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23 GynaeCO|Ogy Both acute and chronic PID may cause an inflammatory

massinvolving the inflamed tube the ovaries, the uterus,
the omentum, and loops of bowel. Between all these there
are collections of pus, and in chronic cases ffilied
23.1 Pelvic inflammatory diseasgPID) collections between peritoneal surfaces (pseudocysts).
PID is often but not always bilateral.
, It is conveniehto discusseparately
g)llgae(\:/\(l)l:i)gicp;(l)z?sbelgsggﬁ Wilolnseee Ogin dtrr]r?ay ;&r;r:)rgr?tnfeosrt (1) Infection unrelated to pregnancy, that is PID which
' does not obviogsly follow mis%%rria e or delivery.

a m of your surgical admiSséegaﬂs%'PlDltyicall?/?oﬁoﬁ/sra' r?o,it%so?ngtiﬂwsror

otf)SrEhgfe: fer(r:;[;;ln angfﬁ: I\r/]vovyr?gergf Iérzﬁlésbecg%mog '2 called 'postmenstrual PID". It is one of the most serious
y ' y 9 ag8  effects ¢ sexually transmitted disease in women.

Wh.o arenot pregnantand who prese_nt withabdominal (2) Postabortd infection (septic miscarriag@3.2).
pain may have it. You may admit-2 every week (3) Infected obstructed labour (21.5)

and treat ten times as many as outpatidrtis. numbers of (4) Puerperal sepsis (22.14) e

these patientstheir frequeny long stag in hospital, : e

the surgery they needhe complications that follovand (5) Sepsis after Caesareagcgon (21.3)
their mortality, make PID a major public health

problem.
Infection elsewhere in the abdominal cavity usual PELVIC
originates in the bowel, but infection in a woman SEPSIS

pelvis usually starts in the genital tract. With the ra
exception of tuberculosis, it always ascends from t
vagina and cervix.

PID is thus only aidease of women. It is even mort
common and severe with HIV disease, although it m
appear |l ess impressive L4
mount a counteattack.

Be very careful with the diagnosis of PID in pregnanc
You may only make this diagnosid ou have
actually seen it ding laparoscopy or laparotomy.
Otherwise it is far more likely that the diagnosis |
something elsee.qg. torsion of adnexdébroid/bowel,
an ectopic gestationan extrauterine pregnancy,
malaria, septic miscarriage, appendicitis,uterine
rupture,red degeneration of a fibroid, typhoid, urinar
tract infection or obstruction.

septic
thrombophlebitis

Infection spreads from the vagina to cause:

(1) cervicitis.

(2) endometritis.

(3) salpingitis or pyeor hydrasalpinx

(4) salpingeoophoritis or a tub@varian abscess.
(5) pelvic peritonitis or pelvic abscess.

(6) generalized peritonitis or peritoneal abscesses.

pelvic abscess

broad ligaments to causenetritis elvic cellulitis cause peritonitis. Infection can also spread as an infected thrombus
g + P (thrombophlebitis). B, infection of the connective tissue beside the

(paramettis), a broad ligament abscessr septic uterus (parametritis). Infection may spread into the broad ligament,
thrombophlebitis of the ovarian or the uterine veins. round the vagina or uterus or up into the loin. C, collection of pelvic

This is very serious and causes septicaemia with few local Pus. D, salpingitis. After Garrey MM. Obstetrics lllustratedChurchill
. . . Livingstonel974, p.319-20 with kind permission.

signs. Thisoccursmostly after a pregnancy and is then

called eiher puerperal sepsi$22.14) or postabortal

sepsis. This is by definitionot called PID although the

first-line treatment is the same.

A patient with '‘postmenstrual PID' is not pregnant; she has
suffered no birth trauma and there are no infected products
of conception. She may however have an intexine
device (IUD) in the uterus, which increases the risk of
infection, but not as serisly as was previously supposed.
PID is seldom fatal, and never causes septic
thrombophlebitis. The pregnancglated infections are all
dangerous, and can kill. Pesportal peritonitis is
particularly deadly and has a mortality of 50%.

If antibiotics do not help in an infection related to
pregnancy, a hysterectomy may be necessary to save a
pat i lden Hydtarectomy is not helpful in severe PID,
but of course if both tubes are blocked or need removal
because of pus, the result is just the sanfertility .
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The organisms gonococcj mycoplasma, chlamydia)
responsible for PID may besexually transmitted.
These can pave the way for other organisms, especially
anaerobes, and through tubal damage allow infestation by
other organisms which may normally live inetivagina

viz. coliforms, various anaerobes, especidilgcteroides

and rarely actinomyces The latter organisms
(and sometimes even the former) live harmlessly in the
vagina and cervix, and only cause disease when the
barriers tospread are removed by:

(1) Miscarriage or delivery.

(2) Menstruation.

(3) After D&C, 1UD insertion, othysterosalpingogram.

(4) HIV disease.

Many gonococci and typically all chlamydia and
mycoplasmaare saesitive to tetracycline.But when
infection follows pregnancy or a miscarriage, a mixture of
organisms is responsible, including anaerobes, for which
the patient needs mefridazole with chloramphenicol.
By the time many patients present, se@gdnfection is
likely, whatever the primary cause of the infection.

The clinical manifestations of pelvic sepsis are wide.
They range from an otherwise symptomless infertili**
caused by blocked tubes, to generalized peritoni
septicaemia r&d septic shock, with everything betwee
these two extremes. Like a fire, PID can be of any deg
of severity, from smouldering to fulminating. Also, like
fire, it can die down, only to light up again later.

The typical acute presentationis of fever,bilateral lower
abdominal pain, and tenderness, but seldom se\
rigidity. There is also usually urinary frequenc
dyspareunia, irregular or prolonged periods, and alsi
vaginal discharge. The patient may not mention all the
symptoms, especially ithe is a young unmarried girl.
The symptoms are usually mild, but can be severe v
signs of peritonitis and occasionally septic shock.

Acute cases are often atypical, either because the dis
is mild, or because it has been modified by previc
treatnent or HIV disease.

On pelvic examinationthere is usually acuteendeness
especially withmoving the cervix sidé¢o-side (cervical
excitation) The pain may be so intense that you have to
repeat the examination after you have administered an
analgesic.There may also be a lower abdominal mass,
vomiting, fever and a very high ESR.

Then you might find a minimally tender swelling in the
left or right iliac fossa from which you can aspirate
greenish pus (which typically does not yield a responsible
organismon culture).

The typical chronic presentation includes infertility,

and pelvic pain, often with dyspareunia, heavy and
irregular menses, dysmenorrhoea, perhaps a chronic
vaginal discharge, poor general health, and much misery.
The diagnosis may be difficult; the differential diagnoses
includes endometriosis and psychosomatic pain.

ULTRASOUND will show thickened adnexae, uterine
enlargement and free fluid in the pelvis, especially the
pouch of Douglas, and will reliably cdrh the diagnosis
(38.2J)

MANAGEMENT OF PID

STAGE |
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You can usually trea®ID non-operatively, but remove an
IUD if present.Make sure she cathenget an alternative
contraceptive Condoms provide some protection against
sexuallytransmitted mfectiors (STI) and hence PID;
depoprovera, implants and the contraceptive pill do not
prevent STI but often prevent PID, which is a complication
of STI and hence reduce infertility.

Occasionally, you will need to drain pus. Unfortunately,
once PID has become chronic, there may berrent pain.
The pain threshold is likely to be low if there is also
infertility. Don't operate on chronic PIDbecause once it
has been present for >4wks, the pelvic organs will be so
densely stuck to one another that freeing them will be
difficult and dangerous you can easily injure the bowel

If surgery is indicated, be conservative. Leave the pelvic
organs intact unless there is a tub@rian abscess.
Removing this can be difficult, so open it and drain it.
If you leave the terus and some ovarian tissue intact,
menstruation will continue. Otherwise (if the ovaries have
to be removed) advise hormone suppleménitsyounger
women(in the form of the conérceptive pill) till the age of
45yrs, butbeware: oestrogen therapy incisss the risk of
breast and uterine caec.
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Fig. 232 A PLAN FOR MANAGING PID.

Stage |: there is no peritoneal irritation, and no pelvic mass.
Stage II: there is peritonitis as shown by bilateral lower quadrant
rebound tenderness.Stage lll: there is a mass in the adnexa (tubo
ovarian abscess) or pouch of Doudgs. Stage IV: there is generalized
peritonitis. After De Mulder X, Pelvic inflammatory disease in
Zimbabwe, Troal Doctor 19882:85.

A. ACUTE PID

DIFFERENTIAL DIAGNOSIS.

Acute PID has mostly to be distinguished from other
causes of acute lower abdominal p&ir0.1) including
appendicitis (14.1), mesenteric adenitis and a urinary
infection. The main gynaecological differential diagnosis
is a ruptured ectopigestation(20.6), torsin of an ovarian
cyst or uterine fibroid, or a corpus luteum haemorrhage.
Fixity of the pelvic organs on vaginal examination is no
help in distinguishing between PID, tuberculosis,
and endometriosis, because all have these features.
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Suggesing a ruptured ectopic gestation(20.6):
(1) Significant anaemia or circulatory shock
(2) One or more periods missed by more than a few days,
often followed by a small loss of dark or brownish blood
vaginally.
(3) More tender on one side of the vagihar the other
(4)A mass on one side or in the pouch of Douglas
which is notgrowing.
(5) No fever

N.B.A -ve monoclonal urine pregnancy test excludes an
ectopicgestation.

N.B. If an ectopicgestatioris suspectedio not perform
a vaginal examination if #re is no immediate access to a
theatre.Numerous are the tales of patients cdlag in
shock because a vaginaxamination reuptured the
ectopic.

An elegant diagnostic tool igeritoneal lavagerun 200l

of warm saline, via a drip system, into the lower abdomen.
Then ask the patient roll herself a féhmes from left to
right. Then put the fluid bag on the floor. Observe fluid
running back into the bag: you may need to manipulate the
camulaa little to achieve a nice flow. If the fluid is clear
there is most probablyno acutely bleedingruptured
ectopic gestation.

Suggesting a twisted ovarian cyst or uterine fibroid
very acute colicky lower abdominal pain, sometimes with
vomiting; a mass with no fever initially.

CAUTION!
(1) The amount of vaginal discharge is not proportional to
the severity of PID.Candida and Trichomonascause a
profuse discharge, but do not cause PBanococciand
Chlamydiacause a less obvious mucopurulent discharge.
(2) Expect the diagnosis of PID to be wrong in about 20%
of patients but examine the partner if possible: if he has a
urethral discharge, PID is virtually certain.

GRACE (17yrs) was admitted with vaginal klémy and fever,
having attempted to induce an abortion on herself at 16wks.
The cervix was wide open, the products of conception were visible, and
there was a foul discharge. She was treated with antibiotics for 24hrs and
then the uterus was evacuated. A few days later she was very ill with a
distended abdomenl ®f thin pus were washed out of the abdominal
cavity and tetracycline was instilledidbdominally There was no
perforation of the uterus. She was treated with moréiatits, and
intravenous fluids, andigh calorie liquid fluid was given orally in the
hope to prevent severe acute malnutrition affecting her immune system.
After 2wks she wasstill febrile and very ill. A 2¢ laparatomy was done

to drain residual abssses. Chronic sores developed at the sites of the
drainage tubes, which continued to discharge pus. She did not eat well,
and vomited from episodes of subacute obstructiot, was not well
enough for a '8 laparotomy. Three months aft admission she died
extremely wastedShe didnothave HIV disease.

LESSONS (1) This is a typical history; any septioiion, particularly

an unskilfully inducecbne, is dangerous. (2) Raparotomy should have
been done earlier at 48hrs and the abelorfeft open.Although it is
dramatic, this should probably be combined with a hysterectomy to save
her life if the first operation does not result in an obvious improvement.
An off-pink flaccid norelastic feeling uterus will in this situation
probably méntain its sepsis. Hysterectomy is also needed in case of
postabortal tetanus(3) Septic retained products of conception are not
reached by antibiotics and are an ideal meal for rocganisms. IV
antibiotics followed as soon as possible by an estému is the correct
treatmentno 24hr delay is justified.

MANAGEMENT.

You can usually treaPID as an outpatient if there is no
peritoneal irritation and no pelvic mass (stage I).
Otherwise arrange admission if;

(1) Thereis: lower quadrant peritoneal irritation and/or an
IUD in sity, (stag II).

(2) There isan adnexal mass (stage )

(3) There isseptic shock (stage V).

(4) You cannot exclude an acute surgical condition,
especially arectopic gestation

(5) Outpatent treatment has failed.

(6) There is poor patient compliance.

ANTIBIOTICS.

N.B. Cervical smears and cultures are of little help in
choosing an antibiotic, because the organisms in the cervix
may not be those which are causing the infection
elsewhee. The absence of gonococci in a cervical smear
does not exclude gonococcal infectidgsually, you will
need to treat blindly with a broagpectrum antibiotic.

If possible, follow up and treat any sexual partners.

N.B. The regional university, prefably with an
adequate laboratory, should perform culture and sensitivity
testing of pus obtained from the abdominal cavity of a
number of PIDb&6s every few ye
best antibiotics to use (initially, blindly) in your region.

For Stage |, use tetracycline 500mg qid and
metronidazole 400mg tid, for-Z0days (28). Doxycycline
100mg bd is better than tetracycline but is more expensive.
Insist on completion of the course. Also, use an analgesic,
advise abstinence from sexual intercounséil symptoms
have resolved, and until all sexual partners have been
treated.

If there is no response(no better, rising temperature,
more pain), check:

(1) Is the diagnosis correzt

(2) Is there a mass or collection of pus somewhere which
needs draining?

(3) Are you using the right antibiotic at the right dose with
the right frequency for at least 3days?

(4) Is there an IUD which has not been removed?
Otherwise, proceed to Stage Il.

For Stage |Il, use broagpectrum IV antibiotics:
(1) benzylpenicillin 1-2gid,

(2) chloramphenicol g stat followed by 500mg qid, and/or
depending on severity,

(3) gentamicin 240mg od, plus

(4) metronidazole 500mg tid rectally.

If there is no response or a mass develop§STAGE llI),
checkwhether the mass is in the pouch of Douglas, or if it
is extending from the pelvis into the abdomen.

N.B. Many patients with acute PID dewpl a mass of
matted viscera djstinct from an abscess whicheeds
drainage).Check with an ultrasoun@38.2K). This may
take 6wks to resolve, buhere is no point in continuing
antibiotics for more than 2wkslf the illness persists
(raised ESR with a spiking temperature after 2wks), there
probably is an abscesshigh needs draining vaginally
(colpotomy, 10.3) or suprapubically.
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If you are not sure of the diagnosis, which may be
beyond Stage || perform a MINILAPAROTOMY to
examine the pelvic organs, looking for red, sticky,
and oedentaus tubes.This is safer than dparoscopy,
which may result in bowel perforation if there are dense
adhesions and the incision can be extended to a formal
laparotomy if required.

LAPAROTOMY FOR ACUTE RD (GRADE 3.2)
INDICATIONS.
(1) After 2wks of treatment ith IV antibiotics for Stage
Il PID without resolution.
(2) Failure of 48hr IV antibiotic treatment for pesbortal
or postpartum sepsis. Of course if there is a hole in the
uterus with peritonitis present,the operation cannot be
postponed that long. Nka sure the uterus is empty.
(3) Generalized peritonitis due to rupture of a talvarian
abscess. This may be spontaneous or it may follow a
vaginal or rectal examination.
(4) Septic shoclafter adequate IV fluid resuscitation
(5) The diagnosis is inalibt, and there is a possibility that
there might be an ectopic gestation or appendicitis,
for example: start with a midaparotomy.

