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Myoma of the uterus is a benign tumor that proceeds from unstriated muscles of the uterus and is the most widespread tumor of female reproductive system.
Etiological factors of myoma genesis are still unknown for sure, but it is stated that myoma grows under estrogen influence.
Classification
95% of myoma origin from utherus itself, 5% - from cervix. 80% of women have multiple myomas.
· subserous myoma – grows under serous tunic. Subserous myomas can be pedunculated.
· intramural myoma grows in the body of utherus. Being small this myomas don’t usually deform uterus, but by growing they change outlines of uterus and it becomes asymmetrical and can obtain nodulated form. Big myomas can grow up to serous and mucous tunics.
· submucous myoma is quite rare but is very dangerous because it can cause severe heamorrage or be infected with succeeding infection spread in the other layers or the whole utherus. Submocous myomas as a rule grow after 40-yers age. In anamnesis such women may have abortions or intrautheral procedures, that disturb normal receptorial work in myometrium. Submucous myomas can be pedunculated and protrude into vagina through the cervical channel (aborting myoma).
· intraligamentary myoma is characterized by lateral growth or origin from lig. latum utheri
· cervical myoma as a rule grows on the rear side of cervix and don’t have much symptoms. But if cervical myoma grows of the front side of cervix it causes symptoms of urine bladder compression.
Clinical picture varies and depends upon the term of the disease, age of a patient, size and localization of myomas.
The most often complaints are:
· pain, including algodismenorrhea
· bleeding (menorrhagia with the growth of period and volume of bleeding)
· compression symptoms as a result of huge or multiple myomas
· laboratory studies: anemia as a result of menorhagia, leucocytosis and erythrocyte sedimentation rate increase as a result of infection.
Diagnostics
The main role in diagnostics holds bimanual examination (because you can palpate enlargement of the uterus and often the outlines of myomas) and ultrasonography (that enables to visualize myoma and shows its real size and location).
Besides we use CT (computerized tomography), MRI, diagnostic curettage and hysteroscopy.
Treatment
Treatment can be conservative or surgical.
Patients with myoma receive follow-up care (dispensary observation). All patients are recommended rational diet (fresh fruits and vegetables, restriction of carbohydrates and fats), vitamins, especially B1, B6, B12, C and E.
Conservative treatment is recommended to patients with intramural and subserous myomas, when the size of the uterus is lesser than 12 weeks of pregnancy size, and if women don’t have meno- or metrorhagia.
The goal of drug treatment is to normalize hormone level in patients with myoma. They are prescribed progestagens (norkolut, depo-provera), antigonadotropins (danazol), agonists of GnRH (zoladeks).
If the size of myoma is over 12 weeks of pregnancy size, or woman develops severe symptoms we use surgical treatment.
Absolut surgical indications are:
· big size of myoma and uterus size is over 12 weeeks of pregnancy
· symptoms (severe pain)
· annexa dysfunction (dysfunction of neighboring organs)
· anemia (as a result of profuse bleeding)
· quick growth (more than 5 weeks of pregnancy size for a year)
Surgical treatment can be conservative myomectomy or radical (that is used if woman has other pathology of the utherus, have huge, multiple or cervical myomas).
The most important complications of myoma is necrosis and aborting myoma (protruding into vagina through cervix channel). This pathologies have a clinical picture of acute abdomen and must be operated as soon as possible.
Ovarium is place, where mass lesions occur very often, and as a rule its growth is connected with physiological cysts or tumors.
Classification you can find in your text-books, I wouldn’t stop on it.
I would like to turn your attention to the functional cysts of ovarium: follicular cysts and corpus luteum cyst.
Follicul becomes cystic as an answer to the stimation of gonadotropin hornomes. If ovulation didn’t happen as a rule takes place atresia of follicle. Follicular cyst appears when ripe follicul doesn’t burst open and thus ovulation cannot take place. Such state slows follicular phase of the cycle and can lead to oligomenorrhea and secondary amenorrhea.
If the cyst in ovarium is lesser than 2 cm it is called cystic follicle, if it is bigger than 2 cm it is called follicular cyst.
