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Examination of the Pelvis

After introduction of the laparoscope, a systematic
inspection of the pelvic and abdominal organs is done.
The patient is put to Trendelenburg position for proper
visualization of the pelvic organs.

Fig. 35.6: Surgical treatment of PCOS by drilling

Visualization: Diagnostic procedures may be
performed with direct optical visualization. Operative
procedures are carried out with video camera (Fig.
35.12).

OPERATIVE LAPAROSCOPY

endometriosis. (iii) Adnexae is freed laparoscopically.
(iv) Dissection of bladder from uterus. (v) Desiccation
and transection of uterine artery (vi) Entire uterus may
be freed from its attachments.

Fig. 35.7: Laparoscopic adhesiolysis (salpingolysis and
overiolysis)

PROCEDURE OF LAPAROSCOPIC
HYSTERECTOMY

B Tubal sterilization with single puncture
technique: The various operative techniques of
laparoscopic procedures are beyond the scope
of the book. As the laparoscopic sterilization is
commonly done, this procedure is described in
p. 496 (Fig. 35.6).

m  Total Iaparoscopic Hysterectomy (TLH)

Uterus is freed of all its attachment laparoscopically.
The uterus is removed either vaginally or abdominally
following morcellation. Vagina is closed with sutures
laparoscopically (details see below).

B Laparoscopic Assisted Vaginal Hysterectomy
(LAVH): See below

Benefits of laparoscopy prior to vaginal hyste-
rectomy are: (i) Diagnosis of any other pelvic
pathology. (ii) Adhesiolysis or excision of

Three or four puncture sites are made. One 10 mm
umbilical port is used for the laparoscope, connected
to the video camera. Three other secondary ports
are made, each of 5 mm size (see p. 612). Two of
them are placed on the ipsilateral side and the third
on the opposite side. These are placed lateral to the
inferior epigastric artery or in the mid-line above the
bladder. The left lower puncture is the major portal for
operative manipulation. The right is used for retraction
with atraumatic grasping forceps.

Bipolar coagulation or Harmonic Scalpel are
used to transect pelvic ligaments and to achieve
hemostasis. Bipolar coagulation desiccates the
blood vessels. Scissors are used to transect the
pedicles following coagulation. The round ligament,
infundibulopelvic ligament are similarly coagulated
and transected. Sutures, staples or clips can also be
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used. The leaves of the broad ligament are opened up
with the scissors. The peritoneum of the vesicouterine
pouch is dissected with the scissors. Hydrodissection
may be used to develop the space.

I LAVH, the laparoscopic procedure is stopped
at this point. The rest of the operation is completed
vaginally. Uterine vessel ligation is done from
below. This is exactly the same as that of vaginal
hysterectomy (see p. 220).

| Total Laparoscopic Hysterectomy (TLH)

Dissection is continued to expose the uterine vessels.
After careful identification of the uterine vessels and
the ureter, the uterine vessels are desiccated using
bipolar diathermy and then cut. Harmonic Scalpel
use causes coagulation and cutting simultaneously.

Uterus is then freed from the rest of attachment.
The cardinal ligaments on each side are divided.
Colpotomy device and vaginal occluding device
(Colpotomizer system) help to detect the site
of colpotomy and maintain pneumoperitoneum
simultaneously. Wet laparotomy sponge may be
placed in the vagina for this purpose. Vagina is
transected using monopolar energy or by harmonic.
Bipolar cautery is used for hemostasis. The specimen

is removed (see above). Vaginal vault is closed. Extra
corporeal sutures may be used.

After completion of the procedure, laparoscope is
used to check the pelvis for hemostasis. Peritoneal
cavity is irrigated with Ringer’s lactate solution and
suctioned until clear fluid is obtained. Bleeding vessels
are coagulated. 500 mL of Ringer’s solution are left in
the peritoneal cavity. The laparoscopic instruments are
then removed and the pneumoperitoneum is deflated.
The trocar incisions (ports) are closed.

Postoperative Care

General postoperative care is similar to any other

major gynecological surgery. Care specific to

laparoscopic hysterectomy are:

(a) Prophylactic antibiotics are used in a case of
hysterectomy (p. 584)

(b) Laparoscopic ports should be kept clean and dry
for next 7-10 days.

(c) Diet may be started by next 12 hours.

(d) Discharge: Patient may be discharged by next
48-72 hours.

(e) Daytoday physical activity may be started by
10-12 days time.

(f) Intercourse should be avoided for next 6 weeks.

Fig. 35.8: Laparoscopic view showing tubal
sterilization with silastic (Fallope) rings

Fig. 35.9: Laparoscopic myometomy. Myoma screw (Fig. 35.3C)
is used for traction of the myoma (Courtesy: Dr. Parul Kodtawala,
Ahmedabad)
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COMPLICATIONS OF LAPAROSCOPY

Complications are grouped into: (i) specific to
laparoscopy itself, (ii) due to anesthesia, (iii) common
to any surgical procedures.

B Complications due to laparoscopy itself:
(1) Extraperitoneal insufflation

(a) Surgical emphysema

(b) Omental emphysema

(¢) Cardiac arrhythmia

(2) Injury to blood vessels—mesenteric, omental,
injury to major pelvic or abdominal artery or vein.
Inferior epigastric vessels may be injured during
insertion of accessory trocars.

(3) Injury to bowel—with veress needle or trocar
especially when there is adhesions.

(4) Injury to organs like bowel, bladder or ureter.
Damage may be mechanical during dissection or
thermal by electrical or laser energy.

(5) Electrosurgical complications—causing thermal
injury (electrode burns, insulation defects).

(6) Gas (carbon dioxide) embolism—resulting in
hypotension, cardiac arrhythmia.

B Anesthetic complications peculiar to laparoscopy
are:

(1) Hypoventilation (pneumoperitoneum and Trende-
lenburg position lead to basal lung compression and
reduced diaphragmatic excursion).

(2) Hypercarbia and metabolic acidosis (when CO, is
used for pneumoperitoneum).

(3) Basal lung atelectasis.

(4) Others—esophageal intubation, aspiration and
cardiac arrest.

B Complications common to any surgical
procedure

(1) Hemorrhage (2) Infection

(3) Wound dehiscence  (4) Port site hernia.

Death rate in diagnostic laparoscopy is about
5/100,000 procedures. With experience, the fatality
is markedly reduced to even zero. Causes of death
are cardiac arrest, gas embolism and consequences
of intestinal injury.

ROBOTICS: Robotic surgical system allow the
surgeon to operate from a distant station. Two robotic
arms filled with instruments works inside patient’s
abdomen. These arms have 360° range of movement.
It has the advantage of increased dexterity, minimum
fatigue, tremors or incidental hand movement. It is
expensive and needs training.

HYSTEROSCOPY

Hysteroscopy is a procedure that allows direct
visualization inside the uterus (Fig. 35.10). It can be
used for diagnostic as well as therapeutic purposes
(Fig. 35.12).

Basic Instruments and Electrosurgical Units for
Hysteroscopic Surgery (Fig. 35.11)

Telescope—Rigid telescopes are commonly used.
The telescope may be either straight on (forward view)
(0°) or fore oblique view 30°, 70° or 90°.

Flexible telescopes—The tip of the hysteroscope can
bend up to 110°. It has the advantage of easy uterine
entry through the angle between cervix and uterus. It
helps easy aligning the catheter for tubal cannulation
(Fig. 35.10).

Microhysteroscope acts as a high powered
microscope by switching the lens to 150X. Light
contact with the mucous membrane is needed.

Fig. 35.10: Panoramic view of the uterine cavity with a
hysteroscope. Tubal ostium is seen one on either side
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A
Fig. 35.11A: (A) Hysteroscope

B

Fig. 35.11B: Hysteroscope with
working element for operative
interventions (outer diameter:
8 mm)

Telescope sheath—A sheath is required to introduce
the telescope. Sheath used for diagnostic purposes
are smaller (5 mm) than that for operative sheath (7—
10 mm). Operative instruments are introduced through
the sheath. Operative hysteroscopy needs separate
inflow and outflow sheaths. The inflow sheath carries
the distension medium to the tip of the telescope, from
where it is withdrawn via the outer sheath. This helps
to maintain the clear view.

Distending media—The uterine cavity is distended
with a media to separate the uterine walls and to have
a panoramic view. The media used could be either a
gas or a liquid.

Carbon dioxide (CO,)—is commonly used for
diagnostic purposes. It is soluble in blood and is safe.

Hysteroflator provides gas flow rate of maximum
100 mL per minute and a maximum pressure of
100 mm Hg.

Liquid media is used for operative procedures.

Normal saline can be used but not suitable for
monopolar electrosurgery. Constant flow is to be
maintained to flush the operative area.

Glycine 1.5 percent is used in many centers
for excellent visualization. It is hypoosmolar.
Resectoscope (monopolar electrosurgery) can be
used as it does not conduct electricity. Fluid can be
pressurized via a roller pump or by a pressure infusion
bag cuff system with a maximum flow rate of 100 mL/
min and maximum pressure of 100 mm Hg.

Mannitol (5%) and Glycine (2.2%) are Iso-
osmolar, so can be used safely. They can be used with
electrosurgical devices also.

Fig. 35.11C: Resectoscope (with an angled cutting loop)

While using liquid distension media, volume of
fluid instilled, volume of return fluid and the fluid
deficit must be calculated. Significant fluid deficit
(Saline 1.5-2L) warns the surgeon to discontinue the
procedure. Glycine: A fluid deficit of > 500 ml, may
cause hyponatremia and hypo-osmolar state.

A fluid deficit of (= 500 ml is alarming to prevent
hyponatraemia and hypo-osmolality. Deficit of >
IL, require measurement of serum electrolytes and
diuretic (frusemide) therapy.

A pressure of about 50-70 mm Hg is required for
adequate distention of the uterine cavity. This pressure
should not exceed the mean arterial pressure to avoid
extravasation.

Accessary instruments are: scissors, forceps, grasping
forceps (Fig 35.3) Monopolar and bipolar electrodes (a ball,
needle or cutting loop) are used for operative hysteroscopy.

Image-recorder—recorded images are useful as teaching
aids to the trainees. They can also be used as an evidence
(in defense) for medicolegal purpose.

Camera: The hysteroscopic image is visualized on the
monitor with the help of a camera. The camera used for
laparoscopy can also be used. The monitor is checked
before hand for visualization of appropriate image. A high
resolution camera and color monitor is required for both the
surgeon and the assistants.

Light source: Xenon or mercury halide can provide high
intensity light sources for excellent illumination.
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Fig. 35.12: Hysteroscopic procedures in progress

Anesthesia and Procedures

Diagnostic procedures—are carried out as an outpatient
under paracervical block with 1 percent xylocaine (10-15
mL). Initial steps are same as in dilatation and curettage
p- 585. Telescope inserted within the diagnostic sheath, is
gradually inserted through the cervical canal while the light
is on. The distension media is flushed through the sheath.
Uterine cavity is evaluated throughly with a closer view
at fundus, lateral, anterior, posterior walls and the tubal
ostia. Endocervical canal is seen while withdrawing the
hysteroscope from the uterus.

Operative procedures—are carried out under general
anesthesia or regional anesthesia (spinal or epidural).

INDICATIONS OF DIAGNOSTIC
HYSTEROSCOPY

(2) Abnormal uterine bleeding:
¢ Menorrhagia (Fig. 35.13).
¢ Postmenopausal bleeding (see p. 559).

Fig. 35.13: Hysteroscopic view of a submucous fibroid

(b) Infertility—when associated with abnormal
hysterosalpingogram (filling defect, synechiae).

(c) Miillerian anomalies like arcuate, subseptate,
septate, bicornate uterus or uterus didelphys can
be diagnosed with hysteroscopy. The procedure is
combined with laparoscopy for confirmation.

(d) Recurrent miscarriage: Intrauterine pathology
such as fibroids, polyps, Asherman’s syndrome
(see Fig. 37.73) can be diagnosed and treated.

(e) Misplaced IUD (see Fig. 29.6).

(f) Chronic pelvic pain due to obstructive uterine
anomaly, fibroids, bicornuate uterus may be
diagnosed. Laparoscopy is done to exclude other
pelvic pathologies.

(g) Transformation zone (p. 322) could be visualized
with colpomicrohysteroscopy.

(h) Hemangioma and arterio venous malformation—
diagnosis.

INDICATIONS OF OPERATIVE
HYSTEROSCOPY

(a) Polypectomy and myomectomy.
(b) Lysis of intrauterine adhesions (synechiolysis).

(c) Endometrial ablation (laser or roller ball) for
patients suffering from DUB (see p. 195).
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(d) Endometrial resection—where endometrium
is excised using a resectoscope (Fig. 14.4) for
patients with DUB (p. 195).

(e) Metroplasty (resection of uterine septum) Fig.
35.14.

(f) Removal of foreign body or IUD, when the thread
is missing.

(g) Biopsy of suspected endometrium under direct
vision.

(h) Tubal cannulation—under hysteroscopic
guidance can release any proximal tubal
obstruction (due to mucos plugs or spasm). A

special catheter is passed through the tubal ostium
up to the interstitial part of the tube.

(1) Sterilization—by destroying the interstitial
portion of the tubes using Nd:YAG laser or
electrocoagulation or for insertion of Essure

(p. 501).

(j) Laser coagulation of endometrial hemangioma
and arteriovenous malformation in cases with
unresponsive bleeding.

Pretreatment Evaluation and Protocol

D It should preferably be done in the postmenstrual
phase with normal sized uterus.

» Should be preceded by diagnostic hysteroscopy.

D Pretreatment with danazol, GnRH analogue or
progestogen for 4-6 weeks to make the endometrium
thin prior to endometrial ablation/resection.

LEVELS OF HYSTEROSCOPIC
PROCEDURES (RCOG 1994)

® Level 1. (Diagnostic procedures)
4 Diagnostic hysteroscopy plus target biopsy.

¢ Removal of simple polyp.
¢ Removal of IUCD.

B Level 2. (Minor operative procedures)

¢ Fallopian tube cannulation (proximal)
¢ Minor Asherman’s syndrome

4 Removal of pedunculated fibroid or large
polyp.

B Level 3. (Complex operative procedures)
4 Resection of uterine septum
¢ Major Asherman’s Syndrome

¢ Transcervical resenction of endometrium
(TCRE)

4 Resection of submucous leiomyoma

CONTRAINDICATIONS OF
HYSTEROSCOPY

I Pelvicinfection: Hysteroscopy can cause spread
of infection. The distension media flowing through
the tube spreads the infection in the peritoneal
cavity.

I Pregnancy: However, hysteroscopy can be done
to remove an [UCD when the threads are missing.

I Cervical cancer: Trauma to the friable cervix can
cause excessive bleeding.

I Cardiopulmonary disorders are at higher risk
of anesthesia as hysteroscopy carries its own risk
of gas embolism, fluid overload and pulmonary
oedema (see p. 619).

I Cervical stenosis: Can cause cervical trauma.
PGE, gel inserted 2 hours before surgery, softens
the cervix and help easy dilatation.

OPERATIVE HYSTEROSCOPY

Transcervical resection of endometrium (TCRE)
or laser ablation of endometrium (LAE) is done
as an alternative to hysterectomy for dysfunctional
uterine bleeding.

Principle of this operation is to destroy the
endometrium up to a depth of 3—5 mm. There would
be no further regeneration of endometrium as the basal
layer of endometrium as well as the basal and spiral
arterioles are destroyed.

Procedure: Endometrial resection is done from
cornu to cornu (fundus) and all the walls. Ablation is
not needed below the level of the internal os. TCRE
or LAE is completed by about 30 minuts time and
patient can go home on the same day.

Total resection or ablation of endometrium should
result in amenorrhea. Selection of the patient
is very important. Presence of pelvic pain is a
contraindication. Before TCRE or LAE endometrium
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is suppressed using danazol or GnRH analogue for 4-6
weeks (see p. 534). Therapeutic response following
TCRE or LAE has been observed in 80-85 percent
of cases (see p. 196).

HYSTEROSCOPIC MYOMECTOMY

It is done for submucous myomas as an alternative
to hysterectomy or laparotomic myomectomy for a
patient with intractable symptoms.

Indications: (i) Infertility (ii) Menorrhagia.

Classification of intrauterine myomas
(European Society of Hysteroscopy)

Grade (G): Degree of intramural development of
myoma.

GO: Myoma, limited to uterine cavity
(pedunculated).

Myoma, endocavitary component > 50%.

Myoma, endocavitary component < 50%.

G1:
G2:

Surgical technique: Preoperative GnRH agonist
therapy is used (p. 525). Resectoscope is normally
used for myoma resection. Electro surgical working
element with 90° cutting loop (Fig. 35.11) is usually
used to shave off any submucous leiomyoma (Fig.
19.8). Myometrium is desiccated through contact
coagulation for 30-40 seconds to control bleeding.
Bleeding can also be controlled using roller ball
coagulation. Uterine tamponade with the inflated bulb
of a Folley Catheter is also effective.

Common complications are: Uterine perforation and
hemorrhage (see below).

COMPLICATIONS OF HYSTEROSCOPY

Complications may arise from any of these following:

¢ Peroperative 4 Late

I Peroperative Complications
(A)Distension media:
¢ Fluid overload.
4 Pulmonary edema, cerebral edema.
4 Hyponatracmia.

Fig. 35.14: Patient with complete septum. Resction of
the septum is being done using the resectoscope

¢ Neurological symptoms.

4 Ammonia toxicity due to excess glycine
absorption.

¢ Embolism (CO,).

(B) Operative procedures
4 Uterine perforation.
4 Hemorrhage—intraoperative or postoperative.
4 Injury to intra-abdominal organs.

(c) Electrosurgical—Thermal injury to intra-
abdominal organs due to laser or electricity.

(d) Others—Infection, anesthetic complications and
treatment failure.

| Late Complications

1. Abnormal uterine bleeding due to failure of
TCRE especially in the young age group.

2. Hematometro and pyometers—may occur due to
infection after hysteroscopic surgery with cervical
stenosis. Ablation near internal os level should not
be done.

3. Pregnancy—may occur following TCRE (rare).
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KEY POINTS

> Endoscopy is the procedure to visualize the interior of a viscus or space with the use of a telescope. In gynecology
as much as 80 percent of operations can be performed endoscopically with the use of either a laparoscope or
a hysteroscope.

> During laparoscopy, the magnification of the object depends upon the distance of the laparoscope from the
object. With ‘Storz’ it is nearly 10 times when working distance is 3 mm and is 1 when the distance is 30 mm.

> Laparoscopic surgery could be diagnostic (see p. 121) or therapeutic (see p. 617). Before any procedure is
undertaken, contraindications must be carefully excluded (Table 35.1). Informed consent should include the
permission for open surgery if necessity arises.

> Hemostasis during laparoscopic surgery can be achieved using electrocoagulation (monopolar/bipolar),
laser coagulation, ligatures, sutures(extracorporeal/intra-corporeal), enseal, harmonic scalpel or by stapler
and clips. (p. 613)

> Thermal damage caused by electrosurgery or laser depends on the degree of* heat applied to the tissues.
Tissue damage with heat is as follows: 45°C = Tissue death; 70°C = Coagulation; = 90°C = Desiccation;
> 100°C = Vaporization; = 200°C = Carbonization (charring).

> Laparoscopic tubal sterilization is the commonest surgical procedure. In LAVH the uterine arteries are clamped
and secured through vaginal route. In TLH (p. 617) entire procedure is done laparoscopically.

> Complications of laparoscopy may be due to the procedure itself or due to anesthesia (see p. 619).

> Hysteroscopy is superior to HSG . The distending media commonly used in hysteroscopy is normal saline or
glycine (1.5 %).

> The contraindications (see p. 622) of hysteroscopy are pelvic infection, pregnancy and active uterine bleeding.
Complications include fluid overload, pulmonary edema, and injury to genital or abdominal organs or
electrosurgical injuries (see p. 623).

