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Subject 6. Background and precancerous diseases of female genitalia. Malignant tumors of genitalia. Trophoblastic diseases.

I. Scientific and methodical support of the theme 
In the structure of oncologic sickness rate, tumours of the female genitals make up 20-30%. The data, published by the Committee on cancer of the International Federation of Obstetrians-Gynecologists, confirms that among the revealed patients the 1 stage was determined only in 20%, the other 80% of patients consulted the doctor with more widespread stages of the process, when radical treatment is fraught with many relapses and metastases or is in general impracticable. For the initial stages of cancer treatment results in recovery in 98-100% of the cases, in a part of the patients the generative function can be kept. Therefore, prophylactics of malignant tumours are a major actual problem of the public health services. In other words – an important contribution to solving the problem of malignant tumours of the genitals is made by active revealing and treatment of patients not only with early stages of malignant tumours, but also with benign tumours, and also with pretumorous diseases.
II. Training and educational goals
To acquaint (ɑ = 1) Among the persistent problems are questions of practical gynecology careful selection of patients with an increased risk of cervical cancer and monitoring of their condition as cervical cancer is the second place in the structure of cancer incidence in women, it also accounts for 60% of cancer incidence among sex organs.
Learn  (ɑ = II):
1. Background and precancerous diseases of cervix: etiology, classification, clinics, diagnostics, treatment.
2. Hyperplastic processes of endometrium: etiology, pathogenesis, classification, diagnostics, treatment methods, tactics of GP.
3. Prophylaxis of background and precancerous diseases of female genitalia.
4. Malignant neoplasms of external genitalia (cancer of vulva, vagina): classification, clinics, diagnostics, tactics and treatment approaches.
5. Cervical cancer: classification, clinics, diagnostics, tactics and treatment approaches. 
6. Cancer of endometrium: classification, clinics, diagnostics, tactics and treatment approaches.
7. Sarcoma of uterus: classification, clinics, diagnostics, tactics and treatment approaches.
8. Ovarian cancer: classification, clinics, diagnostics, tactics and treatment approaches.
9. Cancer of uterine tube: classification, clinics, diagnostics, tactics and treatment approaches.
10. Trophoblastic diseases: classification, clinics, diagnostics, tactics and treatment approaches.
Learn and improve skills (ɑ = III):
1. Classify and analyze clinical picture of precancerous and malignant diseases of female genital system.

2. Make plan of examination using modern methods of diagnostics, analyze data of laboratory and instrumental tests in precancerous and malignant diseases of female genitals and state preliminary diagnosis;
3. Conduct differential diagnostics of precancerous and malignant diseases of female genital system;
4. Determine tactics of patient management(principles of operative interventions and conservative treatment, rehabilitation measures) in precancerous and malignant diseases of female genital system;

5. Conduct prophylaxis of precancerous and malignant diseases of female genital system;
6. Perform necessary medical manipulations (inspection by means of mirrors)
To be able to (ɑ = ІV):
1. Special gynecological history.

2. Evaluate the results:

- Onkotsytolohichnoho study

- Colposcopy, ultrasound,

3. Perform gynecological research (mirror, bimanual, rectal).

4.To carry out the biopsy specimens from the cervix and cervical canal for research.

5. Draw up a plan of examination of patients with precancerous and malignant diseases.
III. Interdisciplinary integration.
	Subjects
	Know
	Possess

	Anatomy
	external and internal anatomy of the female genital organs, blood supply, innervation and lymph supply.
	show phantom structural features of the female genitals

	Physiology
	neuroendocrine regulation of ovarian-menstrual cycle.
	sketch physiology hierarchical structure of the neuro-endocrine regulation of female genital mutilation.

	Histology
	structure and morphology of the fallopian tube, ovary and uterus.
	identify normal and pathologically changed parts of the fallopian tube, ovary, uterus.

	Pathological physiology


	the level of abuse neuroendocrine regulation of female reproductive function.
	schematically depict riv¬ni defeat neuro-endocrine regulation of female genitals.

	Interdiscipline integration
Curation of patients
	plan examination and treatment of patients thematic

	make a differential diagnosis, plan to appoint examination and treatment of patients thematic


IV. The content of educational material
Background and precancerous diseases of external genitalia.
Tumors of the external genitalia - it neoplasms (growths of tissue lesions) in the vulva: vestibule, clitoris, large and small labia, large glands vestibule (Bartholin).
Background and precancerous diseases of cervix: classification.
I. Benign background processes:

· Dishormonal processes:

1. Ectopic columnar epithelium (endocervicoses, glandular erosion, pseudo): simple, proliferate epidermiziruyuschaya.

2. polyps (benign growths polipopodobnye): simple; proliferating; epidermis-ziruyuschie.

3. Benign Area of ​​transformation: the unfinished and finished.

4. Papillomavirus.

5. Endometriosis cervix.
· Post-traumatic processes:

1. Gaps of the cervix.

2. ectropion.

3. scarring of the cervix.

4. cervical-vaginal fistulas.
· Inflammation:

1. True erosion.

2. Cervicitis (exogenous and endocervicitis): acute and chronic.

II. Precancerous conditions:
· Dysplasia.

1. Simple leukoplakia.

2. Fields of dysplasia: multilayered squamous epithelium;  metallazirovannogo prismatic epithelium.

3. Papillary area of ​​transformation: multilayered squamous epithelium;  metaplazirovannogo prismatic epithelium.

4. Precancerous transformation zone
5. Warts
6. Precancerous polyps
1.leukoplakia with atypia cells
2.erythroplakia
3. adenomatosis
III. Cervical cancer
· Pre-clinical forms:

1. proliferating leukoplakia.

2. Fields atypical epithelium.

3. Papillary transformation zone.

4. atypical transformation zone.

5. Zone atypical vascularization.

6. Cancer in situ (intraepithelial, stage 0).

7. Microcarcinomas  (stage I A).
Clinical forms of cancer: exo, endophytic mixed.
Hyperplastic processes of endometrium: etiology, pathogenesis, classification, modern methods of diagnostics, management tactics, treatment principles.
Endometrial hyperplasia - a benign pathology of the endometrium, which develops in the absolute or relative hyperestrogenism.

