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10 Fetal Imaging

01 0 sums

QAL 115 AR TS TZAIA Efote] 0| A 2 EFE 20| (B 1) AL 14F o= M
LA E|2ACH MBS =R =7 @ < /ﬂi Jell= 78732121 development

1) 94l 145 o] % A A}
2) §2e7 QA7
3) G AAA A

4) 2AYA eojehul 427

5) Exﬂ’dﬂ;@ EHO]‘Oﬂ}‘Hxﬂi ].7151'/\]_

ﬁ
N

QIAl | 1AHET|of| ST E01sH0f & AFEHS PHEHA| 2. & 1) G—sac location
2) embryo identification
3) FHT
4) fetal number
5) CRL
6) uterus and adnexal evaluation

Chg ZSat A4 F EfololM spina bifidadt S mf ZH&El= 2427  |B )7L o
&) ultrasonographic finding of spina bifida
and Armnold—Chiari syndrome

h bral icul | 1) cerebral ventriculomegaly (80%)
cerepral ventriculometa
Y 2) obliteration of cisterna magna

W) frontal scalloping (AL 4-9 mm)
t}) banana sign 3) lemon sign : frontal scalloping

4) banana sign : abnormal curvature of

2}) increased size of cerebellum the cerebellum

5) decreased cerebellar size or failure

D 7]-’ L]—’ o to visualize the cerebellum : %73€j

2) 7h ﬂﬂo};ﬁ cerebellum®] o] w718
T B}\‘:]-.

3) ‘/}‘, 2} 6) neurologically significant spina bifi-

4) 2k dag] —?‘Oﬂ_‘::_ L/E movement and

urination o ~ "1’1’7‘21'% T ﬁl‘:]'

5) 7k, U, o, 2t

N /K

68 2022 AbEoIT} AFE|IAE



SECTION 5 , THE FETAL PATIENT

CO = & o

36M| 123 A3 187| Z2u} AAMAD} ARl A C}21} 22 uff, A|3  |E 4 822 47

slofet Z2? €] 125 o] & cell-free DNA screening
T CVS A8,

xNuchal translucency (NT)

-+ A component of first-trimester ane-
uploidy screening.

- A 9] : The maximum thickness of
the subcutaneous translucent area
between the skin and soft tissue
overlying the fetal spine at the
back of the neck,

- ZH A7) 11~14 GWoll 23}
- o]o] 1 NT Zo] =7} A| fetal aneu-
ploidy®} various structural anom-
alies (£3] Heart defect) &4 715

A ok
1) 229 437 2) 2.4 heg - 23 9] NT < 3mm,

- >3 mm : Fetal aneuploid

oF2=2] % 4) & nak XA If NT ploidy

3) FFRA ) B A risk 57}, (targeted sonography

5) A5 & G4l with fetal echocardiography |3}

2 cell-free DNA screening and
prenatal diagnosis &)

1) 73 2) =4l
3) oprl et 4) SA) Ert
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CHAPTER 10 : Fetal Imaging @ OBSTETRICS

JON=R A

32F AD EEZAZ LS LHUTIA| "ot 110/80mmHg, | 5 FAl 28t
EBW 1,100g 0|91 ULX|$= 2cm 0|%C} Hc S =Z2{2}F NST * Umbilical artery Doppler’d reversed

end-diastolic flow7} Ho]il o]+
= CI33 ZRUACH CIZ 5 SHIE XMXIE 12A2.