> Hysteroscopic surgery should be done in the postmenstrual phase. Pretreatment with danazol or GnRH analogue
for 4-6 weeks facilitate endometrial ablation or resection.
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Current Topics in Gynecology

STEM CELLS AND THERAPIES IN
GYNECOLOGY

Reproductive tissues are the important source of stem cells
(progenitor cells). Stem cells have the potential to be used
in the field of regenerative medicine.

Potentials for the Use of Stem Cells in Regenerative
Medicine

1. Treatment of inherited genetic disorders.

2. Treatment of hematological diseases.

A stem cell has the ability to renew (reproduce) itself for
long periods.

Properties of Stem Cells

a. Ability to self renew (undergoing numerous cell
divisions) maintaining the undifferentiated state.

b. Multipotency: Capacity to differentiate into a mature
cell type.

Totipotent Stem Cells are produced by first few divisions of
the fertilized egg cell. Totipotent stem cells (from the morula)
can differentiate into embryonic and extraembryonic cell
types. Totipotent cells can produce a complete and viable
organism.

Pleuripotent Stem Cells are descendent of totipotent cells.
These cells can differentiate on tissues derived from any
of the three germ layers including fetal tissues (placenta,
umbilical cord, amnion, amniotic fluid cells).

Embryonic Stell Cells are pluripotent. These cells are
derived from the inner cell mass of a blastocyst.

Multipotent Stem Cells can differentiate into various tissues
originating from a single germ layer (mesenchymal cells or
hemopoietic stem cells that produce red blood cells, white
blood cells, platelets).

Unipotent cells produce only their own cell type.
They have greater self-renewal property than fully mature
cells.

Theoretically, the more primitive or ‘potent’ stem
cells are, the potential for uncontrolled cell division is
more strong. Unfortunately the potential for oncogenesis
is also high. It is the major concern about the oncogenic
potential of pleuripotent stell cells (embryonic stem
cells). Nonpleuripotent cells source are not inherently
oncogenic.

Embryonic Stem (ES) Cells have the potentials to be used
in regenerative medicine.

Multipotent Stem Cells can be obtained from several fetal
tissues (following medical termination of pregnancy or at
birth).

USE OF EMBRYONIC STEM (ES) CELLS IN
REGENERATIVE MEDICINE

Gynecology:
4 Regeneration of urogenital tract tissues
D Treatment of stress urinary incontinence (SUI)

Currently SUI is treated by mechanical support
to the bladder (TOT) (See p. 404) Biomaterials
(autologous stem or urethral tract progenitor cells)
are injected into the utethral sphincter. This is aimed
to restore and regenerate rhabdomyosphincter
muscle content and function. These autologous cells
commonly integrate into the sphincter complex.
These cells then differentiate and ultimately lead
to sphincter regeneration. This ongoing research
might be of immense benefits in regenerative
medicine.

D Bladder reconstruction

i.  Acellular natural or synthetic biomaterials
are used as an implant which becomes
incorporated through ingrowth of cells from
the adjacent native host cells of the bladder.
The biomaterials used are: Small intestinal
submucosa and bladder-derived acellular
matrix.
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ii. Implantation of scaffolds (cell-seeded collage.:n- function and cure of SUI. Biomaterials should have
coated PGA scaffolds) pre-incubated with good biocompatibility and appropriate biomechanical
autologous cells (wrapped in omentum within a and biochemical properties.

vascular bed). Reports are available indicating

possibility of creating full thickness bladder ¢ Miillerian ducts reconstruction

wall. D Progenitor cells with ability of self repair (bone

4 Biomaterials can be used for the use of pelvic organ marrow stem cells) can be used for uterine
prolapse (POP) and urinary incontinence. The purpose malformations.

is to generate new muscles/tissues which can perform D Autologous cells (from vaginal biopsy) can

in an integrated manner with the existing tissues to be expanded and functional vagina can be

provide mechanical support to the pelvic organs. reconstructed for a woman with vaginal agenesis.

Currently synthetic meshes are used for POP and SUI.

>y ; it However, till date it is essential to understand its known
Mesh erosion, infection are the known complications.

limitations, putative benefits and the unknown risks. Until
Hybrid biomaterials (synthetic and naturally-derived  there is sufficient evidence on the efficacy of therapy, each
polymers) may be fabricated to restore pelvic floor case should be considered on an individual basis.
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Practical Gynecology

B Instruments
B |maging Studies

B Specimens

(X-ray, USG, CT, MRI Plates)

INSTRUMENTS

B SPATULA AND CYTOBRUSH (FIG. 37.1)

Fig. 37.1: Spatula (top) and cytobrush (bottom)

Ayre’s spatula (wooden or plastic) and the endocer-
vical brush are used for collection of cells for cyto-
logy screening.

PROCEDURE

¢ For cervical cells—Projected end of the spatula
goes within the external os. The spatula is rotated
360° to collect cells from the entire ectocervix
[see Fig. 9.16(i1)].

¢ For endocervical cells—The cytobrush goes
within the cervical canal and is rotated to collect
cells [Fig. 9.16(iii)].

¢ For cytohormonal study (p. 110), the rounded
end of the spatula is used [Fig. 9.16(1)].

Self-assessment: Q. How do you prepare the slide?
Ans. The material so collected is immediately spread
over a slide. Fixative (95% ethyl alcohol) is spread
over it. Once dried up, the slide is then stained (in the
laboratory) either with Papanicolaou or Sorr’s method. It
is examined under the microscope by a cytopathologist.

Q. Who are the women (at risk), that they need
cervical cytology screening?

Ans. * Any sexually active women over 21 years
and up to 70 years of age.

* Others: (see p. 111).
Q. What is the grading of Papanicolaou’s smear?

Ans. Gradings are total five: Normal, infective,
suspicious, few malignant cells and plenty of
malignant cells (p. 112).

0. What is a dyskaryotic smear? What are the
different types of dyskaryotic smear?

Ans. Dyskaryosis is the morphological abnorma-
lities of the nucleus. Abnormalities may be nuclear
enlargement in size and shape, irregularity in outline,
multinucleation and hyperchromasia. Dyskaryotic
smear may be: (i) Mild, (ii) Moderate and, (iii) Severe

(p. 111).
Q. What is Koilocytosis?

Ans. It is the nuclear abnormalities observed in
HPV infection. The typical changes are: Perinuclear
halo, nuclear irregularity, hyperchromasia and
multinucleation (Fig. 22.4).
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Q. Whatis CIN? How do you diagnose CIN?

Ans. It is the histological observation where part or
whole of thickness of cervical squamous epithelium
is replaced by cells with varying degree of atypia.
Basement membrane remains intact. Diagnosis of CIN
is made by: (i) Cytology, (ii) VIA, (iii) Colposcopy,
(iv) Cervicography, (v) Biopsy and, (vi) Conization
of cervix (p. 589).

Q. How do you manage a case of CIN?

Ans. (a) Local ablative methods. (b) Excisional
methods (LLETZ) or by (c) Hysterectomy (scheme 3).

Q. What is the Bethesda System classification for
convical cytology?

Ans. See p. 113 (Table 9.3)

Q. How to take cervical smear?

Ans. Cervix is exposed with a Cusco’s bivalve

speculum without any lubricant. Prior bimanual
examination should not be done. Rest see p. 110, 111.

0. How HPV infection and CIN are related and how
it could be prevented?

Ans. p. 323.

B SIMS'DOUBLEBLADED POSTERIORVAGINAL
SPECULUM (FIG. 37.2)

The instrument was designed by Marion Sims. The
blades are of unequal breadth. The use of one is
dependent on the calibre of the vagina. It may be
single bladed.

Fig. 37.2: Sims’ speculum

Uses

¢ It is commonly used in vaginal operations such
as D + C, D + E, anterior colporrhaphy, vaginal
hysterectomy, etc. to retract the posterior vaginal
wall.

¢ To visualize the cervix and inspect the abnor-
malities in the anterior vaginal wall like cystocele,
VVF or Gartner’s cyst after placing the patient in
Sims’ position.

¢ To collect the materials from the vaginal pool for
cytology or Gram stain and culture.

Self-assessment

Sims’ position (p. 103 Fig. 9.3A).

Sims’ triad (p. 423).

Introduction of Sims’ speculum (p. 104).
Why the blades are of unequal sizes?
Lesions in the anterior vaginal wall.
Indications of D + C (p. 585).

Steps of D + C (p. 586).

* & & O o o o

B CUSCO’SBIVALVE SELF-RETAINING VAGINAL
SPECULUM (FIG. 37.3)

Fig. 37.3: Cusco’s speculum

The valves are to retract the anterior and posterior
vaginal wall so as to have a good look to the cervix.
Alight source from behind is essential. It is commonly
used in the OPD.

Uses

¢ To visualize the cervix and vaginal fornices.

¢ To collect cervical smear for cytologic screening
and vaginal pool materials (p. 105).

¢ To have cervicovaginal swabs for Gram stain and
culture.

¢ To insert or to remove IUCD or to check the
threads.

¢ To perform minor operations like punch
biopsy, surface cauterization or snipping a small

polyp.
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Self-assessment

¢ Use of two blades (see above).

¢ Lesions in the cervix (p. 167, 270, 323).
¢ Ectopy (erosion) cervix (p. 269)

¢ Pap’s gradings (p. 112).

¢ Polyps (p. 272).

Q. What is cervical ectopy?

Ans. It is the replacement of squamous epithelium
of the ectocervix by columnar epithelium of
endocervix by the process of metaplasia. (See
p. 269).

0. What are the different types of polyps?
Ans. Polyps may be Benign (Mucous, Fibroid or

Placental) or Malignant. It may be sessile or pedun-
culated. See p. 272.

B AUVARD’S SELF-RETAINING POSTERIOR
VAGINAL SPECULUM (FIG. 37.4)

Uses

¢ It is used as posterior vaginal wall retractor in
operations like anterior colporrhaphy, vaginal
hysterectomy, etc.

¢ It should be used only when the operation is
done under general or regional anesthesia as
the instrument is heavy. It requires no assistant.
(Prolonged use may cause perineal pain in the
postoperative period).

Fig. 37.4: Auvard’s speculum

B FEMALE RUBBER CATHETER (FIG. 37.5)

Uses

¢ To empty the bladder in retention of urine.

¢ To administer oxygen.

¢ To use as a tourniquet in myomectomy operation
as an alternative to myomectomy clamp.

Self-assessment

¢ Causes of retention of urine (p. 410 Table 24.8).

¢ Procedure of catheterization (p. 109).

Q. What are the causes of acute and chronic

retention of urine?

Ans. (i) Postoperative (common), (ii) Obstructive, (iii)
Failure of detrusor contraction, (iv) External sphincter
spasm and, (v) Others (see p. 410).

Q. What are the different causes of urinary
incontinence?
Ans. See page 398/399.

O. What are the different menstrual abnormalities
that can manifest with retention of urine? (See p.
410, Table 24.8).

Fig. 37.5: Female rubber catheter
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Ans.
i. Primary amenorrhea (cryptomenorrhea) —
Hematocolpos (see p. 450) — Retention.
ii. Secondary amenorrhea — Retroverted gravid
uterus (see p. 410) — Urinary retention.

iii. Menorrhagia — Impacted uterine fibroid in the
POD (see p. 280) — Urinary Retention.

iv. Irregular bleeding and pain — Pelvic hema-

tocele, pelvic abscess (see p. 178) — Retention.

v. No menstrual abnormality — Impacted ovarian
tumor, cervical fibroid or ovarian mass.

B FEMALE METAL CATHETER (FIG. 37.6)

Uses

¢ To empty the bladder prior to major vaginal
operations. Not only it facilitates the operation
but minimizes the injury to the bladder.

¢ To confirm the diagnosis of Gartner’s cyst from
cystocele (see p. 200).

¢ It is not used in obstetrics to avoid trauma.

Use in PFR (see p. 219)
¢ To empty the bladder prior to the operation.

¢ To note the lower limit of the bladder before
making the incision on the vagina.

Prior to cutting the vesicocervical ligament.

At the end of the operation to make sure about
absence of any injury.

Fig. 37.6: Female metal catheter

Self-assessment
¢ What is the Length of female urethra? (see p. 13).

¢ Differentiation of Gartner’s cyst from cystocele
(p. 200).

¢ Management of injury to bladder during opera-
tion: Bladder mucosa is apposed with 3-0 delayed
absorbable suture (Vicryl) as a continuous layer. A
second layer of (musculofascial) suture with the
same material is used to reinforce the first layer.
Continuous bladder drainage is maintained for 10
days.

B FOLEY’'S CATHETER (FIG. 37.6A)

It is used in Gynecology for (A) Continuous drainage
of bladder. Common indications of use are:

¢ Vaginal/abdominal hysterectomy.
¢ Pelvic floor repair.

¢ Repair of VVF
L4

Urinary retention due to pelvic tumor/retrooverted
gravid uterus.

¢ Radical hysterectomy.

Fig. 37.6A: Foley’s catheter

(B) During hysterosalpingography, sonohysterosal-
pingography (SIS). The catheter is introduced into
the uterocervical canal. The balloon is inflated to
occlude the internal os. The media (dye/saline) is
pushed (see p. 239).

(C) To assess the patency of the fallopian tube during
laparotomy. The catheter is introduced in the
uterocervical canal. The ballon is inflated to
occlude the internal os. The dye is then pushed
through the catheter.

Self-assessment

¢ What are the urinary complications following
abdominal hysterectomy?

¢ Common urinary complications of vaginal
hysterectomy.

¢ Mention the postoperative management following
repair of VVF (p. 423).

¢ Common causes of retention of urine due to pelvic
tumour or retroverted gravid uterus (p. 410).

¢ What is sonohysterosalpingography (SIS)?
(p. 118)
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B CERVICAL DILATORS (FIGS 37.7 AND 37.8)

Varieties

¢ Hawkin-Ambler: There are 16 sets starting from
3/6 and ends with 18/21 (Fig. 37.7).

¢ Hegar’s: There are 12 sets, the smallest one is of
1-2 mm. This is used mainly in gynecological
operations.

¢ Das’s dilator (named after Sir Kedarnath Das)
(Fig. 37.8).

Uses

¢ To dilate the cervix to facilitate intrauterine
introduction of instruments (curette) or devices
(IUCD) or hysteroscope or radium.

v_.

Fig. 37.7: Hawkin—Ambler dilator

¢ To dilate the cervix to facilitate drainage of
intrauterine collection — pyometra, hematometra
or lochiometra (p. 169, 450).

¢ To confirm patency of cervical canal after
amputation of the cervix.

¢ To dilate the urethra in urethral stricture.

Self-assessment

¢ Indications of dilatation of the cervix only
(p. 585).

¢ Indications of amputation of cervix (p. 592).
¢ Causes of pyometra (p. 169).
¢ Complications of dilatation operation (p. 586).

v’-————‘

Fig. 37.8: Das’s dilator

B MULTIPLETOOTHED VULSELLUM (FIG. 37.9)

Uses

¢ To hold the parous cervical lip in operations like
D + C, anterior colporrhaphy or vaginal hystere-
ctomy. Its function is to make the cervix steady
by traction.

¢ Toremove a polyp by twisting as an alternative to
Lane’s tissue forceps

¢ To hold the fundus of the uterus and to give
traction while the clamps are placed in operation
of total abdominal hysterectomy for benign
lesion.

When the posterior cervical lip is to be held ?

Usually the anterior lip is held but in some conditions,
the posterior lip is to be held. Such conditions are:

Fig. 37.9: Multiple toothed vulsellum

* In amputation cervix or vaginal hysterectomy
when the posterior cervicovaginal mucous mem-
brane is cut (see p. 220, 586).

» Posterior colpotomy for drainage of pus (pelvic
abscess) or vaginal ligation.

*  When there is growth in the anterior lip (cancer
cervix).

* Culdocentesis (p. 120).

B SINGLE TOOTHED VULSELLUM (FIG. 37.10)

Uses

¢ To hold the cervix after opening the vault of
vagina and to give traction while the remaining
vault is being cut in total abdominal hysterectomy
(p. 594).

¢ To hold the new cervical stump after amputation
of the cervix and in Fothergill’s operation
(p. 210, 592).

¢ To hold the cervical stump left after subtotal
hysterectomy (p. 593).

¢ Sometimes to hold the anterior lip of nulliparous
cervix in operation of D + C (Allis’ tissue forceps
preferred).
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Self-assessment

¢ What are the indications of amputation cervix?
(p. 592).

Indications of subtotal hysterectomy (p. 593).

Mention common indications of abdominal hyste-
rectomy (p. 593).

¢ Common indications of vaginal hysterectomy
(p. 217).

Indications of Fothergill’s operation (p. 216).
Principal steps of Fothergill’s operation (p. 216).

Fig. 37.10: Single toothed vulsellum

¢ Complications of Fothergill’s operation (p. 223,
Table 15.5).

B ANTERIORVAGINAL WALL RETRACTOR
(FIG.37.11)

Use

¢ To retract the sagging anterior vaginal wall to
have a good look on the cervix while retracting
the posterior vaginal wall by the Sims’ speculum.

>

Fig. 37.11: Anterior vaginal wall retractor

B OLIVE POINTED MALLEABLE GRADUATED
METALLIC UTERINE SOUND (FIG. 37.12)

Uses

¢ To confirm the position of the uterus.

¢ To note the length of the uterocervical canal.

¢ It acts as a first dilator.

¢

To sound the uterine cavity in a case of [UCD with
missing threads.

¢ To differentiate a polyp from inversion.
Self-assessment

¢ Normal position of the uterus and length of the
uterocervical canal (p. 7).

¢ Conditions where the length of the uterocervical
canal is increased: Ans. Fibroid uterus, elongation
of cervix, endometrial carcinoma.

Fig. 37.12: Olive pointed malleable graduated metallic
uterine sound

¢ Causes of elongation of the cervix (p. 273).

0. Common complications of using uterine sound?

Ans. Uterine perforation and hemorrhage (p. 586).
Q. How do you recognize uterine perforation?
Ans. (a) Sudden loss of resistance (sense of giving a

way). (b) Passage of the instrument more than the length
of the uterine cavity. (c) Vaginal bleeding.

¢ Management of uterine perforation (p. 586).

B  UTERINE CURETTE (FIG. 37.13)

Types

» Sharp at one end, blunt at the other (Fig. 37.13A).
*  Sharp or blunt at both ends.

* Handle with only sharp at one end.

*  Flushing curette (blunt) (Fig. 37.13B).
* Sharman’s curette (Fig. 37.13C).

Fig. 37.13A: Sharp at one end, blunt at the other end
Uses: Sharp curette (Fig. 37.13A)

¢ Infertility (p. 241).
¢ TB endometritis (p. 138).

¢ DUB(p.190).
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Blunt curette
¢ Suspected choriocarcinoma (p. 365).

¢ Suspected endometrial carcinoma (p. 359).

Flushing curette (Fig.37.13B)
¢ Following D + E.

Sharman’s curette (Fig.37.13C)

¢ Infertility work up, where only a strip of endome-
trium is enough to study the hormonal reflection.
It is done as an outpatient procedure and without
anesthesia.

Self-assessment

0. What is the purpose of doing endometrial biopsy
in a woman with infertility?

Ans. To detect evidence of ovulation — by seeing
the secretory changes in the endometrium (see p. 90).
Q. Which day of the menstrual cycle endometrial
biopsy is usually done?

Ans. Biopsy should be done on D21-D23 when the
cycle is regular. When the cycles are irregular, it is
done within 24 hours of the mens.

Q. In the endometrial biopsy, what is the earliest
evidence of ovulation?

Fig. 37.13B: Flushing curette

—— e

Fig. 37.13C: Sharman’s curette

Fig. 37.13: Uterine curettes

Ans. Subnuclear vacuolation is the earliest evidence
appearing within 36—48 hours of ovulation (see page
90).

Q. What are the other methods of diagnosis of
ovulation?

Ans. BBT, cervical mucus study, vaginal cytology,
serum progesterone, serum LH and estradiol, sono-
graphy and laparoscopy (see p. 239).

