligomenorrhea = cycles occurring at Z35 day interval

* Polymenorrhea = cycles occurring at €21 day interval

*  Post-coital Bleeding (PCB) = bleeding after intercourse

*  Post-menopausal Bleeding (I'MB]) = bleeding > 1 year after menopause.

*  Bleeding of Endometrial Origin (BEO):
o Itis the diagnosis of exclusion after all other causes have been ruled out.
o It has replaced the term "dysfunctional uterine bleeding” - DUE.

W, Clinical Features: —>
*  Regular excessive menstrual loss occurring over several consecutive cycles (hallmark)
" Associated symptoms:
o Suggestive of Endometrial & Cervical Abnormalities:
» lrregular bleeding

-+ Intermenstrual bleeding
LN oial Ty _ .

e

(¥ Scomned wits OKEN Scanrer

Scanned with CamScanner


https://digital-camscanner.onelink.me/P3GL/g26ffx3k

L&
Mg
88

@

:

Lo sﬁ.;j_

L_"l)

Suggesiive of Coagulaton Abmmialilns
a E_ W N mls_tni = :."In."-."'h.-'."n: e L &
L] L\nul"-‘-l'- :‘ el il I Al &

¢  History ot post-partum henwariugy

» Family history of bleeding problems

Sugpestive of Fibroids = yrinary symptoms, abdommal mass o '“""ﬂ-
Suggestive of PID = vaginal discharge

‘___-__ -
Thyreid Disease = weight changes, shin changes. tatigu

— e ‘__-_r At

-'&bdmrm'u}-pelnc examination is usuallvpormal == Mas  #0b3] )

Enlarged uterus might suggest a diagnosis of utenne iiboonds

f\n Eﬂ!ﬂemxﬂ.m 13::{7{*:@-) P4_]f

. Imestigations:

«  Pregnancy should be excluded.
* Complete blood count (CBC) to assess hemoglobin level.
*  Thyroid function tests (TFTs) if clinically indicated
* Coagulation profile (PT, PTT, INR) if clinicallv indicated  $awis ¢
*  5TD screening including Chlamydia if clinically indicated.
?G Hormane testing should NOT be performed.
*  Transvaginal ultrasound (TVUS) - espedially if structural abnormalities are &t

aginal & endocervical swabs. Catcimow

* Endometrial Biopsv or Clutpatient ]'h-.h,m-.‘urq, INIMC A T IO S

Post-menopausal bleeding (PMB) & endometrial thickness of ~ > 4mm on
HMB + age of > 45 vears
HMB - intermenstrual bleeding (IMB)

Treatment failure
Prior to ablative techniques

<E-L\J_Q\._tf‘r&f H! *1&1
Ormmme + oy <ypots

Feature
I | Drugs compatible with ongoing attempts at conception: |«
2 | Drug licensed for use as contraceptives that are eft
Scannec with Chmbon noss
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it inhibits fibrinolysis (anti-fibrinolytic agent).
Advantages:
It is safe, non-hormonal, non-contra ceptive
= Itisassociated with a reduction in menstrual blood loss by 50%

. Disadvantages:
It is associated with increased risk of venous thrombosis.
It is also associated with leg cramps, and minor GI upset.

« NSAIDS (mefenamic acid) restore imbalanced endometrial prostaglandin synthesis.
«  Advantages:
It is safe, non-hormonal, non-contraceptive.

It is associated with a mean reduction in menstrual blood loss by 30%.

» Disadvantages:
GI ulceration, renal impairment.
Caution if asthmatic, cardiovascular disease, peptic ulcer disease.

(iii). Combined Oral Contraceplive Pills (COCP):
» COCP are widely used for the treatment of menorrhagia.
+ COCP reduces bleeding and provides contraception.
« It is associated with increased risk of:
Venous thrombo-embolism, stroke, and CV disease.
Breast cancer. «&%v feaf cane—

E
o

-
(iv). Levonorgestrel Intrauterine System (LNG-IUS): Tudnn:ﬂad .
. LNG-IUS has revolutionized the treatment of HMB.

* Advantages:
It is associated with a mean reduction in menstrual blood loss of 95% by 1 year.

Highly effective alternative to surgical treatment with fewer side effects.