Etiology

Risk factors for endometrial hyperplasia include:

• menstrual disorders by type of anovulation;

• a history of infertility;

• obesity;

• diabetes;

• insulin resistance;

• hereditary tendency (tumors of the ovaries, uterus, breast, colon).
Pathogenesis. The basis of the formation of endometrial hyperplasia are ovulation disorders that occur on the type of persistence or follicular atresia. The lack of ovulation is accompanied by a loss of luteal phase MC. Reduced levels of progesterone and as a result, no cyclic secretory transformation in the endometrium results in the fact that as a result of a significant increase in the level of estrogen and / or with the prolonged influence of the proliferative changes in the endometrium.
Morphologically hyperplastic processes in the endometrium aggravation and dive into the underlying layers of epithelial tissue.One morphological criteria for different forms of endometrial hyperplasia is the nature of the iron.

Simple neatipichnaya hyperplasia - an increase in the number of both glandular and stromal elements, with a slight predominance of the first - is characterized by the following features:

• Increase in the volume of the endometrium;

• structural differences from normal endometrium - active glands and stroma, glands are located unevenly, some cystic dilated;

• a balance between the glands and stroma proliferation;

• uniform distribution of blood vessels in the stroma;

• lack of atypia of the nuclei.

Integrated neatipichnaya hyperplasia - the close location of the glands distributed or focal character. She characterized by:

• more pronounced proliferation of glands;

• cancer structurally irregular shape;

• imbalance between proliferation of glands and stroma;

• more pronounced multicore epithelium;

• lack of atypia of the nuclei.

Simple atypical endometrial hyperplasia - the presence of atypia cells glands - manifested loss of polarity and location of unusual configuration of nuclei, often acquiring a rounded shape. The nuclei of cells in this type of hyperplasia - polymorphic, and they often allocated large nucleoli. The characteristic features of cell atypia:

• Cell dispolyarnost;

• wrong stratification cores;

• Anisocytosis;

• giperhromatizm cores;

• an increase of nuclei;

• Expansion of vacuoles;

• eosinophilia of the cytoplasm.

Complex atypical endometrial hyperplasia is characterized by the proliferation of epithelial component expressed as in the complex neatipichnoy hyperplasia, which is combined with the tissue and cellular atypia without invasion of the basement membrane of glandular structures. Iron loses usual for normal endometrium regularly spaced, they are very diverse in size and shape. The epithelium that lines gland, consists of large cells with polymorphic, rounded or elongated nuclei with impaired and multi-polarity of their location.

Classification
I. Simple atypical endometrial hyperplasia

II. Complex atypical endometrial hyperplasia

III. Simple atypical endometrial hyperplasia

IV. Complex atypical endometrial hyperplasia

V. Adenocarcinoma

Diagnostics

Physical methods of research

• Poll - characteristics of menstrual dysfunction; During menopause; of history - heredity (the presence of tumors in the family), infertility.

• General inspection - the presence of anemia, signs of obesity.

• Deep palpation of the abdomen - pain.

• Examination of the external genitalia.

• Inspection of the mirrors.

• bimanual gynecological examination - mobility, pain, size, texture of the uterus.

Laboratory  methods

• determination of blood group and Rh factor;

• CBC - signs of anemia;

• general urine analysis;

• determine the level of sugar in the blood - the presence of diabetes;

• biochemical blood;

• bacterioscopic analysis of discharge;

• hormone kolpotsitologiya;

• cytology aspirates and swabs from the uterine cavity (can be used to monitor the ongoing conservative therapy).

Instrumental methods

1. US (transabdominal, transvaginal preferable, doppler)

2. Fractional diagnostic curettage.

In the presence of indications:

• Hysteroscopy (visualization of pathological changes of the endometrium, their localization, the ability to perform intrauterine surgery using electricity, cryo or laser surgery);

• endometrial biopsy;

• X-ray examination (hysterosalpingography and bikontrastnaya gynecography - now rarely used).
Treatment

Pharmacotherapy

Treatment begins with a separate treatment and diagnostic curettage walls of the uterus and cervix.

The mainstay of treatment of endometrial hyperplasia is a hormone therapy.

Hormone therapy is conducted in conjunction with other methods of pathogenetic therapy

Surgery

Indications for surgical treatment of patients with endometrial hyperplasia

In reproductive age:

• complex atypical hyperplasia in the absence of effect of conservative treatment after 3 months;

• simple and complex atypical hyperplasia neatipichnaya in the absence of effect of conservative treatment at 6 months.

When neatipichnyh forms of endometrial hyperplasia, especially in women of reproductive age, it is advisable to use hysteroscopic resection or ablation of the endometrium, while atypical - preference is given to a hysterectomy.

At menopause:

• complex atypical hyperplasia - at diagnosis;

• simple and complex atypical hyperplasia neatipichnaya - in the absence of effect of conservative treatment after 3 months.
Prevention
To prevent the development of cervical pathology are necessary:
- Prevention, timely diagnosis and treatment of inflammatory processes of genitals;

- The timely correction of hormonal and immune homeostasis;

- Promotion of a culture of sexual relations;

- Prevention of abortions (rational contraception);

- To give up smoking.
Women need to know that the symptoms of cervical disease are scarce and inexpressive. They can be found in a timely manner to resolve the issue of the necessary treatment only for the regular observation of the gynecologist!
Malignant masses of female external genitals (cancer of vulva)
Cancer of the vulva (the external genitalia) is a very rare localization of malignant tumors of female genital mutilation. The incidence of 2,2-8%. Cancer of the vulva usually occurs in older women.
Etiology

Infection with human papilloma virus - if as a result of its propagation in the body are formed papilloma, often damaged, and the patient has not taken any action to combat the disease, the probability of developing cancer increases.

Malfunctions of the endocrine glands - the probability of getting cancer of the vulva is significantly increased in the pathology of the pituitary gland, the ovaries, the hypothalamus.