As a rule there are no symptoms and follicular cysts involute by themselves during 2 months.
But follicular cysts can also grow up to 5 cm and more and cause mild stomach ache and interrupt menstrual cycle.
Apoplexia of follicular cyst is a severe complication that causes acute pain in abdomen and clinical picture of acute abdomen. The patient needs emergency surgery.
Corpus luteum cysts appear after ovulation if there were no regression of corpus luteum during lutein phase of the cycle. Clinical picture: menstruation delay from a couple of days to a couple of weeks, menstrual blotesque and pain in the low regions of abdomen. (here we should have differential diagnosis with gravidas extra uterine – ectopic pregnancy).
Corpus luteim cysts can also grow until spontaneous hemorrhage under cystic capsule takes place.
Diagnostics:
· bimanual examination
· ultrasound
· CT and MRI
As a rule functional cysts have no symptoms and cysts involute by themselves during 2 months.
Also cysts regression can be caused by proscribtion of combinated oral contraceptives daily for 4-8 weeks.
If the cyst doesn’t regress for 3 month it should be operated.
Malignant tumors
Cervix cancer is one of the most often malignizations. The middle age of patients with cervix cancer is 45-55 years. The most important part about cervix cancer is that it can be visualized and diagnosed at an early stage due to screening.
Etiology is still not specified but it is deeply connected with human papilloma virus (HPV) infection. HPV is sexually transmitted. There are two groups of HPV: oncogenic and nononcogenic. The oncogenic types are 16, 18, 31, 33, 35, 39, 45, 51, 52, 56, 58, 59 and 66. Oncogenic types of HPV influence transformation zone. It is the place where cylindrical epithelium is changed into multilayer squamose epithelium by metaplasia. Cervix cancer as a rule grow in this transformation zone.
Precancerous diseases for cervix cancer is cervical intraepithelial neoplasia (CIN). CIN can be light, mild and severe.
Clinical picture
The early stages have no symptoms. As a disease progresses appear:
· profuse watery discharge, leucorrhea and contact bloody discharge, including postcoital
· in women in reproductive period – acyclical bloody discharges
· in women in postmenopause – periodical or constant bloody discharges
· if there is profuse local cancer spread - pain, disuria and dishesia (difficulties during defecation)
Staging
Cervical cancer is one of the few gynecologic cancers that are still clinically staged. Clinical staging involves predicting of the amount of invasion into adjacent structures and metastatic involvement of bladder or rectum, or distant metastases all lead to the diagnosis of stage IV disease.
0 - Carcinoma in situ, intraepithelial carcinoma
 Stage I. The carcinoma is strictly confined to the cervix (extension to the corpus should be disregarded)
Stage II. The carcinoma extends beyond the cervix but has not extended to the pelvic wall. The carcinoma involves the vagina but not as far as the lower third.
Stage III. The carcinoma has extended to the pelvic wall.
Stage IV. The carcinoma has extended beyond the true pelvis or has clinically involved the mucosa of the bladder or rectum.
Diagnostics
· speculum examination (form and size of cervix, and its changes, state of mucous tunic)
· bimanual examination – enlargement of cervix and parametrium
· cytosmear
· colposcopy
· norm is pale pink, smooth surface
· acetic acid test – we sponge cervix with cotton wool ball moistened with 3% acetic acid. In 1-2 minutes epithelium changes its colour for 1 minute and you can differentiate cylindrical and squamouse epithelium, visualize epithelial changes as white spots
· Shiller test – we sponge cervix with cotton wool ball moistened with 3% solution Lugoli (iodine, kalium, distillated water). Ripe epithelium is full of glycogen and changes its colour into brown. Atypical zones stay uncoloured – iodine-negative zones.
· we can also observe mosaics, punctuation, atypic vessels, contact bleeding
· Biopsy with histological verification
· Diagnostic curettage
· CT and MRI
· Cystoscopy and rectoscopy
Treatment
CIN I and II in young women is treated with cryodestruction, in elderly women – diathermoekscision
CIN III is treated with diatermoconization or amputation of the cervix
Cancer in situ is treated with diatermoconization
In cases of I-III cancer stages we use Vertheim’s operation (hysterectomy with adnexies and parametrium and bilateral pelvic lymphadenectomy) in combination with radiotherapy and chemotherapy (cysplatin, vinkrestin, bleomicin).