* Disadvantages:

- [rregular menses for the first 3-6 months after insertion.
- Not suitablefor women who wish to conceive.
}ﬂ. Progestogneicside effects:
L]

Breast tenderness Brealy upﬂl--]'

« Ame

E——

» Erratic menstrual bleeding

« Qwvarian cysts
e e
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Sub-total I-I}’stemcmm}.:

*  In this type the utering ceryiy i
* Itis quicker and hag 3 |

«  Methods:
Abdominal h}.-’.'itvlz'I‘n=.'||:h|:+r'|'|.:,.r

Vaginal hysterectomy (route of choice)
o Laparoscopic hysterectomy

(iii). HMB Caused by Fibroids:
» Surgical Options: '
o Uterine Artery Embolization (UAE)

o TranmmmmwM
o qumectﬂr_qg

Clinical Pearl W Eregpe () O

Management of Acute Severe HMB:
* Admit the patient @
HE . Detailed history & examination (with_pelvic exam) @
L = Blood Work-up: CBC, Coagulation Profile, Biochemistry @ @ |
* Maintain large-bore intravenous access (for fluid resuscitation +/- blood
transfusion)
-\, * Lanexamicadd (IV or Oral) AR bty
« _High-dose progesterone toirrest bleeding) r
*  Once patient is stabilized work-up & management as “h““"'/

Ii'rr‘, ﬁmﬂi Mows ?_il:""-'ih-l..u-‘lr;uwfﬁl"

Dysmenorrhea

L Introduction: | T I
* |t refers to painful menstruation. Iil-d’q-& fige ke .

" Itis classified into two types: Xl vt ey ]

o Primary dysmenarhoca. 8 bou hfuﬂ-a,(tma} ﬂ:m) bt

- Secondary dysmenorrhoea 6] Hbft-\-i s,

[i). Primary pysmenorrhoea: rtse vy cne oflen 2-3 . - :
“ % Smena .‘F ;Enuus organic cause, 3

: in which the pain has no
e * Itis the type of dysmennrrhoea inw 7 "
Cars€  »  Itis present from the onset of menarche, Us§ ) Yeeussweedee Msni 4
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Boap 4o ST )
l}p'_u:if. Hisis most common) D\n.-q..I [F‘r qu#ﬂ-ﬂ?ﬂtns

Pelvic inflammatory disease Py l'-s_',v.rll'.r.fJI tvd Alg

Adenomyosis €M
Asherman's syndrome,

Cervical stenopsis —?Admiamus A
Feboid &
is: IMe |, PR
. Hiﬁtm’ﬁrﬁamimtinn:

It should focus on:

* Timing and severity of pain

*  Pelvic pain and deep dyspareunia (may signify pelvic pathology)
*  Previous PID or STD

* Previous abdominal or genital tract surgery
@ * Abdominal examination to exclude pelvic masses.

(> * Felvic examination for cervical excitation, adnexal tenderness, and
Masses.  Lrbescus fTp
Investigations: ™
o Endocervical gwab for Chlamydia and Neisseria
N ©  High vaginal (_{Bw.ah for other pathogens
ﬂ o TVLS :
0

Diagnostic Laparoscopy, when:
\*#% Endometrigsis is suspected.

* High vaginal & endocervical swabs are normal
Q_ * Patients wanta d
OCsvey Yl TN | ?u...'pl_g,t — eesyTeal Slensee
. Treatment: L oGt LS ang o

. Sy:‘nptnm l:[!]“ll'l'?_l_:___...- ﬂ;‘-_\rl‘i_f‘_ﬁ_ .
o}

NSAIDs - Mefenamic acid

MeAredl | © \ - to abolish qvulation, not very effective
—© _LNG (Mirena) - often as first-line option bef

ore la ATDSCOEY
W&, o Local heating - as effective as NSAIDs Paroscopy
o LI.EESI-TIE‘ Bes ‘ﬁEﬂEE' lﬂw-fat'w etarian di l E. 1 5

i¥or |0 e, et i i,

* ltis used for short-

i term only to avoid hypo-estro enic state, ¥ HET
* Itisalso used to assess which patients respond to hysferectom
<Y~ * If dysmenorrhea doesn’ resolve with

, nRH analogues, it is unlikely to
%i*éi'cé & %mmwe with hxsterectumy.