Genetic predisposition - demonstrated that the presence of vulvar cancer in the closest relatives, the probability of the development of his patient is slightly higher than that of other women.

Smoking - a very powerful source of carcinogens. Many women voluntarily be allowed to enter the mass of toxic substances in the body on a daily basis for many years. This can not but increase the likelihood of developing cancer in this patient.

Regarding the part of vulvar cancer is found in patients infected with human immunodeficiency virus.
Classification

0 stage - preinvasive carcinoma.

Stage 1 - tumor 2 cm in diameter, limited vulva. Regional metastases are not detected.

Stage II - tumor larger than 2 cm in diameter, limited vulva. Regional metastases are not detected.

Stage IIIa - Tumor of any size that covers the vagina and (or) the lower third of the urethra, and anus. Regional metastases are not detected.

Step IIIb - tumor same or lesser extent of metastases, which are shifted in-femoral inguinal lymph nodes.

Stage IVa - the tumor extends to the upper part of the urethra and (or) the bladder, and (or) the rectum, and (or) the pelvis. Regional metastases are not detected or removed.

IVb stage - a tumor of the same degree of local spread with any embodiments of regional metastasis, including regional metastases which are not offset, or any degree of local tumor spread to distant metastases.
Clinical  symptoms: itching, bleach; pain, pus discharge, bleeding.

Treatment

On the stage - a simple vulvectomy.

Stage I - Radical vulvectomy with inguinal-femoral lymphadenectomy

Stage II - vulvoektomiya with radical inguinal femoral lymphadenectomy + radiotherapy or a combination of curative radiotherapy.

Stage III - vulvoektomiya with radical inguinal-femoral-iliac lymphadenectomy + radiotherapy or a combination of curative radiotherapy.

Stage IV - palliative radiotherapy, chemotherapy.
Cervical cancer

In spite of definite progress in the diagnostics and treatment, cervical cancer takes a large position – 50% and takes first place among oncological diseases.

Etiology

1.
Age: the most frequency of cervical cancer is seen in the transition of the menopausal period– 32,9%, which is explained by the changes in the hormone status, ageing of connective tissue, disorder of the general and tissue metabolism, but, lately, in many countries, including ours, a tendency of an increase in the position and absolute amount of cases of the given disease among younger woman was noticed.

2.
Condition of the menstrual, reproductive and sexual functions 

3.
Viral infections (herpes simplex and human papilloma virus)

4.
Disorders of the hormonal homeostasis 

5.
Benign background pathological process (facultative precancer), precancerous dysplasia (obligate precancer).

6.
Low social-economic status of the patient can be a predisposing factor for the development of cervical cancer.
Clinic. In 6–16,4% of the cases, cervical cancer can proceed without any symptoms – asymptomatic “silent course”. One of the main symptoms for clinically expressed cervical cancer is bloody discharge of different intensity and acyclic character. Contact bloody discharge, occurring during sexual intercourse, defecation, vaginal examination, exercise is characteristic for cervical cancer.

Leucorrhoea – different character,touch of blood gives them a characteristic look like “meat slops”. 

Leucorrhoea during the initial stages of cancer frequently occur as a result of an infection or the intensification of old inflammatory processes. 

For widespread processes, patients complain of pain in the small of the back, sacrum, rectum, irradiating to the lower extremities. 

For advanced stages of the disease, unfavorable symptoms for the urinary bladder and  intestines appear.
Diagnostics

1.
Cytological (Papanicolau smears)

2.
Endoscopic (simple colposcopy, colpomicroscopy)

3.
Histological (biopsy, fractional diagnostic curettage)

Classification of pathological processes of the cervix uterus:

I. Background processes:  pseudo-erosion, erosion, leukoplakia, polyps, flat conyloma.

II. Precancerous processes – dysplasia: weak, moderate, severe.

ІІІ. Preinvasive cancer (ca in situ, intraepithelial cancer)

ІV. Microinvasive cancer

V.  Invasive cancer
Classification of cervical cancer (Ministry of Health USSR – 1985) and international classification of cervical cancer by the TNM system (1989).
Treatment. When choosing the method of treatment for cervical cancer, the following rules must be kept in mind: 
1.
Reliable clinical recovery must be provided; as a result the occurrence of relapse and the development of more expressed pathological processes are prevented.

2.
 Sparing and organ-saving methods of treatment for young women are recommended.

Treatment of preinvasive cervical cancer:

1.
Conization of the cervix.

2.
Cone-shaped electroexcision of the cervix uterus 

3.
Extirpation of the uterus. The indications for this surgery for preinvasive cervical cancer:

а) over 50 year old,

b) location of the tumor is predominantly in the cervix,

c) disseminated anaplastic variant with growth into the glands 

d) combined preinvasive cancer with myoma of the uterus 

e) when it is technically impossible to perform expanded electroexcision.

Treatment of microinvasive cervical cancer

Т1а (invasion is up to 1 mm) in women till the age of 50 - conization of the cervix,  and for Т1а2 (invasion 2-3 mm) – extirpation of the uterus while leaving the ovaries in woman of the reproductive age (up to 45 years of age).

For Т1в and Т2а – Wertheim’s operation is indicated with preoperative and postoperative radiation treatment.

Cancer of body of uterus.
Endometrial cancer ranks first among malignant tumors of the female genital organs.
Сlassification:

· adenocarcinoma;

· clear cell (mezonefroidnaya) adenocarcinoma;

· squamous cell carcinoma;

· glandular squamous cell carcinoma;

· serous cancer;

· mucinous carcinoma;

· undifferentiated carcinoma.

The shape of the growth of the primary tumor is isolated:

· cancer predominantly exophytic growth;

· cancer predominantly endophytic growth;

· endoekzofitnym with cancer (mixed) growth.