= fetal hypoxia, acidosisZ 2]7] gk},

o NST A beat-to-beat variability (the
single most reliable sign of fetal
compromise)”} minimal variability,

- 325, fetal distress 2271, oligohy-
dramnios 271 Ho]|2 2 steroid &

o] 3 97 Hul

1_
e oA a4l ot %

Williams 25th, Figure 44-8

— Ll IR 9 SU—— - = .
s = CRE S ] -
- — 85 e — - o =T
D1d 5 A4 2) 1574 5 A4
3) told 4) FrY

5) SA R
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SECTION 5 THE FETAL PATIENT

A. Normal waveform with normal S/D ratio.

B. Increased impedance to flow with abnormally elevated S/D ratio.
C. Absent end-diastolic flow.

D. Reversed end-diastolic flow.
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CHAPTER 10 : Fetal Imaging @ OBSTETRICS

265 M29| ZFm AREIO|Ct siEstE 71" 2?

1) Down syndrome 2) Edward syndrome
3) Patau syndrome 4) Turner syndrome
(@ saigor

CO = & o

& 1) Down syndrome
€] - 1st : duodenal atresia (double-bub-
ble sign)
* 2nd : Nuchal fold thickening,
* 3rd : nasal bone hypoplasia and flat
face.
D

Williams

Nack gz
s 25t

i=4
th, Table 14-8

TABLE 14-8 Second-Trimester Sonographic Markers or “Soft Signs” Associated with Fetal Trisomy 21 2

Aberrant right subclavian artery
Brachycephaly or shortened frontal lobe
Clinodactyly (hypoplasia of the 5th digit middle phalanx) Echogenic bowel
Flat facies

Echogenic intracardiac focus

Nasal bone absence or hypoplasia

Nuchal fold thickening

Renal pelvis dilation (mild)

“Sandal gap” between first and second toes
Shortened ear length

Single transverse palmar crease

Single umbilical artery

Short femur Short humerus Widened iliac angle

aListed alphabetically.
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SECTION 5 THE FETAL PATIENT

In this transverse view of the thorax, the heart is shifted to the far right side of
the chest by a left-sided diaphragmatic hernia containing stomach (S), liver (L),
and bowel (B).

82 2022 AbEQITL A FEIAE

CO = & o

& 1) HEEEH

@] Transverse view of thoraxo]A] the
heart is shifted to the far right side of
the chest by a left-sided diaphragmatic
hernia containing stomach,
e Aot 3%
Williams 25th, Figure 10-23
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AlX}
0o

IEEEE:
2) Beta blocker
3) A A
4) ZH|2olE

5) Ald7l&

254 0{ A0
ol 7+

1) Femur length
3) CRL

CHAPTER 10 : Fetal Imaging

@ OBSTETRICS

" _
O gaais
=REE"

€] M-mode (motion-mode) imaging %

oE

r/o Premature atrial contraction,

They typically resolve later in gestation
or in the neonatal period.

& 3)CRL

€] Sonographic measurement of the
crown-rump length (CRL) is the most
accurate method to establish or con-
firm gestational age, The CRL is mea-
sure in the midsagittal plane with the
embryo or fetus in a neutral, nonflexed
position so that its length can be mea-
sure in a straight line, The CRL is accu-
rate to within 5 to 7 days.

/K
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SECTION 5 THE FETAL PATIENT

/,O o & ot

35M| ZALR 130l MAAZT Qlof LHUSI T Che T} 22 ZAntetel  |B I EHokdEST
g oAl 47 oiC S ®|x|=? E) NT>3.0mmo|™ NTD 9|2 ¥= A3t
|0‘| BEﬂ |:|A|' EJ—l- 46XX I- Ol_'— -le o]t} o]& & sfol & Ar= Sk

FAALe]|IL o714 o} 7] o] F7 A o] el
gle Aog Fesdoerg r/o
Turner syndromeol] 23} cystic hygro-
mat= A& 5 glrh. NT7F F7hEof
9o 1 99 various structural
anomaliesE ©] =X (£ 3] heart
defects)7} 2|3l F7FslER o] 2
grolal7] YallA] fetal echocardiogra-
phyE ARt