1 fhu?« -2 EI-AM""rH“'h—-J CE.'—L'JF:JS!QW_S
@ * Treat Underlying Cause:

o  Endometriosis: EEI_PS, Progestogens, GnRH analogues
o Antibiotics for PID

o Relief of obstruction (usually surgical)

and symptoms persist,
efinitive diagnosis & TEassuTance. |

Scaneg w il CamScannsr

O Scoened wis OKER Scanmer

Scanned with CamScanner


https://digital-camscanner.onelink.me/P3GL/g26ffx3k

prroduclion:
~ [tis defined as absence of menstruation,
Primary Amenorrhea;

It is a condition in which girls fail to menstruate by é ;}!E;‘I rs of age.

. Secondary Amenorrhea: = L
It is absence of menstruation for more than 6 months in a normal female of
reproductive age that is not due to mn;::,r, IEctL!.inn, or niuﬂauﬁe, |
o = )
« Oligom enorrhea:

o Itis defined as irregular periods at intervals of > 35 days, with only 4 - 9 periods
a year.

e

= X oy F'ﬂ'(_;r
Il. Etinlogy:
« Conditions causing amenorrhoea can be broadly categunzed as follows:

o Reproductive outflow tract disorders
o Owvarian disorders

o Pituitary disorders
o Hypothalamic disorders H._MT

(i) Reproductive Outflow Tract Diﬁurdng:

»  Asherman’s syndrgmé

»  Mullerian agene __&-—%*hpﬂ-m-dﬁ

*  Transverse vagma] septum
F Imperforate hymen —» M‘.Ib.u..n'u

,* Androgen insensitivity svndmme

{ii). Ovarian Disorders:
»  Anovulation (Polycystic Qvarian Syndrome)
* Tuner's syndrome
«  Premature Qvarian Failure; _
5 Non-viable follicle in the ovary. : B i
o High FSH & LH, while low plasma estradiol, * ' :

o Viable follicles in the ovary.

o [Unresponsiveto FSH and LH h e a -

(), Piutary Disorders: © .
* Pituitary adenoma - mﬂﬂhmmﬁ]ﬂmﬁ

" Prolactinoma - most common pituitary adenoma
" Surgery S

* Shechan's syndrome (postpartum pituitary failure) T n
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{iv). Hypothalamic Disorders:

* _Functional:

Stress
Anorexia

Excessive exercise

* _Non-functional: *

O
o

]

Space occupying lesion
Surgery
Kallman's syndrome

NI History & Examination:
" History should emphasize on;

o

s i e T

Developmental history

Detailed gynecologic history

Detailed obstetric and contraceptive history
History of chronic illness

Excessive exercise |
Histnryufﬂmi;n# W K FaRe et
Past medical and surgical histories

Presence of menopausal symptoms

Current medications

Family history of premature menopause

Development of any virilizing sign or galactorrhea
Psychological history

Recent stressful events

*  Examination:

o

2]

o

i

L#]

L¥]

BMI

Visual field disturbances such as b; 1
Stigmata of endocrinopathies or Turner's

g syndrome
Evidence of viriization (deep voice, male pattern balding, clitoris enlargement)

ia in prolactinoma,

Pelvic examination, which may show:

* Imperforate hymen
Blind end va

Absence of cervix and wlerus
Evidence of atrophic effects of hypo-estrapen:
tract,

within lower genital
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v, Martil sement of Amenorehea - Stepwise:
Patient with primary amenorrhea:
Perform hﬁ!ﬂ?\ & physical .

-T - [Initial Tests: FSH, hCG (pregnancy test), prolactin, TSH
Pelvic US_

» If pregnancy test positive = pregnancy is the cause of amenorrhea (&

« If UTERUs is ABSENT: Erecr.
Order Karyotype and m testosterone

1. Karyotype 46 XX= Mullerian agenesis (Rokitansky syndrome)
» Congenital absence of vagina and uterus

« Normal breast development
* Normal ESH, serum testosterone in_female range.

2. Karyotype 46 XY:
* Androgen Insensitivity Syndrome:
= Female phenotype
= Serum testosterone in range. el

» _5-alpha Reductase Deficiency:.
¢ [Female phenotype or ambiguous genitalia at birth
o Serum testosterone in male range - causes u.r_i::i.lizatinn.a.Lpa.:.hm}'.J.