The most frequent localization of endometrial cancer: in the bottom of the body and, at least in the lower segment of the uterus.
Clinica. In the early stages of the disease is asymptomatic. The main clinical symptoms of endometrial cancer are bleeding from the genital tract, watery whites and pain.
Diagnostics. The cytologic method is widely used in clinical practice because of its availability and the possibility of multiple studies in a clinic.
US. If you suspect a cancer of the uterus attach special importance to the size of the median uterine echo (Meho) for different age groups Meho magnitude different. In the reproductive period, the maximum value of the unchanged Meho varies from 10-16 mm and post-menopausal must not exceed 5 mm. Increased anteroposterior size Meho over these values ​​should be considered as a possible sign of cancer process. With more than 12 mm Meho perform aspiration biopsy of the endometrium; Meho at least 12 mm is carried out hysteroscopy with biopsy of the endometrium; Meho at least 4 mm shown a dynamic observation. Unlike the US, the use of MRI increases the probability of detection to 82%.

Tservikogisteroskopiya and hysteroscopy can not only judge the severity and prevalence of neoplastic process, but also to produce biopsy pathologically altered epithelium, as well as evaluate the quality of medical and separate diagnostic curettage and feasibility of its implementation. In all cases of suspected cancer of the endometrium is necessary to make a separate scraping the cervix and uterus.

Histological examination. The final and decisive method of diagnosis of endometrial cancer is a histological study allows to determine the nature of morphological changes. The absence of morphological verification does not rule out neoplasia. Informative primary scraping at the initial stages of cancer reaches 100%.
Treatment

· removing the tumor.

· prevention of recurrence of the tumor and its metastasis.

Comprehensive treatment, including surgery, radiation and drug ingredients. The sequence and intensity of each of them determines the degree of spread of the disease and the biological characteristics of the tumor process. Known benefits of surgical, combined and complex treatment of endometrial cancer, which achieves high rates of five-year survival rate (80-90%), which is 20-25% higher than in the radiotherapy. Under favorable prognostic factors perform a hysterectomy with appendages, and under unfavorable - extended hysterectomy with appendages.
Sarcoma of uterus. 
Сomparatively rare malignant tumor of the connective tissue and mesenchymal origin. Sarcomas include all non-epithelial malignant tumors of the uterus. 

The following tissues are the initial material for the development of sarcomas:


а) Stroma of mucous membrane of the uterus, muscular, connective tissue, myometrium and vascular elements.

b) Immature cellular elements.

c) Mesenchymal cellular elements.

d) Heterotypical embryonal germs (mesenchymal and mesodermal).

In the last few years the possibility of development of sarcomas is connected with viral infections. Previous radiation exposure is not excluded from the role of development of sarcomas. Risk factors for the development of this tumor are premenopausal age and gynecological diseases (myoma of the uterus). 
Classifications 

·        Leiomyosarcoma

·        Endometrial stromal sarcoma

·        Mixed homologous müllerian sarcoma (carcinosarcoma)

·        Mixed heterologous müllerian sarcoma (mixed mesodermal sarcoma)
Different classifications of uterine sarcomas exist: depending on the histogenesis, initial place of development of the tumor, its location, form of the tumor, morphology and clinical features of the neoplasm. 

By location: sarcoma of the corpus uterus is seen more often than sarcoma of the cervix uterus (3,5:1).

By the initial position: sarcoma of the muscular layer and sarcoma of the mucous membrane are seen in a ratio of 6:1. Sarcoma of the muscular layer is divided into sarcoma of the myometrium and sarcoma in the myomas of the uterus in a ratio of 4:3.

By the form of growth: nodular sarcomas of the myometrium occur more often than diffuse.

Clinic. A number of general and local symptoms for the given tumor exist. 

Local symptoms: bleedings, pain, leucorrhoea. 

General symptoms: weakness, weight loss, anemia, cachexy, headache, insomnia, complaints on the part of the adjacent organs when they are affected by the process. Prolonged low grade fever or hectic temperature. 

Diagnostics – it is not possible to diagnose a sarcoma on the basis of the anamnesis of clinical data. A sarcoma can be only suspected on the basis of the following symptoms:

-
growth of the tumor during menopause,

-
bleeding or bloody discharges during menopause  

-
anemia, cachexy without previous blood loss, 

-
feeling of heaviness in the lower abdomen because of ascites or uterine tumor,

-
rapid growth of the tumor at any age and its softening,

-
the development of a tumor in the stump of the uterus after a supravaginal amputation of the uterus.

During the operation, ascites, large size of a decaying tumor, polyposis of the uterus, infiltrate of the sacrouterine ligaments, distribution of the tumor into the Douglas pouch and rectum, metastasis (nodes) on the pariental and visceral peritoneum are quite characteristic.

Additional methods of diagnostics of uterine sarcoma:

1.
Cytology of a vaginal smear, endometrium scrape. 

2.
Biopsy. The data from the histological analysis of the tumor are considered the decisive factors in the diagnostics of uterine sarcoma. 

3.
Ultrasound diagnostics.

Treatment. Taking into account the high degree of malignancy of sarcomas and the growth rate, high metastasis potential, the treatment should be complex and consist of radical surgical treatment, polychemotherapy and, depending on the morphological structure, radiotherapy. In spite of complex therapy of uterine sarcoma the effectiveness is still rather low.

For tumor of the corpus uterus, simple extirpation of the uterus is performed. If the tumor spreads to the cervix uterus, infiltration of the parametral cellular tissue, it is advisable to perform expanded extirpation of the uterus with the pelvic lymph nodes, with prior preoperative radiotherapy. Polychemotherapy and radiotherapy are used in the postoperative period.
Ovarian cancer. 
Ovarian cancer is a cancer that begins in an ovary. It results in abnormal cells that have the ability to invade or spread to other parts of the body

Common areas to which the cancer may spread include the lining of the abdomen, lining of the bowel and bladder, lymph nodes, lungs, and liver.
Classifications. Ovarian cancers are histologically and genetically divided into type I or type II. Type I cancers are of low histological grade, and include endometrioid, mucinous, and clear-cell carcinomas. Type II cancers are of higher histological grade and include serous carcinoma and carcinosarcoma.
Distinguish these types of cancers:
Epithelial carcinoma

Serous carcinoma

Small cell carcinoma

Primary peritoneal carcinoma

Clear-cell carcinoma

Clear-cell adenocarcinoma

Endometrioid

Malignant mixed müllerian tumor (carcinosarcoma)

Mucinous tumors include mucinous adenocarcinoma and mucinous cystadenocarcinoma.

