[image: image1.jpg]Author(s): Aken Desai, Michael Mathis, 2009

License: Unless otherwise noted, this material is made available under
the terms of the Creative Commons Attribution — Share Alike 3.0
License: http://creativecommons.org/licenses/by-sa/3.0/

We ave reviewsd i materil 1 accrdance with U Copyrgnt Lo
share,snd adapt .

hve i 1o msimizeyour sbilty o e,

Conyrgh holdes of cntant ncluce i this mteria shuld contact apen.michigan@urich e it any questors,
comections,or darfcaton fegarding the use o content.

o more formation about how t e thse materials sl et/ fopenumic eduedcationabot s ofuse.
Student works e prsented asis and may b n nerpretstion f fcty mermber lectures o assgnmants. These

Student works s not  product offculty members. oy d ot uarantee the sccuracyof student work orendorse
them n any way.

iy medicaIformaion i thi ot i ntended o nforr nd ecucste and < ot  tolfor self-disgnoss or 3
Teplacement for medical evaluation,adice, dagaosi o rasment by 3 heakhere rofesslonl lesse shesk 1041
Physician 1y have uestonssbout yourmedicl condtn.

Viewsr

dsreionis adised: Seme el conent s graphic nd y na b sl for alliewers

IMUNIVERSITY OF MicHIGAN (9 DO





3-18-09(1) Gynecologic Diseases

Vulvar Disease 
· Presentation – patient will have irritation/pruritis/burning of vulva, lesions
· Evaluation – in addition to inspection, conduct history, palpation, culture, biopsy
· DDx – includes infection, dermatologic condition, neoplasia:

· Infection – includes candida, condyloma (HPV 6/11), HSV, abscess, mollscum, lice/mite:

· HSV – dsDNA, 1o Sx fever/weak/urinary retention; recurrent Sx prodrome/lesion
· Inspection – will see bilateral lesions on erythematous base, “kissing lesions” (unilateral = zoster)
· Tx – give acyclovir (thyldine kinase inhibitor)

· Pregnancy – outbereak during delivery, do C-section; during prgrnancy, IgG gets across placenta and protects baby, can give acyclovir to control
· Bartholin’s gland abscess – posterior glands of vulva

· Molluscum contagiosum – hot tub contagion; forms pustule; Tx ablation
· Organisms – crabs (lice), scabies (mites)

· Dermatologic conditions – include dermatitis, psoriasis, nevi, hyperplasia, lichen, fibroma:

· Chemical irriation/contact dermatitis – from excessive cleaning of vulva (don’t do!)

· Squamous cell hyperplasia – benign overgrowth
· Lichen sclerosis – white spots appear on vulvar skin, lots of inflammation, loss rete pegs
· Psoriasis – big red scaly patches, just like anywhere else on skin

· Seborrheic dermatitis – flaky skin of vulva

· Fibroma/Lipoma – self-resolving mass, just give reassurance
· Neoplasia – include VIN/vulvar carcinoma, melanoma:

· Vulvar Intraepithelial Neoplasia (VIN) – SCC of vulva

· Sx – pruritis, pain, mass, ulceration
· RFs – coffee, dry cleaners/factory workers, h/o vulvitis, HPV

· Spead – via lymphatics

· Tx – wide local excision but good prognosis
· Melanoma – watch out for bad nevi ( melanoma

Vaginal Disease 
· Normal – vagina has a normal flora; includes acidic lactobacilli (maintain low pH), variations w/ cycling
· Abnormal – can have vaginal discharge
· Dx – conduct wet prep, culture, biopsy:
· Wet prep – assess vaginal pH (low = yeast infection, high = other infections…) and look at cells under slide
· Culture/Biopsy – STDs come in clusters, should check for different types if one found
· DDx – include infections, vaginal carcinoma:
· Infections – yeast infection (Candida), chlamydia, gonorrhea, herpes, etc.
· Bacterial vaginosis – grey non-inflamm discharge, hi pH, amine odor w/ KOH, stippled cells
· Dx – absence of lactobacilli (since hi pH), stippled Clue cells (bacteria on top)
· Tx – give oral metronidazole/clindamycin if pregnant, topical metro if not
· Candida – a yeast infection, can occur with atbx changing flora, 
· Risks – include DM, pregnancy, atbx, obesity 
· Sx – include itching/irritation and dyspareunia, a white discharge
· Dx – see pseudohyphae on KOH wetprep microscopy, pH < 4
· Tx – OTC antifungal creams