Q. What are the ovarian causes of infertility?
See p. 229.

Ans. Anovulation, LPD and LUF (see p. 229).

B UTERINE DRESSING FORCEPS (FIG. 37.14)

The instrument is often confused with laminaria
tent introducing forceps. The blades are transversely
serrated while in the latter, there is a groove on either
blade.

Uses

¢ To swab the uterine cavity following D + E
operation with a small gauze piece.

To dilate the cervix in lochiometra or pyometra.

To plug the uterine cavity with gauze twigs in
continued bleeding after removal of polyp.

Fig. 37.14: Uterine dressing forceps

Self-assessment
¢ Causes of pyometra (p. 169).
¢ Management of polyps (p. 287).

B SPONGE HOLDING FORCEPS (FIG. 37.15)

Uses

¢ Antiseptic dressing before any abdominal or
vaginal operation.

¢ To clean the vagina with gauze pieces before and
after vaginal operations.

¢ To hold the cervix in circlage operation during
pregnancy.

Fig. 37.15: Sponge holding forceps
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Self-assessment

0. Name a few common abdominal operations.

Ans. Abdominal hysterectomy (p. 593), myome-
ctomy (p. 604), ovariotomy (p. 600).

Q. Name a few common vaginal operations.

Ans. ¢ D&C (p. 585) * PFR (p. 216)
*  Vaginal hysterectomy (p. 218)
» Fothergill’s operation (p. 216).

®  OVUM FORCEPS (FIG.37.16)

It is often confused with sponge holding forceps but
it has no catch. As such, it minimizes trauma to the
uterine wall if accidentally caught and also it has got
no crushing effect on the conceptus.

Uses

¢ To remove the products of conception in D and E
after its separation partially or completely.

¢ To remove molar tissue in hydatidiform mole.

¢ To remove uterine polyp (small).

Methods

The cervical canal is dilated first. The instrument is
introduced with the blades closed and opened inside
the cavity. The products are caught and then with

Fig. 37.16: Ovum forceps

twisting movements and simultaneous traction, the
products are removed.

Complications

It may produce injury to the uterine wall to the extent
of even perforation. Not infrequently, a segment of
intestine or omentum may even be pulled out through
the rent.

B ALLISTISSUE FORCEPS (FIG. 37.17)

Fig. 37.17: Allis tissue forceps

Uses

¢ To hold the margins of the vaginal flaps in
colporrhaphy operation (p. 215).

¢ To hold the peritoneum or rectus sheath during
repair of the abdominal wall.

¢ To hold the margins of the vagina in abdominal
hysterectomy (p. 594).

¢ To hold the anterior lip of the cervix in D and C
operation (p. 586).

¢ To catch the torn ends of the sphincter ani externus
in CPT repair (p. 433).

¢ To remove a small polyp.
¢ To take out the tissue in wedge biopsy (p. 589).

Q. What are the common symptoms associated with
genital prolapse?

Ans. Woman may remain asymptomatic if the pro-
lapse is mild. The common symptoms are: genital
organs protruding out of the vaginal opening,
difficulties in walking, sitting, urination or defecation.
Prolapse may interfere with sexual intercourse or may
cause vaginal bleeding due to ulceration of mucosa.
It may cause incontinence of urine, pelvic pressure or
backache (p. 207, 208).
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®  LANES TISSUE FORCEPS (FIG. 37.18)

B  UTERUS HOLDING FORCEPS (FIG. 37.19)

Fig. 37.18: Lanes tissue forceps

Uses

¢ To hold parietal wall (bulk of tough tissues) for
retraction during abdominal operations with
transverse incision (hysterectomy).

¢ To hold the polyp or fibroid in polypectomy or
myomectomy operation.

¢ To hold the towel during draping.

Fig. 37.19: Uterus holding forceps

The blades are protected with rubber tubes to
minimize trauma to the uterus.
Uses

¢ To fix and steady the uterus when conservative
surgery is done on the adnexae (tuboplasty: p. 252).

¢  What are the different surgical procedures for
proximal and distal tubal disease? p. 251.

B CERVICAL OCCLUSION CLAMP (FIG. 37.20)
The blades are guarded with rubber tubes to avoid
trauma to tissues.

Uses: Evaluation of tubal patency during laparotomy
(following tuboplasty).

Procedure: Cervix is occluded with the instrument
and methylene blue dye is injected into the uterine
cavity through the fundus using a syringe and a
needle.

Self-assessment
¢ Different methods to assess tubal patency (p. 240).

Fig. 37.20: Cervical occlusion clamp

¢ Different types of tubal reconstructive surgery
(p. 251).

®  MYOMA SCREW (FIG. 37.21)

Uses

¢ To fix the myoma after the capsule is cut open and
to give traction while the myoma is enucleated out
of its bed (myomectomy).

¢ To give traction in a big uterus (multiple fibroid)
requiring hysterectomy while the clamps are
placed.

Self-assessment

¢ Indications of myomectomy (p. 282)

¢ Steps of myomectomy (p. 604)

¢ Complications of myomectomy (p. 605)

Fig. 37.21: Myoma screw

¢ Important considerations before myomectomy
(p- 282).
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EBONNEY’S MYOMECTOMY CLAMP (FIG.37.22)

Uses

¢ The clamp is used in myomectomy operation.
It curtails the blood supply to the uterus tem-
porarily, thereby minimizing the blood loss
during operation. Simultaneous, bilateral clamp-
ing of the infundibulopelvic ligaments by
rubber guarded sponge holding forceps may be
employed.

¢ The instrument is placed at the level of internal
os with the concavity fitting with the convexity
of the symphysis pubis. The round ligaments
of both sides are included inside the clamp to
prevent slipping of the instrument and preventing
the uterus from falling back. The clamp is
removed after suturing the myoma bed but
before closing the peritoneal layers.

¢ It is seldom used nowadays. alternative methods
are: Preoperative use of GnRH analogue
(p. 525), and/or intraoperative use of tourniquets,
vasoconstrictive agents (vasopressin) and others.

B  HYSTEROSALPINGOGRAPHY CANNULA
(LEECH WILKINSON VARIETY) (FIG. 37.23)

In HSG, a syringe is required to push the dye. lodine
containing radio-opaque dye (urograffin) is used. It is
done in the radiology department without anesthesia.
Uses

¢ Hysterosalpingography (HSG) (p. 588).

¢ Also used for hydrotubation.

Hydrotubation: Medicated solution is pushed
transcervically in conditions such as following
tuboplasty operation or suspected flimsy fimbrial
adhesions. The drugs instilled are dexamethasone
4 mg with gentamicin 80 mg in 10 mL normal saline.
It should be instilled in the proliferative phase for at
least 3 cycles.

Self-assessment

¢  What is HSG? (p. 588)

¢ Timing of HSG (p. 588).

¢ Advantages of HSG over laparoscopy (p. 238).

Q. How do you compare the oil-based versus water-
based media used in HSG?

Ans. Water-based media is commonly used. It causes

Fig. 37.23: Hysterosalpingographic cannula

less cramping pain and discomfort. Oil-based
media gives better image and has higher pregnancy
rates. Granuloma is more with oil-based media.
Embolization is minimal with either media (p. 588).

Q. What are the indications of HSG?
Ans. See p. 588.

Q. Advantages of laparoscopy over HSG.
Ans. See p. 238.

Q. What are the complication of HSG?

Ans. See p. 588 and 589.
Q. What are the other alternatives to HSG?

Ans. Diagnostic laparoscopy and dye test; sono-
hysterosalpingography and insufflation test (p. 237
and p. 238).

Q. What is sonohysterosalpingography?
Ans. See p. 238.

B  KOCHER’S ARTERY FORCEPS (FIG. 37.24)
Use

¢ To use as a clamp in hysterectomy operation.

Self-assessment

¢ What added advantage it has got?
Due to the presence of tooth, it gives a firm grip
to the pedicle hold.
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¢ Indications abdominal of hysterectomy (p. 593).

¢ Mention the different sites where the clamps are
placed in total abdominal hysterectomy (p. 594).

¢ Principal steps of Fothergill’s operation (p. 216).

¢ Complications of Fothergill’s operation (p. 223,
Table 15.5).

Fig. 37.24: Kocher’s artery forceps

ELANDON’'S BLADDER RETRACTOR (FIG. 37.25)

Uses
¢ Invaginal hysterectomy.

¢ To keep the bladder up, to facilitate opening of the
uterovesical peritoneum (p. 216).

¢ To introduce it through the opening of the utero-
vesical pouch and to retract the bladder while the

clamps are placed. This prevents injury to the
bladder (p. 219).

¢ To inspect the suture lines after completion of
vaginal plastic operations by retracting the anterior
or posterior vaginal wall.

Intravaginal plugging can be done under its guidance.
To use as lateral vaginal wall retractor while the
clamps are placed.

Self-assessment

0. What are the non-surgical treatments of prolapse?

Fig. 37.25: Landon’s retractor

Ans. Conservative treatments include: (i) To
avoid aggravating factors (obesity, chronic cough,
constipation). (i) Pelvic floor exercise. (iii) Estrogen
replacement therapy (postmenopausal women).
(iv) Pessary in some cases (p. 215).

0. Mention the different sites where the clamps are
placed during vaginal hysterectomy (p. 219).

0. Mention the important postoperative complications
following vaginal hysterectomy with PFR (p. 225).

B INSUFFLATION CANNULA (FIG. 37.26)

The instrument is not complete. It requires a ‘Y’

rubber tube. One end is attached to a bulb and the

other end to a manometer.

Use

¢ To know the patency of the tube (Rubin’s test) in
infertility investigation or following tuboplasty.

Self-assessment

¢ Ideal time of operation in relation to menstrual
cycle (p. 240).

Fig. 37.26: Insufflation cannula

¢ Complications of D and I (p. 587).
¢ Advantages of HSG over D and I (p. 588).
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EABDOMINAL RETRACTORS (FIGS 37.27ATO C)

Retractors are used to retract tissues out of the
operative field. This is needed for better exposure of
the operative field during surgery. Retractors are held
in place either by an assistant (manual retractor) or
by counter pressure with some device (self-retaining
retractor). Manual retractor can be used alone or in
combination with a self-retaining retractor. Manual
retractors can be placed according to need.

Doyen'’s retractor (Fig. 37.27A)

Use

¢ To retract the abdominal wall in abdominal pelvic
surgery to expose the field of operation.

¢ As an alternative, self-retaining retractor may be
used.

Balfour self-retaining retractor (Fig.37.27B)

Two lateral blades and an additional (third) blade. All

the blades are detachable and may be of different sizes.

Use

¢ To retract the abdominal wall all around.

¢ To expose the field of operation widely (no
assistant is needed for manual retraction).

Deaver’s retractor (Fig. 37.27C)

It is a manual retractor either used alone or in combi-
nation with a self-retaining one. It has got different
sizes.

Uses

¢ It is used in abdominal operation to retract the
viscera as and when required in order to facili-
tate the operative procedures like abdominal
hysterectomy. For that purpose, it may also be
used as a lateral retractor.

Fig. 37.27B: Balfour self-retaining retractor

Fig. 37.27C: Deaver’s retractor

¢ To retract the parietal wall during abdomino-
pelvic surgery (hysterectomy).

¢ To retract the bladder and intestines during the
surgery.

B LONG STRAIGHT HEMOSTATIC FORCEPS
(SPENCER WELL'S) (FIG. 37.28)

Uses

¢ It is used as a clamp in (a) hysterectomy (b)
salpingectomy or (c) salpingo-oophorectomy
operation.

¢ To catch a bleeding vessel for hemostasis deep
into the pelvis.

Fig. 37.28: Long straight hemostatic forceps
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Self-assessment

Pedicles hold in total abdominal hysterectomy
(p. 594).

Indications of salpingectomy (p. 598).

Pedicles held in vaginal hysterectomy.

Pedicles hold during salpingo-oophorectomy
(p. 590). [Fig. 34.4(1), p. 591].

Complications of abdominal hysterectomy during
operation (p. 596).

®  BABCOCK’S FORCEPS (FIG. 37.29)

Uses

¢

To hold the Fallopian tube in tuboplasty operation
(see p. 251).

To hold lymph nodes during dissection in radical
hysterectomy (lymphadenectomy p. 594).

To hold the appendix during appendicectomy.

Fig. 37.29: Babcock’s forceps

® NEEDLE HOLDER (FIG. 37.30)

Uses

¢
¢

It may be straight or curved.

To catch-hold the needle, the needle should
be caught at the junction of anterior 2/3rd and
posterior 1/3rd.

B BARKELAY BONNEY VAGINAL CLAMP

(FIG.37.31)

Use

¢

To occlude the vaginal canal prior to cutting the
vagina in Wertheim’s hysterectomy.

E  PUNCH BIOPSY FORCEPS (FIG. 37.32)
Uses

¢
¢

To take biopsy from the cervix.

The biopsy is taken as an outdoor procedure
without anesthesia. The site of biopsy is either
from the suspected area or Schiller’s iodine or
colposcopically directed.

Self-assessment

Mention the different types of cervical biopsy
(p. 589).

Procedure of sending the material for histology
(p. 590).

Schiller’s test (p. 328).

Fig. 37.32: Punch biopsy forceps
VIA (p. 327).
Histology of carcinoma cervix (p. 340).
Early diagnosis of carcinoma cervix (p. 344).
Complications of cervical biopsy (p. 590).
Complications of cone biopsy.
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EDISSECTING FORCEPS (FIGS 37.33 AND 37.34)
Toothed

Use

¢ To hold tough structures like rectus sheath, cut
margins of vaginal vault following hysterectomy
or margins of vaginal flaps in PFR or the skin
margins during suturing.

Plain or non-toothed

Use

¢ To hold soft tissues like peritoneal margins during
suturing.

Fig. 37.34: Non-toothed dissecting forceps

B SCALPEL (FIG. 37.35)

The instrument has a — handle and a blade

Uses

¢ To cut the abdominal wall — skin, subcutaneous
tissue, rectus sheath and opening the peritoneum.

¢ To cut the mucous coat in vaginal plastic opera-
tion and to cut tissues during surgery.

¢ To cut pedicles during hysterectomy.

A
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B

Fig. 37.35: A. Scalpel; B. Handle and blade

®  NEEDLES [FIG. 37.35(a)]

Round bodied (curved)

It is used while suturing soft structures like:
¢ Peritoneum, muscles.

¢ Suturing the pedicles in hysterectomy.
¢ Suturing the pubocervical fascia.

¢ Tubectomy or salpingectomy operation.

Cutting (Curved)
It is used while suturing tough structures like:
D Suturing the vaginal margins in PFR (p. 216).

D Closure of the vaginal vault following hystere-
ctomy (p. 596).

D Repair of the rectus sheath. Suturing the skin.

Round bodied

Cutting curved

Reverse
cutting

®  SCISSORS (FIGS 37.36 TO 37.39)

Scissors are used to dissect and cut tissues. It may be
straight or curved variety.

Mayo’s Type — (Fig. 37.36)

This is used in almost every operation requiring tissue
dissection and excision. It is mainly used for cutting
touugh tissues.

Fig. 37.36: Scissors (Mayo’s type)
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Bent on Flat (Bonney) Type — (Fig. 37.37)

This is used conveniently in anterior colporrhaphy
to dissect the vesicovaginal space and also for tissue
dissection.

Metzenbaum — (Fig. 37.38)

This is used to dissect and cut tissue such as perito-
neum and adhesions.

Perineorrhaphy — (Fig. 37.39)

It is comfortably used in perineorrhaphy operation;
also used in episiotomy.

Self-assessment
B [ndications of PFR (p. 217).
B Complications of PFR (p. 222).

B Principal steps of perineorrhaphy, PFR, CPT repair
(p. 214).

B Complications in abdominal wound.

Ans. What is wound dehiscence: When the separa-
tion of the layers of abdominal wound is up to the
peritoneum — it is called a complete dehiscence.
If the intestines come out of the wound, it is called
evisceration or burst abdomen.

Burst abdomen usually occurs between seven and
ten days of the operation. Predisposing factors are
malnutrition, infection, cough due to chronic lung
disease or abdominal distension.

Management: In the operation theater, under
general anesthesia, necrotic tissues and clots
are removed. The bowel is cleansed thoroughly
with warm normal saline and placed back in the
abdominal cavity.

Fig. 37.39: Scissors (perineorrhaphy)

Through and through nylon (No. 2) sutures are
passed 2 cm apart and about 3 cm from the skin
margins to close the wound. Sutures are left in
place for three weeks. Antibiotic (broad spectrum)
is started and modified according to the culture and
sensitivity report. Predisposing factors are to be
taken care of.

B TOWEL CLIPS (FIG. 37.40)

Use

¢ These are used in draping the operative area—
abdominal or vaginal. The towels or sheets are
fixed to the skin and to each other with these clips.

Self-assessment

B How the antiseptic cleaning in abdominal or
vaginal operation is done in the operation table
prior to draping (see p. 582).

Fig. 37.40: Towel clip

B  LOOP HOOK (FIG. 37.41)

Use: To remove IUCD from the uterine cavity when
the threads are missing (see p. 482).

Fig. 37.41: Loop hook
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Method of use: The cervical canal is dilated if needed
(p. 585). The hook is introduced within the uterine
cavity. The IUCD is felt and is grasped within the
hook. It is then pulled out.

Precautions: Location of the IUCD within the
uterine cavity must be confirmed (p. 482). Trauma
(perforation) to the uterus is to be avoided. Hystero-
scopic removal can also be done.

B ELECTROCAUTERY (FIG. 37.42)

Use: Thermal cauterization of the cervix for cervical
ectopy (p. 590).

Self-assessment

¢ Steps of thermal cauterization (p. 590).

¢ How tissue healing occurs? (p. 590).

¢ How the patient is counseled for the postopera-tive
care? (p. 590).

¢ Complication of the procedure.

Ans. Excessive vaginal discharge, slight vaginal
bleeding and pelvic pain.

Fig. 37.42: Electrocautery (inset — the cautery probe)

B CRYOPROBE (FIG. 37.42A)

Use: Tissue destruction is done by freezing (p. 591)
at ‘- 90°C’.

Self-assessment

¢ What are the indications of cryotherapy?

Ans. (a) Cervical lesions: ectopy (erosion), CIN, VIN
(p. 318), VAIN (p. 319).

¢ What is the principle of using cryotherapy?

Ans. The cryoprobe is held in contect with the tissue
and the tip is cooled to “-90°C” (CO, is com-monly
used). Freezing produces cellular dehydration by
crystallization of intracellular water and ultimately
death of cells occur. Tissue damage occurs upto 5
mm depth.

¢ What are its advantages over thermal cautery ?

Ans. (a) No anesthesia is needed. (b) Precise tissue
destruction. (c¢) No secondary hemorrhage.

¢ What are the disadvantages ?

Ans. Excessive vaginal discharge for about 10-14
days.

| mmm— !

Fig. 37.42A: Cryoprobe

B LAPAROSCOPICINSTRUMENTS (FIG. 37.43)

A. Telescope (p. 612): Commonly used are 5 mm or
10 mm diameter and viewing angle may be 0 or
30 degrees.

B. Trocar and cannula (p. 612).
C. Veress needle (p. 612).

The veress needle consists of a spring loaded blunt
perforated trocar within a sharp cannula. Resistance
allows the sharp cannula to protrude but when the
resistance disappears, the blunt trocar protrudes out.
This prevents injury to the viscera.

Use: It is used in laparoscopy operation to produce

Fig. 37.43: Telescope 10 mm 0-degree, trocar and
cannula and veress needle

pneumoperitoneum. The common site of puncture
is through a small incision made in the lower rim of
the umbilicus (see p. 615).
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B  TROCAR AND CANNULA (FIG. 37.44)

The instrument is introduced through the same
infraumbilical incision through which veress needle
is passed at an angulation of 45° towards the pelvis.

After its introduction, trocar is withdrawn and the
telescope is introduced. It is then attached to the cold
light source (p. 616).

