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Obstetrics and Gynaecology Questions (106 to 124)

106
which surgical procedure has the highest incidence of ureteric injury?


1.
Vaginal hysterectomy


2.
Abdominal hysterectomy.


3.
Wertheim’s hysterectomy


4.
Anterior colporraphy.

Answer


3.
Wertheim’s hysterectomy
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Discussion 

There are a number of different types of hysterectomy. The operation may be done through an abdominal incision or through the vagina. The vaginal approach is most commonly used in prolapse but is also used in other situations. The abdominal approach is preferred if the ovaries are to be removed. The other types of hysterectomy depend on how much tissue needs to be removed. 
· TOTAL ABDOMINAL HYSTERECTOMY AND BILATERAL SALPINGO-OOPHORECTOMY The whole of the uterus including the cervix, tubes and ovaries is removed. 
· TOTAL ABDOMINAL HYSTERECTOMY is the same operation but the ovaries are not removed. 
· SUB-TOTAL ABDOMINAL HYSTERECTOMY is less commonly done. It is where the upper part or body of the uterus is removed and the cervix is left behind. It is done where surgical difficulties would risk damage to other organs, especially the ureters 
· VAGINAL HYSTERECTOMY involves removal of the whole uterus through the vagina and there is no abdominal incision. Because of this there tends to be less pain afterwards and a quicker recovery from the operation. It is difficult to remove the ovaries and they are often left behind. 
· LAPAROSCOPICALLY ASSISTED VAGINAL HYSTERECTOMY (LAVH) uses a keyhole surgery through the tummy to do part of the hysterectomy although the uterus removed through the vagina as for a vaginal hysterectomy. This may make removal of the ovaries or the uterus possible without needing to make a cut on the abdomen but it is not done in all hospitals. 
· A WERTHEIM'S HYSTERECTOMY is only done for cancer of the cervix. The whole uterus, the tubes and ovaries, part of the vagina, parametrium (the broad ligament below the fallopian tubes) and lymph glands are removed. 
Explanation
Historically, the abdominal hysterectomy was the most common cause of iatrogenic ureteral injuries. Clark performed the first radical hysterectomy for cervical cancer at Johns Hopkins University in 1895. Each of his radical surgeries differed. In 1898, Wertheim, a Viennese physician, developed the radical total hysterectomy with removal of the pelvic lymph nodes and the parametrium. In 1905, Wertheim reported the outcomes of his first 270 patients. The operative mortality rate was 18%, and the major morbidity rate was 31%.

In 1901, Schauta described the radical vaginal hysterectomy, which had a lower operative mortality rate than the abdominal route. In the late 20th century, radiation therapy became the favored approach because of the high mortality and morbidity of the surgical approach. Meigs repopularized the surgical approach when he developed a modified Wertheim operation with removal of all pelvic nodes. Meigs reported a survival rate of 75% for patients with stage I disease.
In Wertheim’s Hysterectomy, The ureter is dissected from the parametrium. Begin by dissecting the ureters free from the medial leaf of the broad ligament; use of vessel loops around the ureters may be helpful for continuous identification for the remainder of the procedure. Additionally, this allows tension to be applied during the more difficult unroofing of the parametrial web of the ureter. As the ureter is dissected from the parametrial web, elevation of the uterine artery may be helpful. Also, the use of Clark clamps to clamp tissue superolateral to the ureter may facilitate division and ligation of such tissue. After dissecting the ureters from the tunnel of the cardinal ligament and moving the bladder a couple of centimeters below the cervix, the posterior dissection is performed.

Comments

Other than iatrogenic causes, it will be surprising to note that The ureter is the least-often injured genitourinary organ, accounting for less than 1% of all urologic traumas secondary to external violence. Penetrating rather than blunt trauma often is the cause of the injury. The most common type of penetrating trauma is from gunshot wounds. The incidence of ureteral injury secondary to gunshot wound is estimated at 2-3%. The next most common cause is knife wounds. Associated abdominal injuries are present in 90-100% of patients.

Tips

Injuries that should raise the suspicion for a ureteral trauma include injuries to the iliac vessels, bladder, sigmoid colon, and transverse process of the lumbar spine. Blunt trauma to the ureter and renal pelvis is an even less common event and is manifested by an avulsion at the ureteropelvic junction.
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The following hormone is raised in polycystic ovarian syndrome:


1.
17-OH Progesterone


2.
Follicular stimulating hormone


3.
Lutenising hormone


4.
Thyroid stimulating hormone

Answer


3.
Lutenising hormone
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Discussion 
Stein and Leventhal were first to recognize an association between the presence of polycystic ovaries and signs of hirsutism amenorrhea (eg, oligomenorrhea, obesity). Subsequently, after successful wedge resection of the ovaries in women diagnosed with Stein-Leventhal syndrome, menstrual cycles became regular and these patients were able to conceive. Consequently, a primary ovarian defect was thought to be the main culprit, and the disorder came to be known as polycystic ovarian disease. Further biochemical, clinical, and endocrinologic studies have shown an array of underlying abnormalities; hence, the condition is now referred to as polycystic ovary syndrome (PCOS), although it may occur in women without ovarian cysts.
Explanation
A proposed mechanism for anovulation and elevated androgen levels suggests that under the increased stimulatory effect of luteinizing hormone (LH) secreted by the anterior pituitary, stimulation of the ovarian theca cells is increased. In turn, these cells increase the production of androgens (eg, testosterone, androstenedione). Because of a decreased level of follicle-stimulating hormone (FSH), the ovarian granulosa cells are not able to aromatize the androgens to estrogens, leading to decreased estrogen levels and consequent anovulation. Growth hormone (GH) and insulinlike growth factor-1 (IGF-1) also may have an augmenting effect on ovarian function.
Comments