Mucinous adenocarcinoma

Pseudomyxoma peritonei

Undifferentiated epithelial

Transitional cell tumor

Malignant Brenner tumor

Transitional cell carcinoma

Sex cord-stromal tumor

Granulosa cell tumor

Sertoli-Leydig cell tumor

Sclerosing stromal tumors

Germ cell tumor

Dysgerminoma

Choriocarcinoma

Immature (solid) teratoma

Mature teratoma (dermoid cyst)

Yolk sac tumor/endodermal sinus tumor

Embryonal carcinoma

Polyembryoma

Squamous cell carcinoma

Mixed tumors

Secondary ovarian cancer
Symptoms of ovarian cancer are frequently absent in early stages; In adolescents or children with ovarian tumors, the presenting symptoms can include severe abdominal pain, irritation of the peritoneum, or bleeding. As the cancer becomes more advanced, it can cause an accumulation of fluid in the abdomen. If the malignancy has not been diagnosed by the time it causes ascites, it is typically diagnosed shortly thereafter.

Ovarian cancer symptoms can vary based on the subtype. Low malignant potential (LMP) tumors, also known as borderline tumors, do not cause an increase in CA125 levels and are not identifiable with an ultrasound. The typical symptoms of a LMP tumor can include abdominal distension or pelvic pain. Particularly large masses tend to be benign or borderline.Rarely, teratomas can cause growing teratoma syndrome or peritoneal gliomatosis. The symptoms of sex cord-stromal tumors belie their ability to produce hormones. In prepubertal children, early puberty is the main symptom; abdominal pain and distension are also common. Adults instead experience menometrorrhagia and abnormal vaginal bleeding after menopause in most cases. Other common symptoms include hirsutism, abdominal pain, virilization, and an adnexal mass.

Diagnosis. A very large ovarian cancer as seen on CT
Diagnosis of ovarian cancer starts with a physical examination (including a pelvic examination), a blood test (for CA-125 and sometimes other markers), and transvaginal ultrasound. Sometimes a rectovaginal examination is used to help plan a surgery.
Treatment. The main treatments are cancer - surgery and chemotherapy. When the operation at an early stage of the disease can only remove the affected ovary, in more complex cases, depending on the lesion, can remove the uterus and the caul
Chemotherapy is usually based on a combination of several drugs, such as cisplatin (or carboplatin), cyclophosphamide, taxol, and others.
Ovary Transplant

Because many women develop cancer of the ovary in the reproductive age, after the treatment, some of them want to have children. Successful pregnancy after removal of the ovaries and cancer cure is possible provided that the healthy tissue during surgery was subjected to cryopreservation with subsequent transfer back.
Cancer of uterine tube. Classification, clinics, diagnostics, management tactics and treatment principles.
Fallopian tube cancer - malignant lesions of the fallopian tube of the primary, secondary or metastatic nature. In cancer of the fallopian tube are marked abdominal pain, serous or purulent release of cables, due to the increase in the abdomen ascites, violation of general condition.
[image: image1.jpg]



The causes and the development of cancer of the fallopian tube

Among the predisposing factors distinguish repeatedly transferred appendages inflammation (salpingitis, adnexitis), age over 45-50 years. In the history of patients is often noted the absence of labor or infertility associated with amenorrhea or anovulatory cycles.In last years, we consider the theory of viral etiology in the development of cancer of the uterine tube, in particular the role of herpes virus type II, and human papilloma virus.

Classifications.

Stage 0 (Is) - preinvasive cancer of the fallopian tube (in situ)

Stage I (T1) - the cancer has not spread beyond the fallopian tubes (tubes)

IA (T1a) - the cancer is localized in a fallopian tube; not germinate serosa; ascites is absent;

IB (T1v) - the cancer is localized in both the fallopian tubes; not germinate serosa; ascites is absent;

IC (T1s) - the cancer is limited to one or both of the pipes; infiltrate serous cover; abnormal cells are defined in the ascites effusion or flush water from the abdominal cavity

Stage II (T2) - the cancer spreads to one or two fallopian tubes and the pelvic organs

IIA (T2a) - spread of the tumor in the uterus or ovaries

IIB (T2b) - the spread of tumors to other pelvic structures

IIC (T2s) - Involvement of the pelvic organs to the presence of abnormal cells in the ascites effusion or flush water from the abdominal cavity

Stage III (T3) - cancer affects the fallopian tube (s) of disseminated peritoneal beyond the pelvis, metastasizes to regional lymph nodes

IIIA (T3a) - revealed microscopic foci of peritoneal metastasis outside the pelvis

IIIB (T3b) - peritoneal metastatic foci less than 2 cm in maximum dimension

IIIC (T3s / N1) - metastatic foci greater than 2 cm, metastasis to regional (inguinal, para-aortic) lymph nodes

Stage IVB (M1) - there are distant metastases of cancer of the fallopian tube, except for peritoneal metastases.

Symptoms

Cancer of the fallopian tube is often manifested at an early stage. As between the fallopian tubes and uterus, there anatomical message, decay products of tumor and blood flows through the cavity and cervix into the vagina

Discharge from the genital tract can wear serous, or seropurulent sanioserous character. Often there acyclic bleeding in patients of reproductive age, or bleeding of varying intensity on the background of menopause

Pathognomonic sign of cancer of the fallopian tube is the "intermittent dropsy" - the periodic release of heavy cables, coinciding with a decrease in the size of saccular formation of appendages. In cancer of the fallopian tube occur early in pain on the affected side: first, transient cramping in nature, and then permanent.

Intoxication, the reaction temperature, weakness, ascites, increase metastatic cervical and supraclavicular lymph nodes, cachexia observed in advanced cancer of the fallopian tube.