Self-assessment:

I Indications of laparoscopy (p. 121 and 614).
I Complications (p. 619).

I Distension media used (p. 620).

Fig. 37.44: Cannula and trocar (pyramidal tip) —
separated

I Advantages and disadvantages of laparoscopic
sterilization operation over conventional methods
(p. 494).

B HYSTEROSCOPICINSTRUMENTS (FIG.37.45)
A. Telescope (p. 619): 4 mm 0-degree.

B. Telescope with working element (p. 619)

C

. Electrodes (coagulating roller ball electrode)

Self-assessment

D Indications of hysteroscopy (p. 621)
D Distension media used (p. 620)

D Complications (p. 623)
D

Contraindication of hysteroscopy.

Fig. 37.45: Hysteroscopic instruments

B  HODGE-SMITH PESSARY (FIG. 37.46)

It is made up of silicone nite or ebonite. It is sterilized
by immersing it in cidex for 12 hours.

Indications of use: See p. 201.

Contraindications of use
¢ Fixed RV uterus ¢ Presence of infection

Self-assessment: How pessary works? See p. 200.

Method of insertion: The patient lies in dorsal
position with an empty bladder. The pessary is held
collapsed or folded to make the insertion easy. A
lubricant may be used. It is introduced inside the vagina

Fig. 37.46: Hodge-Smith
pessary

and is pushed high. The broad end lies in the posterior
fornix, the narrow end behind the symphysis pubis and
the concavity is directed upwards.

Instructions to the patient

I To have vaginal douche at least twice a week.

I To check after 1 month.

I To be removed or reintroduced after 3 months.

B RING PESSARY (FIG. 37.47)

It is made up of silicon and rubber. It is sterilized by
keeping in cidex for 12 hours.

Fig. 37.47: Ring pessary
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Indication of Uses: See Chapter 15 (p. 214).
B Contraindications of use

¢ Presence of sepsis.

¢ Gross relaxation of pelvic floor muscles.
Measurements: As in Hodge-Smith pessary.
Instructions: As in Hodge-Smith pessary.

Self-assessment:

¢ Mechanism of action (p. 200).

¢ How the patient is followed up and what symptoms
are usually enquired ?

Ans. Pessary removal, examination, cleaning and
reinsertion is done usually at an interval of 2-3
months. It is done initially by the doctor/nurse and
later on by the patient herself once she is taught about
the procedure. In every follow up visit, patient is asked
about any symptoms like: vaginal bleeding, pain,
offensive discharge and voiding difficulty.

¢ What are the complications of pessary use ?

Ans. Vaginal discharge, bad odor, vaginal erosion,
ulceration, pessary incarceration, forgotten pessary
rarely vaginal cancer (rare).

PROCESSING OF INSTRUMENTS

A. Disinfection: It is done by any one of the methods:
Immersing instruments in (i) boiling water for 20
minutes (ii) 2% glutaraldehyde (Cidex) solution
for 20 minutes or (iii) 0.5% chlorine solution for
20 minutes (0.5% of chlorine solution is made by
adding 3 teaspoons (15 g) of bleaching powder in
one litre of water). B. Cleaning: Instruments are
disassembled and washed on all surfaces in running
(preferably warm) water. The cannulas should be
flushed repeatedly. C. Sterilization: Either by —(i)
Autoclaving at 121°C (250°F), under pressure of 15
Ibs/in? (106 kPa) for 30 minutes or (ii) Immersing
in 2% glutaraldehyde (Cidex) solution for 10 hours.

STERILIZATION OF INSTRUMENTS

BLUNT INSTRUMENTS: All blunt instruments are
sterilized either by boiling for half an hour or in an
autoclave for 20 minutes with 20 1bs pressure at 120°C.

SHARP INSTRUMENTS: Sharp instruments like

knife, needle, etc. are sterilized by keeping in lysol
for 24 hours.

SUTURES

The suture materials used in a particular surgical step
depend on the strength of the tissues to be sutured and
the time required for the wound to regain its strength.
Depending on diameter, sutures are categorized into
no. 0, 1, 2, etc. Sutures when smaller than no. 0, are
indicated as 1-0, 2-0 and so forth. Due considerations
also to be given on tensile strength of the suture, the rate
at which the suture material loses its strength in vivo
and the interaction expected between suture and tissues.

CLASSIFICATION: The suture materials may be
classified either as absorbable or nonabsorbable. Their
biological origin or synthetic preparations are mentioned
briefly.

B Absorbable ® Nonabsorbable

Absorbable: < Biological * Synthetic

SUTURES

Nature Type Tissue where used

Absorbable - Plain catgut » Subcutaneous tissue
+ Chromic catgut - Pedicle, vaginal wall, rectus sheath, etc.

Delayed absorbable + Dexon - Subcuticular -« Fascial structure -« Skin
+ Vicryl « Microsurgery - Vaginal vault + Rectus sheath
- PDS

Nonabsorbable + Nylon + Skin
+ Prolene + Rectus sheath
- Silk - Skin of the abdomen
- Dacron
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Biological: « Catgut and Collagen

The catgut (derived from the word kitgut — strings of
a musical instrument known as kit) is obtained from the
submucosa of sheep or ox intestines. Collagen is derived
from ox Achilles tendon. Both are available in plain and
chromic form. Treatment with chromic sulfate produces
chromic catgut and the untreated material produces plain
catgut. Chromic catgut is degraded by proteolytic enzymes
of white blood cells (inflammatory cells) slowly. Chromic
catgut loses half of its tensile strength by 10 days and
maintains some strength upto 2/ days. Plain catgut loses
70 percent of its tensile strength by 7 days.

Synthetic

¢ Dexon: Dexon (polyglycolic acid) is a copolymer
of glycolic acid and is degraded by hydrolysis with
minimal inflammation. It loses half of its tensile
strength in /5 days and is absorbed in 4 months.

¢ Vicryl (coated): Viceryl (polyglactin) is a copolymer of
lactide and glycolide. It loses its tensile strength in 30
days. It is absorbed by 70 days. It produces less tissue
reaction than catgut.

Vicryl rapide (coated): 1t is also a polyglactin suture. It is
similar to plain catgut. Absorption is rapid with minimal
tissue inflammation. 70 percent of its tensile strength is lost
by 7 days. It is used for repair of soft tissues, episiotomy
repair and skin.

The tensile strength of the above sutures is much greater
than that of catgut. But these sutures need more throws to
secure knots compared to catgut.
¢ Polydioxanone suture (PDS) is a pliable mono-filament

made of polydioxanone. It loses half of its tensile
strength in 28 days. Tissue inflammation is minimal.
Monofilament sutures have no interstices to lodge any

bacteria. So infections are rare. Polyglyconate sutures
have got similar properties. These are used for fascial
closure.

All the synthetic absorbable materials are sterilized
by ethylene oxide.

Nonabsorbable: ¢ Biological ¢ Synthetic

Biological

¢ Silk suture can be handled and tied easily. It has
excellent knot security. It is sterilized by gamma
radiation. It is a foreign protein and initiates strong
inflammatory response and loses half of its tensile
strength by 1 year. It should not be used in contaminated
or infected tissue.

¢ Cotton is the weakest nonabsorbable suture. It loses 50
percent of the tensile strength by 6 months. Wet cotton
is stronger (10%) than dry cotton. It is rarely used now.

Synthetic
¢ Terelene or Dacron: These are extruded from a
homopolymer.

¢ Polyamide (Nylon): It is a man made mono-
filament or multifilament. It is very much nonreactive
in tissues. Monofilament nylon has greater tensile
strength, incites less tissue reaction and is less prone
to infection than braided nylon.

¢ Polypropylene (Prolene) is a hydrocarbon polymer
and is monofilament. It has least tissue reaction. Knot
security is greater. It is sterilized by ethylene oxide.

¢ Steel suture is nonreactive and has highest tensile
strength. It is not commonly used now.

Nonabsorbable sutures maintain their tensile strength
for a long time. However, there may be suture related pain
or rarely sinus formation.

SPECIMENS

DESCRIPTION: The description of a specimen includes:

B Identification of the organ/organs.

B To describe the pathology as seen on naked eye
examination.

Identification of the organ

Uterus: The uterus is identified by —
¢ Pear-shaped structure € Adnexal attachment
¢ Cervical opening

—  Circular in nulliparous

—  Transverse slit in parous

Anterior surface is identified by:
¢ Attachment of round ligament

¢ Loose attachment of uterovesical peritoneum
[Fig. 34.4 (13)] p. 593.
Posterior surface is identified by
Attachment of ovarian ligament with or without
ovary.
¢ Cut margin of the posterior peritoneum which is
densely attached and placed at a lower level than
the cut edge of the anterior peritoneum.
Uterine tubes: Tubular structures with abdominal
ostium surrounded by fimbriae and mesosalpinx.
Ovary: Fallopian tube is usually attached to the
ovarian specimen. If the uterine tube is not mounted,
even then the specimen is likely to be ovarian as there
is no other pelvic organs resembling it, exception
being a parovarian cyst (Fig. 37.64).
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SPECIMEN — 1 AND 2

DESCRIPTION (FIGS. 37.48 AND 37.49A AND B)

This is a specimen of uterus with tubes and ovaries of
both the sides (Fig. 37.48).

There is alteration in the size (enlarged) and shape
(irregular) of the uterus due to multiple fibroids. The
fibroids are of different sizes. Some are cut open to
show whorled appearance (Fig. 37.49B). A capsule
is seen (Fig. 37.48) surrounding the fibroid. Part of
the tumor is covered by endometrium (submucous
fibroid Fig. 37.49A) or a part is covered by serous coat
(subserous fibroid Fig. 37.49B). One subserous fibroid
has got a pedicle (Fig. 37.49B) — pedunculated.

The tubes and the ovaries are looking normal in
all the specimens.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy.

Diagnosis: Multiple fibroids of the body of the uterus.

Self-assessment

*  What are the different types of uterine fibroid
(p. 273).

* Causes of menorrhagia (p. 276).

* Causes of infertility (p. 277).

*  Causes of pelvic pain (p. 277).

*  How to differentiate a fibroid from an ovarian
tumor on clinical examination (p. 281).

* Place of medical management (p. 279).

» Different types of surgical management avail-
able (p. 268).

Q. What could be the presentation of the woman in
the clinic? P. 279.

N.B. As with these specimens with total hystere-
ctomy, the women are unlikely to suffer from
infertility and as bilateral oophorectomy had been
done, their probable age would be >45 years.

Q. What are the indications, conditions to be
fulfilled before myomectomy? What are the
contraindications? Ans. See p. 284.

Q. What are the different treatment options avail-
able for fibroids? (p. 284, 285).

Ans. A. Surgery — (a) Hysterectomy, (b) Myome-
ctomy. Surgical procedures may be: (i) Laparotomy,
(i1) Laparoscopy, (iii) Hysteroscopy (see p. 284). (c)
Myolysis.

”

' I .
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Fig. 37.48: Multiple fibroid uterus, hysterectomy and
bilateral salpingo-oophorectomy had been done. Tissue
dissection had been done to show the capsule of the fibroid

Submucous
fibroid

Figs. 37.49A and B: Fibroid uterus — subserous, interstitial
and, submucous variety. Specimen 37.49B has got a huge
subserous (arrow) and also a pedunculated subserous
variety of fibroid (arrow). Both the specimens are cut-
opened to show the endometrial cavity. Both the cavities
are increased and distorted

B: Uterine cavity is shown with Allis tissue forceps
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B. Medical therapy (p. 266).

C. Interventional radiology — uterine artery
embolization.

Q. How do you differentiate fibroid uterus from
adenomyosis?

Ans. See p. 282.

SPECIMEN—3

DESCRIPTION (FIG. 37.50)

This is a specimen of uterus, with tubes and ovaries
of both the sides.

Anterior surface of the uterus is cut open to show
a mass arising from the fundus protruding into the
uterine cavity. Another mass is seen to come out of the
uterus through the cervical canal with a long pedicle.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy.

Diagnosis: Submucous fibroid polyps—Sessile and
pedunculated.

Self-assessment

¢ Clinical presentation of such a case (p. 285, 287).
¢ Confirmation of diagnosis.

0. When do myomas require to be removed (indi-

cations of myomectomy)?

Ans. (i) Any myoma growing during the follow up
period. (ii) Menorrhagia not responding to medical
therapy. (iii) Excessive pain or pressure symptoms.

Pedunculated
polyp

Fig. 37.50: Submucous fibroid polyps (sessile and
pedunculated). Patient suffered menorrhagia, metrorrhagia
and dysmenorrhea

(iv) Woman with infertility or recurrent miscarriage

when no cause other than fibroid is present (see text

p. 285).

¢ What are secondary changes in a fibroid (p. 278).

¢ What are management alternative to hysterect-
omy (see p. 281).

SPECIMEN—4

DESCRIPTION (FIGS 37.51A AND B)

This is a specimen of uterus (Fig. 37.51A) with tubes
and ovaries of both the sides. There is a huge mass
arising from the posterior cervical wall. The small uterus
sits on the top of the huge mass. (Lantern on dome of
St. Paul's).

The anterior surface of the uterus (Fig. 37.51B) is
cut open to show the anterior cervical wall and the
uterine cavity.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy with removal of the mass.

Diagnosis: Cervical fibroid (posterior).

Cervical
fibroid

Fig. 37.51A: A huge posterior cervical fibroid
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Self-assessment:
¢ Types of cervical fibroid (p. 284).

¢ Modes of presentation in a case with cervical
fibroid (p. 284).

What are the surgical risks in such a case (p. 284)

Approach for surgical removal of cervical
myoma (p. 601).

¢ Displacements of the ureter and risks of ureteric
injury (p. 425, 420).

¢ Common gynecological pathologies where
ureteric injury is more likely (p. 425).

Fig. 37.51B: Same specimen as in 37.51A, is seen from
the anterior surface

SPECIMEN—S5

DESCRIPTION (FIG. 37.52)

This is a specimen of the uterus and the tubes and
ovaries of both the sides. The uterus is enlarged
and is cut open to show a diffuse growth located at
one wall. The growth presents a striated appearance
with scattered dark hemorrhagic spots. It has got no
capsule. (c.f. — fibroid — whorled appearance and
a capsule).

Operation done—Total hysterectomy with bilateral
salpingo-oophorectomy.

Posterior
Uterine wall g
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Fig. 37.52: Specimen of adenomyosis

Diagnosis: Adenomyosis.

Self-assessment:

¢ Describe the clinical presentation of pelvic
endometriosis (p. 307).

Causes of infertility in endometriosis (p. 231).
Clinical features of adenomyosis (p. 315)
Histological picture of adenomyosis (p. 314).

* & o o

Mention treatment options for pelvic endometrio-
sis (p. 310).
¢ Treatment for adenomyosis (p. 315).

SPECIMEN—6

DESCRIPTION (FIG. 37.53)

This is a specimen of the uterus with tubes and ovaries
of both the sides. The ovaries are hugely enlarged,
lobulated with a yellowish tinge. The uterus is also
enlarged. Vesicular mass is seen protruding out
through the incised uterus.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy.

Diagnosis: Hydatidiform mole with large theca lutein
cysts of both the ovaries.

Self-assessment

¢ High-risk factors for gestational trophoblastic
neoplasia (GTN) (p. 363).
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Clinical features of GTN (p. 362).

Management of GTN (p. 365).

Place of uterine curettage in GTN (p. 366).
Management of theca lutein cysts: once hydati-
diform mole or GTN is treated, there is sponta-
neous regression (within a few months) of the cysts.

Rarely they are removed when complications like
torsion or intracystic hemorrhage occur.

* & o o

Q. What are the common sites of metastasis?

Ans. See p. 362.
Q. What is the place of prophylactic chemotherapy
and what are its limitations? Ans. See p. 365.

0. WHO FIGO scoring system for risk assessment.
Ans. See p. 364.

Q. Reproductive behavior of women following
treatment of GTN. Ans. See p. 366.

SPECIMEN—7
DESCRIPTION (FIG. 37.54)

This is the specimen of a uterus with the tubes and
ovaries. The uterus is enlarged. The anterior surface
of the uterus is cut open to show a purplish growth
invading the myometrium. The tube and the ovary are
looking healthy.

This 37 years old parous lady was admitted with
irregular bleeding P/V following a miscarriage. She
underwent D/C thrice. Her serum [ hCG level was
96,000 miU/ml. Following courses of chemotherapy
the serum hCG level remained persistently elevated.
Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy. Histology confirmed chorio-
carcinoma.

Diagnosis: Choriocarcinoma of the uterus.

Self-assessment: Q. How the selection of

chemotherapy regimen is done? Ans. See p. 365.

¢ Place of hysterectomy in GTN (p. 367).

¢ Prognosis of GTN following treatment and the
risk of recurrence (p. 367).

Fig. 37.54: Choriocarcinoma resistant to chemotherapy.
Lesion is seen to invade the myometrium

¢ Respone to chemotherapy and subsequent
reproductive behaviour (p. 367).

¢ Patient follow up following treatment (p. 367).
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SPECIMEN—8

DESCRIPTION (FIG. 37.55)

This is a specimen of uterus, tubes and ovaries of both
the sides. The left tube is markedly enlarged specially
towards the outer half. The shape looks like a ‘retort’.
The inside fluid appears to be clear.

Diagnosis: Hydrosalpinx of the left tube.

Self-assessment

¢ Pathogenesis of hydrosalpinx (p. 171).
¢ Organisms involved in pathology (p. 171).
¢ Mode of affection in gonococcal infection

(p. 127).
Mechanism of the ‘retort’ shape (p. 171).

Steps of salpingectomy (p. 588).

Fig. 37.55: Specimen of total hysterectomy with bilateral
salpingo-oophorectomy showing a large hydrosalpinx
(retort-shaped) of the left tube.

SPECIMEN—9

DESCRIPTION (FIG. 37.56)

This is a specimen of the uterus, tubes and ovaries of
both the sides. The tubes of both sides are coiled, wall
is thickened and matted with the ovaries. There are
adhesions over the surfaces of the tubes and uterus.
TAH & BSO had been done. Histology confirmed
tuberculosis.

Diagnosis: Bilateral tubo-ovarian (TO) mass.

Self-assessment
¢ Mention the pathogenesis of TO mass (p. 174).

7 1 P17
lg slo 1

¢ Mention the clinical diagnostic criteria of PID
(p- 130).

¢ Whatis the mode of spread of infection in tubercular,
pyogenic and other infections (p. 127, 139).

¢ How infertility could be explained with genital
tuberculosis? (p. 139).

¢ Mention the complications of acute PID and its
late sequelae (p. 134).

¢ What are the characteristic changes on HSG of the
tube when infected with tuberculosis? (p. 141).

¢ Whatare the contrindications and indications of sur-

gery in a woman with pelvic tuberculosis? (p. 143).
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Fig. 37.56: Specimen of uterus, tubes and ovaries showing bilateral tubo-ovarian mass due to genetal tuberculosis
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SPECIMEN—10

Description (Fig. 37.57)

This is a specimen of a non-communicating horn of
a bicornuate uterus (cut-opened) with the tube. The
tube is elongated, sausage shaped and purplish in
color. The cut-open uterus shows the cavity which
was filled with blood. The tube is filled with blood.

Operation done: Excisdion of the non-communi-
cating horn and salpingectomy.

Diagnosis: Rudimentary (non-communicating) horn
of a bicornuate uterus with hematosalpinx.

Self-assessment

¢ Causes of hematosalpinx: Tubal ectopic preg-
nancy, endometriosis, cryptomenorrhea (p. 450)
and rarely primary tubal carcinoma (0.3% of all
genital malignancies).

T e e - PR A R A L’ ez b
Fig. 37.57: Hematosalpinx of the right tube
¢ Causes of cryptomenorrhea (p. 450).

¢ Clinical presentation of a care with tubal carci-
noma: triad of lower abdominal pain (colicky),
profuse watery discharge (hydrops tubae proflu-
ens) and vaginal bleeding (p. 370). Preoperative
diagnosis is rare and often mistaken as an ovarian
tumor (p. 369).