(NT : 3,5mm)
1) B HFH A AL 2) TORCHS
3) Hlo}al 223} 4) glo}zl7| 3 AAL
5) A 244

36H| 0144, Q141 12 DCDA 42, &m) 07| 10F 2|9 FHB | B 2) Seinise
(—), CIE oP|= 40| %1 FHB MAAHASE HQl REXI0| 4 M €] NT measurement= 11~14GAol| A5}
AA=? 7] 71 H3}AL noninvasivedlal &2
T Hrjolth, JejBg NTE ¥
screening =

A fw o 22 Asfel wief ol

3) AN A2 4) sFllt/PIGF
5) W) A& A AAA}
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32

Hypertensive Disorders

* K K
0| ZE= B+ S8t ch EX[H of Eu|CH
A= preeclampsia-eclampsias M4 &2t Zlslo|2f= A O|slaloF St
* % *
e _
O g
55 AZHEZ| ZTH 7| Fel %27 B 5) 828 90,000 /mme
€] Non-severed} severe preeclampsia &
1) &4 150/100 mmHg 2) 3H% A1k 2,000 ml THshE 7l s A ofd 7
= 2] XA gt
3) 2ok 0.9 mg/dl 4) Sl 4+ 4+ e s gt

5) &4 90,000 /mm3

Williams 25th p.712
EE Chapter 32, 261 &4 2] Q ok
SHA ZFal(Table 40-1 A g]).

Table 40-2 Indicators of Severity of Gestational Hypertensive Disorders 2

Abnormality Nonsevere® Severe
Diastolic BP <110 mm Hg >110 mm Hg
Systolic BP <160 mm Hg >160 mm Hg
Proteinuriac None to positive None to positive
Headache Absent Present
Visual disturbances Absent Present
Upper abdominal pain Absent Present
Oliguria Absent Present
Convulsion (eclampsia) Absent Present
Serum creatinine Normal Elevated
Thrombocytopenia (< 100,000/ L) Absent Present
Serum transaminase elevation Minimal Marked
Fetal-growth restriction Absent Present
Pulmonary edema Absent Present
Gestational age Late Early
aCompare with criteria in Table 40-1 (22 Chapter 32, 2621 2| s Al 22f0j| Table 40-2H2])

bIncludes “mild” and “moderate” hypertension not specifically defined.

¢Most disregard degrees of proteinuria to classify nonsevere or severe.

BP = blood pressure.

282
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CHAPTER 32 : Hypertensive Disorders @ OBSTETRICS
) 4

~
DO =asy

Preeclampsia A| 717} & E[X| 2= SE2? & 2) protein C
&) PIH A] anticoagulant protein$]
1) thromboxane A2 2) protein C antithrombin-III, protein C, protein S&=
Frassiet,
3) VEGF 4) endothelin —1

5) PAF(plateletactivating factor)

PIHO| HIEE Z7IA|7|= 2910| opd 7427 & 4) smoking

G RER RN e
1) obesity 2) nulliparity Williams 25th p.713
3) twin pregnancy 4) smoking

5) family historyof PIH

Table 40-3 Selected Clinical Risk Factors for Preeclampsia

Risk Factor Pregnancies (millions) Pooled Unadjusted Relative Risk (95% CI)
SLE 243 25(1.0-6.3)
Nulliparity 2.98 21(1.9-24)
Age >35 5.24 1.2(1.1-1.3)
Prior stillbirth 0.063 24(1.7-34)
CKD 0.97 1.8(1.5—-2.1)
ART 1.46 1.8(1.6—-2.1)
BMI >30 5.92 2.8 (2.6 —-3.1)
Multifetal 7.31 29(26-3.1)
Prior abruption 0.29 20(1.4-27)
Diabetes 2.55 3.7(3.1-4.3)
Prior preeclampsia 3.72 8.4(7.1-9.9)
CHTN 6.59 5.1(4.0-6.5)
APA 0.22 28(1.8—-4.3)

APA = antiphospholipid antibody; ART = assisted reproductive technology;
BMI = body mass index; CHTN = chronic hypertension; CKD = chronic kidney disease;
SLE = systemic lupus erythematosus.