Hyperinsulinemia also is responsible for dyslipidemia and elevated levels of plasminogen activator inhibitor 1 (PAI-1) in patients with PCOS. Elevated PAI-1 levels constitute a risk factor for intravascular thrombosis. Polycystic ovaries are enlarged bilaterally and have a smooth thickened capsule that is avascular. On cut section, subcapsular follicles in various stages of atresia are seen in the peripheral part of the ovary. The most striking ovarian feature of PCOS is hyperplasia of the theca stromal cells surrounding arrested follicles. Upon microscopic examination, luteinized theca cells are seen.
Tips

Please see Question 114 for more information 
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 Which vitamin deficient is most commonly seen in a pregnant mother who is on phenytion therepy for Epilesy?


1.
Vitamin B6

2.
Vitamin B12

3.
Vitamin A.


4.
Folic Acid

Answer


4.
Folic Acid
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Phenytoin (diphenylhydantoin) was first synthesized by a German physician named Heinrich Biltz in 1908. Biltz sold his discovery to Parke-Davis, which did not find an immediate use for it. In 1938, outside scientists including H. Houston Merritt and Tracy Putnam discovered phenytoin's usefulness for controlling seizures, without the sedation effects associated with phenobarbital.
Explanation
The anticonvulsant drug phenytoin was found to inhibit the uptake of folic acid. At a concentration of 100 micrograms/ml the drug inhibited the cellular accumulation of folic acid by 60%. The efflux of folic acid from preloaded cells was not affected by the drug. The inhibition was observed at an acidic pH of 5.8 and at a neutral pH of 7.4. Both the Na+-dependent and the Na+-independent components of folate uptake were inhibited. 
Comments

Phenytoin had no effect on the uptake of the glucose analog 3-O-methylglucose. The effect of phenytoin on folate uptake was not due to changes in Na+ fluxes, concentration gradients or energy metabolism. There is a direct effect on the folic acid uptake system.

Tips

At therapeutic doses, phenytoin produces horizontal gaze nystagmus, which is harmless but occasionally tested for by law enforcement as a marker for drunkenness (which can also produce nystagmus). Refer to Question 187 for more information about Phenytoin
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Which of the following ovarian tumour is most prone to undergo torsion during pregnancy?


1.
Serous Cystadenoma


2.
Mucenous Cystadenoma


3.
Dermoid cyst


4.
Theca Lutein Cyst

Answer


3.
Dermoid cyst
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Torsion is frequently seen with mucinous cystadenomas (Shaw) and this is the general scenario
Explanation
When you consider the effect of pregnancy on ovarian tumours, as per Mudaliar, pregnancy does not have any effect on the growth of ovarian tumours unlike its well known effects on uterine fibromata. Other changes may take place like torsion, rupture or infection. The complications are more frequent with dermoid cyst which have a tendency to remain in pelvis
Comments

Infection is more likely to occur in puerperium than in pregnancy.
Tips

As per Dutta, the complication (torsion) is more common in dermoid and serous cystadenoma
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Which one of the following congenital malformation of the fetus can be diagnosed in first trimester by ultrasound?


1.
Anencephaly


2.
Inencephaly


3.
Microcephaly


4.
Holoprosencephaly.

Answer


1.
Anencephaly

Reference
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Discussion

Anencephaly is a cephalic disorder that results from a neural tube defect that occurs when the cephalic (head) end of the neural tube fails to close, usually between the 23rd and 26th day of pregnancy, resulting in the absence of a major portion of the brain, skull, and scalp. Infants with this disorder are born without a forebrain - the largest part of the brain consisting mainly of the cerebrum - which is responsible for thinking and coordination. The remaining brain tissue is often exposed - not covered by bone or skin.

Explanation
Anencephaly can often be diagnosed before birth through an ultrasound examination. The maternal serum alpha-fetoprotein (AFP screening) and detailed fetal ultrasound can be useful for screening for neural tube defects such as spina bifida or anencephaly. 
Reliable sonographic diagnosis of anencephaly is usually possible in early second trimester (10-14wks GA). Conventional 2D ultrasound is accurate in diagnosing anencephaly5 and the sensitivity is virtually 100% after 14wks Gestational Age. 3D sonography has been shown to be equally effective in detecting anencephaly.  

On ultrasound, the cranial vault (bony calvarium) is symmetrically absent. Rudimentary brain tissue (area cerebrovasculosa) is covered by a membrane, but not bone. This be seen protruding from the base of the skull in the early second trimester, and gradually degenerates until the appearance of the head is completely flattened behind the facial structures. Facial views reveal frog-like appearance with prominent bulging eyeballs. Associated polyhydramnios usually develops in the second trimester and is likely due to absent or ineffective fetal swallowing. High degree of fetal activity is often observed. 