SPECIMEN—11

DESCRIPTION (FIGS 37.58A AND B)

These are the specimens of the uterus with tube and
ovary of the right side. The ovarian cysts (right) are cut
open to show inspissated sebaceous material, hair and
other mature (mesenchymal) tissues. Teeth is present
in about a third (see Figs. 37.58A and B).
Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy.
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Fig. 37.58A: Gross appearance of a dermoid cyst of the
ovary showing hair, teeth (arrow) and butter balls (sebum
aggregated to form spherules)

Diagnosis: Dermoid cyst of the right ovary.

Self-assessment

¢ Name the tissues arising from the three germ cell
layers (p. 293).

¢ Frequency of bilaterality and association with
pregnancy (p. 293).

¢ Common complications (p. 301).

¢ Management in a young patient (p. 301).

¢ Risk of malignant change (p. 298).

¢ What are strumal carcinoids? (p. 294).

Q. How carcinoid tumors of the ovary are treated?

Ans. Excision of the tumor (ovariotomy) causes rapid
fall in the serum level of serotonin and disappearance
of 5-hydroxy indole acetic acid in the urine. There is
rapid remission of symptoms.

Fig. 37.58B: Gross appearance of dermoid cyst of the
ovary with hair and sebaceous material (cut section)
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SPECIMEN—12

DESCRIPTION (FIG. 37.59)

This is a specimen of the uterus with tubes and ovaries
of both the sides. The left sided ovarian cyst is cut
open to show many septa. There are few smaller cysts
projecting inside.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy.
Diagnosis: Mucinous cyst adenoma.

Self-assessment

¢ Mention the common epithelial tumors of the
ovary (p. 291).

¢ Discuss the differential diagnosis of a pelvic abdo-
minal lump? (p. 300).

¢ Clinical presentation of a benign ovarian tumor
(p- 295).

Features of a functional cyst (p. 285).

How a benign ovarian tumor could be differ-
entiated from a malignant one clinically?

Fig. 37.59: Left sided mucinous cyst adenoma
(gross appearance on cut specimen)

¢ How laparotomy findings could be helpful to
differentiate a benign tumor from a malignant
one? (p. 280).

¢ What are Psammoma bodies? (p. 293).

¢ What are the complications of a benign ovarian
tumor? (p. 298).

¢ Management of a benign ovarian tumor (p. 300).

¢ Structures forming the ovarian pedicle (Table 20.3,
p. 298).

SPECIMEN—13

DESCRIPTION (FIG. 37.60)

This is a specimen of uterus with tubes and ovaries of
both the sides. The right ovary is hugely enlarged and
cut opened to show its solid texture islands of yellow
tisue separated by fibrous septa.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy.

Diagnosis: Solid ovarian tumor. theca call tumor of
th ovary was confirmed on histology.
Self-assessment:

B Mention the common solid tumors of the ovary.

Benign: Fibroma, thecoma, Brenner tumor (p. 278,
385).
Malignant: Primary ovarian carcinoma, dysger-
minoma, immature teratoma, mesonephroma
(p. 370, 383).

B What is Meig’s syndrome (p. 296)?

Ans. It is a triad of findings including ascites, pleu-
ral effusion and benign ovarian fibroma. The cause

is unknown. The ascites and pleural effusion resolve
spontaneously when the ovarian tumor is removed.

Fig. 37.60: Gross appearance of a solid ovarian
tumor (right)

B What are the hormone producing tumors of the
ovary?
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—  Feminizing tumors: Granulosa cell and theca
cell (p. 387).

—  Masculinizing tumors: Sertoli-Leydig cell and
Hilus cell (p. 388).

— Others: Struma ovarii (thyroid hormones)
(Carcinoids are rare specialized germ cell
ovarian tumors that secrete 5-HT (p. 294).

B What are the germ cell tumors of the ovary?

(p. 383).

SPECIMEN—14

DESCRIPTION (FIG. 37.61)
(A) This is a pathological specimen of the uterus and
both the ovaries. The ovaries are enlarged lobulated
with the walls irregular and shaggy. Cut section shows
solid areas with hemorrhage and necrosis at places.
(B) Omentectomy done.
(C) Ascitic fluid (hemorrhagic) is collected.

Diagnosis: Most likely malignant ovarian tumors
(bilateral).

Self-assessment

¢ Clinical features of a malignant ovarian tumor
(p. 364).

¢ What are the common malignant ovarian tumors?
(page 360, Table 23.22).

¢ How omentectomy is helpful in the management
of ovarian malignancies? (see p. 380).

¢ Is epithelial ovarian cancer hereditary?

Ans. About 5-10 percent of all epithelial ovarian

cancers are familial. There are three different syn-

dromes of hereditary ovarian cancer: (i) Breast/

ovarian familial cancer (75-90%). (ii) Site specific

ovarian cancer (5%) and (iii) Lynch II syndrome

(2%) — see p. 365.

¢ Mention the high-risk factors as well as the prote-
ctive factors for ovarian malignancy (p. 379).

¢ Principles of surgical approach (guidelines) in a
malignant ovarian tumor (p. 380).

¢ What are the tissues removed in cytoreductive
surgery? (p. 378).

Fig.37.61: Specimen of bilateral serous cyst adenocarcinoma
(confirmed on histology) — (A) total hysterectomy, bilateral
salpingo-oophoretomy with (B) infracolic omentectomy and
(C) Ascitic fluid (hemorrhagic) was collected for malignant
cell cytology

¢ How serum CA-125 measurement is helpful?

Ans. It is helpful with a known case of ovarian
cancer: (i) To know the response of treatment.
(i1) To know tumor resistance to chemotherapy. (iii)
Early detection of tumour recurrence (p. 379).

SPECIMEN—15

DESCRIPTION (FIG. 37.62)

This is a specimen of the uterus with tubes and
ovaries of both the sides. The ovaries are enlarged
with cap-sules ruptured. There is exophytic growth
on the surface that infiltrates the surrounding organs.
The cut surfaces show solid texture, extensive areas
of hemorrhage and necrosis.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy and omentectomy.

Diagnosis: Bilateral ovarian carcinoma (mucinous
cyst adenocarcinoma).

Self-assessment

¢ What are the common sites of metastases?

Ans. See p. 378.
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Self-assessment

¢ Methods of spread in a case of ovarian malig-
nancy (p. 373).

¢ Place of neoadjuvant chemotherapy for ovarian
malignancy (p. 379).

¢ What are the findings during laparotomy to
differentiate a benign ovarian tumor from a
malignant one. Ans. p. 294

¢ What are the treatment modalities in a case of
ovarian malignancy? p. 376

¢ What is ht place of prophylactic oophorectomy
during hysterectomy (p. 376).

Fig. 37.62: Bilateral mucinous adenocarcinoma of the
ovaries (gross appearance on cut specimen)

SPECIMEN—16

DESCRIPTION (FIG. 37.63)

This is a specimen of the uterus with tubes and ovaries
of both the sides. The ovaries are found enlarged
with lobulated appearance and are free of adhesions.
The shape of the ovary is maintained. The color is
pinkish with smooth surfaces. Uterus and tubes are
found normal.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy.
Diagnosis: Probably Krukenberg’s tumor.

Self-assessment
¢ Whatis a Krukenberg tumor?

Ans. This is a metastatic adenocarcinoma of the ovary.
Almost all metastasize from the stomach. Few arise
in the breast, colon or biliary tract.

¢ Suggestive appearance for diagnosis (p. 388).

Fig. 37.63: Krukenberg tumor

Primary sites (p. 388).

Mode of spread to the ovaries (p. 388).
Histological picture (p. 388).
Prognosis (p. 388).

* & o o o

What is the survival rate (p. 389).

SPECIMEN—17

DESCRIPTION (FIG. 37.64)

This is a specimen of the uterus with the tubes and
ovaries. A hugely enlarged cyst is attached to the
fimbrial end of the left tube which is stretched out.
Left ovary is seen clearly (see arrow) behind the tube.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy with removal of the cyst
is done.

Diagnosis: Parovarian cyst (Left).

Fig. 37.64: At a glance, it seems to be ovarian but careful
inspection reveals the ovary is separated from the cyst
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Self-assessment
¢ Diagnosis of a parovarian cyst (p. 305).

¢ Embryological origin of the cyst: From the
remnant of the Wolffian body situated in the
mesosalpinx.

¢ Usually the cyst is unilocular, has a thin wall and
is filled with a clear fluid.

¢ Clinical features and management: Same as
ovarian tumor (p. 297).

Management: Excision of the cyst.

Risk of malignancy — rare.

SPECIMEN—18

DESCRIPTION (FIG. 37.65)

This is a pathological specimen of the uterus, tubes
and ovaries of both the sides with upper vagina and
the parametrium. The growth grising from the cervix
is huge and exophytic.

Operation done: Radical hysterectomy for carcinoma
Cervix.

Diagnosis: Carcinoma cervix (invasive) (FIGO
Stage 11A).

Self-assessment
Histological types (p. 335).

* o

Diagnosis of early carcinoma (p. 337).

L 2

Lymphatic drainage of the cervix (p. 30).

<>

Management of CIS, microinvasive and early
stage carcinoma (p. 328).

<*

Advantages and disadvantages of radiotherapy
(p. 341, 342).

Principal steps of radical hysterectomy (p. 606).
Tissues removed in radical hysterectomy (p. 606).
Significance of sentinel node biopsy (p. 333).
Staging procedures allowed by FIGO (p. 333).
Complications of radical hysterectomy (p. 344).

* & 6 & o o

Preventive measures for carcinoma cervix —
Primary and secondary prevention (p. 338).

Uterine
artery

Fig. 37.65: A specimen of carcinoma (squamous cell)
of the cervix showing marked exophytic growth. Radical
hysterectomy had been done. uterine arteries are ligated
at their origin from the internal iliac artery. Both the ovaries
and upper third of vagina had been removed. Pelvic lymph
adenectomy done (one enlarged node on either side is
seen)

¢ Mention the different treatment modalities for
carcinoma cervix (p. 340).

Causes of death in carcinoma cervix.

Differential diagnosis of carcinoma cervix
(p. 338).

¢ Place of laparoscopic assisted vaginal trachele-
ctomy (p. 344).

SPECIMEN—19

DESCRIPTION (FIG. 37.66)

This is a specimen of the uterus with tubes and ovaries
of both the sides. The uterus is uniformly enlarged.
The anterior surface is cut open to show a fungating
growth confined to the body. The tubes and ovaries
are healthy.

Operation done: Total hysterectomy with bilateral
salpingo-oophorectomy.

Diagnosis: Endometrial carcinoma.

Self-assessment
¢ Clinical presentation (p. 348).
¢ Discuss the methods of diagnosis (p. 348).
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¢ Histological types of endometrial carcinoma
(p. 347).

¢ Lymphatic drainage of body of the uterus (p. 29,
347).
High-risk women (p. 352).
Surgical procedures in the management (p. 350).
Place of chemotherapy and radiotherapy (p. 351,
352).

Fig. 37.66: The uterus is cut open to show a diffuse and

partly necrotic growth of adenocarcinoma filling the uterine
cavity

—
=

SPECIMEN—20

DESCRIPTION (FIG. 37.67)

This is a specimen of the vulva. The vulva shows a
large exophytic growth and biopsy revealed squamous
cell carcinoma.

Operation done: Radical vulvectomy. Vulvectomy
specimen is obtained by the skin sparing “long horn”
incisions. Tips of the horns rest on the anterior superior
iliac spines. The upper margin of incision is interspin-
ous, the lower margin is along the inguinal skin creases
and the labiocrural folds. Three incision technique is
currently used in most of the centres (p. 607).

Diagnosis: Carcinoma of the vulva.

Self-assessment:
¢ Common sites of vulval malignancy (p. 328).
¢ Different histological types (p. 326).

¢ Lymphatic drainage of the vulva and its clinical
significance (see p. 30, 327).

Clinical presentation (p. 327).
Types of vulvectomy (see p. 607).
Advantages of three separate incisions (p. 607).

* & o o

Complications of radical vulvectomy (see p. 608).

Fig. 37.67: Carcinoma of the vulva — radical vulvectomy
done using “long horn” incisions

¢ Significance of a sentinel node (p. 329).

¢ Prognostic factors for vulval carcinoma (see
p. 329).
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IMAGING STUDIES IN GYNECOLOGY

PLATES: SKIAGRAPHS, ULTRASONOGRAPHS, COMPUTED TOMOGRAPHS, AND
MAGNETIC RESONANCE IMAGING

HYSTEROSALPINGOGRAM (HSG)

ONE (FIG. 37.68) Hysterosalpingogram showing radio-opaque shadow
demarcating the uterine cavity. The radio-opaque
dye is visible in the lumen of both the tubes. There is
peritoneal spillage on both sides.

Diagnosis

Normal hysterosalpingogram (normal cavity) with
bilateral patent tubes (free peritoneal spill).

Self-assessment

¢ Indications and contraindications of HSG (p. 588)

¢ Timing of HSG in relation to the menstrual cycle
(p- 588)

¢ Steps of the procedure (p. 588)

¢ Complications of HSG (p. 589)

¢ Prospect of fertility in this case: Ans. As the tubes
are patent, the couple should be investigated to
assess the ovulatory status and male factors for
infertility (Ch. 16).

¢ Other methods for assessment of tubal patency

Fig. 37.68: Hysterosalpingogram with bilateral peritoneal (p. 240).
spillage
TWO (FIG. 37.69) Ans: Salpingitis, salpingitis isthmica nodosa, benign

polyps within the tubal lumen, tubal endometrosis,

Hysterosalpingogram showing radio-opaque shadow : ;
tubal spasm and intratubal mucous debris.

demarcating the uterine cavity. No radio-opaque
shadow is visible on either tube.

Diagnosis: Hysterosalpingogram showing bilateral
cornual block.

Self-assessment
Alternative investigations (p. 240).

* o

Management if tubes are damaged.
¢ Results of tuboplasty (p. 248).
¢ Different methods of ART (Table 16.13, p. 251).

Management if tubes are normal:
¢ To assess the male factors and ovarian factors for

infertility.
¢ What other information can be obtained from
HSG? p. 588.
¢ What are the causes of tubal block? (p. 229). Fig. 37.69: Hysterosalpingogram showing bilateral

cornual block. She had a history of MTP
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THREE (FIG. 37.70)

Hysterosalpingogram showing radio-opaque shadow
filling the uterine cavity. The tubes of both sides are
distended with the radio-opaque dye. There is no
evidence of peritoneal spillage.

Diagnosis: Bilateral hydrosalpinx (fimbrial block).

Self-assessment
¢ Causes of bilateral fimbrial block (p. 172).
¢ Is this woman a suitable case for HSG?

Ans. Ideally this woman suffering from hydrosalpinx
(chronic PID) should not have undergone HSG, had
this been diagnosed before hand. Infection may flare
up following HSG.

¢ Management for distal and proximal tubal block
(p. 247).

¢ What is the appearance of the tube on HSG when
infected with tuberculosis? (p. 141).

¢  What is the reproductive outcome in a woman
with pelvic tuberculosis? (p. 143).

Indications of IVF-ET (p. 240).

Does the presence of hydrosalpinx impair the
result of IVF?

Fig. 37.70: Hysterosalpingogram showing bilateral
hydrosalpinx (fimbrial block). Bilateral salpingostomy was
done. Thereafter, she had an ectopic pregnancy

Ans. Hydrosalpinx reduces the pregnancy rates of
IVF by about 50 percent. Endometrial receptivity is
reduced resulting in implantation failure. Pretreatment
(IVF), salpingectomy improves the outcome.

FOUR (FIG. 37.71)

Hysterosalpingogram showing a radio-opaque shadow
filling both the horns of the uterus. The radio-opaque
dye is visible within the tubes. There is peritoneal
spillage on both the sides (Fig. 37.71).

Diagnosis: It seems to be a case of bicornuate uterus
with bilateral patent tubes.

Self-assessment

¢ How one can differentiate bicornuate from septate
uterus (p. 45).

Ans. When HSG or hysteroscopy is combined with

laparoscopy, both the internal and external achitecture

of the uterus is clearly revealed. This is one of the way

to confirm the diagnosis.

¢ Management options of a patient with septate
uterus (p. 47).

¢ Gynecological symptoms in bicornuate uterus
(p. 45).

¢ Management of a bicornuate uterus is difficult.
Metroplasty or unification (Strassman or Tomp-
kins) operation has been recommended (p. 47).

¢ Reproductive behavior in a woman with uterine
anomalies (p. 45).

"

Fig. 37.71: Hysterosalpingogram showing bicornuate
uterus. Metroplasty was done for recurrent midtrimester
miscarriage. Subsequently, she had a live birth at term,
delivered by LSCS
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FIVE (FIG. 37.72)

Hysterosalpingogram showing a radio-opaque shadow
filling a single horn of the uterus. There is peritoneal
spillage from the tube.

Diagnosis: It seems to be a case of unicornuate uterus
with patent tube.

Self-assessment

¢ Confirmation of diagnosis (p. 45).

¢ Discuss the types of Miillerian anomalies (p. 44, 45).

¢ What is the reproductive outcome in a case with
unicornuate uterus. Ans. Poor — due to reduced
uterine capacity, less muscle mass and inability
to expand (p. 45). Rupture may occur during
pregnancy.

Fig. 37.72: Hysterosalpingogram showing a
unicornuate uterus

SIX (FIG. 37.73)
Hysterosalpingogram showing irregular filling of
radio-opaque dye.

Diagnosis: Uterine synechiae (Asherman’s syndrome).

Self-assessment

¢ Common causes of uterine synechiae (p. 459).
Other methods of diagnosis (p. 468, 469).
Management of uterine synechiae (p. 472).

Uterine causes of amenorrhea (p. 457).

* & & o

In what conditions of amenorrhea karyotyping
is needed?

Ans. (i) Patients with uterus but no breasts and high
FSH level-Gonadal failure (p. 452). (ii) Patients with
no uterus but breasts present — Androgen insensitivity
syndrome (p. 443). (iii) Premature ovarian failure if

Fig. 37.73: Hysterosalpingogram showing intrauterine
adhesion. A case of tuberculous endometritis. [Courtesy
by Dr H Roy, Patna]

< 30 years of age (p. 454). (iv) Short stature (<60")
with Turner Stigmata — Turner’s syndrome (p. 441).

SEVEN (FIG. 37.74)
Ultrasonographic view of a septate uterus.

Self-assessment

¢ What are the different types of uterine abnormali-
ties? (p. 44).

¢ What may be the clinical presentation of such a
case? (p. 45).

¢ What are the different obstetric complications?
(p. 49).
What are the different modes of diagnosis?(p. 47).

What are the treatment options available? (p. 47).

Fig. 37.74: Ultrasonographic view of a septate uterus
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EIGHT (FIG. 37.75)

S
¢

elf-assessment
What are the causes of symmetrical enlargement
of the uterus? (p. 278, Table 19.5)
How a couple should be counselled before
proceeding to myomectomy? (p. 284).
What are the principal steps of myomectomy?
(p. 604).
What are the measures that can be adopted to
minimize blood loss in myomectomy operation?
(p. 604).
What are the different types of surgery for myome-
ctomy? (p. 284).
What are the common complications of myome-
ctomy? (p. 605).
What are the long-term results of myomectomy in
respect of recurrence and others? (See page 284).

Fig. 37.75: Ultrasonographic (TV) view of a leiomyoma

NINE (FIG. 37.76)
Self-assessment

¢

Mention the different modalities of treatment
options for pelvic endometriosis (p. 309).
What are the common sites of pelvic endome-
triosis? (p. 305).
Mention the indications and the different types
of surgery that can be done for endometriosis
(p. 312).
How do you manage a case of chocolate cyst
(ovarian endometrioma) of the ovary? (p. 306).
What are the different hormones used in the
management of endometriosis? (p. 310).
Treatment of scar endometriosis (p. 313).
How fibroid uterus could be differentiated from
adenomyosis ? (see Table below).