Data from Bartsch, 2016.
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SECTION

11 OBSTETRICAL COMPLICATIONS

Preeclampsia 2HX10llA] 28t = 718 oA Zobxl= %22

1) Oliguria

2) Pulmonary edema
3) Proteinuria

4) Blurred vision

5) Hypertension

PIHQ|pathophysiologyt|A{ !
ZF=| mediatorg MA|2

235}= vasoconstrictore} vasodilator2|

Preeclampsia 240]|
strictor mechanism=

2104 arachidonic acidZ25E{2| two vasocon-
=otA| 2.

284 2022 AHRQIT} AME|AE

CO = & o

& 1) Oliguria
G PHoiA deivery 3 Z0IX]i= ZA2| A
1) urine output 7}
2) edema 422
3) proteinuria 2341 : 7] 1524 ool
4) &9t AgBHeF 25 A A
delivery 2% 3¢lo] "oz AL
+ vasospasm] 3]0 2 AJz}sH
ol dt}. & =3k bleedings 7
SJ4J3) s} g,

& 1) Vasoconstrictor : thromboxane,
endothelin-1

2) Vasodilator : PGE2, PGI2, NO

& 1) cyclooxygenase pathway
D PIHAH|M & placenta®f|A{ vaso-
constricting PG synthesis 7}
TXA2 elevation, PGE2, PGI2 Z+HA~
@ Low dose aspiring MM throm-
boxane@ & J}= pathway7} M
EiX oz XtEtE|o] of 2ol JHsst

Cl= 217 2Chthromboxane-
75% reduction, PGI2-20%,
PGE2-30%),

2) lipooxygenase pathway
15-HETE A4Mo0| 7}
15-HETE 0| prostacyclin produc-
tion2 2H|5t0] HAolX O =R vaso-
constrictiong fatst.
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CHAPTER 32 : Hypertensive Disorders

Azt HE AAIFolM 20| o ZREHE 72A[2E LHoi| 22H= Al
5lojof 5t BAME 7| E 47X E YA 2.

(el

JI)I-

2) hydralazine
4) labetalol

1) methyl—dopa
3) sodiumnitroprusside

5) nitroglycerine

YAl FEYRT} FET PAER
150/90 mmHg AST/ALT 90/90 %...EP 0,000/mm? 0|%i<0q Efo}od|
A HES 1,900 gO|Ch, 3Y BSH0IE FAo| HEHT} gich ZAI?

1) AEAF 54 F23]

2) frevt

3) Al

4) At s/D |7} 3 o] Fo| A Al G| rl

5) L/S H]7} 3 v]wko] ™ G Kl

@ OBSTETRICS

/,O o & A

B @ gglol 245| 4 %6}:'_ diastolic
pressureZ} 110 mmHg 0|Al 2
X2 =A|
@ A8t proteinuriaZl U= Al
® Renal function0| 2} Al(oliguria)

(@ Severe headache or visusal distur-
bance= convulsionoi| ﬁ%s}m,
0|28t A2 ominousstA| ZHE
O0{X{of stC}, EESH epigastric pain
or right quadrant pain2 hepato-
cellular necrosis, edema, ischemia
of s REE 4+ 20, o[
pain2 serum liver enzymeQ| At&
£ EHI5lH termination?| sign0|C}.

& 2) hydralazine

€] @ Hydralazine : DBP7} 110 ©]’¢¢l 74
% IV hadralazine FoJ3}9, 15~20
2702 5~10 mgS Fojsit},
k=3t vksl DBPE= 90~ 100 mmHG
ol] 11 o]3}o]™ placental perfu-
sion®] compromised® = AT}, o]
27 o9 hydralazine& v-$-
effectived}™ cerebral hemorrhage
7} o= glet,

2 Labetalol : hydralazine®} H]al3}o]
rapidd}7| BP 3, tachycardia®=
minimald}t}, 3FA9F hydralazine©]
T effectived}/l| safe level7FA] mea-
narterial pressureS St&t}

Soz wWel o, gete

N /K
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SECTION GENERAL GYNECOLOGY

3 4

=
S

eidl 227 AMHEIL 25 ofliul SELZ it =F T ARIo|C X
x=?