Slogk Hale et
elvloy e P

* [f UTERUSis PRESENT with Normal to Low FSH:

1. Breast Development or Tanner Stage >3 = YES:
« Outflow Tract Abnormalities:

- _Imperforatehymen Coogetind,
- Transverse vaginal septum

2. Breast Development or Tanner Stage >2 2 NO:

« Repeat checking of FSH, add LH too.
« Pituitary MRI can be considered to rule out sellar mass

s LowFS FSH and LH:
" . Constitutional delay of puberty
-~ Congenital GnRH deficiency (Kallman's syndrome),
. Hypothalamic-Pituitary Disorders

Funchm'ial hj"Pl:Iﬂ'lﬂllmm amenorrhea

H}.rpngomdnt:uplc hypogonadism:
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Systemic Disease: cellac disease. type-1 DM
Stress, Exercise

e MHUTIRUS is PRESENT with High 1S

i|_'|- 1 11 A Prsarpnd “saca 00l 1 bl haraet J
< Evaluate for cungfniialw 17-hydroxylase detic IEncy)
Hypertension, Abdent Secondary S wual Characters —2: S0

»  Order Karyotype:
46 XX - primary ovarian insufficiency
46 XY - gonadal dysgenesis
45X - Tunersyndrome

\. Management:
«  Management must be guided by the diagnosis and fertility wishes.
*  Management options are:
Treatment of any underlying causes.q)
Attain normal BMI
’ »  Dopamine agonists tcabergoline, bromocriptine) - fost hine agents

» Surgery - if medical management fails,

Hnrrnunmlmnmni therapy for premature ovarian failure
Specific treatment of endocrinopathies and tumors
Relief of genital tract obstruction:

= Cervical dilatabon

* Hysterosgopic resection

# Incision of hym_en
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Ty Wi TR

L ¥ e HETREY L TFETRTY Callsge [H”"-
' |: POUVS s a sy rome of o

shol anovulatory: sublertility

AN dysiuncg
_ Valong w ' !

e ELH.,.-,‘,;“_LJ,_.,'M! 1 with the cardinal features of i

J - 38 : ¥ = muq!hlﬂ!&a}.l -

o PUUS s associated with an incregsed risk of type-11 didbet

v PCUS attects around 5-10% of women of repre

ultrasound is much higher - around 75

i,

«  Etiology: =
. . — 1"—“—1_1-rﬂ
PCOS has unknown etiology, likely to be multifactorial,
PCOS may be associated with following factors:

« _Genetic (familial clugtcr’mg]
* Insulinresisiapee with mmpensﬂ*ﬂw

Wwa * _Hyperandrogenism (elevated ovarian androgen secretion)
ﬂ! * Obesity )

) MEB o feedh —ve posiad st gy

it g by r/.n;f_.:'ﬂr f!‘!‘ -_.a:-“:

I, Clinical Features:
. Amunurrheafﬂiignmemrrhnaix 1 75% Ras il
» _Subfertility - TE0; -
* Hirsutism :30-70%

v+ Obesity ' : 40% Al
*  Acanthosis Nigricans: Ll

a
Tﬂ"‘ - Itis areas of ipcreased pigmentation in the flexural skin areas (such as axilla)

It is seen in approximately 2% cases.

es and cardiovascular events
productive age, while the prevalence on

=

. sis: _
* Nosingle test is diagnostic of PCOS.  HixFovy |
* Laboratory Tests.
Elevaled testosterone levels g
Decreased sex hormone binding globulin (SHBG) .
Llevated LH levels
Elevated ILH : FSH ratio

Increased (asting insulin levels @ ;

*  Ultrasound features of PCOS are: @ i
= B subcapsular follicular cysts < 10 mm in diameter
Increased ovarian stroma

% vt s
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Rotterdam Criteria for Diagnosis of (PCOS:

* [t requires the presence of 2 out of following 3 variables:
P 1. Amenorrhea or Qligomenorrhea

€ 2. Clinical or biochemical signs of hyperandrogenistr:
5 Acne

o Hirsutism
o Alopecia

P 3.DPolycystic ovaries on pelvic ultrasound:
o 212 follicles in one ovary

o Ovarian volume>10mL.
- _.-—-"'_"-H'

IV, Treatment: © Wt 4~

@ " SCONTP

o Itregulates menstruation.

o Italso increases sex-hormone binding globulin (SHBG) — decrease androgenic
ﬁ symptoms. .