Comments

Infants born with anencephaly are usually blind, deaf, unconscious, and unable to feel pain. Although some individuals with anencephaly may be born with a rudimentary brainstem, which controls autonomic and regulatory function, the lack of a functioning cerebrum permanently rules out the possibility of ever gaining consciousness. Reflex actions such as respiration (breathing) and responses to sound or touch may occur. The disorder is one of the most common disorders of the fetal central nervous system.
Tips

The prognosis of anencephaly is dismal with live newborns invariably dying shortly post delivery. Termination of pregnancy is usually offered regardless of the gestational age. Anencephalic fetuses have been considered as potential organ-donors, however the ethical considerations in these cases are still under debate.
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The most common cause of tubal block in India is:


1.
Gonorrhoea infection


2.
Chlamydia infection


3.
Tuberculosis


4.
Bacterial Vaginosis

Answer


3.
Tuberculosis
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Genital tuberculosis is diagnosed more commonly in females than in males. In females, it affects the fallopian tubes and the endometrium and may cause infertility, pelvic pain, and menstrual abnormalities. 
Explanation
Self Explanatory
Comments

Diagnosis requires biopsy or culture of specimens obtained by dilatation and curettage. 
In almost half of cases of genitourinary tuberculosis, urinary tract disease is also present. Genitourinary tuberculosis responds well to chemotherapy.

Tips

In males, tuberculosis preferentially affects the epididymis, producing a slightly tender mass that may drain externally through a fistulous tract; orchitis and prostatitis may also develop.
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The following complications dueing pregnancy increase the risk of Post Partum Haemorrhage (PPH) except:

1.
Hypertension


2.
Macrosomia


3.
Twin pregnancy


4.
Hydramnios.

Answer


1.
Hypertension
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Macrosmia, Twin Pregnancy as well as Hypertension increase the risk of Post Partum Hemorrhage (PPH)
Explanation
In short the risk of PPH is increased in conditions causing distention of uterus
Comments

· The major causes of maternal death in India in 1998 (as per the Annual Report 2001 to 2002 of the Ministry of Health and Family Welfare, Govt of India) are 

· Hemorrhage

- 29 %

· Anemia

- 19 %

· Sepsis


- 16 %

· Obstructed Labour
- 10 %

· Abortion

- 09 %

· Toxemia

- 08 %

· Others


- 09 %
· Please note that Severe Bleeding causes 25 % (one fourth) of all maternal deaths world wide
Tips

Since time immemorial, Post Partum Hemorrhage had been such a dreaded disease. Even the emperor of India could not save his wife Arjuman Banu Beham from dying due to post partum hemorrhage after giving birth to her 14th child on 7th June 1631 at Ahmed Nagar. Hope you all recognize the Emperor 
113
Indicators of impending uterine rupture during labour include all of the following except:

1.
Fetal distress.


2.
Hematuria


3.
Fresh bleeding per vaginum


4.
Passage of meconium

Answer


4.
Passage of meconium
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· There are two types of event which are sometimes lumped together as 'uterine rupture'.

· The first, and most common, is a 'dehiscence'. This is where the scar starts to undo, but only by a small amount; neither mother or baby are affected. These are often called 'asymptomatic' ruptures as no symptoms are shown by mother or baby - nobody is hurt.

· The dehiscence is noticed only where a repeat caesarean is performed for reasons apart from symptoms of uterine rupture, or when there is a manual exploration of the uterus after VBAC. This means that the doctor puts her hand into the uterus and feels for tears. Such explorations are not routinely done nowadays because of risk of discomfort and infection for the mother, so many dehiscences could pass unnoticed if the mother has a VBAC.

· True uterine rupture is symptomatic, which means that the mother is losing enough blood for her and the baby to be affected. Her blood pressure falls, her pulse changes, she may experience abnormal pain in one area, even through an epidural. The baby goes into distress as its oxygen supply is interrupted. This situation is extremely dangerous for the baby and for the mother, and the baby must be delivered urgently by caesarean if it is to live.

· Rates of rupture and dehiscence are lowest for 'lower-segment' caesarean sections, sometimes abbreviated to LSCS. This means that the cut was made across the bottom part of the womb, which is the usual approach. 'Classical' caesareans involve a vertical cut and carry a higher risk of rupture.

Explanation
The only confusion in the question is whether Uterine Rupture causes hematuria ? As per most of the books, hematuria is a sign of impending rupture
Comments

As per Obstetrics & Gynecology 1975;46:573-576 © 1975 by The American College of Obstetricians and Gynecologists, in the paper Bladder injury associated with rupture of the uterus, NV Raghavaiah and AI Devi say that Rupture of the uterus is still a very common obstetric emergency in developing countries, and the urinary bladder is often injured in these patients. This fact is not fully documented in the literature. One hundred consecutive cases of rupture of the uterus in patients admitted during a 10-year period to the King George Hospital, Visakhapatnam, India, were analyzed. Bladder injury occurred in 22%. Thus, uterine rupture constitutes one of the important causes of bladder injury. In uterine rupture cases the most common clinical signs of concomitant bladder damage are hematuria and meconium-stained urine. Instillation of methylene blue solution into the bladder during surgery can help to identify small bladder rents. Routine postoperative drainage of the bladder by indwelling catheter in all cases of ruptured uterus with suspected bladder injury is an important aid to healing of the contused, devitalized bladder and can avert vesicovaginal fistula formation.

Tips

Definitions : 

· Dissolution in the continuity of the uterine wall any time beyond 28 weeks of pregnancy is called rupture of the uterus. 