N.B. This is not an easy operation and has a significant
mortality.

PREPARATION. Resuscitate with IMluids: you may
need to infuse -3l saline or more during the first 24hrs.
There may be considerable bleeding from the raw surfaces
that will form when you free the adhesions between the
loops of the bowel, so have 2 wunits of blood
crossmatched. Ithe patient iseriously ill, there is danger

of renal failure, so insert an indwelling catheter and
monitor the urine output. Pass a nasogastric tube.
Start antibiotics before the operationthifs hasot already
beendone.Discuss the possibility of salpingectomy and/or
hysterectomy, and get consent.

INCISION. Make a lower midline incision {12, 11-1)
and extend it above the umbilicus if necessary.
Be prepared on occasion to findonse other quite
unexpected conditiolDo not use a Pfannenstiel incision.

If the infection is limited to the pelvis examine the upper
abdominal cavity before you explore the pelvis and disturb
the adhesions, which are limiting the spread of infection.
Examine the subphrenic and subhepatic spaces, and the
paracolic gutters; look for pus between the loops of the
small bowel as far as you can reach them. If you find pus,
wash it out with warm fluid. If you find dense adhesions,
separate them very gentlyX8). If you don't find pus in
the upper abdomen, carefully protect the upper uninfected
part of the abdominal cavity with large abdominal packs.
Slowly and methodically divide the adhesions between the
bowel and the uterus, and look for pus. Divide the
adhesions round the tubes and ovaries, i@belse the pus
you find there.Try to get right down into the pouch of
Douglas.

There is usually no need to remove the tubes or ovaries,
however diseased they may lodke tubes have a double
blood supply whib prevents them becoming gangrenous:
anyway, you need consent for sterilization in order to
remove both tubes!

Even if there is a ruptured tubovarian abscess,
leave the Fallopian tube

When you find the uterine fundus, push your firsggown
behind it, between the tubes, which will almost meet in the
middle. You need not fear perforating the bowel here.

Gradually work your fingers down below the tubes.
Free them from the bowel from below upwards.
Remember the anatompoth tubes will be stuck down
behind the uterus, over the top of each ovary. The rectum
and colon will be adherent from below upwards to the
back of the uterus, and then to both the tubes. Loops of
small bowel and omentum will have stuck to them on top.
If you can find the fundus, you will know where you are.

Don't panic when you find a mass of adherent bowel and
omentum It will always come clear in the end. First get
down to the fundus by carefulbasingoff the bowel and
omentum.Do not use force!Divide all adhesions and
release all the pockets of pus.

Do not be tempted to remove a normal appendix.

CAUTION! Never pull the bowelAvoid tearing it by
going slowly, and squeezing and pinching the plane of
cleavage between your fingers @2.Cutdense adhesions
with scissors.

If there is generalized peritonitis (10.1), suck away as
much pus as you can, then suck out the paracolic gutters.
Wash with copious amounts of warm fluid. Make sure you
release any collections of pus under the abdomindl wal
between the large bowel and the abdominal wall,
and under the diaphragm and the liver (subphréhic
subhepatic spaces). Bring out the whole small bowel over
its full length in stages. Break down adhesions between
loops of bowel, by a&ful blunt dissection, to release the
many collections you will find there. Cover the bowel with
moist warm cloths. Then go to the pelvis, and proceed as
above for a localized pelvic infection.

LAVAGE depend on the extent of the sepsi€(1):

If the pus is localized to the pelviswash it out of the
pelvis only, before you remove the packs protecting the
rest of the abdominal cavity.

If there is generalized peritonitis wash out the whole
abdominal cavity with warm fluid.

CLOSURE. Close the abdomen &as single layer,
taking care to pick up the peritoneum and posterior rectus
sheath which may be retracted, and leave the skin open for
secondary closuré there is a great deal of pydl1.8).

Do notinsert tension sutures
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DIFFICULTIESWITH ACUTE PID

Be prepared for small bowel fistulae (11.15), and a burst
abdomen (11.14), especially if abdominal distension
persists for some time postoperatively.

If there is a septic miscarriage you will have to make the
difficult decision as to whether or not tgerform a
hysterectomy. Assess the state of the uterus and adnexa
perform ahysterectomy if:

(1) the uterus is perforated.

(2) the patient is no longer young and has had children
(though even if you leave the uterus she pritibably be
infertile).

(3) you are not so experienced (a subtotal hysterectomy
will be enough).

Perform a salpingaophorectomy(avoid a hysterectomy

if generalized peritonitis seems to originate in an abscess
in one of the adnexa only.

If there is a massand you are not sure if there is a
ruptured ectopic gestation or pelvic abscess
and you have no reliable pregnancy tegterform a
culdocentesis (28) preferably with ultrasound guidance,
under GA. If you find pus, drain it thrgh the vagina.
If you find blood which fails to clot, or liquoiperforma
laparotomy (20.6).

If there is an IUD in situ, and fever with great tenderness,
infuse IV antibiotics and remove the IUD. Otherwise,
if the fever is not high and the response to IV antibiotics
good, you can leave the IUD situ.

N.B. Sometimes PID is related to the insertion of an
IUD while there is an existing chlamydia or gonococcal
infection.

If you enter the abdomen, andfind little or no pus and

few signs of inflammation examine the pelvic organs and
particularly the infundibulgelvic ligaments Z3-21).
One or both may be thickened and oedematous,
and the thickening may extend under the ovaries ¢o th
uterus. This is SEPTIC THROMBOPHLEBITIS of the
ovarian veins. If you find nothing, the thrombophlebitis is
probably in a uterine vein which is not so easily seen.
Continue with antibiotics in high doses. If possible,
2hrs after the opation start SC or IV heparin
1,000-10,000 units by bolus gid, controlled by estimating
the clotting time and lengthening it to about 15mins
(dosage varies depending on the type of hepaninuge).
Continue this for 1wk.

Watch carefully for abnormal bleeding, particularly from
the aldominal incision, the urinary ointestinal tracts.
Improvement should be quick.

If you find disseminated yellowishwhite nodules
throughout the pelvis, or a localized infection in the
pelvis with nodules on the tubes and perhaps a
CASEOUS ABSCESS or a shrunken thickened omentum,
suspect TUBERCULOSIS (1B. Take a biopsy and send
this for histology. Start treatment early, and check for HIV
disease (5.7)

If you inadvertently tear the small bowe)
repair the perforation transversely in two layers.
If there are several holes in the bowel, it is better to
sacrifice a segment armkerformone formal anastomosis
(11.3) than close several holes which may leak. Lavage the
abdomen thoroughly and be prepared to reopen the
abdomen in 48hrs to inspect the bowel, and do a further
lavage.

If you accidentally tear the pelvic colon
what you should do depends on the size of the tear and
where it is. If it is small, oversew it in two layers.

If it is large, but there is minimal soiling, freshen the edges
and repair it formajl, lavage the abdomen thoroughly and
leave a drain. If there is considerable faecal spillage, close
it as before and maka defunctioning colostomy (1165,
higher up. Thee is rarely a need to performHartmann's
procedurg12.9).

If there is persistent sepsisin the abdominal cavity,
in spite of repeated attempts at drainage, leave the
abdomen open (laparostomy) for daily irrigation (11.10).

B. CHRONIC PID

DIFFERENTIAL DIAGNOSIS: urinary tract infection,
endometriosis, schistosomiasisd pelvic tuberculosis.

ANTIBIOTICS.

If there is recurrent or continuing infection suggested
by raised ESR counts, trgtloxycyline with ceftriaxong
and maybe adding azithromycin for a maximum of 14days.

If there is no improvement either your diagnosis is
wrong, or there isa collection of pusperhaps achronic
tubo-ovarian abscess or a pyosalpinx.

Always consider TB.

Suggestingendometriosis no children, >30yrs, chronic
menorrhalgia since puberty, getting worse.

DIFFICULTIES WITH CHRONIC PID

If, on laparoscopy or laparotomy, you seebluish or
brown nodules on the surface of the peritoneum and
particularly onthe uterosacral ligaments, surrounded by
serosal foldingsuspect ENDOMETRIOSIS. You are most
likely to see such node$ on the utergacral ligaments, in
the pouch of Douglas, on the ovaries, on the posterior
surface of the broad ligament, or on the fimbrial ends of
the tubes.

If there is pain use a noftyclical progestagen to suppress
menstruation, suchsanorethisterone 10mg od starting on
the 8" day of the cycle (increased if spotting occurs to
25mg od in divided doses to prevent bréatough
bleeding) for & least 6months. Or, use depmvera
150mg monthly for 3months and then 3monthly: this will
probably cause amenorrhoea and hence also stop the
bleeding in the ectopic endometrial mucosa.
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N.B. Norethisterone in the above formulationiis most
countries far more expensive than a pretggeronly
contraceptive pill. The amount of norethisteronia the
progestageionly pill is 0-35ng. It is financidly far more
feasible forwomen to use this instead of the special
norethisterone tablet: if used for endometriosis
28 tablets (a whole monthly packet) are needed per day
(in divided doses).

In a young woman who complains of infertility,
menstrual irregularity, and chronic pelvic discomfort,
TUBERCULOSIS (16.1) is a possibility.

If there is chronic PID and the woman is worried about
PAIN but is not worried about having any more
children, unilateral or bilateral salpingectomy without
hysterectomy is usually possible but this is difficult,
sodon't attempt itunless you have considerable operative
experience, because the trouble with coogilons will be
greater than the pain she had before!

Fig. 23-3 PID AND PELVIC TUBERCULOSIS.

A, acute salpingitis with swollen congested tubes and pus leaking
from the ostium. B, chronic salpingeoophoritis with the tubes and
ovaries densely bound by adhesions. C, tubeovarian cyst.
D, tuberculous pyosalpinx. E, hydrosalpinxAfter YoungJ, A Texbook
of GynaecologyA&C Black5" ed 1939.

23.2Septic miscarriage

If there is fever and pus discharging from the cervix after
an incomplete miscarriage, the products of conception
have almost certainly become infected. This can follow a
neglected spontaneous miscarriage, or it can follow
unskilled interference. It is ndg impossible to prove
which of the two is the case unless you find a perforation
or foreign body.

N.B. In some cultures it is dangerof@ the woman if
y o u d o ccunmmel rakiortiofd in the notes. If women
know that going to the hospital might result in prison, they
will not come orarrive much too late. If a woman is
brought by the police cangrymembers of her family for
you to examine her,judge carefully where your
professional dties lie.Note thatit is virtually impossible
to collect wateittight proof of criminal interference as long
as she denies this. Remember you are not the judge!
Most of the time you can only state that a pregnancy was
there but is now lost.

The diagnosis is usually easy if the history is clear of an
actual or recent pregnancy. Unfortunately, the woman may
be so frightened that she denies having tried to induce an
abortion, even when she is very ill. The only way to avoid
a misdiagnosis is taemember that any acute pelvic
inflammation in a woman of childbearing age may be the
result of a miscarriage.

Fortunately, the uterus is usually a good barrier to the
spread of infection, butepsisdoes sometimes spread as
pelvic cellulitis or localizd peritonitis. You can usually
treat this without a laparotomy, althougisually you
should evacuate the uterus. If there is generalized
peritonitis perform a laparotomy

Bleeding is often best controlled by emptying the uterus as
fast as possible. If vel be (no facilities, waiting list, the
anaesthetist refuses to get involved because of anaemia)
you can often do this digitally. One hand pushes down the
uterus while the gloved index finger of the other hand
evacuates the uterus. This is painful tbe woman but
better than waiting for possibly dangerous transfusions.
Another advantage is that in this way you might detect a
hole caused by ra unskilled abortion before you have
pushed instruments through Nou are very unlikely to
make a hole yoursklwith your finger. In a septic
miscarriage the speedy removal (just after a initial dose of
IV antibiotics) of infected products of conception may
make the difference between life and death.

Dramatic bleeding can also be caused by a piece of
placenta haging out of the cervix. You caseal withthat
rather painlessly with the help of a speculum and a sponge
holding forceps. Alternatively,8 0 0 éMiggoprostol PR
while waiting for an evacuation might easily reduce
bleeding enormously and even empty the wdou you.

Rarely, a hysterectomy may be the only way to save life.
The gret dangers are septic shauhkd renal failure
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IF AWOMAN IS OF CHILDBEARING AGE,
DECIDE IF PELVIC INFLAMMATION IS THE
RESULT OF A MISCARRIAGE
OR PREVIOUS PREGNANCY

DIAGNOSIS should not be difficult. Serious illneasd
fever (>38°C) after a miscarriage is typical. There is a foul
bloody vaginal discharge, and sometimes frank pus.

Start by taking an endocervical swab for culture
aerobically and anaerobically (if pble). This is better
than a high vaginal swabDo not delegate this task.
Then use your fingers to remove any of the products of
conception, which will come away easily.

Examine the uterus bimanually: it is tender bilaterally,
perhaps with a mass. Sometimes there is local or general
peritonitis (10.1). You might find a foreign bodly situ.
Look also for anaemia, jaundice (caused by haemolysis
from septicaemia) and chesigiss (septic emboli from
thrombophlebitis).Your main concern will be to know
how far infection has spread, and if you should perform a

laparotomy.
CAUTION! There may be haemolysis, jaundice and
high fever from severe malariaor dengue.

If you misdiagnose this as a septic miscarriage, the patient
may well die

If the pulse is >120/min the infection has probably spread
beyond the uterus.

If moving the cervix causes great pain and the lateral
fornices are hot, thickened, and tender, perhaps with a
mass the infection has spread to the pelvic connective
tissue (parametritis, uncommon).

If you are uncertain about the diagnosis, yet the patient
is very sick resuscitate her, start antibiotics, aathnge
to aspiratethe posterior fornixof the vaginal vaultin
theatre A seriously infected uterus can be silent,
apart from a very sick patient.

If the history suggests that the uterus has been
perforated with some instrument the prognosis is
worse. If it isleaking pus into the abdominal cavity,
you may ultimately have tperforma hysterectomy.

TREATMENT

If the patient is not very ill, and there are no signs that

infection has spread beyond the uterysa single broad

spectrum antibiotic, € as ampicillin 500mg 1V qgid may
be enoughAlternatively, use gentamicin 240mg IV od.

If the patientis very ill, with signs of spread outside the
uterus, treat as peritonitis with septic shock (10.1).
Resuscitate wi h rapid infusiemwr of
normal sline. Measurehie Hb, and crosmatch blood.
Getblood cultures. Transfuse bloodlife Hb <6g/d.

N.B. Antibiotics will no control the infectionf infected
products of conception remain inside the uterus. So empty
it; you will not curethe patienuntil you have done so.

ANALGESIA. Treat with pethidine or NSAIDs.

CONTROL THE BLEEDING. While waiting tgperform

an evacuation, or there isbleedng with an empty uterus,
administerer gometri ne wynto me torxiyrn e
1ml IV, or ergometrine alone

Better, if you can, usemisoprostol 8 0 0 PR): this will

make the uterus contract, stop pesacuation bleeding

and might complete an incomplete miscarriage before you
have used mechanical meabst do not rely on this alohe

EVACUATION. Empty the uterus (GRADE 2.1)
after starting antibioticdJse a suction curette, bitthere

is seriousbleeding or severe anaanido it immediately
digitally. The uterus will be infected and soft, so be
especially careful ot to perfgate it. Continue antibiotics
after the evacuation.

POSTEVACUATION MANAGEMENT.

Monitor the patientcarefully, especially the urine output.
There should be a dramatic improvement, and fever should
settle in 4872hrs.

If there is no improvement within 24hrs after
evacuation, but signs of peritonitis are not obvious
there is probably a pelvic absce$sy to confirm this by
ultrasound (38.2K). Aspirate the posterior fornix
Avoid the lateral fornicesor you may injure the ureters or
the uterine arteries. If you aspirate pus or bietained
smelly fluid, drain it through the posterior fornix
(colpotomy 10.3).