* _Clomiphene citrate (anti-estrogen) - can be used to induce ovulation in patient with "'\
subfertility. — Seinh

* ~Matformin - in subset of patients with hyper-insulinemia & cardiovascular risk factors,
@ = _Lifestyle Modifications: e
o _Exercise =

o Wﬁ' tlnia*uill:.

@ Hirsutism & Hyperandrogenism:
o Eflornithine cream (inhibits omithine decarboxy] _
o Cyproterone acetate (anti-androgen) ase, responsible for

o GnRH agonists (suppress gonadotrophins, the e
© Finasteride (inhibits 5-a-reductase) reby suppress ovarian ar

a |- laser &
() o Surgica ovarda, A4 U;
V. Long-term Consequences of PCOS: }
" Cardiovascular disease (due ta):

”M_

o Insulin resistance
© Dyslipidemia
* Diabetes:

. hmmk“fmhmaldhhem
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Chapter 5 Disorders of The Menstrual Cycle

«  Amenorrhoea:

risk factor for: MPPPM&EDEEB, is a

* Endometrial hyperplasis

L}%ﬂ *  Endometrial CArcinoma

I, lntroduction:
» [t refers to:

Qccurrence of Lyclical somatic, psychological and emotional symptoms.

© Itoccurs during the luteal (premenstrual) phase of the menstrual cycle.

o It resolves by the time menstruation ceases,

11, Etiology: L'_’,’ gesalin b —

* Idiopathic (most common) [y == e

* Variation in sex steroid levels / \

* _Low serotonin levels ~3> E § P effect Mg

* Possible genetic romponent (e > Gercels Sheg)

* Risk factors: W%‘L ;
o High caffeine intake : %t:z'i‘ﬂ.udq‘)
d Es&ng age W s
. o
o History of depression i E&thﬁh)
o Diet low in vitamins and minerals E:\-'Fllﬁ-t_e e '

o Family history
. Cljgical Features: o V& danbolty flallin, /blale | Ty 4ac

" Bloating, abdominal cramps

Cyclical weight g.un s

Mastalgia = —Pfwacse dl,

" Fatigue; Headache; Depression

* The cyclical nature of the PMS is cornerstone for diagnosis
* The most common behavior symptom of PMS is mood swings (dysphoria, irritability)

*  The most common ph}rsicai symplom of PMS is bloatingd: extreme fatipue.

W. Treatment:
) L prose I.ET‘”H e

Weight loss, Exercise

Low fat, sugar, salt, and alcohol

High fiber diet, vegetables, and fruits

,  Stress management (relaxation, yoga, breathing techni
\@¥ . Vitamins & Minerals: Aty

= Vitamin Bé
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Calcium + Vilamin D

*  Magnesium
"- 1.?" F'Eﬂh'l_ W{TU Eﬂhﬂﬂ'{hf{_"f__} EFJ &imtlﬁﬂHMﬂq ﬂdam 'ﬂ‘l"j't_
- Physiological Approach:

Selective serotonin reuptake inhibitors (S5RIS) such as fluoxctine.
Cognitive behavioral therapy (CBT)

Cycle Suppression:

COCP

Transdermal estradiol

GnRH analogues -:___-H T

’ surgery — hysterectomy + bilateral salpingo-oopherectom y (B5QO)

* Alternative Therapies:
_StJohn's wort - improves mood
o Evemng, primrose oil - no evidence of true benefit, might be helpful for mastalg gia

(ST

|Clinical Pearl

Su l_'g ry & PMS:
i) All patients with PMS who have resistant symptoms and are planned for sy rgery i.e,
wvw hysterectomy + BSO, should undergo a trial of GnRH analogues.
Aol UlEef sone *  GnRH analogues (e.g, goserelin will suppress ovarian cycle,
’ T::’E,LH * TPatients who respond to GnRH analogu

es will likely benefi
I- D % * Patients who don‘t respond to GnRH 3 Y it from sy rgery.

nalogues are unlikely to respond to surgery.
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