· Injury to uterus in the early months is called as perforation.
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which of the following statements is incorrect regarding polycystic ovarian disease?


1.
Elevated LH hormone


2.
Can cause infertility


3.
May be associated with abnormal glucose tolerance test.


4.
Results in postdated pregnancy.

Answer


4.
Results in postdated pregnancy.
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The minimal criteria proposed for the diagnosis of PCOS include the following:

· Menstrual irregularity must be present.

· Evidence of hyperandrogenism, whether clinical (eg, hirsutism, acne, male pattern balding) or biochemical (elevated androgen level), must be present.

· Other causes of hyperandrogenism must be excluded.

Explanation
The pathophysiology of polycystic ovaries syndrome is a highly debated and complex topic. A full discussion of the underlying endocrinologic alterations is far beyond the scope of this book; however, a brief discussion of the currently accepted model may suffice.

In the normal state, the hypothalamus secretes gonadotropin-releasing hormone (GnRH) in a pulsatile manner. The pituitary gland responds to GnRH by releasing luteinizing hormone (LH) and follicle-stimulating hormone (FSH) in a similar cycle. In the follicular phase of the menstrual cycle, LH acts primarily on the theca cells of the ovary to increase the production of androgenic precursors. Concurrently, FSH acts on the granulosa cells to promote conversion of the androgens into estrogens, particularly estradiol, which assists in follicular development. During the follicular phase, increasing levels of estradiol lead to an LH surge. In a complex interaction, the LH surge, the elevated levels of estradiol, and an increase in the circulating progesterone level trigger the midcycle surge of FSH.

In polycystic ovaries syndrome, the cycle is disturbed. Any of several possible precipitating factors may contribute to the imbalance. Evaluation of blood serum levels typically reveals elevated LH levels and normal or low FSH levels. Patients also have increased levels of free estrogen, primarily estrone and estradiol. Estrogens exert a complex feedback effect on the pituitary gland that results in the suppression of FSH secretion and the increased release of LH. Thus, the production and release of androgen precursors by ovarian theca cells is increased. The peripheral conversion of androgens to estrogens, primarily estrone, strengthens the feedback effect on the pituitary gland.

The same androgens also inhibit the production of sex hormone-binding globulin in the liver, indirectly increasing levels of free estrogen in the bloodstream as well. Locally, elevated androgen levels in the ovary exert a direct inhibitory effect on follicular maturation. In conjunction with the diminished but steady presence of FSH, the follicles continue to develop without ever maturing. Thus, numerous follicles are present in the polycystic ovary and show varying phases of development and atresia.

The proposed causes of polycystic ovaries syndrome are numerous and may, in fact, be multiple. They vary from increased androgen production by the adrenal glands at puberty or times of stress to disturbances in the cyclic pattern of GnRH release by the hypothalamus. Several studies have revealed an inherited form of the disease that appears to exhibit autosomal dominant transmission with incomplete penetrance. Clearly, the pathophysiology of this disease is complex, and much remains to be learned about it.

Comments

Polycystic ovary syndrome (PCOS) is a common disorder that affects premenopausal women and is characterized by chronic anovulation and hyperandrogenism. Insulin resistance is seen in a significant subset of women with PCOS, and the disorder substantially increases the risk for type 2 DM, independent of the effects of obesity. Both metformin and thiazolidinediones may attenuate hyperinsulinemia, ameliorate hyperandrogenism, and induce ovulation, but are not approved for this indication
Tips

Please see Question 107 for more information 
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Which of the following statements is incorrect regarding levonorgestral releasing intra-uterine system?


1.
There is increased incidence of menorrhagia.


2.
This system can be used as hormone replacement therapy.


3.
This method is useful for the treatment of Endometerial hyperplasia


4.
Irregular uterine bleeding can be problem initially.

Answer


2.
This system can be used as hormone replacement therapy.
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Discussion

Levonorgestrel is the active enantiomer of norgestrel.
· Category - Contraceptive.

· Indications - Pregnancy prophylaxis.; contraception, emergency postcoital (prophylaxis)

· Pharmacology/pharmacokinetics - 19-nor derivative of testosterone; has progestational and androgenic effects.

Explanation
1. One of the risks associated with hormonal IUDs is Menorrhagia and irregular or heavy bleeding especially for the first year or so, sometimes followed by lighter periods or amenorrhoea. One the other hand, after some time there is decreased incidence of menorrhagia. As one of its effects is to reduce bleeding it is suitable for both contraception and menorrhagia treatment. Hence it can be seen that though it decreases the incidence of menorrhagia in the long run (Williams), initially, there is increased incidence of menorrhagia (www.patient.co.uk and other journals)
2. This system CANNOT be used as hormone replacement therapy for two simple reasons
a. Hormone “replacement” often means Estrogen. There are very few instances where Progesterone alone in used. And Obvioulsy our drug is not an estrogen
b. As per Park, these hormonal devices are devoid of the systemic metabnolic side effects of the pills. Thus we can safely assume that the hormone in the IUD acts only locally and has very little effect of the general circulation. As such it cannot be used as hormone replacement therapy

3.
This method is useful for the treatment of Endometerial hyperplasia


4.
Irregular uterine bleeding can be problem initially.

 Comments

· Precautions to be followed with Levonorgestrel
· Breast-feeding - Generally recommended for use 6 weeks postpartum in breast-feeding women but has been used 5 days postpartum after establishment of lactation.