Diagnostics

Cancer must be differentiated from piosalpinks, salpingitis, tuberculosis tubal ectopic pregnancy, endometrial cancer and ovarian cancer.

Suspected cancer of the fallopian tube is possible by hard lymphorrhea mixed with blood, tubarnym colic, krovotecheniyam.Pri vaginal gynecological examination revealed a single or double-sided saccular tumors located along the body of the uterus or in the Douglas space. Palpable pipe is usually wrong retortoobraznoy or ovoid shape with patches of uneven consistency.

Research secretions and scrapings cervical and endometrial cancer as well as aspirates from the uterus in some cases reveals atypical cells. If you suspect a cancer of the fallopian tube being identified in the blood of tumor-marker CA-125, but it is also observed an increase in endometriosis and ovarian tumors.

Among the instrumental methods for cancer of the fallopian tube commonly performed transvaginal or transabdominal sonography (ultrasound), which reveals the deformed tube wall, papillary proliferation, tumor kistoznosolidnogo or solid structure.

For more information for diagnosis can be obtained during abdominal ultrasound survey abdominal radiography, CT pelvic diagnostic laparoscopy, laparoscopic ultrasound.

Treatment

In cancer of the cervix should be the first step in performing a surgical hysterectomy with appendages (pangisterektomii) to remove the omentum (omentektomiey) biopsy of the iliac, para-aortic lymph nodes, and peritoneum, taking swabs from the pelvic peritoneum of the pelvis. During the operation, carried out an urgent histological examination of tissue removed. Later appointed derivatives platinum chemotherapy, radiation therapy to the pelvic and para-aortic area.

Combined treatment of cancer of the fallopian tube can increase the five-year survival rate and the duration of disease-free period.

Trophoblastic diseases. Diagnostics, management tactics and treatment principles.

Trophoblastic disease - a group of benign and malignant tumors originating from the trophoblast of the placenta. Having different histological structure, various forms of trophoblastic disease have common features such as the origin of the human placenta, a common parent gene and secretion of hCG person.

Trophoblastic disease is relatively uncommon. So, per 1000 births account for 1 case of hydatidiform mole, per 100 000 births or abortions - 2 cases horionkartsinoma.

Most molar pregnancy affects women aged 20-24, horionkartsinoma develops mainly in the 25-30 years. For invasive form of hydatidiform mole main peak of the disease 40-49.
Classification

Molar pregnancy (full or partial).

Invasive molar pregnancy.

Horionkartsinoma or horionepitelioma.

Horionkartsinoma combined with teratoma or embryonic cancer.

Malignant teratoma trophoblastic.

Trophoblastic tumor of placental site.

The clinical course:

Benign.

Malignant (nemetastaziruyuschaya, metastatic: low risk, high risk).

On histological structure:

Molar pregnancy.

Invasive skid.

Horionkartsinoma.

Diagnostics
For the diagnosis of trophoblastic disease are very important history and pelvic examination.

There cyanosis of the mucous membrane of the vagina and cervix. The uterus is enlarged unevenly, limited mobility comprises various sizes softened components. Palpation of the uterus can be painful, due to close proximity or even germination serous cover uterine tumor mass from its cavity. Metastatic lesions in the vagina look like dark cherry and bleeding structures, which often lead to profuse bleeding. In some cases, determined lutein cysts. You can find infiltrates into the parameter, which is explained by the proliferation of tumor parametrial tissue and indicates far come process and the serious condition the patient.
Gynecological examination of patients with trophoblastic disease should be done carefully and with great care to avoid sudden bleeding or enhance existing bleeding.

Ultrasound diagnosis of hydatidiform mole based on the identification in the uterus at high sensitivity of the instrument numerous ehokompleksov resembling "snow storm", "sponge"

In sonographic image nodes trophoblastic tumors can be divided into mainly a solid structure, mixed and predominantly vascular ultrasound criteria stroeniya.Harakternye hydatidiform mole usually detected after 12 weeks of pregnancy.

Color Doppler mapping. It allows you to identify tumor sites, even when in the normal US can not clearly visualize the contours of the pathological focus in the structure of the myometrium.

Color Doppler mapping allows you to visualize blood flow in hypoechoic areas and divide them into areas of necrosis (no blood flow), and arteriovenous shunts (through the bloodstream). This is especially important when subserous location of the tumor, as there is a threat of uterine rupture and intra-abdominal bleeding.
X-ray method. Hysterosalpingography. Horionkartsinoma radiologically evident serration and filling defects with clearly defined or blurred contours, indicating the presence of a tumor in the uterus or its intramuscular location with invasion into the uterine cavity.

Patients with cystic destruirujushchego drift aquifer location marked contrast agent. Intensity of radiological symptoms that characterize the molar pregnancy largest shadow or irregularity edges depends on the size of the tumor. Specific radiological signs, which can make a differential diagnosis between benign and malignant forms of trophoblastic disease is not available.
When hysteroscopy can be specified to determine the localization of the tumor and the extent of destruction. In some cases, the method makes accurate diagnosis, particularly at negative data scraping histological examination of the uterine mucosa and hysteroscopy used to control the course of chemotherapy.
Pelvic angiography. It indicated in patients with suspected horionkartsinomu and invasive form of hydatidiform mole, as well as clarify the diagnosis in case of need of chemotherapy to monitor its effectiveness. Angiography allows you to see intramural and submucosal located horionkartsinoma nodes, specify their location and size.
Chest X-ray. Sets the existence and nature of the metastases in the lungs, which gives an indication of the extent of the disease, although it does not specify the nature of trophoblastic tumor. Accepted produce repeated chest X-ray every 3 weeks during treatment, especially if the treatment is limited to chemotherapy (dynamic monitoring of the progression or regression of metastases).

Hormonal studies.

Determining the level of hCG in urine and serum.

Determination of placental lactogen.

Determination of estrogen.

Determination of human chorionic thyrotropin.