R T T

Fig. 37.76: Sonographic view of adenomyosis showing
diffusedly enlarged uterus with cystic spaces

DIFFERENTIATING FEATURES OF FIBROID UTERUS AND ADENOMYOSIS

Fibroid uterus (Fig. 37.75)

Adenomyosis (Fig. 37.76)

Age + Usually observed in the reproductive age |- Commonly seen in women older than 40 years

Pathology |- Itisthe benign neoplasia of the smooth - Itis due to the presence of functioning endometrium
muscle and fibrous tissue of the uterus within the muscle layers of the uterus

Uterus « lIrregularly enlarged depending upon the - Diffusely enlarged due to myohyperplasia. Uterus is soft

site, size and number of myomas. It is firm
and non-tender (unless degeneration)

and tender

Symptoms | - Menorrhagia and dysmenorrhea — often » Menorrhagia—present. Dysmenorrhea often begins a
present week before and it continues even after the period is over
Diagnosis |+ Sonography (TVS) — homogeneous « Cystic spaces within the myometrium

echogenic area over the fibroid
o Cut section: Capsule present, smooth and
whitish surface with whorled appearance
» Histology: Proliferation of smooth muscle
and fibrous tissue

Absence of endometrial-myometrial junctional zone on
MRI is diagnostic

Capsule absent. Diffuse trabeculated appearance, cystic
spaces with hemorrhagic spots

Proliferation of endometrial glands and stroma.
Phagocytic cells laden with hemosiderin pigment are
present (p. 308, 317).
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TEN (FIG. 37.77)

Ultrasonographic view of Cu T inside the uterine
cavity. Thread was missing in this case.
Self-assessment

¢ What are the possible causes of missing thread?
(p. 484).

¢ How do you investigate such a case with missing
thread? (p. 484).

¢ What are the indications of removal of IUDs?
(p. 484).

What are the complications of [UD use? (p. 482).

What are the specific advantages of the third
generation of IUDs over the others? (p. 483).

Fig. 37.77: Ultrasonographic view of a Cu T inside the
uterine cavity, in a case of missing thread

ELEVEN (FIG. 37.78)

Hysterosalpingogram showing markedly dilated tube
with retention of dye (right).

Diagnosis: bilateral hydrosalpinges.

Self-assessment:
What are the other methods of diagnosis?

Ans. USG, laparoscopy.

¢ Dangers of HSG in such a case (p. 588).

¢ What are the common types of tubal reconstructive
surgery? (p. 237).

¢ What factors are related to the success of tubo-
plasty? (p. 248).

¢ What are the guidelines for tubal surgery?
(p. 248).

Fig. 37.78: Hysterosalpingogram showing markedly
dilated tube with retention of dye. Bilateral
hydrosalpinges [Courtesy by: Dr H Roy, Patna]

TWELVE (FIG. 37.79)

Ultrasonographic view of the ovary following

hyperstimulation syndrome (OHSS). Multiple

follicles are seen.

Self-assessment

¢ What are the different grades and the clinical
features of OHSS? (p. 529).

¢ How could this problem be prevented? (p. 529).

Indications of use of gonadotrophins in infertility

(p. 527, 528).

What is ovarian reserve? (p. 528).

Who are the high responders? (p. 528).

What is coasting? (p. 528).

How do you manage a case of OHSS? (p. 529).

<

* & o o

Fig. 37.79: Sonographic view of OHSS
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Fig. 37.80A: Specimen of a uterus, tubes and ovaries cut
opened to show multiple fibroids of the uterus. The uterine
cavity is enlarged. The fibroid is cut to show the calcific
degeneration (womb stone) within it

Fig. 37.80B: Plain X-ray of the pelvis and lower abdomen
showing the calcific degeneration of a fibroid (popcorn
appearance)

Self-assessment

¢ What are the secondary changes in a fibroid?
(p. 275)?

¢ What are the degenerations in fibroid? (p. 275)

FOURTEEN (FIG. 37.81)

Computed tomographic view of an ovarian tumor.

Self-assessment

¢ What special advantages CT has got in
gynecology? (See p. 118).

¢ Place of sonography and positron emission
tomography (PET) in the management of ovarian
malignancy.

¢ As a diagnostic aid how magnetic resonance
imaging (MRI) is useful in gynecology? (p. 119)

¢ What is the value of CT in the evaluation of
pelvic or periaortic lymph node metastasis?

Ans. For most pelvic malignancies lymph nodes
more than § mm in maximum short-axis dimension
(MSAD) are regarded as abnormal. CT is helpful to

Fig. 37.81: Computed tomographic (CT) view of an ovarian
tumor

detect retroperitoneal metastatic nodes. However,
results may be false-negative due to micrometastasis
or false-positive due to lymphadenitis or reactive
hyperplasia.
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FIFTEEN (FIG. 37.82)

CT of the brain in a patient with choriocarcinoma,
showing metastasis.

Self-assessment

¢ What are the common sites of metastasis in
choriocarcinoma?

Ans. * Lungs (80%); * Anterior vaginal wall (30%);

Brain (10%); * Liver (10%) and others.

¢  What is the significance of metastasis?

Ans. (1) Site of metastasis is related to the prognosis
of the disease (see p. 356), e.g. metastasis in lungs and
pelvis is of low score, whereas brain metastasis puts
the patient into high score disease.

(2) Number of metastasis is also prognostically related.
More the number, higher the score. (WHO prognostic
scoring, p. 356). Such patients need combination drug
regimen, whole brain radiation therapy.

¢ How do the patients usually present?

Ans. Comon symptoms are: III health, irregular
vaginal bleeding. Symptoms due to metastases are:
cough, breathlessness, haemoptysis (Lung); headache,

.

Metastasis

Metastasis

Fig. 37.82: CT view of the brain, in a patient with
choriocarcinoma, showing metastasis (arrow)

convulsion, paralysis or coma for cerebral metastases
and epigastric pain, jaundica for liver metastases.

SIXTEEN (FIGS. 37.83A AND B)

Fig. 37.83A: Straight X-ray of the abdomen and pelvis with
an ovarian tumor showing (arrow) the shadow of a tooth
(Dermoid cyst)

Self-assessment

¢ Describe the cut section of an ovarian dermoid
cyst (p. 293).

¢ Typical findings of an ovarian dermoid cyst in
CT.

Fig. 37.83B: Computed tomographic view of the abdomen
and pelvis of the same woman as in Figure 37.83A) showing
the tooth (Dermoid cyst of the ovary)

Ans. Characteristics of a dermoid cyst in CT include
the mixture of low density areas due to fat, high
density areas from dental elements or calcification
(arrow) and a fat-fluid level.

¢  What is the limitation of USG?

Ans. Compared to CT or MRI, USG is not sufficient
for accurate staging of any pelvic malignancy.
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SEVENTEEN (FIG. 37.84)
Self-assessment

¢ How normal endometrium and myometrium
could be studied with MRI?

Ans. With MRI endometrium is shown as the inner
zone of high-signal-intensity stripe. The deeper
myometrium is recognized as a very-low-signal
intensity zone. The junctional zone demarcates the
two (Fig. 37.83). The myometrium appears as the
intermediate signal-intensity zone. In postmenopausal
women, the contrast between the junctional zone and
the myometrium decreases.

¢  What special advantages MRI has got in gyne-
cology?

Ans. 1. MRI offers multiplaner images.

2. Gadolinium enhanced T, -weighted images can
determine.
(1) Depth of myometrial invasion. (ii) Pelvic and
periaortic (retroperitoneal) nodal metastasis in
cervicat endometrial carcinoma. (iii) Invasion
of malignant process in the cervix accurately
(p. 118, 119). (iv) It can detect recurrence of

pelvic tumor. (v) It is superior to CT in detecting
metastatic nodes (p. 119).
3. MRI is safe in pregnancy

Fig. 37.84: MRl plate of a normal uterus on a sagittal
T,-weighted spin-echo image showing endometrium
(E), the junctional zone (J), the myometrium (M),
urinary bladder (B) and the vagina (V)
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TABLE 37.1: NOMOGRAM FOR CALCULATING BODY SURFACE AREA OF ADULTS

Height Surface area Weight
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E E 145 F 320
195 77 F 270 140 £ 310
e F 2,60 135 4 300
e : ¥ 200
¥ 7a E 130 3
T E 250 I
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T f ¥
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T 70 - 2.30 i 250
16 : 110
T T 240
7T - 2.20 ]
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I 210 100 3
166 E 220
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T ] :
I 1.95 o0+ 20
160 63 = 1.90 ]
1 1 190
162 - 1.85 85 3
155 - 61 E 1,80 oo
.- 50 A
60 E 1.75 ]
I 59 E - 170
150 E 170 75
158 E 165 1 160
145 - 57 _ 1.60 70
T : [ 150
e E 155
_ 3 6
[ et - 150 E 140
T3 - 1.45 o
1351 53 3 +
} E 1.40 130
[ 5o 3 _
T - 1.35 h
130 151 : 551 120
[ E 1.30
. : ‘
1251 49 - 1.25 502_ 110
T 48 F 1.20 ::- 105
120 i
{47 115
1 g
T E1.10
151 45 i
T F 105
T 44 r
10 45 E 1.00 + .
T 3 .
I - 0.95 175
105 - i
a1 . 3
- 090 + 70
40 i ) 1
cm 100 . —-085 M kg s0Les Ib
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TABLE 37.2: NOMOGRAM FOR CALCULATING BODY MASS INDEX

Weight
(kg)  (Ib)
340
e 2=
300
1203 260
110 240
100-3—220
95
90200
85 190
010
75 o
703 450
853 140
60— 130
554120
50F-110
45100
95
40-F 0
85
i 80
75
70
30—F-65
60
25-F-55
50

Height
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Abdominal pain, 307
cyclical, 557
differential diagnosis, 557, 558
in ectopic pregnancy, 557
in PID, 127
Tump, 568
post-operative, 598, 611
Abnormal menopause, 64
Abortion,
anatomical factors, 45
recurrent spontaneous, 45
Abscess,
pelvic, 170
tubo-ovarian, see Tubo-ovarian abscess, 129
Acanthosis nigricans, 263, 459
Acetowhite changes, cervix, 324, 325
Acne, 527, 549

Acquired immune deficiency syndrome (AIDS), 153

Actinomycosis, 144
Activins, 68, 76, 92
Acyclovir, 153
Adenoacanthoma endometrial, 309, 372
Adenocarcinoma,
cervix, 339
clear cell (adeno) carcinoma, 339
endometrial, 354
ovary, 370
vulva, 333
Adenocarcinoma-in-situ (AIS),
vulva (Paget’s disease), 319

Adenoma malignum, cervix, 340
Adenoma pituitary, 464
Adenomyosis, 314, 647, 648f, 660
Adenosis,vaginal, 547
Adenylate cyclase, 67
Adhesions, chlamydial infections, 121f, 148
Adiana, 502
Adjuvant therapy, 244, 248, 386, 539
Adnexal mass, 545
Adolescents, 542, 546
menstrual disorders, 546
neoplasm, 547
obesity, 549
ovarian mass, 547
STDs, 549
Adrenal cortex, 76
androgen, 75
androgen-secreting tumours, 441, 466
Adrenal glands, 76
Adrenal hyperplasia,
congenital, 440
late onset, 466
Adrenarche, 49
Adrenocortical hormones, 71, 538
Adrenocorticotrophic hormone (ACTH), 71
Adrenogenital syndrome, 440
Age, gynecologic problems, 54, 542
AIDS, 153
Albright’s syndrome, 51
Alkylating agents, 513, 516
Allis tissue forceps, 634
Alopecia, 514
Alzheimer’s disease, 60
Ambiguous genitalia, 444, 445
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Amenorrhoea, 449
causes, 450, 451, 457, 458t
classification, 449
exercise-related, 451
hyperprolactinaemic, 459, 461, 464
hypothalamic, 463
in hypothalamic pituitary disorders, 451, 458t
in ovary failure, 463
investigations, 467t, 468
lactational, 449
management, 469
pathological, 450
physiological, 449
post-pill, 466
primary, 450
definition, 450
secondary, 457
weight related, 463
anorexia nervosa, 464

American Fertility Society Classification for Endometriosis,
Revised, 309t

Aminoglutethimide, 471
Amnion vaginoplasty, 44
Amputation cervix, 592
Anemia, cytotoxic drug therapy, 515t
Anal canal, 16
Analgesia,
patient-controlled (PCA), 584
postoperative, 584
Analgesics, in urinary tract, 409
Analogues GnRH, 527
Anastrozole, 310, 533
Androblastoma, 386
Androgen insensitivity syndrome, 443, 445
Androgen(s), 58, 75, 537, 571, 575t
hirsutism/virilization, 571
therapy, 571
excess, 460
Androstenedione, 571, 573
Aneuploidy, 326t
Anorexia nervosa, 464
Anosmia, 464
Anovular menstruation, 95
Anteflexion of uterus, 7, 201
Anterior colporrhaphy, 211
Anteversion of uterus, 201
Anti-androgens, 535
in hirsutism, 574

Antibiotics,

in bacterial vaginosis, 152

in chlamydial infection, 150

in gonococcal infections, 148

in PID, 133, 135

in syphilis, 149

in urinary tract infections, 412

prophylactic preoperative use, 581
Anticholinergic drugs, in incontinence, 406, 407
Anticoagulants,

postoperative therapy, 583
Antiemetic therapy, 515, 519
Anti-gonadotrophin, 530
Anti-mullerian hormone (AMH), 35, 76, 443, 529
Anti-oestrogens, 533
Anti-progesterone (RU 486), 537
Antisperm antibodies, 240, 249

in cervical mucus tests, 249

management, 249
Antituberculous chemotherapy, 142
Apareunia, 568
Aphthous ulcer, 262
Arcuate arteries, 26
Argon laser, 123
Aromatase inhibitors, 245, 533
Artificial insemination, 250
Artificial urinary sphincter, 405
Ascites,

ovarian tumours, 301, 373-374
Asherman’s syndrome, 138, 459, 659
Assisted reproduction, 243
Assisted reproductive techniques (ART), 203
Asthenozoospermia, 232
Asymptomatic bacteriuria, 411
Autocrine, 524
Autoimmunity,

in endometriosis, 306

ovarian failure, 463
Auvard’s speculum, 629f
Azithromycin, 150, 151
Azoospermia, 232
AZT (zidovudine), 156

Backache, 561

Bacterial vaginosis, 152

Bariatric surgery,
obesity, 249
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Barr body, 440
Bartholin's gland
abscess, 162
anatomy, 2
carcinoma, 337
cyst, 162
lymphatic drainage, 31
Bartholinitis, 161, 162
Basal body temperature, 235
Basal cell carcinoma, vulva, 324
Behcet's disease, 262
Bethesda classification, 113, 320
Bethesda system, 113, 306
Bicornuate uterus, 658
Bimanual examination (palpation), 106
Biodegradable, contraceptives, 502
Biopsy, cervix, 589
Biphosphonates, 61
Bladder injury, repair, 630
Bladder, urinary, 14
Blood supply,
pelvic organs, 26
Boari flap procedure, 427
Body image, altered, 608
Body mass index (BMI), 549, 574, 666
obesity; weight, 464
Body surface area, 665
Bonney's hood operation, 604
Bonney's myomectomy hood/clamp, 604, 636f
Borderline epithelial tumours, ovary, 301
Botryoides sarcoma, 369
Brachytherapy, 506
afterloading system, 506
interstitial, 506
in vaginal cancer, 339
in vulval cancer, 338
intracavitary, 506
in cervical cancer, 350, 506, 510
in endometrial cancer, 358
BRCALI gene, 371, 520, 565
BRCA2 gene, 371, 520, 565
Breakthrough bleeding (BTB), 489
Breast cancer, 564
aetiology / risk factors, 565
breast imaging, 565
familial genetics, 565
risk after HRT, 62

screening women at risk, 564

staging, 566
Breastfeeding,

contraceptive effects, 477, 478

in HIV infection, 154
Breasts, 561

abnormalities of development, 562, 563

accessory, 563

anatomy, 561

asymmetry, 563

at puberty, 50

biopsy, 566

examination, 100

fibroadenoma, 564

fibrocystic disease, 564

hypertrophy, 563

in menopause, 58

nipple discharge, 566

self examination, 565
Brenner tumours, 293
Broad ligament,

anatomy, 21

cyst, 602

fibroid, 277, 602
Bromocriptine, 471
Brunschwig’s operation, 349
Burch colposuspension, 403
Burning vulva syndrome, 265
Burns, electrosurgery causing, 613, 619
Burst abdomen, 641
Buserelin, 525t

for uterine fibroid, 281

in endometriosis, 311, 526

imCiIm

CA125, serum, 377, 514
Cabergoline, 471

Caesium, 506

Caffeine consumption, 182
Calcitonin, 61

Calcium (Ca), 60, 69

Call Exner’s body, 384
Caloric restriction, 574
Canal of Nuck, cysts of, 263
Cancer, gene therapy, 520
Candida albicans, 110, 164
Cannula, 636f
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Capronor, 502
Carbon dioxide, in laparoscopy, 612
Carbon dioxide laser, 123, 327
Carboplatin, 515t, 516t
Carcinoid tumour, ovary, 294
Carcinoma,

cervix, 339, 655

endometrium, 354, 655

fallopian tube, 369

in-situ, 320

ovary, 370, 653

stump, 354

vagina, 337

vulva, 333, 654
Carcinosarcoma, uterine, 368
Cardinal ligaments, 22
Caruncle, urethral, 413
Carunculae myrtiformes, 2
Catheter, 629, 630
Catheterisation, 109
CD4lymphocytes, HIV infection, 154
Cell cycle, 511
Cell kinetics, 511
Cellular tissues, in pelvis, 22
Colpoperineorrhaphy, 213
Centchroman, 501
Cervical carcinoma, 339

CIN, 320, 628

FIGO staging, 342

screening, 324

treatment, 346

microinvasive disease, 351t

Cervical cytology, 110, 627
Cervical dilator, 631
Cervical hostility, 250, 532
Cervical mucus, 114
Cervicitis, 167
Cervicography,325
Cervicopexy (sling), 221

Cervival intraepithelial neoplasia (CIN), 320

Cervix,
amputation, 592
anatomy, 8
biopsy, 589
cauterization, 590
cervical carcinoma, 339, 655
complications, 346

diagnosis, 344
differential diagnosis, 346
histology, 340
incidence, 339
in-situ, 320
LARVT, 352
smear, 111
spread, 341
stages, 342
stump, 354
conisation, 589
cyst, 269
dilatation, 622
dysplasia, 320
ectopy, 267
ectropion, 269
elongation, 270
fibroid, 604
mucous, 114
tear, 269
tuberculosis, 143
Chancroid, 150
Chemotherapy, 511
alkalating agents, 513, 515
alkaloids, 514, 517
antibiotics, 513, 517
antimetabolites, 513, 516
biological, 514, 516t
dosage, 516t
hormones, 513, 518t
multiple agent, 513
platinum, 513, 516t
single agent, 512
taxanes, 513, 517t
toxicity, 514
Chlamydia, 131, 150, 166t
Chlorambucil, 516t, 518t
Chocolate cysts, ovarian, 312
Chorioadenoma destruens, 361
Choriocarcinoma, 362, 383, 649