In cases of IV cancer stage we execute eksenteration of pelvis – operate uterus, urine bladder and rectum.
Screening is extremely important. Every woman after 45 should visit gynecologist twice a year and colposcopy must be performed. Also we can use HPV-vaccines, but this question is still disputable.
Endometrium cancer/ cancer corporis utheri is one of the most often malignant processes in women, the most often malignant process of female reproductive system.
Etiology is still not specified yet. But there exist two pathogenic variants of endometrial cancer: estrogen-dependent and estrogen-independent.
Diagnostics
· vaginal bleedings have 90% women, it is an early symptom. In pre-postmenopause women have menometrorrhagia
· pain in low regions of abdomen, hematometra
· bimanual - uterus enlargement in later stages
· fractional diagnostic curettage with histological examination
· ultrasonography
· CT and MRI
· Roentgen of thoracial cavity organs (search for hematogenic metastasis)
Surgical stages
Stage I: tumor is limited to endometrium and myometrium
Stage II: cervix involvement
Stage III: tumor invades serosa and/or positive peritoneal cytology, metastases to pelvic and/or para-aortic lymph nodes
Stage IV: tumor invasion of bladder and/or bowel mucosa, distant metastases
Treatment
· hysterectomy with bilateral adnexectomy and bilateral pelvic lymphadenectomy necessary with abdominal washouts (swabs), with omentumectomy in later stages.
· hormonetherapy – medroprogesterone acetate, tamoxifen
· chemotherapy (paklitaksel, carboplatin, doksorubicin, epirubicin, cisplatin) in the cases of estrogen-independent cancer
· radiotherapy is possible after operation
The screening method is diagnostic curettage that should be performed to every woman in postmenopause when bleeding.
Ovarium cancer is one of the most often malignant processes in gynecology and is the most dangerous one i.e. letality is extremely high because of the absence of screening of the early stages and high aggressiveness of this cancer type.
 Etiology is still not specified yet, either.
Risc factors:
· hormone dysfunction
· genetics (family ovarium cancer)
· virus infections
· radiation
· obesity
· late menopause
· no deliveries
· hight over 175 cm
Factors, redusing risk
· combinated oral contraceptives
· breast feeding
· diet
· physical activity
Clinical picture
· no symptoms on early stages
· later stages – irregular menstruation, discomfort in gastric-intestinal tractus (nausea, apetitis loss), abdomen growth (ascytis), dull pain in low regions of abdomen (compression of neighbor organs by a tumor), weight loss, subfebrile temperature, obstruction symptoms of GIT and urine bladder, pleuritis.
· patients often go first to therapeutists with complaints on ascytis or pleuritis
Staging
Ovarian carcinoma is surgically staged.
Stage I: Growth limited to the ovaries
Stage II: Disease extension from the ovary to the pelvis
Stage III: Disease extension to the abdominal cavity
Stage IV: Distant metastaes
Diagnostics
· bimanual examination – enlargement of adnexies, parametrium and ascytis
· sonography of pelvic organs and of retroperitoneal organs (lymphatic nodules in a search fro metastases)
· cystoscopy
· rectoromanoscopy
· CA-125 level (norm is up to 35,5)
· laparoscopy
· CT
· X-rays examination (including stomach, because we may deal not with primary ovarium cancer but with Krukenberg’s metastases)
· lymphatic nodules palpation (especially on the neck)
Treatment
-surgery - hysterectomy with bilateral adnexectomy and bilateral pelvic lymphadenectomy, necessary with abdominal washouts (swabs) and omentumectomy in later stages.
We try to gain maximal cytoreduction even in late stages.
· chemotherapy: docetaksel + carboplatin in 6 courses
· radiotherapy is possible after operation
· second look operations
· repeated courses of chemotherapy if necessary
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