1) Z1EA 2) A

3) ZHRo|= 4) A= AA

5) AANAAT B 2B 5 28

1841 0{410] 3AIZH Soto| BES F4Z Helsioir) 22 AM &
S3} wiwels pEEYn B3I SRR

520
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g _
JOR-EX T
& 1) zEx
€] Fibroid degeneration during pregnancy,

o JF3E-9] fibroidi= pregnancy W size
F7ehA ket

+ Clinical symptoms} fibroid degen-
eration®] sonographic evidencei
5% oA Ay,

* Ibuprofen® 2 fibroid-associated
pain during pregnancyZ control 3

2 5 gleh,

B 2 nE7| Y tALdE M

€] Laparoscopic finding< R/O Ovarian
cyst torsion,
184 #l& oJAdellA] TS ovarian tor-
sion2 Laparoscopic detorsion + ovari-
an cystectomy A8,




CHAPTER 5 : Benign Disease of the Female Reproductive Tract

30A| 4tzt2f 0-0-0-021 ofdo| ZRIEFm HAL £ 7Tem F7|9| He

=
50| YAEACH SFSEHLESHAM 52 12 &Rl
X| S4Ch ME|=? [20]

) 22E =

3) H eh-fr = A 4) 2T YEE2l
5) A8
(0) Aok

@ GYNECOLOGY
—

/

JON=R A1

& 1) He = SuES

€] Reproductive agedl|A 5373} ol A]
$-913] HAE Sem v ©@edFo|H
e 73 AEPU
oS A a ok Hx

Novak 16th, Figure 10-2

Figure 10-2 Preoperative evaluation of the patient with an adnexal mass,

“Adnexal” mass

Exclude

nongynecologic

problem, e g., with
I barium enema

| Premenopausal Postmenopausal
I
<8cm >8-10 cm
rasoun rasoun
Cystic Complex, solid,
and suspicious
|
E L3
bservation + Erogresswn -§urgery
suppression for i
2 months Z
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SECTION 3

GENERAL GYNECOLOGY

4AT HZAE 54 0fH0| AEHZE WHASIICH S8 HAM X124
£, Zof| S0|AtE0] giien] So|Zd HAHY parabasal cell0| Q1|
ALt X 2= FARUTN? [20]

1) 77 doxycycline
2) 747 metronidazole
3) A4 estrogen ¥

4) metronidazole 23

g _
JOR-EX T

& 3) &L estrogen I

€l Atrophic vaginitis
# 73 ® o/dellA estrogeno] Z3 =M
] normal vaginal ecologyZ A|5}A]
il A
Vaginal secretiong #1740 2 B8 uf
predominance of parabasal epithelial

cells and an increased number of
leukocystes,

Z|Z+= vaginal estrogen creamo|t} &
A AltEA] i ok, AR vagi-
nal estrogen suppo(Ovestine®)-& 491

18M| OJX}7} 3A|ZF =0t X|&E| 5=
SR FS SR oS W BHe
= 22|07 cm =27|9 20| BHEEQICH 2244

ZCHH of 2xjoilA 7HS SHHE MA|=?

1) cystectomy

2) salpingectomy

3) cyst aspiration

4) salpingo — oophorectomy

5) detorsion & cystectomy

522

2022 LRI MHE|AE

& 5) detorsion & cystectomy
&1 Adnexal torsion

Torsion (twisting) of the vascular pedi-
cle of an ovary, ovary with cyst, fallopi-
an tube, paratubal cyst, or rarely a
pedunculated uterine myoma results in
ischemia of the structures distal to the
twisted pedicle and acute onset of pain,

X E: Adnexal torsion must be treated
surgically.