Chorion gonadotrophins, 245, 521, 528

CIN, 112, 320, 628

Cisplatin, 379, 512, 513, 516
Clamp, 638

Clear cell adenocarcinoma, 355
Climacteric, 57

Clitoris, 1
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Cloaca, 34
Clomiphene, 244, 533
Cloquet’s lymph node, 31
Clue cells, £ 152
Coasting, 528
COH, 252
Coitus,
injury, 434
interruptus, 478
vulval/vaginal trauma, 436
Colles’ fractures, 60
Collimation, 123
Colorectal cancer, 371
hereditary non-polyposis (HNPCC), 371
Colour Doppler ultrasound, 117
Colpocleisis, 211
Colpomicrohysteroscope, 122, 619
Colpopexy, 221
Colporrhaphy,
anterior, 211
posterior, 213
Colposcopy, 115
cervix, 325
method, 115
terminology, 116, 325
vagina, 319
vulva, 318
Colposuspension, 403
Colpotomy, posterior, 176
Complete perineal tear, 430
Computerized tomography (CT), 118, 663
Condylomata acuminata, 157
Cone biopsy, 589
knife, 589
laser, 589
Congenital adrenal hyperplasia (CAH), 440, 466
Congenital anomalies, genital organs, 41
Consent, informed, 581
Continence, 397
stress, mechanism of, 398
Contraceptives, 475
barrier methods, 476
centchroman, 501
condom,
female 476; male 476
copper T, 479
diaphragm, 477

emergency contraception, 492
fertility awareness based, 478
IUCDs, 479
implanon, 492
injectable steroids, 491
LNG-IUS, 480
methods, 475
mini pill, 491
morning after pill, 492
multiload, 480
natural, 478, 479
nestorone,501
nor plant, 492
post-coital, 492
prescription, 500
progestasert, 480
progestin only pill, 491
saheli, 501
sponge (Today), 478
sterilisation, 494
laparoscopic, 498
no-scalpel, 494
tubectomy, 496
vasectomy, 494
steroidal, 485
triphasic, 490
Controlled ovarian hyperstimulation, 252, 525
coasting, 528
protocols, 526
super ovulation, 526
Cornification index, 114
Corticotrophin-releasing hormone (CRH), 67
Corona radiata, 86
Coronary artery disease, 59, 463
Corpus albicans, 87
Corpus cancer syndrome, 354
Corpus luteum, 87
Corticosteroid therapy, 445, 471, 538
Counselling, 150, 494, 500, 581
Craniopharyngioma, 451, 458
Crohn’s disease, 261
Cryopreservation, 255
Cryosurgery, 591
Cryotherapy, 591
Cryptomenorrhoea, 41, 450
Cryptorchidism, 228
CT scan, 118
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CECT, 465
Culdocentesis, 120
Culdoplasty (McCall), 216, 211
Culdoscopy, 122
Curettage, uterine, 585
Cusco’s bivalve speculum, 628f
Cushing’s syndrome/disease, 466
Cycle,

endometrial, 90

ovarian, 84
Cyclofem, 501
Cyclophosphamide, 516, t 30.6 and 30.7
Cyproterone acetate (CPA), 535, 575
Cystic glandular hyperplasia, 188, 329
Cystitis, 412
Cystocele, 204, 209, 211, 213
Cystometry, 400
Cystoscopy, 122, 401
Cysts (see also individual organs)

atretic, 89

cervical, 269

chocolate, 312

dermoid, 293

follicular, 289

lutein, 289

Nabothian, 269

ovarian, 289

parovarian, 302

vaginal, 264

vulva, 263
Cytobrush, 627f
Cytology, cervical, vaginal, 110
Cytotoxic drugs (chemotherapy), 515

iHDIm

Danazol, 311, 530

Day surgery, 582

DDA VP (desmopressin), 406

Decubitus ulcer, 206

Deep inguinal lymph node, 29
Dehydroepiandrosterone (DHA), 571
Dehydroepiandrosterone sulphate (DHAS), 571
Delayed puberty, 54, 451

Dementia, 60

Depo-provera (depot medroxyprogesterone acetate), 491
Depression, 60, 489

Dermoid cyst, 293
Desogestrel, 491
Detrusor,
overactivity, 406
innervation, 394
instability, 407
drug therapy, 406
investigations, 407
Development,
female genital organs, 35
Dexamethasone suppression test, 466
Diabetes insipidus, 470
Diagnostic procedures, 108
Diaphragm, pelvic, 17
Diathermy, 613
bipolar, 613
monopolar, 613
Diethylstilboestrol (DES), 547
Dihydrotestosterone (DHT), 571
Dilatation, 585
cauterisation, 590
curettage, 585
DNA, HPV, 323
insufflation, 587
Dilators, cervical, 631
Discharge, vaginal, 551
abnormal, 553
normal, 552
Discus proligerus, 85
Distension media, 620
Docetaxel (Taxotere), 379, 518, (t 30.7)
Doderlein’s bacillus, 7
Donor insemination, 250
Donovan bodies, 151
Dopamine,
agonists, 471
antagonists, 464
Doppler ultrasound, 117
Douglas, pouch of, 20
Doxorubicin (Adriamycin), 516, 517 (t30.6, 30.7)
Drapings, 582
Drospirenone, 485, 535
Drugs,
hirsutism-inducing, 573 (t33.13)
hyperprolactinaemia due to, 465
male infertility due to, 229
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masculinization of female fetus by, 441
resistance, 513
voiding disorders caused by, 409
DVT, 598
Dydrogesterone, 536
Dysfunctional uterine bleeding, 187
Dysgerminoma, 381
Dyskaryosis, 112, 627
Dysmenorrhoea, 178
aetiology, 178
congestive, 181
ovarian, 181
primary (spasmodic), 178
treatment, 179
unilateral, 181
Dyspareunia, 568
Dysplasia, cervical, 320
Dystrophies, vulval, 259
Dysuria, 413

Im E Im

Ectopy, cervical, 267
Ectropion, cervix, 268
Ejaculation,
premature, 229
retrograde, 242
Electrocardiography, preoperative, 580
Electrocautery, cervix, 590
Electrolysis, 576
Elephantiasis vulvae, 576
Elongation, cervix, 270
EMA/CO regimen, 366
Embolism, carbon dioxide, 623
Embolization, postoperative, 596
Embolotherapy, 281
Embryo,
cryopreservation, 255
donation, 254
transfer, 254
Embryo or oocyte donation, 254
Embryoma, 291
Encephalitis, 51
Endodermal sinus tumour, 383
Endo GIA stapling devices, 613
Endometrial ablation, 193
complications, 596

endometrial preparation for, 622

indications, 193

microwave, 195

novasure, 195

rollerball technique, 195

thermal balloon, 193
Endometrial biopsy, 120
Endometrial carcinoma,

aetiology, 354

diagnosis/investigation, 356

familial, 355

management, 357, 655

surgery, 358

tamoxifen therapy, 355, 359, 534
Endometrial carcinoma, prognostic index for, 360
Endometrial sampling, 120
Endometriosis, 304

aetiology, 305

clinical features, 306

definition, 304

endocrinopathy, 309

endometriomas, 312

pathology, 306

scoring APS, 309

sites, 305

stromal, 316

treatment, 309
Endometritis, 168

acute, 168

chronic, 168

senile, 168
Endometrium, 8

biopsy, 120

carcinoma, 354

cyclic changes, 88

hyperplasia, 194, 329

polyp, 385

stromal sarcoma, 367
Endopelvic fascia, 23
Endorphins, 68
Endoscopy, in gynaecology, 611-624
Enterocele, 205, 211, 213, 220, 221
Epidermal growth factor (EGF), 76, 272
Epidermidization of cervix, 322
Epimenorrhoea, 185
Epoophoron, 36
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Erosion cervix, 267
Erythromycin, in pelvic infections, 150, 151
Essure, 502
Ethinyl oestradiol, 531
in emergency contraception, 486
in oral contraceptives, 486
Etoposide, 517 (t 30.6)
Examination of patient, 98
abdominal, 100
anaesthesia, under, 123
bimanual, 106
breasts, 100
clinical, 99
digital, 105
pelvic, 104
rectal, 107
rectovaginal, 108
speculum, 105
urine, 109
vaginal, 105
Examination under anaesthesia, 123
cervical cancer, 340
fistulae, 419
Exenteration, pelvic, 348
External genitalia, 1

imFIm

5-Fluorouracil, 516 (t 30.6), 518 (t 30.7)
Fallopian tubes
anatomy, 10
carcinoma, 368
insufflation, 587
infection, 137, 147, 169
ligation, 494
Falloposcopy, 239
Falope ring, 498
Familial breast/ovarian cancer
genetics, 371, 520, 564, 652
Family planning
natural, 478
Fascia
endopelvic, 22
pubocervical, 23
Fecundity, 227
Feminising tumours of the ovary, 384, 652
Fenton's operation, 592
Fern test, 115

Fertility, awareness method, 478
Fertilization, in vitro, 251
Fibroid (fibromyoma, myoma), 272

broad ligament, 273
capsule, 274

cervical, 274, 284
complications, 276
clinical features, 276
degenerations, 275
diagnosis, 278, 660 t
histology, 275
incidence, 272
myomectomy, 281, 604, 623
polyps, 285

treatment, 279, 618
secondary changes, 275
types, 273

wandering, 273

Fibroplant, 484
FIGO staging

cervical cancer, 342

endometrial cancer, 357

gestational trophoblastic tumour, 357
ovarian cancer, 374

vaginal cancer, 338

vulval cancer, 336

Filshie clip, 497

Fimbrial cyst, 48

Fimbrioplasty, 247

Finasteride, in hirsutism, 538, 576
Fine-needle aspiration cytology (FNAC), 566
Fistulas

classification, 417
recto-vaginal, 427
surgical repair, 421, 422
urethro-vaginal, 424
uretero-vaginal, 424
vesico-vaginal, 417

Fitz-Hugh-Curtis syndrome, 121 (£9.24), 129-130
Flora of vagina, 6

Fluconazole, 165

Fluoxetine, 183

Flutamide, in hirsutism, 538, 576
Follicle, ovarian

atresia, 89
dominant, 85
graafian, 85
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growth, 82
ovulation, 86
recruitment, 84
selection and dominance, 85
structures, 86
Follicle-stimulating hormone (FSH), 70, 243
purified preparation, 243
recombinant human, 243
Follicular atresia, 89
Follicular cyst, 289
Forceps, 633, 634, 639, 640
dissecting, 640 f
ovum, 634 f
sponge holding, 633
uterine dressing, 633 f
Foreign bodies
uterus, 436
vagina, 436
Fothergill’s operation, 216
complications, 223t
Fourchette, 1
Fractional curettage, 357
Frankenhauser’s plexus, 32
Frequency of micturition, 407
treatment, 407
Frequency / volume chart, 400
Furunculosis, 160

imGIm

Gabapentine, 61
Galactorrhea, 464
Gamete intrafallopian transfer (GIFT), 253
Gamma rays, 506
Gamma-aminobutyric acid, 182
Gardnerella vaginalis, 152
Gartner's duct cyst of, 47, 210, 264
GAX collagen injections, periurethral, 402
Gene therapy, 521
Genetics, cancer, 371, 520
Genital crisis, 543
Genital organs, defense, 126
Genital prolapse, 201-223
Genital tubercle, 36
Genital tuberculosis, 137
Genitalia, external
ambiguous, 440, 547
development, 34

Germ cell tumour, ovary, 291, 381
Germ cells, 37, 82
Gestational trophoblastic disease (GTD), 361
Gestrinone, 531
Gilliam's operation, 201, 603
GnRH analogues, 252, 525
agonist, 525
antagonists, 246, 527
hazards, 527
uses, 525
Gompertzian growth, 512
Gonad, development, 37
Gonadal dysgenesis, 441
Gonadoblastoma, 383
Gonadotrophin-releasing hormone (GnRH), 66, 246, 525
Gonadotropins, 70, 245, 527
Gonorrhea, 147
Goserelin, 525
Gossipol, 503
Graafian follicle, 85
Granuloma inguinale, 151
Granulosa cell tumour, 384
Granulosa cells, 72
Granulosa lutein cyst, 289
Grape like sarcoma, 369
Grays (Gy), 507
Growth factors,
uterine fibroids, 272
Growth hormone (GH), 245, 549
Guidelines, 248, 378, 571
Gynandroblastoma, 384
Gynefix, 502

ImHIm

11-Hydroxylase deficiency, 440, 466
21-Hydroxylase deficiency, 440, 466
HAART, 156
Hematocolpos, 42, 450
Hematoma, vulva, 436
Hematometra, 42, 450
Hematosalpinx, 450, 651
Hematuria, 401
Haemophilus vaginalis, 152
Hemorrhage, postoperative

primary, 222, 597

secondary, 222, 597
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Hair growth, 571
genetic/ ethnic influences, 573
hormonal influences, 573
pubic, development, 49
removal, 576
HAIR-AN syndrome, 459
Haultain's operation, 602
Heparin
thromboembolism prophylaxis, 582, 598
Hepeatitis B virus (HBV) screening, 581
HER-2/neu, in ovarian cancer, 521t
Hermaphrodite, 444
Hernia, incisional, 599, 619
Hernia, inguino labial, 263
Herpes genitalis, 152
Herpes zoster, 160
Hirsutism, 547, 571
History,
in gynaecology, 99
preoperative, 580
HIV, 153
Hormone replacement therapy (HRT), 61
monitoring, 62
preparations, 62
risks, 62
Hormone therapy, in gynaecology, 513
Hormones,
in gynaecology, 513
mechanisms of action, 69f, 73f
serum values, 79t
steroid, 72
Hot flushes, 59
HPV, see Human papilloma viruses, 323, 326
H-Y antigen, 38, 439
Hydatidiform mole, 361, 648
Hydradenoma, 264
Hydrocolpos, 544
Hydrosalpinx, 170, 650
Hymen, 2
Hyperandrogenism, 573t
Hyperinsulinaemia, 461
in hyperandrogenism, 571
in polycystic ovarian syndrome, 459
Hyperprolactinaemia, 464, 471, 576
Hyperthyroidism, menorrhagia, 185
Hypertrichosis, 571

Hypogastric artery ligation, 606
Hypogonadism

hypergonadotrophic, 54, 451

causes, 54, 451
Hypomenorrhoea, 187
Hyponatraemia, 441
Hypothalamic hormones, 67, 525
Hypothalamo-pituitary-ovarian axis, 78f
Hypothalamus, 66
Hypothyroidism

amenorrhoea/oligomenorrhoea in, 187, 456
Hysterectomy,

abdominal, 593

complications, 222, 596

indications, 593t

laparoscopic, 617

laparoscopic assisted vaginal, 617

subtotal, 593

total,593

vaginal, 217, 599

Wertheim’s (radical), 348, 579
Hysteroflator, 620
Hysterosalpingography, 238, 588, 636, 637
Hysteroscopy, 122, 619

complications, 623

indications, 621

Identification of,

monilia, 111, 164

Trichomonas vaginalis, 163
Ifosfamide, 494t, 497t
Imaging in gynecology, 116
Imaging,

CT, 118, 663

HSG, 588, 657

MRI, 118, 664

PET, 119

X-ray, 116, 662

USG, 116, 660
Imipramine, in incontinence, 406t
Immotile cilia syndrome (Kartagener), 228t
Immunotherapy, 519
Implanon, 492
Implant, biodegradable, 508
Impotency, 228t, 243
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Incisions, 583
Cherney, 583
Maylard, 583
Pfannenstiel, 583
Vertical, 583
Incontinence of,
feces, 431
urine, 398
Index, body mass, 574, 666
Induction of ovulation, 243, 533
Infants, 542
Infections, genital organs, 126
organisms concerned, 127, 137
postabortal and puerperal, 133
sexually transmitted, 146
tubercular, 137
Infertility, 227
causes, 227
female factors, 229 (Scheme-1)
immunological, 240
investigations, 231
LUF, 230, 247
luteal phase defect, 229, 247
male factors, 228 t
prognosis, 255
secondary, 227
treatment, 240
unexplained, 227, 249
Infundibulo pelvic ligament, 21
Inhibins, 76
Injury, bladder, 418, 630
perineal, 430
ureter, 425
Innervation of genital organs, 31
Insemination
intrauterine (IUI), 250
subzonal (SUZI), 251
Instruments,
hysteroscopic, 620, 643
laparoscopic, 612, 643
Insufflation cannula, 637
Insulin resistance, 460, 470
Insulin sensitiser, 244, 470
Insulin-like growth factor 1 (IGF-I), 76, 92, 461
Integrins, 306
Interception, 492

Interferons, 519
Interleukin, 306
Intermenstrual bleeding, 186 t
Internal genital organs, 3
Intersexuality, 439
Intertigo, vulva, 161
Intracytoplasmic sperm injection (ICSI), 254
Intrauterine contraceptive devices (IUCD), 479, 502
Intravenous urogram (IVU), 401
Intravesical pressure, 400 t
Invasive mole, 361
Inverse square law, 506
Inversion uterus, 223, 602
In-Vitro fertilization, 251
Doppler ultrasound, 117
Irving method, 496
Isoflavones, 61
U1, 250

im K Im

17-Ketosteroid, 574

Kallmann's syndrome, 228t, 451, 464
Kartagener syndrome, 228t
Karyotype, 441

Karyotyping, 229, 233, 441

Kelly sutures, 402

Ketoconazole, in hirsutism, 538, 576
Klinefelter's syndrome, 444

Kobelt's tubule, 47

Kocher's artery forceps, 636
Koilocytosis, 112, 323f
Krukenberg's tumour, 387, 654

KTP (potassium titanylphosphate) laser, 123t
Kustner's operation, 603

imLIm

Labia majora, 1
Labial fusion, 440, 543
Lactational amenorrhoea, 449
Lamivudine, 156
Landon's retractor, 637
Laparoscopic hysterectomy (TLH), 617
Laparoscopy, 121, 614
aspirator irrigator, 613
cameras, 612
chromopertubation, 238
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clips, 613
complications, 619
contraindications, 615t
diagnostic, 121
electro cautery,
bipolar, 613
monopolar, 613
instruments, 612
insufflator, 612
morcellator, 613
operative, 617
ovarian drilling, 471
port, 616
procedures, 615
staples, 613
sterilization, 498
sutures, 613, 644
trocar and cannula, 612
Veress needle, 612
Large loop excision (LLETZ), 328
Lasers, 123
common laser systems, 123
controlled area (LCA), 123
hazards, 124
physics, 123
uses, 123

Laurence-Moon-Biedl syndrome, 453

LAVH, 617
Lazko method of repair, 423
LeFort’s operation, 221
Leiomyoma, 272
Leiomyomatosis
intravenous, 367
peritonealis disseminata, 368
Leiomyosarcoma, 367
Letrozole, 245, 533
Leukorrhea, 551
Leuprorelin, 525
Levator ani muscle, 17
Levator plate, 203
Levonorgestrel, 486
Leydig cells, 228
Libido, 62, 489
Lichen sclerosis, 261
Ligament,
broad, 21
cardinal, 22

infundibulo pelvic, 21
ovarian, 24
round, 23
uterosacral, 23
Lipshutz ulcer, 262
Liquid based cytology, 113
LLEP, 328
Lump, abdomino-pelvic, 568
Luteal follicular shift, 93

Luteal phase, inadequate, 237, 247, 253, 536

Luteal-placental shift, 89
Luteal support, 253

Luteinized unruptured follicle (LUF) syndrome, 237, 248

Luteinizing hormone, 71

Luteinizing hormone-releasing hormone, 67

Lymphadenectomy

laparoscopic, 349

pelvic, 348

vulval cancer, 607
Lymphatic drainage, 28-31

bladder, urethra, 31

cervix, 30

corpus, 29

ovarian, 30

vaginal, 30

vulval, 30, 335
Lymphogranuloma venerum, 151
Lynch I and II syndrome, 371

im M Im

6-Mercaptopurine (6MP), 513
MacCall culdoplasty, 216, 225
Mackenrodt's ligament, 22

Macrophage colony-stimulating factor (M-CSF), 515
Macrophages, peritoneal, in endometriosis, 306

Madlener's technique, 496f

Magnetic resonance imaging (MR1), 118

Mala N, 486t

Maldevelopment of genital organs, 41-48

Male,
contraception, 476, 503
infertility, 228-231, 242, 251
Mammography, 563
Manchester,
operation for prolapse, 216
technique of irradiation, 348