· Laboratory value alterations - Serum T3 concentrations may be slightly elevated and T4 concentrations may be decreased; total serum T4 concentrations are unaffected.

· Medical considerations/contraindications - Levonorgestrel subdermal implants have not caused thrombogenic disorders, but caution may be necessary with use in patients with a history of thrombosis. Caution is necessary in patients with a history of CNS disorders, such as depression or history of convulsions.

Tips

· Side effects of Levonorgestrel
· Breakthrough menstrual bleeding or spotting, reduced amount of menstrual bleeding, and  amenorrhea are predominant side effects. 
· These bleeding irregularities may persist but are less problematic with time. 
· Other side effects include ovarian enlargement or cysts (usually reversible with continued use), acne, headaches, and mood changes.
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All of the following mechanisms might account for a reduced risk of upper genital tract infection in users of progestin – releasing IUDs, except:

1.
Reduced retrograde menstruation


2.
Decreased ovulation


3.
Thickened cervical mucus


4.
Decidual changes in the endometrium.

Answer


2.
Decreased ovulation
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Discussion

Intra Uterine devices (IUD) or Intra Uterine Contraceptive Devices (IUCD) are classified as various generations
1. First Generation – Non Medicated like Lippe’s loop

2. Second Generation – Metal releasing devices like Copper - T

3. Third Generation – Hormone releasing devices like Progestasert
Explanation
Hormone releasing IUDs increase the viscosity of the cervical mucus and thereby prevent sperm from entering the cervix. They also maintain high levels of progesterone in the endometrium and thus relatively low levels of estrogen, there by sustaining an endometrium unfavourable for implantation
Comments

Decreased Ovulation occurs with Oral Contraceptive Pills
Tips

Retrograde menstruation is also known as 'backward menstruation'. The lining of the uterus is shed during the period. In almost all women, some of the menstrual fluid flows backwards into the fallopian tubes instead of leaving the body through the vagina.

Since the fallopian tubes are open-ended (they are not joined to the ovaries, but open nearby), menstrual fluid can drip into the pelvic cavity. It is suspected that in women who experience endometriosis, the endometrial tissue contained in the menstrual fluid sticks to whatever structures it lands on (such as the ovaries) and starts to grow.
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Emergency contraception prevents pregnancy by all of the following mechanisms, except.

1.
Delaying / inhibiting ovulation


2.
Inhibiting fertilization


3.
Preventing implantation of the fertilized egg.


4.
Interrupting an early pregnancy.

Answer


2.
Inhibiting fertilization
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Emergency Contraception or Post Coital Contraception is indicated in

1. Unprotected Intercourse

2. Condom Rupture

3. Missed Pill

4. Sexual Assault

5. Rape

6. First time intercourse [(according to Dutta) is known to be ALWAYS Unplanned!! (]

Methods Used are

1. Morning after Pill

a. Endometrium Unfavourable

b. Interferes with the function of Corpus Luteum and Luteolysis

c. Increased Tubal Peristalsis

d. Delay of Ovulation

2. Yuzpe Method

3. IUCD

a. Prevents Implantation

4. Anti Progesterone(Mifepristone), on the 27th day of the cycle, irrespective of the day of intercourse

a. It does not prevent Fertilisation, but acts by blocking the action of Progesterone on Endometrium

5. Danazol

6. Interception

a. Zygote is Formed, but prevented from Implantation or Organogenesis

Explanation

1. Delaying ovulation is the mechanism of Pills.

2. No method of emergency contraception acts by Inhibiting fertilization.

3. Preventing implantation of the fertilized egg is by IUCD.

4. Interrupting an early pregnancy is by RU 486.
Comments

The answer is very clear. For those who may think that the answer is 4, please note that 3 and 4 are essentially the same process and RU 486 as well as IUCDS do both
Tips

Please see question 186 for a discussion on related topics and not the similarity as well as the difference
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Misoprostol is a:


1.
Prostaglandin E1 analogue


2.
Prostaglandin E2 analogue


3.
Prostaglandin antagonist


4.
Antiprogestin.

Answer


1.
Prostaglandin E1 analogue
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Chemically, misoprostol is a synthetic prostaglandin E1 (PGE1) analogue.

When administered, misoprostol stimulates increased secretion of the protective mucus that lines the gastrointestinal tract and increases mucosal blood flow, thereby increasing mucosal integrity.
Explanation

1.
Alprostadil, Misoprostol and Rioprostil are Prostaglandin E1 analogues

2.
Enprostil is a Prostaglandin E2 analogue


3.
Desacetyl-1-nantradol is an example of a selective prostaglandin antagonist.

4.
Mifepriston is an example of Antiprogestin.

Comments

Lanatoprost is PGF2 derivative
Tips

The name prostaglandin derives from the prostate gland. When prostaglandin was first isolated from seminal fluid in 1936, it was believed to be part of the prostatic secretions. In 1971, it was determined that aspirin-like drugs could inhibit the synthesis of prostaglandins. The biochemists Sune K. Bergström, Bengt I. Samuelsson and John R. Vane jointly received the 1982 Nobel Prize in Physiology or Medicine for their research on prostaglandins.
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Lymphatic drainage of the cervix occurs by all of the following lymph nodes, except:

1.
Parameterial lymph nodes.


2.
Deep inguinal lymph nodes.


3.
Obtruator lymph nodes


4.
Ext. iliac lymph nodes.

Answer


2.
Deep inguinal lymph nodes.
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Discussion

The lymphatics of cervix drain into the following lymph nodes coursing along the uterine veins
1. Primary Group

a. Parametrial Group – Inconsistent

b. Internal Iliac Group

c. Obturator Group

d. External Iliac Group – Anterior and Medial Group
e. Sacral Group

2. Secondary Group

a. Common Iliac and Superior Lumbar Group
Explanation
Self Explanatory
Comments

Vessels from the lower part of the uterine body pass mostly to the external iliac nodes, with those from the cervix. From the upper part of the body, the fundus and the uterine tubes, vessels accompany those of the ovaries to the lateral aortic and pre-aortic nodes, a few passing to the external iliac nodes. The region surrounding the isthmic part of the uterine tube is drained along the round ligament to the superficial inguinal nodes. Uterine lymph vessels enlarge greatly during pregnancy.
Tips

During orgasm, the cervix convulses and the external os dilates. Dr. R. Robin Baker and Dr. Mark A. Bellis, both at the University of Manchester, first proposed that this behavior worked in such a way as to draw any semen in the vagina into the uterus, increasing the likelihood of conception. Later researchers, most notably Elisabeth A. Lloyd, have questioned the logic of this theory and the quality of the experimental data used to back it.
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The treatment for a case of virilising adrenal hyperplasia is:


1.
Estrogens


2.
Antiandrogens


3.
ACTH.


4.
Cortisone.

Answer


4.
Cortisone.
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Congenital adrenal hyperplasia due to classic 21-hydroxylase deficiency is the most common cause of ambiguous genitalia in the newborn

Virilization is usually apparent at birth in the female and within the first 2 to 3 years of life in the male. Manifestations in females include hypertrophy of the clitoris with ventral chordee, partial fusion of the labioscrotal folds, and variable virilization of the urethra. The uterus, fallopian tubes, and ovaries are normal, and the wolffian ducts do not virilize, probably because adrenal function begins relatively late in embryogenesis. The external appearance of an affected female newborn is similar to that of a male with bilateral cryptorchidism and hypospadias. The labioscrotal folds are bulbous and rugated and resemble a scrotum. Rarely, the virilization is so severe that development of a complete penile urethra and prostate results in errors in sex assignment at birth. Radiography following the injection of radiopaque dye into the external genital orifice is helpful in demonstrating the presence of vagina, uterus, and (sometimes) fallopian tubes. Occasionally, virilization of the female is slight or absent at birth and becomes evident in later infancy, adolescence, or adulthood (the so-called nonclassic or late-onset form of the disorder). In both sexes, rapid somatic maturation results in premature epiphyseal closure and a short adult height. The untreated female with the classic disorder grows rapidly during the first year of life and has progressive virilization. At the time of expected puberty there is a failure of normal female sexual development and absence of menstruation.

In classic 21-hydroxylase deficiency, which accounts for about 95% of congenital adrenal hyperplasia, decreased production of hydrocortisone leads to increased release of ACTH, enlargement of the adrenal glands, and partial or complete compensation of the defect in the secretion of hydrocortisone. In about half, the enzyme defect appears to be partial, and cortisol secretion is normal. This form is termed simple virilizing. When deficiency of the enzyme is more complete, the so-called salt-losing form of 21-hydroxylase deficiency, production of cortisol and aldosterone is inadequate, leading to severe salt wastage with anorexia, vomiting, volume depletion, and vascular collapse within the first few weeks of life. In untreated patients, there is overproduction of the cortisol precursors prior to the 21-hydroxylase step, causing an increase in plasma progesterone and 17-hydroxyprogesterone. These steroids are weak aldosterone antagonists at the receptor level; in the compensated state aldosterone production increases to attempt to maintain normal sodium balance. Increased substrate availability is also responsible for the enhanced androgen synthesis and hence for the virilization.

Female pseudohermaphroditism also occurs in 11b-hydroxylase deficiency. In this disorder, a block in hydroxylation at the 11-carbon results in the accumulation of 11-deoxycortisol and deoxycorticosterone (DOC), a potent salt-retaining hormone that causes hypertension rather than salt loss. The clinical features that stem from glucocorticoid deficiency and androgen excess are similar to those in 21-hydroxylase deficiency.
Explanation
Treatment with appropriate glucocorticoids prevents the consequences of hydrocortisone deficiency, arrests the rapid virilization, and prevents premature somatic and epiphyseal maturation. The suppression of the abnormal steroid secretion corrects the hypertension in CYP11B1 deficiency and in both disorders allows normal onset of menses and development of female secondary sex characteristics. In males, glucocorticoid therapy suppresses adrenal androgens and results in normal gonadotropin secretion, testicular development, and spermatogenesis. The usual maintenance dose of hydrocortisone is 10 to 20 mg/m2 per day, given in three divided doses. However, the dose must be adjusted on an individual basis to optimize ACTH suppression while avoiding glucocorticoid side effects, which include growth retardation as well as Cushingoid features. 
Comments

Measurements of plasma 17-hydroxyprogesterone, androstenedione, ACTH, and renin levels have all been used to assess adequacy of replacement therapy. In severe CYP21A2 deficiency associated with salt loss or elevated plasma renin activity, treatment with mineralocorticoids is also indicated, and plasma renin levels should be monitored to assess the adequacy of mineralocorticoid replacement. 
Tips