Determination of α-fetoprotein.
Histological examination. Histological verification is one of the main methods of diagnosis, allowing to establish not only the fact of trophoblastic disease, but also to clarify the nature of the tumor. However, the pathological diagnosis of trophoblastic tumors presents certain difficulties.
Difficult to diagnose insufficiently thorough implementation curettage. Mr. biopsy material often no tumor tissue is taken or only superficial, necrotic portion of the tumor, which may be due to the fact that the site of the tumor lies deep within the myometrium (eg, intramural and subserous nodes horionkartsinoma available for research using curettage).
The differential diagnosis should be made with horionkartsinoma placental polyp. When placental polyp bleeding usually occurs 4-6 weeks after abortion or childbirth, due to the violation of the integrity of the newly formed vessels in the polyp.
Treatment
Chemotherapy. Since the implementation in practice of antimetabolite chemotherapy has become the main method of treatment of malignant trophoblastic.
Indications for chemotherapy following:

- Histological diagnosis horionkartsinoma.

- The presence of metastases.

- Stable or rising serum (3-HCG after the removal of hydatidiform mole.

- Increased β-hCG after pre-returning it to normal.
Active chemotherapy against malignant trophoblastic disease is methotrexate, dactinomycin, alkylating agents, cisplatin and 5-fluorouracil.

Courses repeated every 2-3 weeks in the presence of normal levels of creatinine and neutrophils.
Chemotherapy continues as long as the level of (3-hCG serum drops to normal levels. This is followed by another 1-3 cycles.
Surgical treatment

Methods evacuation hydatidiform mole: scraping the walls of the uterus or vakuumekskohleatsiya, in rare cases - supravaginal amputation or hysterectomy. Hysterectomy is an important component in the treatment of trophoblastic disease.
The indications for surgery are:

- Resistance to chemotherapy toxicity or disease-confined cancer.

- Complications such as vaginal bleeding, uterine perforation, infection.

- Elderly patients are often given birth to a local process.
Radiation therapy

In patients with liver metastases or brain hemorrhage may develop due to necrosis of the tumor with chemotherapy. In such cases, external beam radiation dose of 20 Gy in 10-14 fractions is shown in combination with polychemotherapy. During the exposure to prevent or reduce swelling of the brain is necessary to conduct the dehydration treatment.
V. Materials on methodological support classes.
VI. Materials for the preparatory phase control sessions: questions, tasks, testy.
Questions
1. Classify and analyze clinical picture of  precancerous and malignant diseases of female genital system.

2. Make plan of examination using modern methods of diagnostics, analyze data of laboratory and instrumental tests in  precancerous and malignant diseases of female genitals and state preliminary diagnosis;

3. Conduct differential diagnostics of precancerous and malignant diseases of female genital system;

4. Determine tactics of patient management(principles of operative interventions and conservative treatment, rehabilitation measures) in  precancerous and malignant diseases of female genital system;

5. Conduct prophylaxis of  precancerous and malignant diseases of female genital system;

6. Perform necessary medical manipulations.
Situational tasks:

1. Patient А, 48 years old, has arrived at gynecological department with complaints on abundant long menstruations, weakness and dizziness after menstruations. 

From anamnesis: her mother and sister have myoma of uterus. Menstruations started at the age of 10, bleeding lasted 6-7 days with cycle interval of 26 days, regular, moderate, painless. Last year menstruations became 8-10 days long, plentiful, painful. Labor - one, abortion– one; without complications.

Objectively: pulse– 90 beats/min, of satisfactory properties. BP - 120/75 mm Hg. Skin and visible mucous are pale. Abdomen is soft, painless at palpation.

Survey in specula: mucous membrane of vagina is pink, the cervix of uterus is deformed by old labor ruptures and mucosal ectropion of cervical canal is present. 

Vaginal examination:  vagina of parous woman. Cervix of uterus is cylindrical. Uterus is enlarged to the size of 6-7 weeks of pregnancy, round shaped, dense, and painless. The appendages of uterus are not defined. Vaults are deep and painless. Discharge - bloody, moderate in amount.

Colposcopy: mucosal ectropion of cervical canal.

Blood analysis: Hb - 72 g/l, erythrocytes - 2,1x1012/l, leucocytes - 5,6 х109/l, ESR - 25mm/hr, anisocytosis and poikilocytosis of erythrocytes is marked.

Fractional curettage of uterine cavity was performed during which the doctor marked deformation of uterine cavity with submucosal node.

Histological examination:  glandular-fibrous polyp of endometrium.

Select from the text laboratory data confirming the diagnosis and develop further tactics of patient treatment.
2. 46 years old woman has uterine bleeding on the 3rd day after her periods. From anamnesis: 4 pregnancies; gynecological diseases are denied.

On examination: skin and visible mucous membranes are pink; pulse - 72 beats/min; BP - 110/70 mm Hg. Hb - 110 g/l. Abdomen is soft, painless on palpation. 

On bimanual examination pathology of genital organs was not revealed. Plentiful bloody discharge from vagina.

Make the algorithm of examination of the patient.
3. Woman, 62 years old, addressed gynecologist with complaints on plentiful watery-bloody discharge from genital tract during the last 7 days. Menopause started 5 years ago.

Bimanual examination: body of uterus is slightly enlarged, dense, immobile and painful on palpation; appendages of uterus are unchanged; vaginal vaults are deep, painless. Discharge is water-bloody, moderate.

Speculum examination: cervix is cylindrical; there is a "cauliflower" like formation, 3 mm in diameter, on the anterior lip of the cervix; chrobak symptom is positive.

Establish preliminary diagnosis. Make plan of the further examination of the patient.
4. A 35-years old woman addressed women's health clinic with complaints on profuse long menstruations during the last 2 years. Menstruations started at the age of 13, moderate, painful, last for 3-4 days, every 28-30 days.

From anamnesis: 4 pregnancies, 2 artificial abortions and the last of which took place 2 years ago as spontaneous abortion, 1 labor at the age of 25, full-term, without complications. Didn't adress the doctor previously concerning the current complaints.

