Adnexal Masses

Overview 
· Etiology:

· Infectious:  hydrosalpinx, tubo-ovarian abscess, appendicitis

· Ectopic pregnancy
· Functional cyst

· Endometrioma

· Neoplasms

· Metastatic disease

· Adnexal torsion

· Masses in adjacent tissues or organs

· Considerations:

· Age

· Past medical history:  gyn, pain

· Family history

· PE

· Laboratory:  (hCG, CBC, UA

· U/S:  gold standard

· Risk of Malignancy

· Premenopausal:  13%

· Postmenopausal: 45%

Diagnosis and Management

· History:  

· Pain

· Location, radiation, quality, time of onset

· Consistent pain:  usually related to mass effect of compression or distension of ovarian capsule

· Premenopausal:  mid-cycle pain suggests mittelschmertz (normal ovulatory pain perceived by some women)

· Post-coital pain:  consider ruptured cyst

· Dyspareunia:  consider endometrioma as  it can adhere to the vaginal area

· Sudden onset of severe or intermittent, severe pain, +/- nausea and vomiting, +/- fever: consider ovarian torsion, 



ectopic pregnancy, 

· Rule out appendicitis

· Menstrual Disturbance

· Severe dysmenorrhea/menorrhagia

· GI symptoms

· Dyspepsia, early satiety, sensation of bloating, constipation, ascites, change in caliber of stool: consider ovarian 



carcinoma

· Physical Examination:

· Lymph node survey

· Breast exam:  ovary is a common site for metastases

· Abdominal exam: Start at an area away from the site of pain to get a feel for normal as well as to help patient relax

· Bimanual exam:  

· The outside hand does not necessarily feel the ovaries, but maneuvers tissue for the inside hand

· Estimate size, location, consistency and mobility of ovaries

· Ovaries should not be palpable in the postmenopausal woman 

· U/S is indicated if the ovaries are not palpable or if enlargement is questionable

· Rectovaginal exam: assess the posterior uterine surface, uterosacral ligaments, parametria, posterior cul de sac and rectum

· Labs

· (HCG:  rule out ectopic pregnancy

· CBC w/ differential: rule out infection

· CA-125

· Test for cell-surface antigen found on derivatives of coelomic epithelium. 

· Elevated levels associated with ovarian malignancy and benign pelvic disease such as endometriosis. postmenopausal 


fibroids, adenomyosis, PID

· Imagining

· Ultrasound

· most valuable diagnostic study: gold standard

· cystic, smooth, unilocular, unilateral, small (<5cm) ovaries are likely benign

· solid or mixed cystic/solid, multilocular, bilateral, irregular, large (>10 cm) with internal septae or papillae are 


suspicious

· Management 

· Treatment:  

· Supplementation:

· Vitamin A: 10,000-25,000 IU

· Mixed carotenes: ovarian tropism

· EFA’s

· Symplex F

· Ovatrophin

· Compounded formulas: 6 week to 3 month protocol on these formula.  Monitor with U/S q 3 weeks.

· Turskas formula: Aconite, Gelsemium, Bryonia, Phytolacca 

· Echinacea, Ceanothus, Baptisia, Thuja, Stillingia, Iris versicolor, Xanthoxylum: 1 tsp tid

· Fraxinus americanus, Ceanothus, Senecio, Podophyllum, Chamaelirium, Hydrastis, Lobelia, Zingiber: 1 tsp tid

· Trifoliu, Rhamnus, Barberry, Arctium, Stillingia, Phytolacca, Glycyrrhiza, Xanthoxylum: 1/3 tsp tid


Diseases of the Ovaries

· Ovarian abnormalities:

· Structural abnormalities

· Developmental Abnormalities

· Presents with a failure of secondary sexual development (by age 14) of a cessation of development progress.  

· The dysfunction may lie in the ovary, hypothalamus or pituitary.

· Ovarian Agenesis or Dysgensis

· Turner’s syndrome: 
a syndrome with chromosome count 45 and only one X chromosome; buccal and other; 

   
anomalies include dwarfism, webbed neck, valgus of elbows, pigeon chest, infantile  

   


           
sexual development, and amenorrhea. Syn: XO syndrome.