If there is no improvement within 24hrs after
evacuation, andclear signs of generalized pritonitis
(pain, tenderness, rigidityand abdominal distension),
this indicatesserious trouble. The uterus may have been
perforated by an unskilled abortionist, or some harmful
fluid might have been injected into the utexicavity.
The laparotomyneeded may well be difficulimprove the
general condition as best you cdmy rehydration,
transfusion(if Hb <8g/dl), and have at least 2 units of
blood available. Theperforma laparotomy (10.1).

N.B. Failure to counsel a woam about contraception if
she has had an induced abortion (septic or otherwise) is
malpractice. If she wants contraceptive services, provide
them anddo not refer her elsewherédn IUD can be
inserted immediately after aevacuation if there is no
obvious sepsis.

DIFFICULTIES WITH SEPTIC MISCARRIAGES

If you perforate the uterus when you evacuate a septic
miscarriage, there is no easy answer. If you stop with an
incompletely evacuated uterus, the risk of sepsis remains.
If you complete the evacuation, you may enlaige hole
anR ievelg edantage bbweeld@hisa also is dangerous.
As a general rule, if you perforate a pregnant uterus,
filled with infected products of conception, complete the
evaction as best you canusing Yyour fingers
thenproceed witha laparotomy.
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Repair the uterus with a single layer of interrupted sutures
(2117), andperforma tubal ligation if thex is a complete
family anyway.If the tissues do not ha, try to plug the
laceration with omentum, if there is minimal bleeding.
Otherwiseyou maybe forcedto performa hysterectomy
(23.15). Look for any structures, especially small bowel,
which may have been damaged in the perforation.

N.B. The treatnm@ of an accidental perforation of a
nonpregnant uterus or a small perforation in the midline
of a uterus without infected products is differé&f 4).

If septicaemiadevelops,treat vigorously with 1V fluids,
broadspectrum antibiotics, and oxygen.Correct the
acidosis and support the ventilation.

the

If you feel crepitations in tissues

suspect GAS GANGRENE (6.24).

23.3 Abnormal and dysfunctional
uterine bleeding(DUB)

Abnormal uterine bleeding ihedes any bleeding which is
abnormal in its degree and timing. Dysfunctional uterine
bleeding (DUB) is irregular, heavy or losasting
bleedingnot related to infection, pregnancy, medication or
neoplasm.

In low-resouce counties abnormal uterine blead
usually has some obvious pathology. The list of its
possible causes is a long one and is given below.
Only diagnose DUB after you have excluded obvious
pathology. DUB occurs most commonly at the extremes of
reproductive life in young girls not long after menarche
and h older women nearing the menopause,
before complete amenorrhoea sets IJB should be an
uncommon diagnosis in the prime of life; if you make it
often, you are probably misdiagnosing miscaeig
Chlamydia and Trichomonasinfections, cervical cancer,
submucosal fibroids, or chronic ectopic gestation.

The commonest cause of DUB is the failure to ovulate.
Because ovulation does not occur in the middle of a cycle
as it should, the corpus luteudoes not develop and

produce progesterone normally. The endometrium grows
abnormally thick under the influence of unopposed
oestrogen, and eventually begins to shed unevenly.
Courses of progestagen stop bleeding temporarily,
and when thee are stopped normal periods usually follow.

The important diseases not to miss are carcinoma of the
cervix (very common), and, usually in women >35yrs,
mostly postmenopausal, carcinoma of the endometrium.
The investigation of abnormal bleeding ofterguies
intervention, but you may have to limit yourself to pitipr
cases. These are interenstrual bleeding, and especially
postcoital bleeding, which does not have some more
obvious cause. Heavy regular periods are a common
complaint, and are usuallyebign but may result in severe
anaemia.

HISTORY. A careful history and examination will nearly
always reveal some obvious cause.

ONSET #fAWhen did the bleedi
days do you bleed and when
iwWere you bleeding | ast week

Ask the woman to ekcribe the bleeding pattern by giving
approximate dates and amounts. Make sure the npatie
distinguishes blood escaping vaaily, from blood in the
urine. If she sometimes does not bleed at all for a week or
s0, a malignancy is unlikely.

CAUTION!
(1) Avoid labels like ‘polymenorrhoea’, 'menorrhagia’
dnetrorrhagidetc.because they ateo vague.
(2) Ask about postoital bleeding.

EXAMINATION. Is there anaemia? Examine the pelvic
abdomen bimanually. Examine the cervix with a
speculum.

DIAGNOSE DUB by exclusion, and remember that
D&C is not automatic treatment for all forms oferine
bleeding Exclude:

() Chronic PID 23.1), vaginitis (due tdoreignbody,
chlamydia trichomonas or atrophic menopausahange)
cervicitis & cervical ectopy

(2) Miscarriage (20.2),@opic gestation (26),

(3) Contraceptive medication, diees or hormone
treatment,

(4) Fibroids @3.7), cervical or intrauterine prolapsing
polyp 23-8),

(5) Ovarian cysts and tumourd39),

(6) Cervical or @adometrial carcinoma2 8),

(7) Gestational trophoblastic diseg28.10).

(8) Tuberculosis (16.1)

At age <10yrs, there is probably a foreign bodysitu.
At age <20yrs, this is probablyruly DUB.
At age 20-40yrs, there may be any of the pathology listed
above. Don't miss carcinoma of the cervix. If there is
inte-menstual or postcoital bleeding, be sure to take a
biopsy of any hard, friable, or ulcerated area on the cervix.
NB. A D&C will not diagnose carcinoma of the cervix
nor will a Papanicolau (Pap3mear(23.8);you can almost
always diagnose carcim@a advanced enough to bleed by
looking at the cervix with a speculum and taking a biopsy.
In early premalignant cases you need to inspeetith 4%
acetic acid. However, if you need acetic acid to see if there
is something wrong with the cervix then thleeding is not
caused by carcinoma in the visible part of the cervix, but
there might coincidentallybe a very early carcinoma, or
one situated in the cervical canal or endometrium.
At age >40yrs, and especially if there is postmenopausal
bleeding ( bl eedi ng O1lyr after
always inspect the cervix, and if normal, do a suction
curettage to exclude carcinoma of the endometrium.
Other common causes include fibroids, especially
prolapsed submucosal fibroids2%7), and atrophic
vaginitis.
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TREATMENT.

Use the contraceptive pill bd for 10days, then od.
Bleeding will probably stop while taking the medication.
There will be a withdrawal bleed (normal, scanty,
or heavy) 23days after stopping, but this should not last
>1wk, after which normal periods should restart.
Explain this to the patient. Review her again in a month,
to see if treatment has worked, and bleeding has stopped.
Of coursegif she neds contraceptigrcontinue the pill.

If bleeding has not stopped

(1) your diagnosis was wrong, or

(2) she didhot take the tablets regularly, or

(3) the DUB is unsuited to hormonal treatment.

Perform a suction curettage lese this will be either
curative or diagnosti2@4).

In young girls with such severe anaemia that does not
allow for time for pills to take effect, and which makes GA
dangerous, suction the uterus with a 4nwannula
this will often cure the problem instantly,
dramatically and avoid the need for bloo
transfusion which maybe dangerous unless yot
add furosemide to prevent fluid overload.

234 Dilation & curettage (D&C)
(GRADE 1.4)

There are two superficially similar ogions:
the evacuation of an incomplete, or sept
miscarriage, which does not usually require th
the cervix be dilated (20.2), and dilatation an
curettage of the uterus, which is described he
Although both operations hav similar
complications, they have different indications.

Most gynaecologists now use SUCTIOM
CURETTAGE if there is a pregnancy involved
and for the outpatient diagnosis o
postmenopausal bleeding and (although rare
indicated) in case of infertility westigation.

D&C is complement to a carefully taken histor:
and examination, and is not a substitute fi
them. It is also one of the commonest operatio
in gynaecology, and one of the most abuse
so make sure that you only do it on the prope
indications

(1) To diagnose the cause of abnormal bleedin
(2) To diagnose carcinoma of the endometriu
and tuberculous endometritis.

(3) To make sure that a patient is ovulating
when you are investigatinfpr infertility and
you have a poor history and no other means
(vaginal ultrasoundyr laboratory test for progestagen

DILATION &
CURETTAGE

Beware: it is easy to
perforate the uterus!

Ideally, all curettings should be sent for histology.
Unfortunately, this is unlikely to be possible, so send
priority cases. At age<40yrs, sending curettings for
histology is probably unnecessary, unless they look
abnormal macroscopically (profuse, thick, ‘'cheesy’,
or infected), or you suspeagestatbnal trophoblastic
diseas€23.10).

Although D&C is usually simple, the long list of
difficulties described below show that it can be dangerous,
and even fatal.

The main risks are:
(1) Perforating the
haemorrhage or sesi
(2) Injuring anulliparous cervix. Mostomplications listed
are rare.

uterus, perhaps followed by

Passing the
sound

Passing Hegar's’
dilator e\

keep your index
finger along the
stem of a sound,
dilator, or curette,
and you will be less
likely to perforate
the uterus

Fig. 23-4 DILATION & CURETTAGE.

A, the main danger is perforating the uterus. B, pass a sound.
C, insert Hegar's dilator. Perforation of the uterus is less likely if you
use your finger as a guide andteadier like this with the finger acting
as a brake After BonneyV. Gynaecological Surgery. Bailliere Tindall,
1964 with kind permission.
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INDICATION.

Dilatation followed by curettage

(1) To investigate abnormal bleeding. It may reveal:
carcinomaof endometrium, endocervical adenocarcinoma
(but not squamous carcinoma of the cervix, see below),
choriocarcinoma, ‘chronic endometritis’, tuberculous
endometritis, chronic anovulation, or submucous fibroids.
(2) To treat postnmenopausal cervical occlasi causing
pyometra, and to exclude carcinoma as its cause.

Dilatation only, without curettage:

(1) To correct cervical stenosis after ampigtator cone
biopsy @3.9.

(2) To permit the insertion of an 1UD.

CAUTION!

(1) Don't perform a D&C to treat dysmenorrhoea
occurring for the first timgeven if other methods have
failed. Persevere witlanalgesics. If necessary treaith
the combined contraceptive pill or deoovera to
suppress ovulation.

(2) Where menses have never occuyigfteckif there is a
uterus at all after failing to produce a withdrawal bleed
with hormones.

(38) Where menses have occurred and then, stfipr also
failing to produce a withdrawal bleed with hormones,
checkif, after an earlietraumaticevacuation, the aatior
wall has fused with the posterior wall of the uterus
(Ascherman syndrome)

N.B. D&C will not diagnose carcinoma of the
ectocervix for which a biopsyis necessary(2338).
Don't do a D&C if you suspect there & tubcovarian
abscess which you should be able to diagnose clinically.
Infection will have fixed the uterusdilating it with
dilators may perforate it, spread the pus, and cause a fatal
peritonitis

N.B. Ovulation can be proved by a regular pdriof
biphasic basal temperature curve or by examination of the
cervical mucus: a D&C is not necessarinovulation
outside pregnancy can be investigated not by D&C but by
seeing if you ca initiate a withdrawal bleedwith
progestagens. If sahere are likely to be enough
oestrogens. If not there are anatomical problems
(the Ascherman syndme, a blocked vagina or absent
uterus) or she is postmenopausalvithdrawal from using
a combinedoral contraceptivepill produces bleediy,
then the anatomy is in ordéunless there is a bicornuate
uterus).

N.B. If you only want tdake an endometrial biopsy,
use a fpette or small Karmarcannulg you can do this as
an outpatient procedure.

You will usually make thediagnosis of tuberculosis
histologically, but look at a separate specimen under
microscopy, especially in the presence of HIV disease and
if you are working in an area of high incidence.

EQUIPMENT.

A catheter, Sims'ral Auvard's vaginal specula, 2ulelum forceps,
a pair of narrow ovum forceps, sharp curettes of different sizes, and a set
of Hegar's uterine dilators. Arrange these in order of size on the trolley.

EXAMINATION.

(1) Effect a bimanual examination with disposable gloves
to feel the size, position, and mobility of the uterus
(feel also for disease in the adnexipte particularly if
the uterus is retrovertedecause this increases the chance
of perforating it with a misdirected dilator.

(2) Then put on sterilgloves.If it is not already empty,
drain the bladder.

(3) Swab the vulva and vagina. When you dilate the
cervix, you will need a mental picture of its shape.
Measure the depth of the uterus with a dilator or suction
curette, except when you suspect aaairiage.

CAUTION. Do not use a sound, which is thin and can
easily perforate the uteru®\ sound is useful, however,
outside pregnancy, if there is a tortuous cervical channel.
Adapt the curve of the sound to the cervical channel,
and carefully try to find your way into the uterine cavity.

If you succeed, you do not need to push it against the
fundus. Sometimes sideward pressure or massaging
(up or down) is needed to make it possible to follow the
sound with a small dilator (for a D&C), a suction curette
(DUB, PMB) or forinsertion ofan IUD.

DILATION.

If you expect a difficult dilation, insert misoprostol

2 0 0 mtg the vagina a fewdurs before the procedure.
(This is routine in many places for inserting an 1UD,
especially in nullipara.)

Start by making sure that the buttocks are well over the
end of the table. If you are not using GA, inject the cervix
with 3-4ml 1% lidocaine, using the thinnest needle
possible and making sure it is fixed tightly onto the
syringe Then grasp the anterior lip of the cervix with a
vulsellum facepstransverselyThen inject more lidocaine,
just under the surface of the vagina in the ifoga beside
thecervi x at
inject from inside outj.e. from endocerix into the body
of the cervixWait 2mins.

Pull the cervix well down. This will bring a sharply
anteverted or retroverted uterus towards altial position,
and reduce the risk of perforation. If it is very soft, as after
labour, use sponge forceps.

With the picture of the uterine cavity in your mind, dilate
the cervix, starting with the smallest dilator. As you do so,
place a finger besidit to act as a 'brake’, if you enter the
cervix suddenly.

Insert the dilator in the direction which minimizes the
resistance to it. When it has been in place @8fsec,
insert the next size without delay, and without waiting for
the cervix tocontract again. Dilate a large uterus more
than a small one. Stay in the midline: if you cause a
perforation in the fundus, it is much less dangerous than in
the parametria where there are large blood vessels.
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CAUTION!
(1) Be gentle.
(2) Dilate slowly, leaving each dilator in place f@0sec.
(3) Don't twist the dilators.
(4) Be particularly careful not to perforate the uteyus
especially in the first few months after delivery,
or if you suspect a missed or incompletéscarriage,
carcinoma of the endometrium or trophoblastic disease.
All these make it soft, friable and easily perforated.
(5) If you suspect a carcinoma, make sure you dilate the
cervix enough to let you explore the uterus adequately.

CURETTAGE.

Start scraping at the fundus, and scrape towards you all
round the anterior, posterior, and lateral surfaces of the
uterine cavity. Continue until there is a scratching feeling.

EARLY DIFFICULTIES DURING A D&Co

If you cannot pass a sounar small dilatorthe uterus is
probably acutely flexed, either forwards or backwards.
Feel it carefully:

If the uterus is anteverted (flexed forwards), pass the
sound under direct vision though the external os, remove
the speculum, and depress the handff the sound
posteriorly on to the perineum. When it is in the axis of the
uterine canal it will probably pass.

If the uterus is retroverted (flexed backwards)t may be
held in place by adhesions. If a bimanual examination
shows that it is fixed, alb@lon the operatioanless a D&C

is essentialThen put the vulsellum on the posterior lip of
the cervix and pull it well down; pass the dilators with
their points backwards.