Marshall-Marchetti-Kranz operation, 404
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Marsupialization, Bartholin’s cyst, 162
Martius graft, 423
Mastalgia, 95, 182, 489
Mc Cune-Albright syndrome, 51
Medroxyprogesterone acetate, 311t, 360, 471
Mefenamic acid, 179t, 192
Meig’s syndrome, 296, 652
Melanoma
MSH, 71
vaginal, 338
vulval, 334
Melphalan, 516t
Menarche, 49
Menopause, 57
bone metabolism, 58
definition, 57
delayed, 64
endocrinology, 57
premature, 64, 463, 471
surgical, 64
symptoms, 59
treatment, 60
Menorrhagia, 185
Menstruation,
anatomic aspect, 82
anovular, 95, 188
cervical cycle, 96
definition, 82
endometrial cycle, 90
hormone in relation, 91
hygiene, 95
mechanism of bleeding, 91
ovarian cycle, 84
postponement, 95, 536
symptoms, 93
total blood loss, 82
vaginal cycle, 96
MESA, 515 (t 30.5)
Mesigyna, 501
Mesna, 516
Meso-ovarium, 21
Mesosalpinx, 21
Metal catheter, female, 630
Metformin, 243, 470
Methotrexate, 513, 516
Metritis, 168
Metronidazole, 152, 164

Metropathia haemorrhagica, 188
Metroplasty, 47
abdominal (Tompkin’s), 47
hysteroscopic, 47
Metrorrhagia, 186
Micromanipulation, 254
Micro-surgery, 243
Micturition
continence of urination, 397
incontinence of urine, 398
physiology, 395
Mifepristone (RU486), 492, 537
Minimally invasive surgery, 611
Minipill, 491
Mirena, 480, 484
Mitotane, 471
Mittelschmerz, 181
Mixed mesodermal tumour, 367
Molluscum contagiosum, 157
Monilial vaginitis, 146
Monoclonal antibodies, radiolabelled, 520
Morning after pill, 492
Mucinous cystadenom, ovary, 291, 295
Mucocolpos, 542
Miillerian duct, 35
Miillerian eminence, 36
Miillerian tubercle, 36
Miillerian-inhibiting factor (MIF), 39, 514, 529
Myelosuppression, cytotoxic, 516 (t30.6)
Myolysis, laparoscopic, 283
Myoma (see fibroid), 604, 272
Myoma screw, 635 f
Myomectomy, 281, 604
complication, 605
hysteroscopic, 283
laparoscopic, 623
results, 282
Myometrium, 8§

IH N Im

Nabothian cyst (follicle), 268

Nafarelin, 525 (t31.1)

Naproxen, 179, 191

Needlestick injuries, 156

Neisseria gonorrhoea (gonococcus), 147
Neoadjuvant therapy, 380

Neonates, 542
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Neovagina, methods of creation, 456
Nestorone, 501
Nestronone, 535
Neurotransmitters, 67
Nevirapine, 156
Nickerson's medium, 110, 165
Nipples,
accessory, 563
discharge, 566
Nipples, discharge, 567 (t 33.11)
Nocturia, 406
Nomegestrol, 502
Non-steroidal anti-inflammatory agents, 179, 192
Norethisterone, 491, 534
Norgestrel, 486, 534
Norplant, 492
Nuvaring, 501
Nystatin, 165

imOIm

Obesity, adolescent, 462, 464, 546, 573
Oestrogen(s), 57, 72, 531
contraindication, 532
therapy, 31
OHSS, 529
Oligomenorrhoea, 186
Oligospermia, 232
Omentectomy, 378, 653
Oncogenes, 520
Oocyte, 82
Oocyte donation, 254
Oophoritis, 173
Operations,
gynaecology, 585
Opioids
endogenous, 68
in cancer, 353
Oral contraceptives combined (COC), 485
Orchidometer, 232
Osteitis pubis, 404, 608
Osteoporosis, 59
Ovarian,
biopsy, 599
drilling, laparoscopic, 471, 602
remnant syndrome, 559
residual syndrome, 559
wedge resection, 601

Ovarian agenesis, 441
Ovarian cystectomy, 301, 599
Ovarian cysts-nonneoplastic, 289
Ovarian failure (POF), 452, 549
Ovarian follicles, 83
Ovarian fossa, 12
Ovarian hyperstimulation syndrome (OHSS), 529
Ovarian ligaments, 24
Ovarian, pedicle, 298 (t 20.3)
androgens, 75, 460
cycle, 84
peptides, 76
torsion, 298 (t 20.4)
Ovarian reserve, 528
Ovarian tumour (Benign), 289
adolescence, in, 547
borderline, 301
Brenner, 293
childhood, in 547
classification, 291
clinical features, 295
complications, 298
cystic, 291
diagnosis, of 295
malignant, 370
management, 300
Ovarian tumours, 291
epithelial
benign, 290
borderline, 301
malignant, 370, 653
feminising, 384, 652
germ cell, 381
masculinising, 386
sex cord stromal, 384
solid, 652
Ovariolysis, 587
Ovariotomy, 301, 600
Ovary, 11
development, 37
endometriomas, 312
steroidogenesis, 71
Overactive bladder, 406
Overflow incontinence, 398
Ovotestes, 444
Ovulation, 92
diagnosis, 235
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failure of, 229
incessant, 371
induction of, 243
tests for, 240
Oxybutynin, 406

im P Im

Paclitaxel (Taxol), 380, 517 (t 30.6)
Pad tests, 400
Paget's diseases, vulva, 319
Pain,
biology, 555
bladder, 408
cervical cancer, 353
pelvic, 555
vulval, 264
Palliative care, 353
Panhysterectomy, 593
Papanicolaou grading, 112 (t 9.2)
Papanicolaou stain, 111
Papillary serous carcinoma, 371/372
Paracentesis, 376
Paracrine, 524
Paralytic ileus, 598
Para mesonephric ducts, 36
Parametritis, 173
Parametrium, 22
Paravaginal repair, 213
Paroophoron, 36
Parovarian cyst, 48, 302, 654
PCA, 584
Pediculosis pubis, 157
Pelvic abscess, 175
Pelvic cellular tissue, 21
Pelvic congestion syndrome, 181, 557
Pelvic diaphragm, 17
Pelvic examination, 104
Pelvic fascia, 21
Pelvic floor, 17
repair, 216
Pelvic inflammatory disease (PID), 127
Pelvic lymphatics, 28
Pelvic nerves, 31
Pelvic oran prolapse, 201
Pelvic pain, 555
acute, 555 (t 33.4)
chronic, 557 (t 33.6)

Pelvic veins, 28
Peptides, 76
Perforation uterus, 586
Pericervical ring, 23
Perihepatitis, chlamydial, 150
Perineal body, 20, 204
Perineal tear, 430
Perineoplasty, 592
Perineorrhaphy, 213
Perineum, 19
Peritoneal carcinoma, 381
Peritoneal fluid, 306
Peritonei, pseudomyxoma, 300
Pessary,

HodgeSmith, 201, 643

ring, 201, 643

test, 201, 643
Pfannenstiel incision, 583
PFR, 211,216
Pineal gland, 51
Pipelle sampler, 120, 560
Pituitary gland, 69, 70
Pituitary gonadotrophin, 527
Pituitary hormones, 69
Placental site trophoblastic tumor, 361
Pneumoperitoneum, laparoscopy, 615
Podophyllotoxin, 517
Polycystic ovarian disease, 459, 469, 573, 601, 617
Polymenorrhoea, 185
Polyps, 285

cervical, 286

endometrial, 285

fibroid, 286

management, 287

placental, 287
POMB/ ACE regimen, 383, 519
Pomeroy’s technique, 496
POP-Q system, 226
Positron emission tomography, 119
Postcoital test, 115, 239
Postmenopausal bleeding, 559
Postoperative care, 583
Postoperative complications, 596
Postpartum necrosis (Sheehan syndrome), 458, 465
Post-pill amenorrhoea, 489
Pouch of Douglas, 20
Power density (PD), 123
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Premalignant disease, 318-331
Premenarcheal, 544
Premature ovarian failure, 463
Premenstrual syndrome, 182
Preoperative preparations, 580
Presacral neurectomy, 180

Primary peritoneal adenocarcinoma, 381

Primordial follicle, 83
Procidentia, 206
Proctoscopy, 123
Progesterone, 75, t 535
activity grades, 535
challenge test, 469, 534
classification, 535
therapeutic, 534
Progesterone only pill, 491
Prognostic factors,
cervical cancer, 342
endometrial cancer, 360
in trophoblastic disease, 367
ovarian cancer, 381
vulvar cancer, 337
Prolactin, 71, 461, 464, 576
Prolactinoma, 456, 464, 577
Prolapse, 201
aetiology, 204
degree, 205, 206
diagnosis, 208
preventive, 210
stage, 206
supports of uterus, 201
symptoms, 208
treatment, 210
types, 204, 205
vault, 220
Prophylactic antibiotics, 582

Prostaglandin synthetase inhibitors, 185

Prostaglandins,
dysmenorrhoea, 179
endometriosis, 306
in menorrhagia, 192
in menstruation, 92

Protein kinase C, 69

Protein kinase, 69

Pruritus vulvae, 553

Psammoma bodies, 293

Pseudo-Meig’s syndrome, 296
Pseudomyxoma peritonei, 300
Psoas hitch procedure, 427
Psoriasis, 261
Psychosexual problems, 567
Puberty, 49-55

constitutional, 51

delayed, 54

endocrinology, 49

menorrhagia, 54

precocious, 51

pubic hair, development, 49

somatic changes, 49

stages tanner, 50
Pubocervical fascia, 23
Pulmonary embolism, 598

Pulmonary oedema, hysteroscopy, 624

Punch biopsy, 589
Purandare’s operation, 221
Pyometra, 168
Pyosalpinx, 171, 650
Pyouria, 412

Pyridoxine, in PMS, 182

iImQIm

Q-tip test, 399
Quantitative gradings, 206
Quiescent (Go) cells, 511
Quinacrine, 502

IHRIN

Radiation dose, 508
biological effects, 508
Gray, 507

Radiation reaction, 508

Radical,
complications, 349
hysterectomy, 593, 605
laparoscopic, 349, 606
LARVH, 606
vaginal trachelectomy, 607
vulvectomy, 607

Radio curability, 509

Radio potentiators, 510
carcinoma cervix, 510
carcinoma’ ovarian, 510
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computerised dosimetry, 509
intensity modulated (IMRT), 510
3D CRT, 510
Radio sensitivity, 509
Radioisotopes, 506
Radiotherapy, 505
Radium, 506
Rape, 434
Rape, forensic considerations, 434
Rectocele, 204
Rectovaginal examination, 108
Rectovaginal fistula, 427
Recto-vaginal septum, endometriosis, 307
Rectum, 16
Red degeneration, fibroid, 275
Relaxed perineum, 204
Relaxin, 76
Resistant ovary syndrome, 452, 457
Retention urine, 409
Retractors,
Balfour self retaining, 638
Deaver’s, 638
Doyen, 638
Landon’s, 637
vaginal wall, 632
Retractors, abdominal, 638
Retroflexion, uterine, 198
Retroversion, uterine, 198
Rifampicin, 142, 487
RMI, 377, 548, 570
Rokitansky’s protuberance, 293

Rokitansky-Kuster-Mayer syndrome, 453 (t 28.1)

Rollerball endometrial ablation, 195
Rosiglitazone, 470

Round ligaments, 23

RU486 (mifepristone), 192, 537

imS Im

S. Phase, 511

Sacral colpopexy, 220

Sacrospinous colpopexy, 221

Safe period, 478

Solifenacin, 406

Saline infusion sonography, 239, 560
Salpingectomy, 602

Salpingitis isthmica nodosa, 138, 172
Salpingitis, 169-173

Salpingography,
hysterosalpingography, 238, 588, 621
ultrasoud, 116, 240

Salpingolysis, 248, 614

Salpingo-oophorectomy, 602

Salpingo-oophoritis, 176

Salpingoscopy, 122, 238

Salpingostomy, 248

Salvage procedure, 405

Sarcoma,
botryoides, 369
uterine, 276, 367

Savage’s syndrome, 457

Scabies, 158

Schiller’s test, 325

Scissors, laparoscopic, 612f

Screening,
breast cancer, 564
cervical cancer, 111, 324
endometrial cancer, 358
ovarian cancer, 377

Sebaceous cysts, vulva, 263

Second look, 380

Secondary surgery, 380

Semen, analysis, 232

Seminiferous tubules, 228, 444

Senile endometritis, 168

SERMS, 61

Serotonin, 68
in gonadotrophin release, 67
in PMS, 182

Serous adenocarcinoma ovary, 372

Serous cyst adenoma, ovary, 292

Sertoli cell-only syndrome, 229

Sertoli cells, 228

Sertoli Leydig cell tumours, 386

Sex cord stromal tumours, 384

Sex-determining region of Y (SRY) gene, 39

Sex differentiation, 39

Sex hormone-binding globulin (SHBG), 460, 470, 573

Sexually transmitted diseases, 146-159

Sheehan’s syndrome, 465

Shock,
bacteraernic endotoxic, 134
TSS, 166

Short stature, 441

Sims’ position, 103
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Sims’ speculum, 628
Sims’ triad, 423
Sinovaginal bulbs, 37
Sling operation, 221
Sling procedures, suburethral, 405
Smear cervical, 110
Smear dyskaryotic — mild, moderate, severe, 112 f
Soft sore, 150
Solifenacin, 406
Sonography, 117
Sonohysterosalpingography, 239
Sound, uterine, 632
Space,
pararectal, 606
paravesical, 606
Spatula, 627
Specimens, 645-656
Sperm antibodies, 234, 240, 242, 250
Sperm-cervical mucus contact test (SCMC), 239
Sperm count, 232
Spinnbarkeit, 115
Spironolactone, 538, 575
SRY gene, 39, 446
SSRI, 183
Stamey procedure, 404
Stein-Leventhal syndrome, 459
Sterilization, 494
laparoscopic, 498
mini laparotomy, 497
tubectomy, 496
vasectomy, 494
Steroid hormones, 71, 531
Strassman’s procedure, 47
Stress, amenorrhoea related to, 463
Stress incontinence, urinary, 398
Stromal endometriosis, 316
Struma ovari, 294
Strumal carcinoids, 294
Subzonal insemination (SUZI), 251
Superovulation for assisted conception, 251
Supports of genital organs, 201
Surface area, body, 665
Surrogacy, 243
Suture materials, 644
Swim-up test, 250
Swyer’s syndrome, 446

Syndrome,
Fitz-Hugh-Curtis, 121, 150
Meig, 296, 652
Synechiae uterine, 459
Syphilis, 148

ImTIN

Tall girls, 453, 549
Tamoxifen, 533
Tanner staging, 50
Taxol, see Paclitaxel, 380, 514, 517
Telescope, 612
Teletherapy, see Radiotherapy, 507
Temperature,

basal body (BBT), 235
Teratoma immature, 383
Teratoma solid, 383, 651
Teratozoospermia, 232
Terminal care, 353
Testicular determining factor (TDF), 38
Testicular failure, 233
Testicular feminisation, 424
Testis, biopsy, 232
Testosterone (T), 572

antagonists, 575
Theca cell tumours, 385
Theca cells, 72
Theca externa and intema, 72, 85
Threadworm infestations, 553
Three swab test, 420
Thromboembolism, 598
Thrombophlebitis, 598
Thyroid hormones, 76, 540
Thyroid-stimulating hormone (TSH), 71
Thyrotrophin-releasing hormone (TRH), 67
TNM staging, breast cancer, 566
Tolterodine, 406
TOT, 404
Toxic shock syndrome, 166
Trachelectomy, 352, 607
Trachelectomy, radical, 352
Tranexamic acid, 192
Transformation zone, cervix, 321
Transforming growth factor (TGF), 272
Transvaginal sonography, 117
Treponema pallidum, 148
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Trichomonas vaginitis, 110
Trigone, bladder, 34, 394
Trocars, 612
Trophoblastic tumour, 361
True hermaphrodite, 444
Tubal insufflation, 238, 587
Tubal ligation, 495
Tubal surgery,

guidelines, 248

laparoscopic, 614

methods, 248

microsurgical, 248
Tuberculosis, genital, 137
Tubo-ovarian abscess, cyst, 129
Tuboplasty, 248
Tumour markers, 377, 521
Tumour necrosis factor-o, 306
Tumour suppressor genes, 520
Tunica albuginea, 11
Turner’s syndrome, 441, 446, t 27.2 and 28.1
TVT, 404
Two-cell, two-gonadotrophin theory, 72

im U Im

Uchida technique, 497
Ulcer, Vulva, 262
Ultrasound in gynaecology, 117
TAS, 117
TVS, 117
Unicomuate uterus, 659
Uniplant, 502
Ureter(s),
anatomical relations, 15
fistulae, 427
surgical injury, 425
Urethra,
anatomy, 13, 394
caruncle, 413
prolapse, 413
Urethral sphincter incompetence, 394
Urethral syndome, 412
Urethrocele, 204
Urethrovaginal fistulae, 424
Urge incontinence, 398, 405, 408
Urgency of micturition, 408t
Urinary bladder, 14
Urinary diary, 400

Urinary diversion, 405
Urinary fistula, 417
Urinary retention, 409
Urinary tract infections (UTI), 410
Urine examination, 109
Urodynamic investigations, 400
Uroflowmetry, 400
Urogenital sinus, 34
Uterine,

curettes, 632f, 633f

dressing forceps, 633f

sound, 632f
Uterine bleeding, abnormal (DUB), 190, 559
Uterine malformations, 44
Uterosacral ligaments, 23
Uterovaginal canal, 36
Uterus, 7, 36

ImViIm

VAC regimen, 519t
Vaccine, HPV, 326
Vagina,
adenosis, 339, 547
agenesis, 43, 4511, 453t
anatomy, 4
carcinoma, 337
coital injury, 439
cyst, 264
cytology, 114, 627
development, 36
examination, 104
flora, 6
malformation, 42
Vaginal creams, oestrogen-containing, 63, 531
Vaginal discharge, 110, 551
Vaginal examination, 104
Vaginal intraepithelial neoplasia (VAIN), 319
Vaginal ring, (LNG), 501
Vaginectomy radical, 339
Vaginismus, 567
Vaginitis, 163 (t 12.1)
chlamydial, 150, 166
gonococcal, 147
monilial, 164
senile, 165
trichomonas, 163
Vaginoplasty, 456
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Vaginosis, bacterial (anaerobic), 152 iImwiIm
Varicosities, Vulva, 264
Vascular endothelial growth factor (VEGF), 529
Vasectomy, 494
no scalpel, 494
Vault prolapse, 220
Vault suspension, 221
Ventro suspension, 200, 603
Veress needle, 612
Vesicovaginal fistula, 417
Vestibulitis, vulval, 265

Ward-Mayo's operation, 217, 599

Warfarin, 599

Wedge resection, ovary, 247

Weight,
amenorrhoea, weight loss-related, 458, 463
in hirsutism, 574

Wertheim's (radical) hysterectomy, 605

Witch's milk, 543

Wolffian duct, remnants, 47

Womb stone, 275, 662

VIA, 325 Wound dehiscence, 641
Videocystourethrography (VCU), 401
V.IN? 318' . = X 1=
Violin string adhesion, 130
Virilism, 571 X-chromosome, 39
Voiding disorders, 409 X-rays, 116, 506, 580, 657
Vulsellum, 631, 632f XX gonadal dysgenesis, 442
Vulva, anatomy, 1 XXY female, 443

burning, 264 XXY (Klinefelter’s) syndrome, 444
Vulva, epithelial disorders, 259 XY females, 444
Vulval pain, 264
Vulval tumours, 264 IHY IN

Vulval ulcer, 262

Vulval dermatosis, 259 Yasmin, 436

Y-chromosome, 38, 39, 446

Vulvectomy,
uy v Yolk sac tumour of the ovary, 383

complications, 608
radical, 607
separate groin incisions, 607

Young's syndrome, 229

simple, 607 nZim
Vulvitis, 160 Zidovudine, 156
Vulvodynia, 265 Zona pellucida, 84, 254

Vulvo-vaginitis, 544 Zygote intrafallopian transfer, 254