· Androgen Insensitivity Syndrome: a class of disorders associated with 5Y-steroid reductase deficiency, testicular 

feminization, and related disorders 

· Gonadal Dysgenesis: defective gonadal development, including gonadal aplasia or agenesis, rudimentary 







gonads, congenitally defective gonads, and true hermaphroditism; 
· Functional Abnormalities:

· Ovarian Failure:  

· Premature Ovarian Failure:  10-15 years before expected menopause

· Luteal Phase Defects:  dysfunctional corpus luteum causing inadequate progesterone production, decreased or absent 







LH receptors, inadequate FSH or ovarian granulosa cells, premature atresia of the follicles or 







inadequate follicular development.  

· Polycystic Ovarian Syndrome: enlarged cystic ovaries, pearl white in color, with thickened tunica albuginea, 

characteristic of the Stein-Leventhal syndrome; androgen excess(clinical features are abnormal menses, obesity, and evidence of masculinization, such as hirsutism. 

( estrogen:progestereone
· Ovarian cysts:  

· Papillary:  more concern 
· Non-neoplastic cysts (neoplasms do not necessarily denote cancer): all are filled with serous fluid

· Normal cysts:  Graffian follicle, corpus luteum

· Functional Cysts: Differentiated by time of cycle for pain onset.

· Follicular cysts are the most fequent cysts in normal ovaries.  They develop from unruptured mature follicles or ruptured follicles that immediately sealed.  They are usually multiple and filled with clear serous fluid. They are associated with hyperestrinism, endometrial hyperplasia.

· Copus luteal cysts are less common than follicular.  Luteal cells are very secretory (estrogen) and may cause precocious puberty, menstrual irregularity or endometrial hyperplasia

	
	Follicular Cysts
	Luteal Cysts

	Sn/Sx
	Generally the patient fells transient tenderness or pain with rupture

May see menstrual irrgulariteis if cyst is secreting estrogen from the granulosa cells
	· Asymptomatic to catastrophic and massive intraperitoneal bleeding when ruptured

· produce dull, unilateral, lower abdominal pain

· enlarged ovary is moderately tender

· Menstrual bleeding may be abnormal if progesterone is secreted.

· 

	Location
	
	

	Morphology
	
	most are small, around 4 cm

smooth surface and purplish red to brown

when cut the linign is yellowish-orange and the center contanins an organizing blood clot

	Contents
	
	

	Course
	Most are asymptomatic and discovered during routine pelvic exam

Others cause tenderness or pelvic pain

Often ruptured during pelvic exam or intercourse
	must be a min of 3 cm.  

2-4 days postovulation, thin-walled capillaries invade the granulosa cells and spontaneous but limited

	Incidence
	
	

	Onset
	
	

	Examples
	
	


· Ovarian Tumors

· Basic Facts

· Neoplasms are abnormal cell growth which may be benign or malignant

· Tumors are the most common problem

· Ovaries are usually resistant to other diseases

· Inflammations are uncommon (except endometriosis)

· Incidence

· Ovarian tumors rank 3rd behind endometrial & cervical tumors accounting for ~ 6% of all female cancers.

· 24,000 new cases annually 

· 13,000 deaths anually

· 25% of all gyn cancers but 50% of all gyn cancer deaths

· 14/100,000 lifetime incidence (1 in 70 or 1.4% (no relatives), 1( relative is 5% lifetime risk, 2( relative is 7% risk)

· Peak age 60-65

· The risk of malignancy increases w/ age malignant ones appear during ages 40 to 65:  

· white females more than blacks

· associated with nulliparity and family history

· mild symptoms until advanced stage

· General clinical symptom presentation

· Often asymptomatic; symptoms tend to occur late in development

· Abdominal distention/bloating/gas

· Abdominal mass

· Pelvic mass (solid, irregular, fixed)

· Fluid wave (ascities)