The adnexa may be untwisted and a
cystectomy performed if appropriate,
Even when it appears that necrosis
occurred, there is evidence that it
remains functional and sparing the
adnexa can preserve it hormonal and
reproductive function,

* Detorsion and cystectomy A|3H!
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291 424| 03M0| AZZHZTIOA EolEl ek Ho| Fo B ) Ena

E |_|.| 2| ol.od §_¢_3} ZA2 olon X1l clen} 2t} Cfe €] Uterine fibroids (Leiomyoma) 2| man-

agement

- 9] sono AFR ] 272-& leiomyoma 9]
/K]E]_. A}g}

-3A) EAsHE B ) glod ¢
A observationdFc},

- Not having treatment for fibroids
rarely results in harm, except for
women with severe anemia from
fibroid-related heavy menstrual
bleeding or hydronephrosis from
ureteric obstruction from a massively
enlarged fibroid uterus,

-m 9] fibroid growthEd ¢&3stAv
new symptoms2] onsetg &3}
A& B7bsstet.

- Therefore, for women who are mildly

o or moderately symptomatic with

1) Az 2) ATz
3) GnRH agoniSt 4) ;ﬂl’/]-z_-]‘ treatment to be deferred, perhaps
5) A A Ale indefinitely,

1870E ofoplt 2= _ B 5 0AE22 33

Zlo| clent 22 _t?d% 591 _ & %xﬂ ol A|7]¥ AFxl2 Novak 16th,
Figure 9-90|t}, (A: Labial adhesions,
B: Cotton-tipped applicator placed

B=)
eied
2

fibroids, watchful waiting may allow

)

e
o
o

inside the labial adhesions shown in A)
Labial adhesion (=Labial agglutination)
1. 92 - o7 ddel 9J3)A] chronic

vulvar inflaimmation @] 232 28

2. A=

1) Observation : SA+o] $ichA.

2) Urinary or vulvovaginal symptoms
o] At} 2~65F<t estrogen
cream©|4} topical steroidE exter-
nal genitaliaol] T=3 3},

3) Pretreatmentt} anesthesia $lo| <]

2ol A manual sepration = Z-&
F23}A] 9=t} ofo|E0] trauma

1) Bt 2) |l 2EXHE 39 MR

3) g AA 4) T2A2E 39 4) Lysis o]l recurrent adhesiong

5) o 2EZA 2 7] &8l petrolatum3} 22 topi-
2EZ2 A9

\ cal emollient | EZ A —}—‘T‘f:ﬂ'q/X
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SECTION 5 UROGYNECOLOGY

CO o & ot

CH22 Urodynamic study AFEIO|CH RIh? & 5) Detrusor overactivity

filling cystometry voiding cystometry

FDOO NDSDU L U L MCC
Fill 400 | Lo | |
volume 2% N ST
200 | N SO L
100 — a7 i i

Pves

cmH>0

Pdet

cmH>0

Pabd

cmH>0

40

Flow rate

1) Intrinsic sphincteric deficiency
2) Stress urinary incontinence

3) Low bladder compliance

4) Overflow incontinence

5) Detrusor overactivity

65A| 04410 8t 2 M HRJHLEZOZ meshS 0|23t transobtura- | B 5) Mesh Z2HA[H31 estrogen £&
tor midurethral sling opS A|HWUpCH Mo == LHHO| EZSES = € o= sl ack =

7}1 il'olﬁl-l—l mesh 3._ 7|_,____||_0| 3 mm X E xE | E |0‘| %!9;“:'_. 2 Novak 16th, Figure 29-16

HIE A2?