Trials are underway to assess the potential use of antiandrogens (e.g., spironolactone, cyproterone acetate, flutamide) or aromatase inhibitors (e.g., latrazole, testolactone) as adjunctive therapy that may allow reductions in glucocorticoid dose. Treatment of affected fetuses in utero (beginning at 4 to 6 weeks) has been accomplished by administering dexamethasone (which crosses the placenta) to the mother. Though this treatment can reduce the extent of virilization in some girls, it is associated with maternal side effects, and the long-term consequences have not been established.
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A primigravida presents to casually at 32wks gestation with acute pain abdomen for 2hours, vaginal bleeding and decreased fetal movements, She should be managed by:

1.
Immediate caesarean section


2.
Immediate induction of labour


3.
Tocolytic therapy


4.
Magnesium sulphate therapy

Answer


1.
Immediate caesarean section
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· Abruptio placentae (ie, placental abruption) refers to separation of the normally located placenta after the 20th week of gestation and prior to birth.

· Bleeding into the decidua basalis leads to separation of the placenta. Hematoma formation further separates the placenta from the uterine wall, causing compression of these structures and compromise of blood supply to the fetus. Retroplacental blood may penetrate through the thickness of the uterine wall into the peritoneal cavity, a phenomenon known as Couvelaire uterus. The myometrium in this area becomes weakened and may rupture with increased intrauterine pressure during contractions. A myometrium rupture immediately leads to a life-threatening obstetrical emergency. 
Explanation
Placental abruption is mainly a clinical diagnosis based on findings of vaginal bleeding, abdominal pain, uterine tenderness, uterine contractions, and fetal distress. Severe uterine pain and tenderness with mild vaginal bleeding in a patient with hypertension (HTN) indicates placental abruption. Patients usually present with the following symptoms:

· Vaginal bleeding - 80%

· Abdominal or back pain and uterine tenderness - 70%

· Fetal distress - 60%

· Abnormal uterine contractions (eg, hypertonic, high frequency) - 35%

· Idiopathic premature labor - 25%

· Fetal death - 15%

There should be little doubt regarding management of abruption with decreased fetal movements. We have to go for an immediate caesarean section to save the baby (and also the mother from DIC and other complications)
Comments

Classification of placental abruption is based on extent of separation (ie, partial vs complete) and location of separation (ie, marginal vs central). Clinical characteristics include the following:

· Class 0 is asymptomatic. Diagnosis is made retrospectively by finding an organized blood clot or a depressed area on a delivered placenta.

· Class 1 is mild and represents approximately 48% of all cases. Characteristics include the following:

· No vaginal bleeding to mild vaginal bleeding

· Slightly tender uterus

· Normal maternal BP and heart rate

· No coagulopathy

· No fetal distress

· Class 2 is moderate and represents approximately 27% of all cases. Characteristics include the following:

· No vaginal bleeding to moderate vaginal bleeding

· Moderate-to-severe uterine tenderness with possible tetanic contractions

· Maternal tachycardia with orthostatic changes in BP and heart rate

· Fetal distress

· Hypofibrinogenemia (ie, 50-250 mg/dL)

· Class 3 is severe and represents approximately 24% of all cases. Characteristics include the following:

· No vaginal bleeding to heavy vaginal bleeding

· Very painful tetanic uterus

· Maternal shock

· Hypofibrinogenemia (ie, <150 mg/dL)

· Coagulopathy

· Fetal death
Tips

Causes of Placental abruption:

· Maternal hypertension - Most common cause of abruption, occurring in approximately 44% of all cases

· Maternal trauma (eg, motor vehicle accidents [MVA], assaults, falls) - Causes 1.5-9.4% of all cases

· Cigarette smoking

· Alcohol consumption

· Cocaine use

· Short umbilical cord

· Sudden decompression of the uterus (eg, premature rupture of membranes, delivery of first twin)

· Retroplacental fibromyoma

· Retroplacental bleeding from needle puncture (ie, postamniocentesis)

· Advanced maternal age

· Idiopathic (probable abnormalities of uterine blood vessels and decidua)
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The investigation of choice in a 55 year old postmenopausal woman who has presented with postmenopausal bleeding is:


1.
Pap smear


2.
Fractional curettage


3.
Transvaginal ultrasound


4.
CA-125 estimation

Answer


2.
Fractional curettage
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Bleeding per vagina following established menopause is called as Post Menopausal Bleeding. As many as one-third of the cases are due to malignancy
Explanation
Fractional Curettage is the investigation of choice in cases of Post menopausal bleeding. Fractional dilatation and curettage provides the maximum amount of tissue from the endometrial cavity, and its accuracy is 90%.
Comments

Fractional curettage uses endocervical curettage followed by endometrial curettage with two samples examined separately.
Tips

Detection of a benign lesion during  the investigation of DUB or Post menopausal Bleeding should not prevent further detailed investigation to rule out malignancy
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In which of the following genital tract malignancy, the risk of metastasis to ovary is the least?