· LUQ firmness, possible omentum involvement 

· Pressure:  due to large tumor size

· Pain:  rare symptom which may be associated with rupture, torsion
· Classification

	Coelomic epithelial tumors (60%)
	Germ cell tumors  (30%)
	Stromal cell tumors  (10%) 

	serous tumor

mucinous tumor

endometrioid tumor

clear cell tumor

Brenner tumor

cystadenofibroma 
	teratoma

dysgerminoma

endodermal sinus tumor

choriocarcimoma 
	fibroma

granulosa-thecal cell tumor

Sertoli-Leydig cell tumor 


· Tumors of the coelomic epithelium:  about 60-75% of all neoplasms of ovary

	
	Serous tumors
	Mucinous tumors
	Endometrioid tumors

	Location
	most are bilateral (especially  malignant forms:  60-70%)
	less likely to be bilateral
	most are unilateral (40% are bilateral)

	Morphology
	-lined by ciliated cells and cuboidal or columnar epithelium 

-malignant forms have capillary folds  

-surface must be stratified, anaplastic

-psamoma bodies: concentric calcifications( acute pancreatitis, thyroid papillary carcinoma, hypercalcemia, oligodendrocyte tumors)
	- multi-loculated

- lined by nonciliated, columnar secretory 

cells with apical mucous

- metastasis of malignant forms and rupture, spilling  mucous into peritoneal cavity and  causes psuedomyoma peritonei:  ascites of mucous
	-cells look like endometrium 

-many are associated with endometrial 

 cancer (30%)

-endometriosis in some of the tumors
 



	Contents
	cystic, serous fluid contents
	-more cysts, larger cysts (20-30 cm), variable sizes, filled w/ fluid rich in glycoproteins 
	mixture of solid and cystic areas

	Course
	 60% are benign, 25% malignant, 15% have malignant potential
	about 80% are benign, 5-10% malignant, 10-15% malignant potential
	 80% malignant



	Incidence
	about 30% of all ovarian tumors

about 40% of all malignant ovarian tumors
	about 25% of all ovarian tumors


	about 20% of all ovarian tumors



	Onset
	seen in ages 20 to 50 
	mid adulthood
	

	Examples
	papillary carcinoma

cystadenoma

cystadenocarcinoma (50% of all)
	cystadenomas 

cystadenocarcinomas 
	cystadenofibroma (rare-benign)

cystadenocarcinoma 

fibroadenoma


· Signs and symptoms of coelomic tumors:

a low abdominal pain

b abdominal enlargement

c GI tract complaints

d urinary tract complaints

e grow slowly and get very large, usually undetectable until large and disseminated

f malignancy produces ascites

g metastasis to serosal surfaces are seeded with cancer

h regional nodes frequently involved

i metastasis to opposite ovary is an ominous event 

· Germ cell tumors

	
	Dysgerminoma


	Teratoma:  immature
	Teratoma:  mature
	Teratoma:  mono-dermal/ specialized
	Yolk sac tumor


	Choriocarcinoma



	Incidence and Onset
	-appear in 20-30’s
	mean age is <18


	Most common in perbutertal girls, teens and postmenopaussaly

50% occur from ages 25-50. 
	
	children and young females
	

	Location
	-about 80 to 90% are unilateral
	very rapidly growing
	most are unilateral (80%)
	unilateral
	unilateral
	

	Course
	-1( malignant germ cell tumor
	rare and malignant
	benign and cystic
	rare, benign
	malignant, aggressive

fatal within 2 yr of Dx
	malignant, aggressive



	
	immature, no differentiation
	immature, somatic tisues
	mature neoplasm
	mature, differentiated
	immature, extra embryonic tissues
	immature, trophoblast

	Morphology
	-like a primitive oogonia

-stroma has lots of lymphocytes 
-cells are well-defined, largeand vesicular

- counterpart to seminoma in testes
	-embryonic type of tissues

-hard to diagnose

-solid not cystic


	-known as Dermoid cysts

-see such things as hair, tooth, cartilage, bone thyroid (presumed ectodermal source)
	-struma ovarii:  