CAUTION! If you tear the adhesions that are holding
the uterus, she may bledgdto the pouch of Douglas,
or into the peritoneum. You may then have to open the
abdomen to secure haemostasis.

If the cervix is so rigid that the larger dilators will not
passwithout the risk of causing tearing, leave one dilator
in place for several minutes, before introducing the next
one. If a dilator is tightly gripped as you remove it, reinsert
it and leave it in a little longer before inserting the next
largest size. A wllipaross or
stiff. Don't use excessive forc&ou can usually do an
adequate suction or curettage with a small, sharp curette,
even ifthe cervical canal is only dilated to Hegar 6 (Ch20).

If larger dilators do not passas fir as smaller ones, you
are inserting successive dilators a progressively shorter
distance into the uterus. If you fail to realize what you are
doing, you may only curette the cervical canal, and not the
body of the uterus. Return to the smaller dilatarg] start
again.

If you find inserting larger dilators is unnaturally easy,
stod You have probably lacerated the cervix,
and increased the risk of bleeding and sepsis.

The tear may run into the vaginal vault from the external
0s, or it may start near the internal os, so that the tips of
succeeding dilators ultimately enter the broad ligament.

If a dilator suddenly slips in much further than the one
before (not uncommon), you have probably perforated the
uterus into the peritoneatavity, or into the broad
ligament on dher side, or into the bladder.
Even experts occasionally do this, especially if a patient is
pregnant, postpartum, or pasiscarriage, or if the uterus
has been softed by an endometrial carcinoma,
or gestational trophoblastic disease

(1) Abandon the operation, andbn't try to confirm the
diagnosis by probing the uterus

(2) Don't irrigate the uterus

I nf use Ri n g ermabssalinel\aasdtmartitar theo r
pulse, blood pressure, and temperature Yzhrly.
Treat with IV gentamycin, ampicillin and metronidazole.
Expect recovery, but if there is deterioratiqrerform a
laparotomy.

If you perforate the uterus and aloop of bowel appears

at the vaging donodt be tempted t
anastomose it at the vaginand d o n 6 t push
through the tear and plug the uterus with gaulzestead,
performa laparotomy, reduce the herniated bowel holding
it firmly in your fingers to prevent spillage. Clean it, resect
it, if it is damaged, and inspect the rest of the bowel.

If you split the tight vagina of a postmenopausal
woman with a speculum, suture, ispecially if it bleeds.

LATE DIFFICULTIES WITH A 'D&C6

If, postoperatively, there is pain on one side and a
swelling in the broad ligament ahaematoma has formed.
Occasionally, it may be so severe as to raise the
peritoneum of the side wall of the pelvis, and extend even
to the loin. If so, she will have the signsainass and of
hypovolaemia: hogfully volume replacement wikuffice

to stabilise her. Otherwiggerforma laparotomyto secure
haemostasjs which is very difficult in that area.
Try compressiorof the broad ligament for a full 15mins,
before you start looking for a bleeding poititthis fails,

put in packs ofarge gauze$o maintain the compression:

o | dervip s oftem n 6 swhen you remove them the following day, bleeding has

usually stopped or is readily controllabl

If symptoms of low abdominal pain and feverensue,
suspect salpingiti2@.1).

If peritonitis develops either

(1) there has probably been bleeding into the peeal
cavity after a perforation,

(2) you have missed apctopic gestidgon and ruptured it
with your D&C,

(3) thereis severe PID,

(4) there is iatrogenic bowel perforatioor

(5) there is a nomgynaecological cause.
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Immediately explore the pelvithrough an MARSUPIALIZING A

abdominal incision. Find and suture any .
uterine perforation. If it is extensive, BARTHOLIN'S CYST
and sutures will not control the bleeding
you can buy time by passing a rubbi
catheter around the uterus as far dou
towards the cervix as possible, and tightenil
it as a tourniquet.N.B. This tourniquet
occludes the utne and ovarian arteries ani
so cause necrosis of the utearsl ovaries if
left on >3hrs.You can, howeverpass the
tourniquet bilaterally through a vesdete

area of the mesosalpinx instead and spare
ovaries and soe blood supply to the uterus
This might be your best option if you ar
afraid to remove the uterand are referring
the patient. If you remove the uterus,
leave the vagina open to allow free drainag
If there is extensive sepsis,ash out the
peritoneal cavity.Look for damage to the
bowel, and repair it.

235 Bartholin's cyst and abscess

If a cyst developswithin the labia minora,
it is usually due tdblockage of aduct of a

Bartholin's gland, don't try to excise it
completely marsupialize it instead, whicl
means everting its wall as a pouch, and th
allowing it to heal. This is easier than tryin
to excise it, which is liable to be bloody an
cause painful scars. Use a balloon cathetel
keep a Barthol i nwakis i
unlikely to hold sutures.

MARSUPI ALI ZI NG A E
CYST. (GRADE 1.3)
Ask your assistant to immobilize the cy:
with sponges on forceps. Make a longitudin
incision, with extensions at either end, in tt
margin between the pink vaginal andlwal
skin, on the inside of the labium minus Fig. 235 MARSUPIALIZING A BARTHOLIN'S CYST.
(23-5). Let the fluid escape. Apply Alligorceps on the A, the cyst. B, the incision with its estensions. C, opening out the
edges of the labium minus, and retract them laterally.  cyst D, the first sutures. E, sutures almost complete.
If necessary, push the cyst forwards by putting a finger
behind it. Use interrupted absorbable sutures to tie the Place the balloon within the abscess cavity and inflate the
edges of the cyst wall to the skin, and to stop bleeding. balloon with a fewml of water. Tie a knot very tightly

round the catheter and cut excess tubing off so tiet t
DRAI NI NG A BARTHOL (GRADE 1.3)B S C p&@lgpn, still irflated, remains in the cavity.eave it there
Insert a small amount of L8ukcutaneously; then open the for7-10days; if it hasnot fall
abscess with a stab incision to allow pus to rdrai remove itafterdeflating the balloon.
Cut the end of the smallest Foley catheter available
carefully and introduce it (with the balloon deflated)
through the stab wound you have made.

first sutures

487



48¢

23.6Urethral prolapse

In some communities prolapse of the mucosa of the
urethra is common in younigjack girls betveen 6months

and 8yrs.t usually causes no symptoms, but a child may
have slight dysuria, or the mother may notice blood on the
clothes. While most of the urethramains in its normal

place, its mucosa is gradually extruded at the external
orifice to form a deep red or bluish tubular mass, which

swells and becomes oedematous, and occasionally even

gangrenous. You cannot replatiee prolapsed urethral
mucosa.Distinguish it from a schistosomal granulonza,
urethral caruncle (23.17),a wart or a sarcoma
Treat it with oestrogen creams. Only operate if this jfails
d o n 6t justt@appease the mother.

PROLAPSE OF THE

URETHRA
this piece i
going to
be excised
pulling the

suture through

prolapsed
_urethra
excised

C

the introitus

Fig. 23-6 PROLAPSE OF THE URETHRA. A, pass a siture through
the prolapsed urethra. B, cut the suture so as to make 2 separate
sutures at either side. C, insert further sutures as needed.

After BonneyV. Gynaecological SurgeryBailliére Tindall 1964 Figs
92-4 with kind permission.

URETHROPLASTYFORURETHRAL PROLAPSE
(GRADE 3.3)

Use a small sound to find the meatus in the prolapsed mass
of tissue. Pass a catheter, withdraw it, and then replace this

by fine artery forceps. Open the points slightly to distend
the urethra. With theofceps as a guide, transfix segments
of the prolapsing mucosa from side to side and then from
front to back with strands of 3/0 absorbable. Use a knife or
scissors, or, better, diathermy, to cut off the mucosa distal
to the point at which the sutures crofise lumen.

Pull the strands down as two loops, cut them, and then tie
each of the four pieces, so as to join the edge of the
urethral mucosa to the skin. Insert a Foley catheter for
Cr4hrs. Warrthe patienthat her vulva will be sore for at
least 1wk.

suturing the urethra
to the mucosa of

23.7 Fibroids (Uterine myomata)

Fibroids or myomata, are uncommon in youp
but common in older, particulgr black, women
There isalso certainly a relation between low parity plus
not having used hormonatontraception and fibroics
women with blocked tubeswomen with infertile
husbandshuns, women sterilised at a youngge, and
women postponing their first pregnancy till they are
>35yrs have fibroids more often.

They presentvith: (1) Infertility or subfertility.

(2) Recurrent miscarriage.

(3) Abnormal bleeding.

(4) An abdominal swelling.

(5) Lower abdominal pain, usually
premenstrual or more rarely, acute,
if a pedunculated fibroid twists.

(6) An intravaginal mass if a
pedunculated fibroid  prolapses
(23-7). The cervix dilates to allow it
to pass, and remains partly dilated
around it.

(7) Chronic infection similar to PID
where the fibroid has degenerated
and itself beconmeseptic.

inserting
the transfixing
suture

The mass may be large, necrotic,
and infected. The severity of the

symptoms depends less on the size of
the fibroids, than where they are;

a small submucous fibroid can cause
severe bleeding, whereas a huge
interstitial one may hardly be noticed.

Chronic bleeding may result in

severe anaemia.

ULTRASOUND (38.2J) scan shows

a heterogeneous hypor iso-echoic
mass attached to the uterus, maybe
with cystic or calcific changes

Decide whethermyomectomy (just removing the fibroid)
or hystaectomy, ideallytotal, removingthe cervixalsg

is best. You can perforrmyomectomyoccasionallyper
vaginam Total hysterectomy will remove the later risk of
cervical cancer.

CAUTION! Do not simply amputate a prolapsing
fibroid because it may pull the pgmeum down with it.
Surgery can be difficultor because of associated subacute
or chronic PID, the need to avoid a hysterectomy, and the
technical difficulties of doing a myomectomy.

DIFFERENTIAL DIAGNOSIS is that of a pelvic mass:
(1) Pregnancy.

(2) A full bladder.

(3) An ovarian cystZ39).

(4) A chronicectopic gestatiof20.7).

(5) PID with an inflammatory mas23.1).

(6) A miscarriage.
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CAUTION!

(1) A centrally placed fundal fibroid may feel like a
pregnant uterus, but is much harder, mobile and lumpy.
(2) Pregnancycan occur in a fibroid uterus: so check for
pregnancy before doing a hysterectomy!

A

UTERINE
FIBROIDS

incisions

Fig. 237 UTERINE FIBROIDS. A, sites of uterine fibrads:
(1) intramural. (2) subserous, distorting the tube. (3) submucous.
(4) subserous and pedunculated.(5) intra-cavity (6) prolapsing
percervical. (7) parametrial. B, a submucous fibroid polyp has
brought the fundus of the uterus down with it. C, the correct site for
incision. First, incise the fibroid longitudinally (Y) to find the level of
its pseudecapsule. Then cut or twist off and transfix the pedile
transversely just above (Z), with no danger of enteing the peritoneal
cavity. N.B. Don't incise at leveX!

INDICATIONS FOR SURGERY.

The rate at which a fibroid grows varies greatly.
If it causes no symptoms, leave it alone unless it is the size

of 012wk pr egn atwil probablytcause hi s
symptoms, so if the family is complete, recommend
hysterectomy.

The indications for removing a fibroid depend more on
symptoms (bleeding, anaemia, and premenstrual pain) than
on its size.Many patients don't neesurgery, especially
when menopause is a few years off because the fibroids
then stop growing or even reduce in size.

If the woman is older and does not want children
considemerforminga total hysterectomy28.15).

If the uterus and the mass seem fixecand tender,

and especially if there is fevethis is more likely to be
PID, with or without fibroids. Treat with antibiotics first,
and reassess in8nks.

If the temperature does not settle after a reasonable

time, and the uterus remains tender repeat the

examinatiorunderGA. There may be:

(1) A tubo-ovarian abscess which fluctuates and needs

draining. If so, leave the fibroids until later.

(2) Mobile degenerating fibroids that you can operate on.
N.B.'Reddegeneration’ can occur in a fibroid most often

during pregnancy, and can cause pain and a tender mass,

but not the degree of fever that is common with pelvic

sepsis.

If the patient is younger and wants children or has

suffered with infertility and repeated miscarriages,

consider doing a myomectomy with a tuboplasty

(if needed). Make sure she understands that:

(1) If it is found to be impracticable, she may have to have

a hysterectomy, or to have the abdomen closed with

nothing being doe.

(2) She may grow more fibroids later, especially if she

does not conceive.

MYOMECTOMY (GRADE 3.3)

INDICATIONS.
A woman with fibroids who wants children.

N.B. Fibroids may be the result of infertility treer than
its cause.Myomectomy is hazardous, and has more
complications than hysterectomy. Most patients are better
with a hysterectomy (subtotal if necessary), or with no
surgery at all.
If you are inexperiencedion't attempt it unless there is
(1) A single fibroid 40cm in diameter.
(2) A fibroid which is subserous (pedunculated into the
peritoneal cavity), or submucous (pedunculated into the
uterine cavity, and coming thugh the cervix into the
vagina: 237).

CONTRAINDICATIONS.

(1) Active sepsis.

(2) Dense adésions of both tubes which make pregnancy
anyway impossible.

(3) A large posterior fibroid in the pouch of Douglas.
Leave it unless you are an expert: removing this without
damaging the bowel or ureters is difficult, and can be
bloody.

METHOD FOR INTRAMURAL FIBROIDS.

size i
Bleeding is the great danger: cramatch 2 units of blood.
Use tourniquets to prevent bleeding. Wind a rubber sling
around the uterus, and push it down as far as you can in the
direction of the bladderdo not encircle the Fallpan
tubes and ovaries, making sure they stay above the
tourniquet. Pull the rubber sling (or Foley catheter) tight
and fix its tension by applying a clamp across both ends
just above the bladder.
Make an incision over the fibroid which exceeds its
diameer by 23cm. The correct plane to remove it in may
not be easy to find. Cut into the fibroid and you should see
it. Shell it out. If necessary, remove some of the wall of the
uterus to reduce the size of the dead space.
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Be very careful not to remove tanuch normaluterus; If there is a large fibroid prolapsing through the

if you have to repair the outer layer of the uterus under dilated cervix, define it as well as you can with your
tension, the sutures will cut through. fingers first and then twist it by rotating it with 2 vulsellum
See if you can remove more fibroids through the same forceps in the same direction till it comes loose and then
incision; grasp a small fibroid with a towel clip or remove it vaginally. If it does notey prolapse through the

vulsellum forceps to ake it easier to remove and extract cervix, you can soften the cervix by insertif§y0 0 ¢ g
from surrounding tissues. Try to prevent incisions in the  misoprostol PV; waiD4hrs and then grasp the fibroid and
lower posterior wall of the uterus. Dense adhesions fixing  twist it.

the adnexa and the uterus in theuph of Douglas can N.B. Chronic bleeding may result in severe anaemia,
easily result: there is then little chance ofgrancy and so use iron medication but rarely blood transfusion
frequent dyspareunia pre-operatively. If there is postperative bleedig, pack

the vagina. The alternative is a hysterectomyt donét
Repair the uterus with at least 2 rows of #1 absorbable this till you have administered antibiotics.
mattress sutures Remove the catheded sling If the

uterine incisims bleed, insert more mattressZ-sutures. DIFFICULTIES WITH FIBROIDS
N.B. Bleeding in the uterine wall will alwaystop once
the pressure within the wall becomes great enough. If the fibroid is painful, either spontaneously or on

palpation, with perhaps mild fever, this is due to dsept
Close the abdomen without drainage. Make sure the necrosis (red degeneration), or associated torsion of a
patient knows what you have removed, and understands pedunculated fibroid.
that she must nearly always have an elective Caesarean

Section for a subsequent pregnandfiese are usually If you discover asmall submucous fibroidwhen you are
elderly women and their last chance of pregnancy must not doing a D&C for abnormal vaginal bleeding, you may be
end in uterine rupture anaétal death! able to twist it off with the curette or ovum forceps.