· Trichomoniasis (T. vaginalis) – protozoan STD 
· Sx – will have diffuse smelly yellow/green discharge, itchiness
· QUIZ: Dx – will see flagellated mobile protozoa on wetprep microscopy, +WBCs
· Tx – give oral metronidazole for a week
· Atrophic vaginitis – due to low estrogen, Sx itch/burn
· Dx – see immature squamous epithelial cells on wet prep, rounded basal cells

· Tx – may leave alone, or give estrogen therapy

· Vaginal carcinoma – rare; elderly usually
· Sx - vaginal bleeding, foul discharge
· Dx - often SCC as metastatic spread, or clear cell carcinoma from old DES drug
· Tx - surgical exision, radiation
Cervical Disease 
· Presentation - variety of presentations; most commonly discharge, pain, post-coital bleed, or incidental

· DDx - includes cervicitis, polyps, dysplasia, cancer:
· Cervicitis - most commonly from gonococcus, chlamydia, HSV, trichomonas:

· Chlamydia trachomatis - common, often w/ GC, obligate intracell,, infertility/ectopic
· Neonates – giv erythromycin eyedrops to prevent chlamydial spread
· Tx - give azithromycin, EES (erythromycin), doxycycline, ofloxacin
· Neisseria gonorrhea (GC) - human only, UTI, disseminates (bacteremia), vesicular skin lesions, arthritis, Tx ceftriaxone + doxy for chlamydia
· Cervical Polyps – cause PC bleeding, irregular spotting; can be visualized coming out of end of cervix, benign ( remove surgically
· Cervical Dysplasia - abnormal changes in cellular proliferation:
· Risk Factors - early coitarche (first sex), multiple partners, tobacco, HPV, immunosuppress, STD
· Screening - give Papanicolau smear, ThinPrep ( exfoliative cytology, HPV typing
· Dx - must get biopsy for formal diagnosis
· Colposcopy - visualization of cervix under magnification; add acetic acid stain, white areas are abnornmal ( biopsy
· Tx – cone biopsy, LEEP

· Cervical Cancer - majority is SCC:
· Risk Factors - HPV related
· Sx - present with AUB, PCB; later get back pain, weight loss, foul discharge

· Spread – via local extension

· Tx - can give radical hysterectomy early, or radiation Tx later stages
Endometriosis 
· Endometriosis - growth of endometrium beyond uterus (possibly dissemination, or metaplasia)

· Prevalence - 1-2% population, 30-50% women w/ infertility, 20% patients w/ chronic pelvic pain
· Pathogenesis - can be from retrograde menstruation, vascular/lymphatic dissemination, colon metaplasia

· Lesions - usually in dependent portion of pelvis, although can be at distant sites

· Sx - patients present with pelvic pain, infertility, dysmenorrhea, dyspareunia, GI Sx, some AUB

· Severity of disease - does not correlate with symptoms!

· Physical Exam - can find fixed retroverted uterus, nodules; also tender ovaries

· Tx - based on Sx and severity ( varies with disease location; also need to consider future fertility

· Surgical - can remove ovary if only one affected by endometriosis, or both if no fertility needed

· Medical - goal is amenorrhea & decreased pain ( OCPs, progestins, GnRH agonists (lupron), anti-estrogen/testosterone (danazol but acne, hirsutism etc. are SEs so not used much)

Adenomyosis 
· Adenomyosis - endometrial glands/stroma developing in myometrium (deeper layer)
· Presentation - usually incidental finding on hysterectomy; presents with dysmenorrhea, menorrhagia

· Physical Exam - reveals enlarged soft uterus, can be tender

· Tx - can limit hemorrhage with NSAIDs, also hormonal suppression; if advanced give hysterectomy

Uterine Disease 

· Presentation - usually AUB, dysmenorrhea/menorrhagia; also pain/pressure, and infertility