10% composed of mature thyroid tissue

-hyper thyroidism (5% develop thyrotoxicosis)

-

-carcinoid:  prod. 5 HT ( carcinoid symdrome 
	-from embryonic yolk sac

-rich in AFP and alpha-1-antitrypsin

-papillary projections:  central blood vessel enveloped by germ cells w/in a space lined by germ cells

-intra and extra cellular hyaline droplets

-counterpart to endodermal sinus tumor of testes
	-extraembryonic  differentiation of malignant germ cells

-secret high levels of hCg

-from trophoblast cells

-usually exist w/ other germ cell tumors

-usually have metastaized to lungs, liver, and bones by time of Dx

- seen more in placental tumors


· Stromal cell tumors 

· Stromal cells are derived from sex cords

· Functioning tumors:  may produce hormones

	
	Granulosal/thecal cell tumors
	Fibroma of ovary
	Sertoli/Leidig cell tumors

	Onset
	about two-thirds after menopause
	common 
	very rare, all ages w/ peak in 20-30’s 

also called androblastomas

	Incidence
	about 5% of all ovarian tumors, potentially malignant (granulosa forms)
	
	usually benign

	Course
	
	
	

	
	unilateral with varied histology
	-unilateral 90% of time

-well-differentiated  

 fibroblasts (fibroma) or  spindle cells w/lipid droplets (thecoma)
	recapitulation of cells of testes:  masculinization ( 2( amenorrhea



	
	tend to be malignant
	
	

	
	-may secrete large amounts of estrogen:  derived from theca interna (CT surrounding the follicle which are the greatest source of estrogen)  

- Call- Exner bodies

-precocious sexual development in children

-endometrial hyperplasia

-fibrocystic breast disease  

- carcinoma of breast

-endometrial cancer

- sometimes androgens are in excess
	- may show Meig's syndrome: 

   -ovarian tumor

   -hydrothorax:  serous exudate, esp. in the      

    R pleural cavity

   -ascites (40%)  assoc. w/ large tumors
- also associated with basal cell nevus syndrome
	-androgen secrettion(  causes masculinization or defeminization

	
	10-15% develop endometrial carcinoma
	
	


· Other ovarian tumors:


· clear cell adenocarcinoma:  uncommon, solid or cystic, aggressive ( poor prognosis (<50%  live 5 yrs.)

· Brenner cell tumor

a uncommon (2% of benign solid ovarian neoplasms)

b transitional epithelium w/ mucinous glands in their center

c solid with dense stroma or cystic

d usually unilateral (90%) and benign

· Krukenberg tumor
a spread from stomach cancer to ovary 

b bilateral, mucin secreting signet-ring cells

Diseases of the Uterus

· Abnormal Development 

· congenital abnormalities:  malabsorption of the medial aspects of the fused mullerian ducts resulting in complete or 


       partial septea

· septate

· bicornuate

· didelphys

· absent or unicornuate

· DES exposure:  T shaped uterus, may interfere with child-bearing 

· Abnormal uterine growth

	
	Polyps
	Adenomyosis
	Leiomyoma (fibroid)

	Description


	Polyps appear as small, sessile projections into the uterine cavity that are attached by a stem (pedicle).  The can be single or multiple.
	Endometriosis interna: Growth of the endometrial glands and stroma in the uterine myometrium.
	Characteristics

-estrogen/progesterone dependent 

-rarely occur & do not grow after menopause

-sharply circumscribed, discrete, roundish, firm, gray-to-white; extremely variable in size

-whorled cut surface comprised of uniform smooth muscle like cells

-OFTEN MULTIPLE:  often monoclonal origin 

Classification:

-submucosal:  5% of all fibroids, under endometrium, increasing its surface area and blood supply

-intramural:  in myometrium, also increase endometrium surface area

-subserosal

-intraligamentous

-pedunculated 

	Etiology
	Polyps arise from endocervix and the lower uterine segment, areas that do not circulate as much as the rest of the endometrium.  


	downgrowth of basal cells 
	Unclear: estrogen/ERT?