REMOVING CERVICAL POLYPS If there is an endometrial mucosal polyp
you may only find it when yoa

done an ultrasound before.

If during a Caesarean $®ction, you find a fibroid,
don't remove jtunless it is pedunculated

If a woman just before menopause with moderate sized
fibroids has heavy bleeding try depoprovera 300mg
stat, then 150mg after 2months, and then agamo8Bthly

till the expected time of menopause. Bleeding may stop
and the fibroids shrink or stop growing, you may avoid

a hysterectomyMedicated IUDs/implants probably inhibit
the growth of fibroids also, or at least reduce the
associated bleeding.

Fig. 23-8 THREE WAYS OF REMOVING MUCOSAL POLYPS.
A, by twisting. B, by ligation. C, by sectionThese mucosal polyps are

much more common and are more easily removed than fibroid 23.8Cervical & endometrial carcinoma
polyps.Kindly contributed by Jack Lange.

METHOSFOR A SUBMUCOUS FIBROID POLYP. A. CARCINOMA OF THE CERVIX
There may only be a single vaginal fibroid. If there are  Cervical carcimmais among the commonest tumours in
others, they can be removed latey myomectomy or the world, and causes much suffering. Most tumours are
hysterectomy. squamous carcinomas but a few are adenocarcinomas
arising from the endocervix. Treatment is the same for the
If the pedicle of the polyp is thick and is attached well two subtypes. Carcinoma of the cervix is more common in
within the cavity of the uterus, be careful Incise it if you grand multipara, in those with a history of many sexual
have access to find the level of the capsule of the fibroid partnersjn partners of the uncircumcised, in women who
first (23-7). You can then cut and tie tpedicle just above smoke, and those with HIV. Even with ARV therapy,
this, with no danger of entering the abdomen. cervical carcinoma is 10 times as common in HIg+v

Transfix the pedicle as far as you can away from the women as HIVe (5.6).
uterine wall, and divide it distal to the ligature, so that you = Human papilloma wus (HPV) is the cause of cervical

minimize the risk of opening the peritoneal cavity. carcinoma. Many women become infected with this virus

If you don't remove it completely, it will recur, bdb not which has different subtypes, of which 163B52 are the

cut a broadbased pedicle too near the uterus leaving a  ones most often causing carcinoma. Other subtypes are
defect that you cannot close. nononcogenic and cause genital warts, for example.
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Some women are not able to conquer the initial
infection of HPV which then becomes chronic,
changes her DNA and caause cancer after many years.
Smoking, pregnancy, HIV infection, and padily
malnutrition inhibit the ability to overcome HPV.
There are now vaccines against the most common subtypes
of HPV which could have a dramatic impact on the
incidence of cervical carcinoma if given to girls (and hoys
so they dthenvirdy bebne theyaade sexually
active. Tragically this vaccine is too expensive for
widespread use imanylow-income settings

Presentation is with:

(1) intermenstrual bleeding, often bright red,

(2) postcoital bleeding,

(3) postmenopausal tdding,

(4) vaginal discharge, which is not always blestdined,
and is usually watery.

The premalignant phases of cervical cancer can be
identified in a woman without symptoms by examining a
smear of cervical cells on a slidePapsmear.

N.B. Pap smears are nearly impossible in the presence
of cervical bleeding!

Unfortunately, a screening program needs good
laboratories and a system to recall and monitor patients
with abnormal cells. A cheap and effective screening
method is to appiftug o | 6 s 4% dcktie acid orthe
cervix and examindt after 1min.Look for the squame
columnar junction where the outer pink squamous and
inner reddish columnar lining of the cervix meet.
The presence of dense, opaquell-definedcetowhited
lesions or growthshere is highly suggestive of a pre
malignant lesion (severe dysplasia). If this is present,
a cone biopsy would preventhis lesion becoming
malignant (see below)However, carcinoma is usually
recognized leer by an irregular, ulcerative lesion dfet
cervix, which bleeds easilyCervical carcinoma is less
common in those who use condoms, scoemage patients
with multiple sexual pdners, or those with partners,
who themselves have multiple pagrs, to use them.

DIAGNOSIS. Take a careful history and establish
the timing and appearance of the bleeding;
a patient may confuse vaginal bleeding with haematuria.
Examine the abdomen, and the groins. Examine the vagina
and cervix first digitally, then with a speculuasing a
good light source Perform a rectal examination and a
bimanual examination of the pelvic organs.
Do dl this as an outp#nt procedure. You may see:

(1) An ulcer on the cervix, often extending into one or
more fornices.

(2) A cervical polyp (less common).

(3) An enlarged barrethaped cervix which may look
relatively nomal.

(4) Erosion into the bladder or
vesicevaginal or rectevaginal fistula.
N.B. In all these situations, take a biopsy iuy are
unsure of the diagnosisA Pap smear is for lesions

invisible to the naked eye.

rectum causing a

DIFFERENTIAL DIAGNOSIS includes a simple cervical
ectopy, a cervical or endometrial polyp, a submucous
fibroid, various stages of miscarriage, irregular bleeding
near the menopause, camoma of the endometrium, senile
vaginitis, urethral carue (23.17) syphilis and a
tuberculous oschistosomal granuloma.

N.B. this last may look exactly like cancer!

Suggesting carcinomathe lesion feels hard, it is friable
(bits break off easily), a raised edge, you can feel it
rectally extending into her parametrium.

Suggesting cervical ectopy (normal and physiological)
an area of glandulacolumnarepithelium (usually found
inside the cervical canal)around her external os
surrounded by normal squamous epithelium withraised
edge and which a@ks not feel hard and gritty
There is usually no contact bleeding.

If an acetic acid test is suspiciofi®eze it with the help of
liquid CO (available via cool drink producers).
This will cure 8690% of patients (with some innocent
overtreatment). Nurses can easily learn to do this.
Otherwise you need ttake an excisional cone biopsy,
but this is not feasible if your patiesannotreturn for
follow-up, pay for pathologist fees etc.

N.B. D&C is not necessary for investigng carcinoma
of the cervix This does occasionally reveal carcinoma of
the body of the uterus or of the endocerttinasion of the
body of the uterus by a carcinoma of the cervix is not one
of the staging criteria for this tumour. Officially, staging
includes a cystoscopy but stagingisualy quite possible
without it.

STAGING AND MANAGEMENT

If you suspect the carcinoma is in one of the earlier stages,
with some hope of cure or palliation, take care to stage the
disease under GA in the lithotomy jptsn.

Use a speculum to inspeitte vagina for Stage IIA or lll
disease and for fistulae. Do a rectal examination to assess
spread beyond the uterus. Do a vaginal examination at the
same time, and feel the rectovaginal septum betweur
fingers.

If there is an advanced lesionan examination under GA

is unnecessary, and is possible as an outpatient if you are
gentle, and remove a small piece of tissue for histology.
You may however need to suggest admission on social
grounds, especially if home is far away, but beware if you
are dealing with terminal disease. Death in your hospital
might result in very steep transport costs for the family,
and no improvement to your reputatiobeath caused by
cervical carcinora is usually notaccompanied bypain.

It is mostly caused by uremia or blood loss. Arrange that
there is access to analgesia/sedatives if needed.

Stage 0, carcinoma in situ This is a histological
diagnosis, made from either a cone (or wedge) dyipp
or a+ve Pap smear. The cells look malignant, but have not
yet invaded the surrounding tissue, and may not do so for
many yearsjf ever. Feezing (cryosurgerysee aboveor
cone biopsy (see belowg curative at this stage.
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' CERVICAL
CARCINOMA

Fig. 23-9 CARCINO MA OF THE CERVIX .

A, a woman with a neglected carcinoma of thecervix involving the
vulva (Stage V). B, gaging the disease. Stage 0, carcinoma in situ.
Stagel, tumour is confined to the cervix (this can easily be seen and
felt). Stage lla,it extendsinto the upper vagina or uterus, but not into
the parametrium. Stage lIb, it extends into the parametrium, but not
to the pelvic wall. Stage IlI, it involves the side wall of the pelvis, or
the lower v of the vagina or produces hydronephrosis. Stage 1V,
it involves the mucosa of thebladder, or rectum, or there aredistant
metastasesC, sites ofuterine carcinoma: (1) Squamous carcinoma of
the vaginal cewix. (2) Adenocarcinoma of the endocervix.
(3) Adenocarcinoma of the endometrium. D,carcinoma of the cervix
(Stage | or ). E, pyometra; the body of the uterus is filled with pus
above a Stage | carcinoma of the ceix. After Pinter and Roberis
Young JA Texbook of Gynaecologg&C Black 5" ed 1939

Stagel. The tumour is confined to the cervix and can be
cured, either by radical hysterectomy, or by radiotherapy.
there is an 8®0% chance of surviving 5yrsA total
hysterectomy may beof some benefit, if radical
hysterectomy, i.e. with the parametrium (theround,
uterosacral, broad and cardinal ligaments) and the ugper

or %2 of the vaginaandusually also a pelvic lymph node
dissectionis not feasible

Beyond Stage |, cure is difficult to achieve by surgery
alone.

Stage IIA. The tumour extends out from the cervix into
the upper vagina or uterus, but not into the parametrium.
Stage lhis uncommon because progress to staBadIso
rapid. Manage as fortage |. There may bea 50% 5yr
survival. Radical but not simple,hysteretomyis of some
value Try to arrange radiotherapy for all cases of stages Il
& I,

Stage IIB. The tumour extends into the parametrium but
not as far as the pelvic wall. Radical surgery is impossible,
but radiotherapymay be of benefitEven if it fails, it is
nonethelesgood palliation.

Stage Ill. The tumour involves the lowa of the vagina
(IIA) or the side wall of the pelvi@liB). Manage IIIA as
for ¢gage IB. Radiotherapy can achieve 5yr survival rates
of 30-40%.

Stage IV. The tumour involves the mucosa of the bladder
or the rectum, or has spread beyond the pelvis. Palliate the
patient with chlorpromazine, diazepam and analgesics,
as the pain increase37(1, 2).

CAUTION!
(1) A Pap smeairve does not excludavasive carcinoma,
nor does ave smear prove ittferemay be carcinoma in
situ, i.e. cells with cancerous changes only within the
surface layer of the cervix which with time can develop
into cancey.
(2) Carcinoma in situdoes not cause abnoal bleeihg
or other symptoms

CONE BIOPSY (GRADE 2.2)
INDICATONS.
(1) To confirm a+ve or suspicious acetic acid test or Pap
smear. If the cervix is clinically normal, repeat the acetic
acid test before you take the biopsy.
(2) As treatmenfor carcinoma in gu, as shown by ave
Pap smear.
(3) As primary treatment for a lesion considered to be
carcinoma in situor possibly stage |, in order to obtain
reliable distinction between the two.

CAUTION!
(1)Donobt do a cepvicad dilationi H at risy
necessarydo it after you have taken the biopsy.
2)Don6t us e royitspdilsthe speedingen. h e

METHOD. Put the patient inthe lithotomy position.

A cone biopsy is notorious for postoperative bleeding,
both reactionary and secondary. Minimize this by inserting
a preliminary absorbable suture to prevent bleeding,
exactlyaswittMc Donal dé6s <cer)vi cal
Either, start by inserting #0 absorlable suture 23-10B),

and tie it. Put it all round thcervix, as high up as you can,
and pll it tight to occlude the descending cervical vessels.
Or, use vulsellum forceps to grasp the anterior aspect of
the cervix away from the lesion. Transfix the descending
cervical vessel$23-20) on each side with #0 absorbable
suture, laving the ligatures longs stays.

N.B.Schill er 6s tpete tlefiné theextend of thé )
atypical epithelium, but is not absolutely reliable. Apply 1%
iodine to the lesion and the surrounding epithelium.
Normal epithelium stainsrown, atypical epithelium may not.
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Incise the normal epitheliuma.5mm from the abnormal
epithelium, and extend your incision all round the cervix.

If you havecuttingdiathermy, cut (with your cold knife) in
small steps while in every stage of the procedure arresting
the haemorrhage. Apply Vulsellum forceps to thes lgf

the cevixatl2& 6 06 cl ock positi
Deepen the incision to remove a cone, with its apex at the
cervical canal, keeping its edge5&m away from the
abnormal tissue. Use diathermy for haemostasis if
possible. Leave the raw $ace open. Cut #hcone open in
the 12o06cl @8I0E)and seand it imtact for
histology.

BIOPSY OF THE CERVIX i
Cone biopsy

A Wedge biopsy

inserting
McDonald's
cervical
suture

open it at
12 o'clock

E

cutting
the wedge

Fig. 23-10 BIOPSY OF THE CERVIX

A, a wedge biopsy. B, insert
biopsy. C, cut the coneD, remove the cone. E, open the cone owith
an incision in the 12 o0od6clock

CAUTION! Fora pathologist to examine a cone biopsy
(2) it must be big enough,
(2) its orientation on the patient must be identifiable
(hencethel® 6 cl ock cut) .
(3) it must be in one piece,
(4) it must be injured as little as possible.
The pathologist mudbe able to reponivhetherthe edges
of the cone armmomal, and if not, where the suspicious
tissue issituated

WEDGE BIOPSY (GRADE 1.2)
INDICATIONS.
To check formalignancy in an ulcer of the cervix.

METHOD. This is similar but not the same as a cone
biopsy. At O3 sites on the ul
&mm deep, crossing the margin between the ulcerated
and the normal arg@23-10A).

ons.

Mc Donal doés

posi MANAGEMENT.

cefllat d2,3ar e a TAHeBSO + PGR e | | i

B. CARCINOMA OF THE ENDOMETRIUM

Endometrial carcinomaccurs mostly in postnenopausal
women, and presents with vaginal bleedifge older the
woman, the larger the chance that vaginal blood loss is a
sign of malignancyWhen disease is advanced, abdominal
pain with or without bowel and bladder symptoms
dominae.

STAGING

Do this either after a hysterectomy or jmeratively when
the disease is very advanced and you note imvoént of
the bladder or bowellf the cervix shows macroscopic
tumourof endometrial carcinoma, ttetage is at least IIB.

Endometrial Carcinoma STAGE
In situ 0
Confined to corpus I
Tumour limited to the endometrium 1A
Up to <% of myometrium B
>Y5 of myometrium IC
Extension to cervix Il
Endocervicablandular only A
Cervical stroma 1B
Local and/or regional as specified below: 1
Serosa/adnexa/positive peritoneal cytol 1A
Vaginal involvement 1B
Regional lymph node metastasis 1nc
Mucosa of bladder/bowel IVA
Distant metastasis VB

DIAGNOSIS. Confirm the diagnosis by doing a suction
curettage under LA, if possible. Otherwise, do a®&nd
sending scrapings for histology. If you have a vaginal
ultrasound probe, measure the 2 layers of endometrium:
(the basal and functional layer, the latter being shed during
menstruation).flthey add up to >4mmthis is indicative of

carcingma, but }/ou still need hlstology

ur e oing a cone

This depends on staging and
histological grade. If you have pegperative radiotherapy
availableeyou donoét need to take
hysterectomy; otherwise this is advisable. You need to
perform a total abdominal hgterectomy (TAH) with
bilateral salpingeoophorectomy (BSO), and add
postoperative radiotherapy(POR) and lymph node
ablation as well in certain cases.