1.
Carcinoma cervix


2.
Carcinoma endometrium


3.
Carcinoma fallopian tube


4.
Uterine sarcoma

Answer


1.
Carcinoma cervix
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Ovarian neoplasms are any benign or malignant neoplastic growths in the ovaries of a female. Malignant ovarian neoplasms are referred to as ovarian carcinoma or ovarian cancer. Ovarian cancer is the fourth leading cause of cancer death in women, the leading cause of death from gynecologic malignancies and the second most commonly diagnosed gynecologic malignancy
Explanation
Metastatic cancer of the ovary accounts for only about 5% of ovarian cancer; in the remainder, the ovary is the primary cancer site. Krukenberg tumors are the third most common metastatic ovarian cancer (after epithelial and germ-cell tumors) and make up 14% of these cancers. Unlike some forms of cancer, there is no racial bias. Krukenberg tumors are most commonly seen in middle-aged and elderly females, around or following the menopause. Risk of metastasis to ovary from Ca.Cervix is less that 1%, while the risk from Ca. Endometrium is 5 to 10 % and from the Cancer of fallopian tube is 13%. Uterine sarcoma, on the other hand is highly malignant and metastasis to other pelvic structure is very high
Comments

A Krukenberg tumor is the name given to tumors of the ovaries. Although they may appear to be a primary tumor of the ovary, are always a metastasis (i.e. a secondary tumor) which has spread from a malignant tumour in another site. Krukenberg tumors are often found in both ovaries. Microscopically, they are characterized by appearance of mucin-secreting signet-ring cells in the tissue of the ovary; when the primary tumor is discovered, the same signet-ring cells will be found.
Tips

The Krukenberg tumor is named after Friedrich Ernst Krukenberg (1871-1946), a German doctor who first described them as "fibrosarcoma ovarii mucocellulare carcinomatodes".

For a period Krukenberg worked in Marburg under Felix Jacob Marchand (1846-1928), his teacher, who was pathology department chief. Marchand in 1879 had described a peculiar form of ovarial cancer, and Krukenberg was given six cases of ovarial tumours by his tutor. From these cases he prepared his thesis of doctorate in his final year of medical studies. Neither of these cases was metastatic as no other primary was depicted on section.

Krukenberg specialised in Ophthalmology and was a fellow of Axenfeld whom he followed to another university. Krukenberg was only twenty-five years old when he described "fibrosarcoma ovarii mucocellulare carcinomatodes" – and with that his scientific production seems to have ceased completely.

The Krukenberg family can boast of two other physicians who have written their names into the history of medicine. His brother Hermann (1863-1935) was a well-known orthopaedic surgeon, remembered for Krukenberg's arm, Krukenberg's chopstick and Krukenberg's method. Another brother, Georg Heinrich Peter Krukenberg (1855-1899), was professor of gynaecology at Bonn. The Krukenberg brothers were grandchildren of Peter Krukenberg (1788-1865), and great-grandchildren of Johann Christian Reil (1759-1813) the neuropathologist, who had an area of the brain named after him, the Islands of Reil.
On the other hand, Krukenberg's spindle is a a congenital, vertical, spindle-shaped symmetrical deposition of brown pigment in the deep layers of the cornea, directed vertically. Russel-Krukenberg bodies or Russell's bodies or Unna's bodies or Unna's cells are Small spherical hyaline bodies in cancerous and simple inflammatory growth, and in degenerating plasma cells, for instance in rhinoscleroma. They represent deposits of gamma globulin.
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The best way of diagnosing Trisomy-21 during second trimester of pregnancy is:


1.
Triple marker estimation


2.
Nuchal skin fold thickness measurement


3.
Chorionic villus sampling


4.
Amniocentesis

Answer

4. Amniocentesis. 
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The most common abnormalities of chromosome number are trisomies. These occur when there are three representatives of a particular chromosome instead of the usual two. Trisomies are usually the result of meiotic nondisjunction (failure of a chromosome pair to separate). Most individuals with trisomies exhibit a consistent and specific phenotype depending on the chromosome involved. The most frequent and best known trisomy in humans is trisomy 21 or Down syndrome

Explanation

1. Triple screen test is used for detection of Down’s Syndrome. 

· It is a combined biochemical test which includes

a. MSAFP (Maternal Serum Alpha feto protein) which is LOW

b. hCG (human Chorionic Gonadotropin) which is HIGH

c. U3 (Unconjugated Estriol) which is LOW

· It is performed at 16 to 18 weeks

· It gives a risk ratio and for confirmation we need amniocentesis

2. Ultrasonography is used for assessing the fetal growth 

3. Chorionic villous biopsy is done between 10 to 12 weeks transcervically and trans abdomianlly from 10 weeks to term, but has only 97.5 % Accuracy and is associated with a fetal loss of 2 to 4 %.. 

4. Amniocentesis is done from 14 to 16 weeks. The following tests can be done

· Estimation of Alpha feto Protien in Liquor amnii (at 16 weeks normally 20 mg / L)

· Chromosomal studiesfor 

· Pregnancy above 35 years

· Previous child with deformity

· Women with X Linked disorders

· To detect inborn errors of metabolism

· Direct DNA Studies

Comments

There is a new concept called early amniocentesis to obtain the benefits of chorionic villus sampling. Amnifiltration has been used to increase the cell yield.

Tips

The question that was asked in AIPG 2004 was 

Which of the following is the investigation of choice in a pregnant lady at 18 week of pregnancy with past history of delivering a baby with Down's syndrome ?

1. Triple screen test. 

2. Amniocentesis. 

3. Chorionic villous biopsy. 

4. Ultrasonography 