uterine smooth muscle cells?

risk factors:

-spontaneous abortion

-abnormal presentation of fetus

-postpartum bleeding

infertility

	Sn/Sx


	
	feels like numerous small cysts 

endomyometiral interface is usually sharply demarcated

menorrhagia, dysmenorrhea, dyspareunia, pelvic pain 
	MOST COMMON TUMOR IN FEMALES (>50% of all women)

-Fibroids are the reason for about 1/3 of all gyn hospital admissions:  -major reason for hysterectomy

-25% of females during reproduc- tive life ( infertility
-third or 4th decade of life

-more common in african-am

-rarely malignant, rarely metastasizes

- majority are asymptomatic until pregnancy: enlarge( bleeding( miscarriage or fetal displacement

	Onset/ Course


	More common  near menopause

large ones ulcerate and bleed

Polyps often occur with endometrial hyperplasia and can occur with use of tamoxifen. 

Rarely,  malignant change leads to adenocarcinoma
	common at autopsy (10 to 15% of autopsies)
	Complications

-endometrial hyperplasia

-endometrial carcinoma

- granulosa cell tumor of  ovary

-infertility (2-10

-miscarriage

-PROM

-Intrauterine growth retardation

-malpresentation

-dysfuncitonal labor

-retained placenta

-postpartum hemorrhage

-sarcomatous degeneration:  1-5% 

	Diagnosis
	
	Theory:  high levels of estrogens stimulate hyperplasia of the basalis layer in the endometrium ant the tissue invades into the myometrium

Posterior wall more involved than the anterior

Unencapsulated tissue

Focal area of tissue:  adenomayoma resultis in an aymmetrical uterus usually never greater than 14 weeks unless hter is a concomitiant uterine pathology.
	Medical Hx

Symptoms

bimanual exam

Pregnancy R/O

Chemistry panel

Pelvic U//S

Saline infusion sonography (SIS)

Hysteroscopy

Hysterosalpinography

MRI

Endometrial Sampling

Laparoscopy

	DDX
	
	
	ovarian neoplasm 

tubo-ovarian inflammatory mass

diverticular inflammatory mass

pelvic kidney

retroperitoneal tumor

endometriosis

adenomyosis

subinvolution of the uterus

congenital abnromalities

adhesions

pregnancy 

	Treatment
	
	Conventional options:

OCP/HRT

Prostaglandin synthetase inhibitors

hysterectomy

endometrial ablation

Alternative 

diet 

exercise
	Conventional

-no treatment 

-annual pelvic exam and U/S

-medical progesterone:  MPA 

-hysteroscopic resection:  

-embolization:  cut off blood supply though femoral artery by injection of a plastic

Indications for Surgery

-abnormal or unmanageable bleeding causing anemia

-severe dysmenorrhea

-pelvic pain

-urinary tract compression

-infertility

-rapid growth affects PE

Alternative

-Difficult to shrink if larger than an orange though symptoms may be relieved

· Nutrition:  High fiber, low fat, organic and hormone free

· Botanicals:  requires months of treat       treatment; hemostatics


	
	Endometriosis

	Description


	endometrium found outside of uterus

common sites: ovaries > uterine ligaments > rectum > peritoneum > laparotomy scars > umbilicus, vagina, vulva, appendix

	Etiology
	· metaplasia of coelomic epithelium?

· regurgitation and implantation of endometrium?  retrograde menstruation occurs even in normal women

· hematogenous/lymphatic spread? (sometimes seen in eye, lung, lymph nodes etc. )

	Onset/ Course


	· most common in the reproductive age woman, rarely over 50 years of age (postmenopausal 2-4% of cases)

· average age is 25-29 years of age but often occurs in 3rd or 4th decade of life

· higher incidence in upper socioeconomic groups, late marriage or with few children 

 

	Pathophysiology
	endometrial tissue contains endometrial glands, stroma and hemosiderin 

endometriosis cycles with ovarian hormones/menstrual pattern

endometrial tissue has cP450 w/ aromatase: hypothetical reason for the capacity to produce its own hormones.