Performing inadequate surgemyill not benefit the patient

Stage/Grade Age Treatment
IA, 1B 1,2 TAH+BSO
IA, 1B 3 < 6Qyrs TAH+BSO
IA, 1B 3 G60yrs TAH+BSO + POR
IC 1,2 <60yrs TAH+BSO

1,2 |G60yrs TAH+BSO + POR
IC 3 TAH+BSO + POR

pses
Radical TAH+BSO

Bl 11,2,3 + Lymphadenectomy + POR
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Alternatively, especially with a wetifferentiated tumour
(grade 1) where operative cure is not an option, or there is
recurrence, you can stabilize the cancer by -digbe
progestogens, usin§j50mg medroxyprogesterone acetate
od for 3wks, then wekly for 12wks, then monthly.

SURVIVAL

The 5yr survival after surgery and radiotherapy worsens

for each higher stage: Overall under the best circumstances
all stages combinethe survival is 75%.

Recurrences occur mostly in the vaginal vault and can be
temporarily controlled by radiotherapy.

239 Ovarian cysts & tumours

Many ovarian tumours are cystic, but many cysts are not
malignant and some tumours are not cysts.
Their classification is complex; this is a simplified scheme.

Benign:

(1) Functional cysts of the follicles and corpus luteum.
(2) Benign serous or mucinous cystadenomas.

(3)A dermoid cyst (contains tissuederived from
embryonal germ lagrs, such as hair or teeth)

(4) Unclassified benign cysts (simple cysts).

(5) Endo chedolat¢i.e. brows, cyétd

Malignant:

(1) Serous or mucinous cystadenocarcinomas.

(2) Stromal cell or sex cord tumours (which can produce
high levels ofoestrogens or androgens).

(3) Germ cell tumours.

(4) Metastatic tumours (from bowel, or breast).

(5) Burkitt's lymphoma.

(6) Other rarer tumours.

Borderline: tumours that look benign but metastasize or
recur 20yrs later.

Pseudocystsare postinflammatory collections of fluid
between adhesions in the pelv3({), and are not true
ovarian cysts; but the distinction is not always easy,
even at operation.

Most common ovarian malignancies are epithelial
carcinomas. They arise in the ovaries or tubes.
They metastasize in the peritoneal cavity, most commonly
on and around the ovaries, in the pelvis, in the omentum
and eventually in the wholeperitoneal cauvity.
They also metastasize to the retroperitoneal lymph nodes.
Finally they metastasize to the lungs. They rarely
metastasize to the liver. If livametastasesre obvious,
consider another primary maligmzy.

The greatest challenge when dealing with an ovarian
tumour is to know whether it is malignant or not.

Manage a benign cyst conservatively e.g. by cystectomy in
young women or adnexectomy in older women.

Expectant managemeistalsojustifiable.

Try to drain very large cysts through a small incision and
then remove the cysts. The final diagnosis (pathology) will
only become clear after the operation.

An ovarian cyst can be of any size, froaBdcm or more

in diameter, and nmya

(1) Present as a mass, or as abdominal distension, which
may be massive.

(2) Cause abdominal pain due to torsion.

(3) Be confused with pregnancy.

Very large cysts, the size of term pregnancies, are usually
benign and cause no pain. Cysts <5cm atmllysbenign.
Postmenopausal tumours are more often malignant.
Prepubertal tumours are usually gecsll malignancies.

Before the operation make a malignancy risk assessment.
The most useful diagnostic tool is ultrasou(®B.2J)

If ascites is already obvious clinically, then most often the
disease has spread through the whole abdomen.

EXAMINATION bimanually reveals a round, solid or
cystic mass, which is dull to percussion and separate from
the uterus.

ULTRASOUND (38.2J,especially with a vaginal probe)
will usually clinch the diagnosis, although if the cyst is
very large, it may be difficult to be sure where it
originates.

A benign cyst is usually: unilateral, single,
and echdranslucent (justike water). Completely smooth
cysts are usually benign functional, or endometriomas.
If white marks (solid parts) are also present, they are
dermoid cyst®r occasionally cystadenocarcinomas.
Malignant cysts are usually: bilateral, multicgstshowing
solid and cystic areas, especially with papillary formations
inside.

Ascites is a strong sign (in the absence of suggestions of
tuberculosis or cirrhosis) of malignancy. A cyst of >5cm
diameter is significant. Solid ovarian tumours are more
likely to be malignant, and produce early metastases.

A RADIOGRAPH may show teeth inside a dermoid cyst.

DIFFERENTIAL DIAGNOSIS varies according to the
presentation:

As a simple cyst

(1) Pregnancy.

(2) A distended bladder, which may contairoburine.

(3) Pseudocysts.

(4) Hydrosalpinx(blocked Fallopian tube full of liquid)

(5) Fibroids.

(6) A chronicectopic gestatiothaematocele).

(7) A broad ligament cyst arising from the Wolffian ducts
(which contribute to male genital development but regress
in females)

(8) An appendix mass, or a smglit mass.

(9) Mesenteric cysts.

(10) An enlarged spleen with a long pedicle.

(11) Hydronephrosis.

(12) Hydatid Cyst.
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As torsion:

(1) Appendicitisor an appendix mass41L).

(2) Acuteectopic gestatiof0.6).

(3) Degeneration, bleeding, or infection in a fibra3{7).
(4) A mass due to PII2B.1).

As a huge cys

(1) Ascites (dullness to percussion in the flanks, rather
than in the centre ghe abdomen).

(2) Obesity (fat is usually generalized).

(3) Pregnancy

(4) An enormous bladder from chronic urinary retention.
(5) Haematecolpostmetrium from an imperforate hymen,
so the blood of menstruation cannot escape (23.17)

OVARIAN TUMOURS

Fig. 2311 OVARIAN TUMOURS.

A, a pseudomucinous papillary cystadeoncarcinoma shown in cress
section on the right. B, a solid primary carcinoma. C, the same
carcinoma in crosssection.

Adapted from a drawing by Frank Netter with the kind permission of
CIBA-GEIGY Ld, BasleSwitzerland.

MANAGEMENT OF AN OVARIAN CYST

If a cyst is <&cm diameter, and the patient is <50yrs,

it is usually a functional (follicular or luteal) cyst, and may
be associated with dysfunctional uterine bleedi®8.3).
The simple rule is that a cyst like this need not come out.
Review the patient in-82wks, and only operate if the cyst
persists. Most functional cysts will have disappeared.
If you find such a cyst at laparotomy for some other
condition, leavet. If it looks benign,openit.

If the patientis <15yrs(before menarche), many cysts are
benign, but there is an increased risk of malignancy,
which is sometimes lowgrade. At operation the decision
to remove the ovaries is particularliffitult. Only remove
large (>10cm), solid ovarian tumours, and be sure to send
them for histology. If ovarian cystectomy is not possible,
remove only one ovary!

If the patientis 1535yrs, and the cyst is >5cndiameter,

it is probably a dermoid especially if it is firm.
Performan oophorectomy. If it is bilateral (15%), try to
leave some ovarian tissue by doing ovarian cystectomies if
there are no signs of malignancy.

If the patient is 3055yrs and the cyst is>10cm
diameter, it is likely to be a cystadenoma, which niasg
bilateral (20%).The contents may be serous, and there
may be papilliferous growths inside its wall (a sign of
dysplasia or frank malignancy), or outside (virtually
diagnostic of malignancy).arge cysts are more likely to
be malignant than small ones.

If the cystis very large its contents are likely to be
mucinous. Malignant change is unusual. If however the
mucin spills into the peritoneum, further benign tumours
may regrow all over the atbomen MYXOMA
PERITONEI)and cause dense adhesid®sielarge cysts

are serous cystadenomas; some are cystadenocarcinomas.

Try to remove a cyst without spilling the fluid, because if
you do, you may spread a malignant tumour and harm the
patient greatlylf a tumour has not spread through the wall
of a cyst, its removal intact without spilling will usually be
curative. Aspirating a cyst (using a pursstring suture
around the suction device) before you try to remoye it
makes it easier to removeequires a smaller incision
lower in the abdomenbut may not make dissection of
adhesionsany easier However thisis likely nevertheless

to cause some spillage, whose effects, ctrough,
beminimized by packing off the rest of the abdomen.

If you decide not to aspiratecyst you will obvious cause

no spillage unlesi bursts or you cut intoitthis is thera
much worse spillage than if you had aspirated thefirst
place! Even largecysts are however,not too difficult to
remove intact if you make an incisiorlarge enough
However,d o n 6 t ma k e
risk of spillage for example in a frail elderly lady
Ultrasound will give good information whether a tys
likely to be malignan¢38.2J)

Most ovarian cysts have few adhesions. If adhesions are
dense you may be dealing with:

(1) Old PID.

(2) A malignant cyst in which the growth is already
spreading into the peritoneum.

(3) Previous peritonitis that has left adhesions which have
stuck the cyst to the peritoneum.

(4) A cyst which has previously undergone torsion.

(5) Endometriosis.

If there are dense adhesions it might be possible to shell
out a benign cyst leaving thexteeme outer layer,
thus preventing damage to the surrounding tissues.
Sometimes you are forced to empty a large cyst first
because otherwise it is impossible to reach the blood
vessels behind it.

N.B. Donédt r ui nmachine syuletting then
drainagebottle overflowand allowing foam or fluid spil
into the mechanism while you attempt to drain a huge
ovarian cyst
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If the other ovary is also cysti¢ and the patientis
relatively young, perform an ovarian cystectomy,
unless there is a suspicion of malignancy. Avoid removing
both ovaries on a woman <40yrs for bilateral benign
tumours (usually dermoids containing hair or teeth).
Remember that operating on a pseudocysg oyst in the
broad ligament,is patticularly hazardous because of
bleeding.

N.B. If you have to remove both ovaries, the cheapest
hormone replacement therapy is the contraceptive pill.

If the patient is postmenopausal the risk of malignancy
is increased. Be prepared fmerform a hyserectomy,
at the timethatyou remove the cyst.

N.B. Suspect malignancy on the combination of these
factors:
(1) a womare40yrs,
(2) asolid or lobulatedumour,
(3) papillary excrescencg23-12A) onthe ovariarsurface
(especially) or inside it,
(4) ascites,
(5) metastatic depositen the peritoneum,
(6) afixed and immobilecyst

If the patient is pregnant, delay surgery till between
16-24wks gestation or later at a Caesare&attion if
obstruded labour is likely.

MANAGEMENT OF AN OVARIAN TUMOUR

If there is a bilateral, papilliferous, or obviously
malignant ovarian tumour, what you should do depends
on your skills, and how far the tumour has spread:
(1) Perform a bilateral adnextomy (removal of the cyst
with the ovary and tubesj ihere is no peritoneal spread,
andno tumour orthe uterinesurface.

(2) Perform a bilateral adnexectomy if you can clear
limited localized tumour spread

(3) Biopsy a peritoneal deposit there is wide peritoneal
spread Do not attempt heroic pelvic surgefyecause you
will not be able to cure the patient thereby.

If there is a palpable mass, ascites, or oedema of the
legs (due to lymphatic obstruction from peritoneal
deposits), considethe possibility of a solid adenmr
undifferentiated carcinoma of the ovary, which typically
presents like this. It is often bilateral, and the prognosis is
poorwhatever you do

If the tumour is solid, remember the possibility that it may
be a fibroma, which is benign, but can cause asaitélsa
pleural effusion (Meig's syndrome). Perform an
oophorectomy. If you remove the tumour, the fluid
resolves.It may be a thecomaan oestrognproducing
generdly benign tumour producindipid rich, yellow
orange fluid, or granulosa cell tumourwhich may be
malignant and present with abnormal uterine bleeding and
in 20% with endometrial cancevlost patients are >40yrs.

If you are in an endemic area andthe patient is
10-25yrs, remember Burkitt's lymphoma (17,8)hich is
often bilateral, or ydatid cyst (15.12).

A . MORE OVARIAN TUMOURS

Fig. 23-12 MORE OVARIAN TUMOURS.

A, probably a papillary serous cystadenoarcinoma. B, the same in
crosssection.C, a very large ovarian cyst showing dilated veins on
the abdominal wall. AB, adapted from drawings by Frank Netter
with the kind permission of CIB&EIGY Ltd, Basle Switzerland.
C, after Young. A Texbook of Gynaecologh&C Black5" ed 1939

INDICATIONS FOR SURGERY.
(1) Treatment or prevention of complications: torsion,
bleeding, or infection.
(2) Suspected malignancy.
(3) Discomfort due to size.
(4) Causing obstructed labour.
CAUTION! Infertility is not an indication.

OOPHORECTOMYFOR SMALLERCYSTS (GRADE 3.2)

INCISION. Make a midline or Pfannenstiel incision,
big enough to allow you to insert your hand, and to remove
the cyst intact.
If you are sure the cyst is benignmake a incision just
small enough to aspirate the cyst, geaform an ovarian
cystectomy (see below)f not, feel its whole surface for
adhesions. Search fometastass in the rest of the
peritoneal cavity, over the surface of the liver, and under
the right daphragm.
When the cyst is free of adhesions, deliver it through the
abdominal wound, and hand it to your assistant, taking
care not to pull on its pedicle, which may be so thin that it
easily tears, causing the proximal endlip into the pelvis
and bked (2313C).

CAUTION! Before you remove the cystith the ovary
examine the other ovary.
The pedicle of an ovarian cyst consists of:
(1) the infundibulepelvic ligament and ovarian vessels
superiorly(21-18, 2320, 2321),
(2) the ovarian ligament, which connects it to the uterus,
(3) partof the broad ligamentand
(4) frequently the Fallopian tube.
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BEWAREOF THE URETER which runs under the
infundibulo-pelvic ligament more deeply and posteriorly.
If the pedicle is wide (often it is not), clamj
it with several <cl a
in each of them. Cut through the pedicle
some distance from each clamp; it will b A
less likely to slipoff if you do this.

Transfix the pedicle in each clamp witl
double '2' absorbable sutures, taking care
avoid the plexus of veins as you insert tt
needle. Finally, ask your assistant to ho
the clamps, and pass a further ligature rou
the entire pedie. This will tie any veins
which may have escaped the other ligatur:
Swab the stump, and, if bleeding has be
controlled, cut the ligatures. Remove tF
cyst from the operation site, and ask ¢
unscrubbed assistant to open it. If it lool
malignant andshe is >40yrs,perform a C
bilateral adnexectomy (see belowyf the
patient is younger, wait for histological
confirmation of malignancy, and advisi
more radical surgery later if necessary.

OOPHORECTOMYFOR A VERY LARGE
CYST(GRADE 3.2)

POSITION.

Lay the patient with a sandbag undére
right buttock. This preventsthe supine
hypotensive syndrome, if sheed on her
back.

INCISION.

Make a midline incision. If you hope tc
remove the cyst intact, makeG@6cm longer
than the diameter of the cyst.

If you are not sure if you can remove th
cyst intactwith the ovary or whether this is
really necessary, make the incision ju
long enough to examine it properly
separating such adhesions as you can ¢
without too forcefu traction on the wound.
If you cannot dissect furthesafely, enlarge
the incision to see the outline of the cyst al
any adhesions. Aspirating fluid may hel
you to deliver it through the abdominal wall
but seldom heis in dissecting adhesions
A flabby cyst has an edge which is difficul.
to define, so that vital structures, such as the ureter,
are more easily cut. If you do decide to aspirate fluid,
use a powerful sucker attached to some tubing you can
secure to the cyst waljon't contaminate the operation
site with the fluid you have aspirated

CAUTION: A wound which is too small is dangerous
because you cannot dissect safely, and you are olttiged
exert excessive traction. A large wound is more likely to
dehisce or give rise to other complications.

Remove the cyst by clamping its pedici@3-13).
Be careful not to pull it so hard that you tear this.

exploring the surface
of the cyst

clamping and dividing
the padicle

REMOVING AN OVARIAN CYST

delivering
the cyst
through
the
wound

transfixing
the pedicie

tying the
pedicle
halves

applying
the encircling
ligature

Fig. 23-13REMOVING A LARGE OVARIAN CYST.