Bimanual examination: female type of pubic hair growth; vagina is of a parous woman; cervix is cylindrical, epithelium is intact; body of the uterus is enlarged up to 4-5 weeks of pregnancy, dense, mobile and painless. Appendages are not palpated. On ultrasound examination: sizes of the uterus - 60х48х50 mm; round-shaped echo-positive formation (diameter - 25 mm) is present in uterine cavity and deforms the cavity.

Establish the preliminary diagnosis.  What clinical signs confirm the diagnosis?                                                   
5. Patient, 58 years old, complains on presence of "tumor" which appeares in the vulva after small strain and physical work. She is noticing periodic appearance of mild ichor discharge and urination disorders during 5-6 months.

Gynecological examination: external genitalia are developed properly, with usual age-related changes; perineum is low, the walls of vagina get significantly lower and vaginal portion of the cervix appears at physical straining; there is superficial ulcer, 15x18 mm, with bright red color and rough edges on the external os; discharge is ichor-serous, mild.

Establish preliminary diagnosis. Make plan of the further examination of the patient.

Tests

1. In the absence of effect of conservative treatment of endometrial hyperplasia polypous form shown application:

A. hormone

B. Phytotherapy

C. Physiotherapy

+ D. Surgical treatment

E. antispasmodics
2. Endometrial hyperplasia was observed in:

A. polycystic ovaries

B. ovary C. Teratomas Hranulezokletochnoy ovarian tumor

D. uterine fibroids

+ E. cervical erosion

3. The clinical picture of endometrial hyperplasia:

A. oligomenorrhea

+ B. Dysfunctional uterine bleeding

C. Pain 
D. leukocyte shift to the left

E. Increase ESR 
4. Endometrial polyposis often occurs:

A. In menopause

B. After birth

+ C. In menopause

D. During treatment with progesterone

E. After discontinuation of oral contraceptives

5. Do adenomatous polyps belong to precancerous endometrial? 
+ A. So

B. No

C. Not always

D. Only in postmenopausal women only 30 years

6. Wich factors for endometrial cancer does not apply: 
+A. Obesity 
B. Anovulatory menstrual cycles

C. Ovarian Tumor

D. Endogenous estrogens 
E. High levels of progesterone

7. Adenomatosis - is:

+ A. Atypical endometrial hyperplasia

B. Endometrial cancer

C. Internal endometriosis

D. True cervical erosion

E. endometrial polyposis

8. Definition of cross cervical canal, uterine cavity length, presence of tumor in it, use: 
A. Cervical Biopsy

B. colposcopy

C. Laparoscopy

+ D. Sounding the uterus

E. Kuldoskopiyu 
9. Сontraindications to diagnostic curettage:

+ A. Acute and subacute inflammatory diseases of genitals

B. Endometrial Polyps

C. Dysfunctional uterine bleeding

D. cervical polyp

E. endometrial hyperplasia

10. Dysfunctional uterine bleeding in women of childbearing age treatment should begin with:

A. Reduces B. funds hysterectomy

C. hormonal

+ D. Therapeutic and diagnostic curettage endometrial
E. antibiotic therapy

VII. Materials methodological support self-students: orienting the map of independent work of students with educational literature, hraflohichnoyi structure to one more.

LIST OF PRACTICAL SKILLS
1. Collect special gynecological history, assess the results of laboratory studies (general and biochemical analyzes of blood, urine, blood coagulation system, etc.).

2. Perform gynecological research (mirror, bimanual, rectal).

3. Taking material from the vagina, cervix and urethra for research.

4. Evaluate: urogenital smear microscopy results, onkotsytolohichnoho research colposcopy; Bacteriological results and other methods of detecting pathogens inflammatory diseases of female genital mutilation; the results of ultrasound; results of functional tests.

5. Prepare a plan of inspection sick with various kinds of gynecological diseases.

6. Develop an algorithm for diagnosis and first aid uterine bleeding

7. Make a plan with preoperative preparation routine and urgent gynecological operations. Driving postoperative period.
Some practical skill
Inspection by means of mirrors.

Use mirrors Cusco or spoon-shaped mirror with a lift. Before the introduction of the mirror in the vagina dilute labia I and II of the fingers of his left hand. Wing mirror cloistered administered to the vaginal vault, and then open it to expose the cervix.

Spoon-shaped mirror is introduced on the back wall of the vagina, pushing the crotch. Introduced hoist lift the front wall of the vagina, examine the cervix and vagina vaults. At the same time pay attention to the color of the mucous membrane of the vagina, on the size, shape, position and state of the cervix, the shape and condition of the external os, on discharge from the cervical canal.

When viewed with the help of mirrors estimate:

- The capacity of the vagina;

- The state of the vaginal mucosa, the severity of folding, color, inflammatory changes, the nature of discharge, the presence of warts, partitions;

- Cervical shape (conical - nulliparous, cylindrical - in nulliparous women);

- Scar cervical strain;

- The state of the external os (round shape - nulliparous, slit - have given birth);

- The nature of discharge from the cervical canal;

- The state of the mucous membrane of the vaginal part of the cervix (the epithelium unchanged, pseudo, eroded ectropion, polyp, exophytic growths).

Bimanual examination.

In the vagina injected II and III fingers of his right hand, give birth to them in the posterior fornix, and the left hand palpate the abdominal wall.

Palpating the cervix, determine its position, shape, size, outer mouth and permeability, the permeability of the cervical canal, palpating the uterus - its position, size, shape, consistency, mobility, tenderness.

Move the fingers in the lateral vaginal fornix, palpate the uterus, determine their shape, texture, size, tenderness, mobility. Unchanged tubes and ovaries are not determined by palpation.

Examine the condition of the vaginal vault (presence of infiltrations, their consistency, tenderness, location in relation to the pelvic bones).
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Tasks for control and correction of practical skills
Control of practical skills

In the training room:

1. Show the phantom method of physical examination on organ systems.

2. Show on phantom gynecological examination.

3. Demonstrate phantom performance tests of functional diagnostics, fractional diagnostic curettage of the uterus.

Control of professional skills

In gynecology department:

1. To take the history, perform an objective and gynecological examination of the patient.

2. Establish preliminary diagnosis.

3.  To appoint examination and treatment plan.
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