lesions are located on serosal membranes: 

may cause organizing hemorrhage in extensive case:

· fibroblast proliferation and fibrosis (i.e., adhesions)

· chocolate cysts (blood filled) in ovaries

	Sn/Sx


	· often asymptomatic for long periods

· may show as infertility

· often severe dysmenorrhea and pelvic pain

· pain during intercourse, defecating d/t adhesions

· dysuria, menstrual irregularities

	Diagnosis
	Medical History

· AUB

· Pain

· contraceptive hx

· unusual cyclical findings 

PE: 

· fixed retroflexed uterus

	Lab Dx
	Laparoscopy is the gold standard:  negative laparoscopy does not rule out endometriosis; appearance of blue-grey “powder” burned lesions

U/S

Serum proteins

Serum markers

MRI

	Treatment
	Conventional
Surgery

Alternative

General Considerations:

-one to two year plan

-immune modulation

-hormone metabolism

-liver function

-pain relief


· Endometrial Cancer

	
	Carcinoma
	Sarcoma

	Description


	- peak at 55 to 65 (rarely <40), older women, 85% after menopause(vs. ovarian, cervical:  40-50)

-  about 7% of all invasive cancers in female

-  more common than cervical or ovarian cancer
~ 34,000 cases of endometrial per year (3000 deaths)  

  ~ 13,000 cases of cervical cancer each year (7500 deaths)

U.S. ~ 80% present stage I w/90% 5yr survival
	< 5% of uterine tumors

	Etiology
	(1)
asymptomatic for a long time

(2)
irregular vaginal bleeding and leukorrhea

(3)
tumor may appear at external os (Pap smear) but, diagnosis is by curettage and histology

-metastasis to lungs, liver and bone
	

	Sn/Sx


	Two types:

1. prolonged estrogen stimulation and hyperplasia compare w/ endometrial hyperplasia:

i.  both conditions are linked w/ obesity and anovulaory cycles

ii.
women w/ ovarian extrogen-secreteing tumors have a higher risk of endometrial 





cancer (thecal cell tumors); rare in women w/o ovaries

iii.
endometiral cancer is extremely rare in women w/ ovarian agenesis

iv.  DES, ERT is assoc. w/  ( risk 

v.    in postmenopausal  women there is greater synthesis of estrogens in body fats from adrenal and ovarian androgen precursors ( menopause and obesity do not mix.  Adrenal disorders also

-well differentiated, mimics normal endometrial glands, favorable prognosis 

2.  less commonly assoc. w/  hyperplasia, acquired at a later age

-poorly differentiated, poorer prognosis

-most are adenocarcinomas (85%)

Grades  (compare to cervical cancer)

grade 1:  well differentiated, recognizable gandulare patterns; 20% endometrioid  

grade 2:  moderately differentiated:  well formed glands w/ solid sheets of malignant cells

grade 3:  poorly differentiated:  solid sheets of cells with barely recognizable glands, greater 

degree of nuclear atypia and mitotic activity

-includes papillary serous and  clear cell carcinom 
	mixed mesodermal

(1)
malignant and rare

(2)
after menopause

(3)
poor 5 year survival rate (25%)

leiomyosarcoma

-from myo/endometrial stroma

-fleshy masses invade uterine wall

-polyploid masses project into lumen 

-peak at age 40

-higher tendency to malignancy than 

 leiomyoma:

   -often recurs after removal (occurs  

    in lung, brain and bones)

   -wide range of atypia:  well 

   differentiated to anaplasia 

   resembling sarcoma

	Onset/ Course


	Slowest growing, least invasive of gyn. cancers

stage 1:  both confined to the cervix:  partial hysterectomy

stage 2:  both in upper 1/3 of vaginal body and cervix; complete TAHBSO

stage 3:  



c- outisde of cervix and in the pelvic wall


v-  outside the cervix but not in the pelvic wall 

stage 4:  both the same ( malignant dissemination outside of pelvis and in bladder or rectum

(3)
fungating          (4)
infiltrative

(5)
polypoid 
	

	
	risk factors:

(a) obesity (50% weigh over 180 lbs)

(b) diabetes

(c)
hypertension (over 50% of patients)

(d)
infertility and history of anovulatory cycles (  history of (  estrogen, endometrial hyperplasia
	

	Lab Dx
	Endometrial Biopsy
	


· Endometrial stromal tumors

· benign stromal nodules:  well-circumscribed aggregate of endometrial stroma in myometrium

· low-grade stromal sarcoma, or endolymphatic stromal myosis:  as above with lymphatic penetration
· endometiral stromal sarcoma: malignant ( vascular metastasis

· Moles and Choriocarcinoma

· Hydatidiform mole

· swollen cysts of chorionic villi with hyperplasia and anaplasia

· no fetus

· precursor of choriocarcinoma

· present in 4th and 5th month of gestation

· most in 4th decade of life, but any age

· about 1 in 2000 in the USA (more common in Asia, S. America, S. Africa)

· Complete mole: 

· most (90%) have 46, XX genotype ( entire chromosome number comes from sperm

· morphology

· enlarged uterus with cystic, grapelike clusters of chorionic villi

· uterine cavity almost full of chorionic villi which have no blood vessels, generally fluid filled 

· may even see amniotic sac with no embryo

· sometimes extreme proliferation of chorionic epithelium

· three grades of moles based on atypia of cells

· Partial moles:  

· have 69XXY ( ovum plus 2 sperm account for chromosome number

· morphology

· embryo is present

· sometimes tetraploidy occurs 

· Clinical features

· abnormal uterine bleeding early in "pregnancy", bits of grapelike tissue and fluid pass down

· ultrasound shows what is happening

· high blood and urine levels of hCG

· removal via D&C; sometimes hysterectomy is needed

· about 80% remain benign

· about 2-3% become choriocarcinomas, especially if cells are left after attempted removal

· the rest are invasive moles (follow up with hCG determinations)

· Invasive moles

· local invasion into uterine wall

· metastasis to lungs and brain but cells do not grow there

· vaginal bleeding

· responds well to chemotherapy

· Choriocarcinoma

· Malignant trophoblast cells

· Most rapidly growing and widely metastatic of all cancers

· Incidence

· about 50% arise from hydatidiform moles

· about 25% arise after a previous abortion

· about 20% occur with a normal pregnancy

· about 1 in 40-50 hydatidiform moles progress to choriocarcinoma

· about 1 in 150,000 normal pregnancies progress to choriocarcinoma

· Morphology

· no chorionic villi

· invades myometrium, blood vessels and lymphatics

· spreads to lungs, liver and bone marrow

· also spreads to vagina, brain, and kidney

· Clinical features

· spotting with brown smelly fluid

· extremely high hCg

· Staging

· stage 0---benign mole

· stage 1---limited to uterus

· stage 2---outside of uterus

· stage 3---spread to lungs

· stage 4---spread to liver and brain


Diseases of the Fallopian Tubes

· Inflammation

· PID

· Tuberculosis

· Ectopic pregnancy

· Most commonly occurs in the fallopian tubes

· About 1 in every 150 pregnancies

· Chronic salpingitis with adhesions from:

· PID

· appendicitis

· endometriosis

· fibroids

· About 50% in normal looking uterine tubes

· Higher incidence in women who use IUDs

· Tubal, ovarian and peritoneal pregnancies

· Rupture of tube is usually fatal (2 to 6 weeks after fertilization)

· If ejected out of fimbria end of tube, it may remain attached to tube

· Tumors

· Carcinoma is rare

· Parovarian cyst 

· near fimbria and ovaries 

· from remnants of mesonephric ducts

· Needs to be distinguished clinically from ovarian cancer

· Neoplasms in tube:  

· Cell type

· cytotrophoblast: cuboidal epithelium 

· syncitiotrophoblast:  highly invasive 

· Types

· hydatidiform mole

· invasive mole:  syncitiotrophoblast
· choriocarcinoma:  trophoblastic tumor, usually in the uterine cavity, derived from placental structures