A, explore the surface of the cyst. B, deliver the cyst without
rupturing it. C, clamp and divide the pedicle. D, transfix the pedicle.
E, tie the pedicle in halves. F, apply the encircling ligature.

After BonneyV. Gynaecological Grgery, Bailliere 1964 Figs 4.2934
with kind permission.

OVARIAN CYSTECTOMY (GRADE 3.2): this removes
the cyst but leaves behind the tissue of the ovary.

INDICATIONS.

(1) The patient is <40yrs, and the other ovary is also
damaged.

(2) The cyst is >&m.
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(3) The cyst must be benign, a reasonable amount of
normal ovarian tissue should be present.

N.B. If the cystic ovary is the only remaining one,
it is not important if its tube is intact or not.
The patientneeds itsendocrine function, gardless of
possible fertility.You may be able to sil out even quite
large cystsandretain some ovarian tissue. The cyst lies in
the substance of the ovary and is covered by the ovarian
capsule.

N. B. D o n 6 tovariaa oyst ealy i pregnancy:
the corpus luteum needed for its progesterone to prevent
miscarriage may be in that cyst or ovary!

INCISION.

Make a midline or Pfannenstiel incision. Cut around the
edge of the cyst, well away from the raimng mass of the
normal ovary. Using scissors or fingers, dissect between
the cyst and the ovarian tissue. Control bleeding with 2/0
absorbable, and close the outer layer of the ovary with
continuous locking suture€over anyraw surfaceswith
omentumto avoid adhesions

SALPINGO-OOPHORECTOMY (ADNEXECTOMY)
(GRADE 3.3): this removes both Fallopian tube and ovary.

INDICATIONS.
(1) Both tube & ovary have been affected by torsion,
bleeding, or infection
(2) A possibility of malignancy
(3) Extensive adésions between tube and ovary
(4) Combined with a hysterectomy in a woman >50yrs
(usuallymeans dilateraladnexectomy

N.B. The tube and ovary receive their blood from
2 sources which anastomose with one anotther ovarian
vessels in the infundibulepelvic ligament and the
ascending branches of the uterine ves§2is18, 2214,
23-20, 23-21).

INCISION.

Make a midline or Pfannenstiel incision. Carefully divide
any adhesions between the ovary and broad ligament,
approaching thenfrom below and behind. Raise the tube
and ovary, find the infundibulpelvic ligament, and
identify the ureter, so that you can avoid it. Clamp, divide,
and tie the ovarian vessels imet infundibulepelvic
ligament. Clamp, divide, and tie the ovarian ligant.
Clamp, divide, and tie the tube.

CAUTION! Be sure not to tie the uretefhis is not a
problem if the structures are mobile. But if there are
adhesions, and especially if the ovary and tube have stuck
to the back of the broad ligament, be suredentify and
mobilize them before you resect them.

DIFFICULTIES WITH OVARIAN CYSTS

If there are EXTENSIVE ADHESIONS, this may be a
postinflammatory cyst.Don't try to deliver the tumour
until you have divided the adhesioms you may lacerate
the bovel or tear large veins. Separate them using your
hands, swabs, or scissor®{ a scalpé). Gently pass your
hand between the cyst wall and the floor of the pelvis.
Don't mistake the parietal peritoneum for the cyst wall
Don't tie offany colon when you tie off adhesions.

CAUTION! It is safer to leave a little cyst wall on the
bowel or the bladder, than to remove a little bowel or
bladder with the cyst wall. There may be many of these
cystic collections; just aspirate them rathearthrying to
remove them all.

If the cyst isnot freely mobile, but seems to be embedded
in the broad ligament, it may be arising from the remains
of the Wolffian duct. Removing it may be difficult.

It may be stuck to the broad ligament, or iesid.

The distinction is usually unimportant. If it is inside the
ligament:

(1) Be sure to avoid the uretewhich may run anywhere
over the cyst.

(2) Don't damage the venous plexuses in this region
Study the anatomy carefully before ystart.

If the cyst does not shell out easilyand extends down
close to the ureter, you would be wise to remove as much
as you can, and leave the remains open to the peritoneal
cavity (marsupialization). Take a biopsy to exclude
malignancy.

If you can define the cyst clearly by finger dissection
and are able to push the ureter out of the way, you may be
able to remove it completely. It is covered by peritoneum
which youneedto dissect off. Divide the round ligament
on the same side, to open up the brdaghment.
Then dissect off the peritoneum posteriorly, until you
reach the ovarian vessels in the infumdo-pelvic
ligament. Tie themThen dissect anteriorly and medially,
and divide the tube and ovarian ligament close to the
uterus. kally, slowly and carefully dissect the cyst from
the posterior leaf of the broad ligament, so as to avoid the
ureter.

If the infundibulo -pelvic ligament is grossly thickened

so that the ovarian vessels are difficult to distinguish from
the ureter, opemip the peritoneal tissues lateral to them,
and extend the incision towards the pelvic brim. Grasp the
ovarian vessels and draw them medially. You will then see
the ureter attached to the peritoneum, crossing the
common iliac artery.

DIFFICULTIES WITH GIANT OVARIAN CYSTS

If the patient developscardiac failure, which may be
delayed for a day or two postoperatively, treat her with a
diuretic.

If the patient develops respiratory failure,

due to the paradoxical movement of the diagim,
which is lax and overstretched, now that the cyst has been
removed, treat her with oxygen and sit her up.

If the abdomen distendspostoperatively, it is probably
due to ileus. Mobilise the patient and if this fails, insert a
nasogastritube for *2days and infuse IV fluids till bowel
function returns.

If the abdomen is abnormally lax apply an efficient
binder postoperatively.

CAUTION! Don't be tempted to resect any redundant
abdominal wall This will make the operation much more
extensive and bloody. Abdominal compartment syndrome
may result (11.10).
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CHEMOTHERAPY without a complete debulking
operation is only palliative for ovarian malignancy.
Chemotherapy may beaseful hovever in treating ascites,
and may prolong survival in pahts in Stages |l
(peritoneal spread within the pelvis) and Il (peritoneal
spread throughout the abdomen). It also delays the onset of
this distressing problem40% of patients respond to
cycl ophos pymaodi ecbiy 21tlakss for up to

6 couses. Other régimes are more effective against
epithelial ovarian carcinomas.

23.10 Gestational trophoblastic dseasg GTD)

One of the most important advances in oncology was the
discovery that many cases of choriocarcinoma could be
cured with methotrexate. In a normal pregnancy many
placental (trophoblastic) cells are carried to the lungs,
but do not grow there: they have a normal DbtAucture.
Trophoblast is only malignant when it grewutside the
uterus, or abnormally within .it There are various
possibilities:

A Benign GTD is an overgrowthof the trophoblast,
in which the chorionic villi form fluidfilled, grapelike

vesicles, up to 1cm in diameteBuch a MOLEcan be
completewithout an embryo (more common), partial

(less common), when some fetal tissues are present

A COMPLETE HYDATIDIFORM MOLE develops
mainly because a sperm héextilised a n empgtyd egg
(contains no nucleus or DNA). All the genetic material
comes from the fatheros spe
tissue. Up to 20% of patients with complete moles will
need additional surgery or chemotherapy after initial
evacuation of the mole bacse of the presence of
persistent trophoblastic material. A small percentage
of complete moles may develop inthoriocarcinoma
which isa malignant form of GTD.

A PARTIAL HYDATIDIFORM MOLE develops
when two spermsfertiise a normal egg (triploidy).
These contain some fetal tiss{most often blood vessels
containing immature nucleated red cellsas opposed to
mature red blood cells in adults, which appear as
denucleated disgsBut this tisse is often mixed with the
trophoblastic tissue. No viable fetus is formed.
Only a small percentage of patients with partial moles
need further treatment after initial evacuation.
Partial moles rarely develop into maiant GTD.

Moles of either kind can present as a miscarriage, or an
ectopic gestatian In a binovular (nonridentical) twin
pregnancy, one twin may be normal and the other a mole.
Moles vary widely in incidence from 1:120 to 1:2000
pregnagies, and are nte common in Asia than they are
elsewhere. Thus kaoptysis in a female in tHeastAsia
may bemore likely to indicate GTD than TB.

"ddlelop

B Persistent/invasive GTD (invasive mole) is a
tumourlike process which invades the myometrium and
arises fromGTD, more commonly from a completenole
The risk of this developing is greater if

(1) there wasa long time (>4months) between the last
menstrual period and evacuation,

(2) the uterus has become very large,

(3) the woman is >40yrs,

(4) the woman has had GTD in the pashese lesions
occasionally regress spontaneously.

C A metastasizing trophoblastic neoplasm (chorio-
carcinoma)arises from the trophoblast after a lib@th
(25%), a stillbirth or miscarriage (25%), an ectopic
gestationor a hydatidiform mol€¢50%).

These may all present as heavy irregular bleeding,
often being mistaken for an incomplete miscarriage.

D Placental site trophoblastic tumouris a rare form of
GTD that develops where the placenta attaches to the
uterus. This tumour most often develops after a normal
pregnancy or miscarriage. Most placerdit¢ tumours do

not spread to other sites in the ho&ometimes, though,
these tumours penetrate the muscle layer of the uterus.
Although most forms of GTD are very sensitive to
chemotherapy, placentsite tumors are not and, therefore,
they must be completely removed by surgery.

After anevacuation of GD, there may be
(1) complete recover{B0-95%),
(2) nonmetastasizing trophoblastic neopias change
(invasive mole)5-15%), or
(3) metastasizing  trophoblastic  neoplas change
(choriocarcinoma O-E%), of either high or low risknay

B blefubr? e gestatrf Wil be 'a Snold'

c.1-5% of cases.

Early diagnosis, effective treatment, and energetic
follow-up are essentiaGTD is treatablavithout too much
difficulty, but a choriocarcinoma is differentry to make
sure (oriocarcinoma patients get treatmentin a
recognized centre in your country where enough
experienceis presentto monitor patients who have a
potentially fatal diseasdut which can be cured with
potentdrugs.

A BENIGN GTD
HISTORY AND EXAMINATION.

Enquire about the times of bleeding, and ask about the
passage of ti ssue
feel of the uterus, especially changes after 2wks.
Measurethe fundal height. Listerfor the absence dahe

fetal heart(you shauld hear it at 18wks in a normal
pregnancy). Doppler fetal heart monitoring is useful.
The presence of a fetal heart reduces the probability of a
mole, but does not exclude the much rarer occurrence of a
mole in a twin pregnancy. Look for sigrof gestational
hypertension.

(6grapesd)
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PRESENTATION

Commonly <20 or >40yrs, usually presenting before
18wks gestation with;
(1) Rapid enlargement
abnomally soft.

(2) Excessive nausea and vomiting.

(3) Vaginal bleedingvhich starts at the88th wk.

(4) Passage of vesicles though the cervix.

(5) Enlarged often palpable cystic ovaries (50%).

(6) Signs of gestational hypertension.

(7) Hyperthyroidism (occasionally).

or any combination of these sig

If gestation exceeds 18wka|so the inability to palpate
fetal parts and the lack of perceived fetal movements

of the uterus, which feels

ULTRASOUND (38.2J) gives a classic appearance of
multiple cystgor6 s n o w $ih therutarus but even with
the best machines withvaginal transducer and in the best
hands the diagnosis is missed in 50% of cases and
confused with an incomplete or missed miscarriage.
Invasion of the myometrium can sometimes be seen and
cystic ovaries are often present {23).

In Asia histological exaimation should, resources
permitting, be performed of every evacuated
incomplete/missed miscarriage in case an embryo was
never seen.

In Africa that should also be the case ideally, but you
should insist on it for women who need aexsacuation
with the dagnosis of incomplete evacuation.

TESTS FOR GONADOTROPHIN.

The | eaHEG in thé blobd is somewhat related to
the prognosis but irrelevant on the whole in most
circumstances for diagnosis. A mole needs evacuation;
after that there will be a dramatirop in HCG anyway.

DIFFERENTIAL DIAGNOSIS includes:

(1) a multiple pregnancy,

(2) a miscarriage, especially a missed miscarriage,
(3) acute polyhydramnios,

(4) retention of urine with a retroverted gravid uterus,
(5) a subacute or chrongztopicgestation

MANAGEMENT

ANAEMIA, Correct the anaemia by blood transfusion.
If the Hb is <5g/dl transfuse packed cells slowly,
and precede each unit with furosemide 20mg unless there
is rapid blood loss.

N.B.Hi gh | e-HE@G4 reay lefdiffidult to detect
except in diluted urinésee below)

N.B.Hi g h | e-MGGImayhavd a thyrotoxic effect
(25.2)

EVACUATE THE UTERUS.
Crossmatch bloodlt is advisable to use at least 2 drugs to
limit blood lossand, if available 3. Start with high doses of
oxytocin IV (10U/500ml, running at 30drops/min)

ergometrine 0-5mgIManchi sopr ost ol

You can then wait and see, bfiyou have some expertise,
a suction curettage after you have felt the uteresine as
hard as a stone tkenbest.
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TUMOURS
OF THE
TROPHOBLAST

Fig. 23-14 TROPHOBLASTIC TUMOURS

A, a choriocarcinoma hasalready metastasized to the lunggtypical
6canmalnl 6 .B,a hydatidif@am mole. C, a choriocarcinoma
invading the wall of the uterus.Adapted frondrawings by Frank Netter
with the kind permission of CIBEEIGY Ltd, Basle Switzerland.

You are then presenwith the patientwhen it is most
importantto beso. If the patient has a serious tachycardia
without severe anaemia, 8mg salbutamol orally 38min
before the procedure might prevent a thyrotoxic crisis.

As soon as you start suction or even dilatation (never use a
sound), bleeding will start and it will only stop when the
uterus is empty and very well contracted. You can
sometimes use your fingeis check if it is empty.

Very Important Points Make surebefore you starthat
the suction machine works properly (at maximum
capacity): you must be able to lift the tubing with your
finger attached by vacuum suction to the end of the tube.
It must also have a largdiameter & high flow rate
An aspirator is no good because the syringe will fill up
with fluid and blood in a second and you withtrbe able

to empty the uterusBlood will then collect faster in the
uterus than yoare able to evacuate it, let aloaiéow you

o rggmgve the moldJse wide bore tubing because the tube
must not block halfway through the proceduvben the
patientis bleeding. Also the Karmaoannulashould be
large, preferably 12mm ina 16wk sized uters or
otherwiseOLOmm ifin a uterus<14wk size
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You should be able to emptghange andreconnect the
bottle fast or hav@ excellent suction machines in theatre.
N.B. This procedurean be done slickly (emptying the
uterus in 30secs)put it can also become a disasteyou
have not checked the equipment!
CAUTION! Take great care not to perforatiee uterus

If you think that evacuation is incomplete,

or if bleeding continues slightly accept this, andepeat
the curettage in 3days. Torrential bleeding can occur,
so have 2 wunits of tahsfused
unless forced to do so.

After you have evacuateithe uterus, you may feel cystic
ovaries leave thermalone Repeat the evacuationtifereis

still bleeding after 710days.

If you still cannot control the bleeding take the patient
to theatre tapply a BLynch suture(22-3). This will stop
most bleeding and not interfere with a pregnancy later.

If even then, bleeding persiststie a tourniquet round the
base of the uterus (as for a myomecto2®.7) and leave
it for 12-24hrs. Then r@pen the abdometo remove the
dead uterus; this transfosra horrendous procedure into
an easy one!

N.B. Avad a hysterectomwithout the tourniqueas he
GTD may have invaded the large vessdlsiring a
hysterectomy clamps and sutureidl cut through and you
might be unable to stajppe haemorrhage.