· DDx - includes polyps, leiomyoma, endometrial hyperplasia, and carcinoma:
· Endometrial polyps - benign overgrowth; Sx irregular bleeding
· Dx - done through US with hysterosonogram, +/- endometrial biopsy

· Tx - can give hysteroscopy, or dilatation & curettage
· Leiomyoma (Fibroid) - a monoclonal SM cell tumor, most common pelvic tumor

· Sx - varies with location; can be intramural, subserosal, submucosal, cervical
· Dx - can assess with pelvic exam (uterine size), US, CT/MRI, and CBC ( anemia Dx
· Tx - can treat with hormones (control bleeding) or surgical (myomectomy, hysterectomy)

· Uterine Artery Embolization - block off uterine artery ( fibroid necrosis
· Endometrial Hyperplasia - most common gynecological malignancy
· Sx - involves AUB, post-menopausal bleeding, usually in peri/post-menopausal
· Pathogenesis - from unopposed estrogen (obesity, HTN, DM, anovulation, tamoxifen)

· Androgens - converted to estrone ( pro-endometrial growth factor

· Progesterone - is protective against endometrial cancer

· Progression - hyperplasia ( carcinoma; is staged/graded surgically , spreads lymphatically
· Tx - surgical excision, progesterone, radiation, progesterone

Ovarian Disease 
· Presentation - again, highly variable; can be ASx, dull pain, irregular menses, mass, bloat/constipate

· Evaluation - ovaries are palpable  50% of time ( assess size/shape/consistency/mobility
· Imaging - USN is preferred to assess adnexal structures; not CT
· Ca-125 - marker for epithelial ovarian cancer, but non-D​x (also endometriosis, etc.)

· DDx - many causes of pelvic pain ( UTI, renal stone, appendicitis, pregnancy comp, IBD, myoma, cyst

· Functional Ovarian Cyst - can be a huge follicle or a hemorrhagic corpus luteum
· Follicular Cyst - clear fluid-filled cyst on US; unilateral pain; resolves 6-8 weeks

· Tx - reassurance, pain management, OCPs ( re-evaluate 6-8 weeks

· Rupture - will cause acute pain, peritoneal signs
· Corpus Luteum Cyst - prolonged luteal phase; Sx delayed menses, dull LQ pain, mass

· Evaluation - pelvic exam, pregnancy test, USN shows echogeneic material w/in cyst
· Tx - reassurance, pain management
· Hemorrhagic Corpus Luteum - rapidly enlarging corp. lut cyst, can rupture
· Sx - acute onset of abd. pain, hemoperitoneum ( looks like ruptured ectopic
· Dx - get CBC (anemia), pregnancy test (ectopic), analgesics, laparoscopy

· Ovarian Torsion - twisting of ovary, obstructing blood flood
· Sx - acute onset of pain, nausea/vomiting, peritoneal signs
· Physical/US - reveals mass, compromised blood flow (Doppler)
· Laparoscopy - can sometimes untwist & save ovary
· Ovarian Neoplasm - non-regressing mass; benign common, ↑ w/ age, imaging helps Tx choice

· Tumor Types - include epithelial, germ cell, stromal cell ( another lecture…

· Ovarian Carcinoma - malignant neoplasm, caused by incessant ovulation & repairing...
· Prevalence - 1 in 70 lifetime risk

· Risk Factors - include family Hx (BRCA1, Chrm 17q, HNPCC), personal breast cancer Hx, obesity, use to talc on vulva

· OCP - help reduce risk by 50%
· Best Tx - early Dx ( surgical removal & adjuvant chemo

Fallopian Tube Disease 
· Presentation - again, highly variable; can be ASx, dull pain, irregular menses, mass, bloat/constipate

· DDx - includes ectopic pregnancy, salpingitis, hydrosalpinx, tubo-ovarian abscess, cysts, carcinoma

· Fallopian Tube Carincoma - very rare; triad of watery discharge, pain, pelvic mass
· Tubo-ovarian abscess - a severe consequence of pelvic inflammatory disease
· Presentation - tender inflammatory adnexal mass
· Pathogenesis - mixed bacterial infection, can possibly rupture
· Tx - give broad spectrum atbx; possible laparoscopy to rule out DDx (diverticular rupture)