FOLLOW UP is essential to identify those patients
(up to 20%) who need cytotoxic drugs. Howewe98% of
women who become pregnant following a cured molar
conception will not have a furtheGTD and these
pregnancies are at no increased risk of other obstetric
complications. You can follow he expected drop in
b-HCG by routine urinary pregnancy tests. If a routine
modern monoclonal sensitive pregnancy test -¥@
(can take Zmonths) then the trophoblastic disease has
most likely virtually disappeared. You shoultbwever
repeat it then 2wkly for 3months (whitke patientis using
proper contraception) and then monthly for 1yr. If it is still
-ve youcanconsider her cured. She can stop contraception
if she wants, and become pregnant.

If the pregnancy test stays+ve then try a2"® suction
evacuatiorcarefully (even if an ultrasound scan indicates a
normal empty uterus) and send the material for histology.
If after that, the pregnancy test staye, it is then time for

a workup (chest radiograph, ultrasound of uterus, kidneys
liver, laboratory) anda quantitativeb-HCG test because
the patient will probably need chemotherapy.
You need a baselind-HCG level to see later how
succestll the chemotherapy is. THeHCG value should
preferably be reduced 90% after every course.
Commercial kitsmeasuing the quantity ofb-HCG in
serum are easiest but expensive. You could try pregnancy
tests on serial dilutions of a 24brine specime
(keeping it cool during collectionto detect the greatest
dilution showing atve result.This is an inexpensive way
of doing a quatitative test, and although it is not ideal,
you haveo do it carefully.

A modern urine test is justtve with 25miUhl
(check the leaflet ithe box). This means that if the test is
just +ve and you have collected L1%f urine, there are
375I1U in a 24hr collection. Ifx10 dilution is just+ve
there are 375Ipresen.

You must insist ona reliable form of family planning
method for a year. Ithe husband cannot be relied ¢m
use a condomugpfortunatelyusual),eitherinsert an IUD,
even though its side effects may be confused with

a charibchrairnoiaer,usedepeprovedao n 6 t

Suspect a trophoblastic neoplasm if during follow up:
(1) dark vaginal bleeding continues,

(2) the uterus remains large after evacuation or delivery,
(3)you see a haemorrhagic nodule near the urethral
meatus, vaginal vault or ceryix

(4) amenorrhoea continues.

Establish the diagnosis by ultrasound and by measuring
s e r iHEG levBlsas above.

B INVASIVE TROPHOBLASTIC NEOPLASM
(INVASIVE MOLE)

DIAGNOSIS.

A titre o f -H®G of >200IU in a 24hr specimen after
2-3months, or a rising annimprovedtitre after 2months is
abnormal.

Look for absenceof metasttic diseasein the vagina,
pelvis, liver, brain, and chest (Z31A).

The differenial diagnosis includes the incomplete
evacuation of a normal placentglacenta accreta,
or ectopic gestation.

If you make the diagnosis within 4months of delivery you
have a 95% chance of cure.

Treat with oral methotrexate 15mgf od in courses of
4days. Repeat the courses every 14days for 2 courses after
theb-HCG is normal, to a maximum of 6 courses.

If the b-HCG is still >2000U/24hrs, after 6 courses of
methotrexate, start actinomycin D 2mg/(or 1mg on
days 1& 3), one course every 3wks. Repeat this every
3wks for 2 courses aftér h eHC® test isve.

If t he-HCB test remains +ve, start therapy,
as for choriocarcinomgsee below)

C METASTASIZING TROPHOBLASTIC NEOPLASM
(CHORIOCARCINOMA)

PRESENTATION.

(1) A history of heavy irregular bleeding, sometimes
following a miscarriage especially with the need for
repeated evacuation, particularly if an embryo was never
seen by ultrasound or withthe evacuated material.

(2) Persistent amenorrhoea followi&g D.

(3) A haemorrhagic nodulen the urethral meatus/agind
vaultor cervix.

(4) Cough,
pleural effusion.

(5) An acute hamoperitoneum like a rupture@ctopic
gestationdue to perforation adheuterus by tk tumour.
(6) Neurological symptoms.

(7) Gastraintestinal bleeding.

(8) Haematuria.

chest pain, oOunre
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ULTRASOUND (38.2J) shows an irregularity in the
uterine wall.

CHESTRADIOGRAPHSmMay showoundmetastases
CAUTION! If the choriocarcinoma arose from a
hydatidiform mole, you will already have evacuated it.

If it presented in other waysjg on 6t
curettage because:

(1) A tnegativéone does not exclude the diagnosis.
(2) You can easily perforatee uterus, or cause
catastrophic bleeding.

(3) You may spread the tumour.

PROGNOSIS. All untreated patients die from multiple
metastaseslry to diagnose this diseasarly. You may

if you cannot refer to a speciglent r e,
patients, but do not
who need different complicated expensive chemotherapy

1. Index pregnancy was a mole or

miscarriage.

2. Metastases only in vagira lungs.
3. No previous chemotherapy.

4. Interval between evacuation&
chemotherapy <12months.

Low risk, after
normalisation of
b-HCG, 2 more
courses

1. Insufficient success with
previously administered
chemotherapy.

2. Metastases in >1 organ outside 1
uterus.

3. Metastases in one of: liver, splee|
kidney, Gl tract, brain, bones.

High risk, after
normalisation of
b-HCG, 3 more

courses
4. Index preghancy was a term
delivery.
5. Interval betwem evacuation &

chemotherapy >Ifonths.

LOW RISK PATIENTS :

Methotrexate
(MTX) Img/kg | IM day 1,3,5,7
24hrs after
Folinic acid methotrexate
. 15mg oral.
(Leucovorin) on day
2,4,6,8

Repeat the courses every 14 days (i.et diay 15) as long
as tHCE debreases by a factor of 10 by every course;
repeat 2 mor e
negative.

If this is unsuccessfugndif b-HCG (in blood) is<100IU,
use

ActinomycinD | 0-5mg | IV | day 1,3,5,7 |

If this is unsuccessfuthe patient is reclassifiedhigh risk
and needs treatment in a specialist centre.

courHC&stestasf t er

23.11 Uterine prolapse

Childbirth may so injure the pelvic organs that the uterus,
the bladder, or the rectum may prolapse, either singly, or
in combination. In nulliparait also occurs after the

menopause. There are large regional differences in the

do a d iprgv%klapge§ft pyolapse, most likely related to the quality of
the |

aments.

In Southern Africa prolapse is rare but stress incontinence
even more so, possibly related te thbiquitous use of the
squatting positionwhich strengthens pelvic floor muscles
Women working on the land with long skirts can easily
squd frequently and keep their bladder content small.
Travelling long distances in buses taxis might become
embarassing this also applies to shopping in

treat cirquns(gaapesrvyh%rq( @ere are few toilets for clients
attempioweyef, @S OopREQPH

PM%K%F’%, $¢

crushed raw papyrus processed into a thick paste wit

waste paper and water, cut to size and placed in ladsor

inserts
(Makapaddrom t4tafrica.co, PO Box 21049, Kampala, Uganda)

PROLAPSE
OF THE
UTERUS

pouch of Douglas

bladder

Fig. 23-15 PROLAPSE OF THE UTERUS.

A, a cystocoele and a rectocoele. B39 degree prolapse.
C,D, proccidentia; the fundus is outside the introitus. Ideally, all

these patients need a vaginal hysterectomy and an anteri¢23.13)
and posterior colporrhaphy (23.14) After Young JA Textbook of
GynaecologyA& C Black,5" ed 1939. permission requested
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If the bladder or urethra prolapse as a cystocoele
performan anterior colporrhaphi23.13)

If the rectum prolapses as a rectocoeleperform a
posterior colporrhaph{23.14)

If the uterus prolapses arrange a Manchester repair
(23.12)if it is to be leftin situ, or a vaginal hysterectomy
if it is to be removed. A simpler alternative is
ventrisuspensio(23.12)

N.B. A vaginal hysterectomywhen the uterus is
completely prolapsed out of the vagina, is much easier
than an abdominal hysterectomy: the uterine arteries are
far away from the ureters, s@u can readily ligate them
and amputate the vagina.

If there is ulceration of the prolapsed uterus apply
oestrogen cream: (you can makieis up by crushing
tablets in aseline).

MARY, 80yrs, complained thaier husband was accusirgr of having

given him an STI, because he was having pain in passing his urine.
She wanted a letter she could take to the court saying that she was free of
any STI. On examination the uterus was grossly prolapsed, ulcerated and
stinking, but shénad no evidence of any STI. A Manchester repair cured
her completelyLESSON Ritient®diagnosisare not alwaysorrect!

INSERTING A PESSARY

Fig. 23-16 A RING PESSARY is often very acceptable to an older
patient with moderate prolapse. Choose its siz10-120mm)as you

would a diaphragm, by measuring the depth 6the vagina with your

fingers. After Garrey MM. Obstetrics lllustratedChurchill Livingstone
1974, permission requested.

RING PESSARIES-OR PROLAPSE

Many old women prefer to avoid surgery, and can be
treated witha pessary. Senrigid polythene ring pessaries
are suitable. If they are comfortable they can be left in
indefinitely and may even not be noticed by the patient.
Menstruation and sexual intercourse can take place as
usual

INDICATIONS.

(1) Moderate prolage especially in an older patient.

(2) Weak perineal muscles; they will not hold a pessary
and it will keep falling out. If too big a ring is required,
thevaginal wall or cervix may prolapse through.

CONTRA-INDICATIONS.
(1) Ulceration of be prolapsed uterus.

METHOD. Choose the size of a ring pessary, as you
would a diaphragm, by measuring the depth of the vagina
with your fingers. It will usually be ¢.70mm. Lubricate it,
compress it, and insert it like a diaphragm, with the
posterior partbehind the cervix, and the anterior part
behind the symphysis.

It will resume its ring shape and take up a position in the
coronal plane. If a 70mm pessary falls out, try a larger size
in 510mm intervals. If it feels very tight and
uncomfortable, so thahe patientcannot pass urine, try a
smaller size. Let her walk around, drink a lot, go to the
toilet and return in c.lhr to see if it is likely toe
satisfactory She should not feel,iand be able to pass
urine. Make her also strain hard (when stagjiio see if it
comes out. Many women can learn to remove it and
replace itthemselvesit is not difficult and only needs
some explanation/encouragement.

Teach the old ladies how to remove and insert it
it is probably betteoff for sexual intercourse and most
women do not need it at night anyway. This will help in
reducing discharge and ulceration. Also stimes the
ring comes off(e.g. after defecatio)) so it is helpful ifa
womancan wash and replace it herself rather than visiting
hospitaljust for this.

Review her in 3months; if all is well then, review annually
and ask if the pessary is comfortable. Ideally, she needs a
new silicone pessary each yeafhis may become
permaneny coated with solid materialvhich you camot
washoff; thenreplacethe pessary

If the vagina is ulceratedat the annual cheekp, leave

the pessary out for-2months and apply oestrogen cream
nightly. When the ulcers have healed, insert a smaller
pessay, and review in 3months.

23.12 Ventrisuspension

In this operation the prolapsed uterus is sutured to the
anterior abdominal wall. This relieves both the prolapse,
and the rectocoele or cystocoele, which will proba$o

be presentVentrisuspension alone does not interfere with
the bladder, the urethra, the rectum, or the vagina.
It is not difficult, and is a convenient operation if you are
inexperienced; it does however sometimes fail.

Aim to make the anteriowall of the uterus, cervix, and
bladder stick to the rectus musclesnd to nake the
peritoneumover the bladder, and the anterior wall of the
cervix stick to the back of the pubis, so that there is no
chance obowelherniaing between them.

INDICATIONS.
(1) Prolapse involving a considerable descent of the uterus.
(2) Prolapse in old postmenopausal patients.

CONTRA-INDICATIONS.
A woman who still wants to become pregnant.

METHOD. (GRADE 2.5)

Open the abdomen through a Pfannenstiel or midline
incision, extending well down towards the symphysis
pubis. The upper limit of the incision will depend on how
far up you can pull up the uterus, when you have examined
it. Separate the uterus and adnexa from any adhesions,
bring them into the wound, anda@mine them.

Identify the peritoneal reflexion of the bladder, so that you
can avoid it. Separate thectus abdominisnuscles from

the peritoneum, along their whole length on each side of
the wound 23-17C).
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Fig. 23-17 VENTRISUSPENSION.

A, the bare area you aim to create on the uterus, with the sutures in
place. B, the abdominal wall before starting the operation. Copen
the abdominal wall andreflect the peritoneum. D,E suture the rectus
sheath and peritoneumto the uterus. E, F, tie the sutures. Ga side
view of the completed operation, showing the uterus close up against
the abdominal wall. H, the space needing closure to avoid internal
bowel herniation.

Kindly contributed by Andrew Boddhawihetham.

Use a scalpel vigorously to excoriate the antesurface

of the body of the uterus, to within 1cm of its upper and
lateral borders 43-17A). Don't excoriate the cervix
Instead, elevate and remove a strip of peritoneum about
2cm wide off the cervix, the bladder, and the anterior
abdominal wall, tgoin up with the skin incision.

Decide how high up the uterus should come behind the
abdominal wall.

Passthree #2 parallel monofilament sutures through the
outer surface of the rectus sheath on one side, through the
rectus muscle, and then out of itsréaosterior surface.
Then pass it deeply in and out of the bare area of the
anterior wall of the uterus, across into the bare area of the
other rectus muscle, and out through the anterior rectus
sheath on the other sideeave no gap between the uterus
and the anterior abdominal wall

As you do this, avoid the peritoneum, which will fold
inwards €3-17D). Apply clamps to each suture, and leave
them until later 23-17E).

Using 2/0 longacting absorbablsutureon a rounebodied
needle, and starting ttie apex of the bladder (but without
penetrating it), suture the peritoneum continuously to itself
along the line that you have previously excoriated.
When you have closed this gap, suture the peritoneum to
the edges of the excoriated aremtbe uterus. In this way,
you will have closed the peritoneal cavity, still leaving
most of the uterus and all the adnexa Hpeaitoneally,
but with the excoriated area of the anterior uterine wall
exposed in the open abdominal wall.
Now bring the anterior rectus sheaths lightly together with
a continuous #1 monofilament suture, and tie the three
large sutures which you previously passed through the
anterior wall of the uteru228-17F). The main strength of
the suspension is the adhesions #rat formednot these
sutures

N.B. In a premenopausal woman, perform tubal
ligation in addition.

If a ventrisuspension is not enough add a simple
diamondshaped excision of the amior or posterior
vaginal wallto tighten up the vagina without doing a full
Manchester repairThis consists of anterior & posterior
colporrhaphy, amputation of the cerviand plication of
the transverse cervical ligaments, sutured to the front of
the cervical stump.

2313 Anterior colporrhaphy

The anterior vaginal wall, and with it the bladder, may

bulge towards the introitus when a patient coughs or
strains (cystocoele). The same thing can happen to the
rectum (rectocoele@.14).

An anterior colporrhaphy mobilizes the bladdeturns it

to its normal place, and fixes it there by exposing the
peritoneum of the uterovesical pouch, and then suturing
the fascia on either side, so as to make a supporting
buttress from the urethra to the cervix.

EXAMINATION. Lay the patient on heside in the left
lateral position. Insert a Sims' speculum posteriorly and
anteriorly and ask her to cough and strain downwards.
The cystocoele or rectocoele will then show its full size
andthe degree of uterine descebistinguish this from a
urethral diverticulum23.17).

If the cervix comes down to the vulva she needs a
Manchester repai23.12) not just an anterior repair.

If she is postmenopausal treat her with a course of
oestradiokreambefore operating.

If there is a rectocoele, usally accompanied by a
deficient perineum, repair this at the same time.
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