1) 714 &

2) 33 ] antibiotics

3) Oral estrogen

4) FH A mesh A7 F Av 25

5) Mesh 1+ A A3}l estrogen =3
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CHAPTER 12 : Urogynecology @ GYNECOLOGY

A unique complication associated with mid-urethral slings is erosion of the sling material. Although uncom-
mon, sling erosion into the vagina generally requires surgical repair which involves resection of the segment
eroding into the vagina and repairing the vaginal mucosa over the involved site. When the sling erodes into the
bladder (and uncommonly into the urethra), this requires more complicated surgery to resect the eroded segment
(Fig. 29-16). Rarely, the whole sling material (TVT or TOT) may need to be removed typically because of chron-
ic pain resulting from placement of the sling.

Certain mid-urethral sling characteristics and indications worthy of mention include the following: (a)
with retropubic slings, the bottom-up route may be more effective than top-down route; (b) with the
exception of leg and groin pain, fewer adverse events occur with the transobturator than the retropubic
approach; (c) the transobturator may be more cost-effective compared with the retropubic sling, although
studies looking at cost do not take into account the potential impact of repeat surgery to address recur-
rence of incontinence on overall cost; (d) the retropubic sling is favored over the transobturator sling in
cases of fixed immobile urethra (intrinsic sphincter deficiency) and mixed urinary incontinence; and (e)
the transobturator approach may be favored in cases where there is previous significant bowel or pelvic
adhesive disease.

Figure 29-16 Sling erosion into the bladder.
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UROGYNECOLOGY

CC) o & ot

—

section 5§ )
POP-q 87| &M ZFF 17|, ASLE 17|, WBF |2 gols| |8 NhAas2
oich O} & 2= 2427 (o] | & mhE ek Rx
Novak 16th, Figure 30-9, Table 30-2
1) Aa +2 2) Ap +2
3)Ba=0 4) Bp +1
5C=0
OLEEE;
Figure 30-9 Standardization of terminology for female pelvic organ prolapse (POP-Q) classification. This dia-
gram demonstrates the anatomic position of the POP-Q sites, including six sites involving the anterior (Aa, Ba),
middle (C, D), and posterior (Ap, Bp) compartments with the genital hiatus (gh), perineal body (pb), and total

vaginal length (tvl).

No prolapse is demonstrated. Points Aa, Ap, Ba, Bp are all at —3 cm, and point C is between total

Table 30-2 Stages of Pelvic Organ Prolapse.
Stage 0
vaginal length (TVL) and — (TVL —2 cm)
Stage | The most distal portion of the prolapse is greater than 1 cm above the level of the hymen
Stage Il The most distal portion of the prolapse is less than 1 cm proximal or distal to the plane of the hymen
Stage ll The most distal portion of the prolapse is less than 1 cm below the plane of the hymen but no further
than 2 cm less than the total vaginal length
Stage IV Complete to nearly complete eversion of the vagina. The most distal portion of the prolapse protrudes
to greater than (TVL —2) cm

2022
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CHAPTER 12 : Urogynecology @ GYNECOLOGY

How to use the pelvic organ prolapse quantification (POP-Q) system?

Step1: Pre-procedure considerations

Examination should be performed with an empty bladder and if possible an empty rectum. A full bladder is potentially
associated with underestimation of the POP-Q severity.6 Any position that best demonstrates the maximum extent of the
prolapse and which can be confirmed by the woman, by digital palpation or use of a mirror, should be used (left lateral,
standing, lithotomy, or standing). Use a Sim's speculum if necessary to retract the anterior and posterior vaginal walls to
assess for prolapse. The techniques and positions used should be recorded, as they may influence findings.

Step 2: Measurements (“points to remember”) (Figure 1):
. Figure 1 The six defined points used to quantify POP in women
@w "'ﬁ : without (left) or with (right) a previous hysterectomy. Aa and Ap
¢ ; are 3 cm from the hymen when there is no POP, or any POP is
i fully reduced. POP-Q identifies where these points come to lie
relative to the hymenal plane with the POP fully evident.
Ba and Bp reflect the lowest point reached by a POP, relative to
the hymenal plane. Any part of the vagina could potentially
descend furthest, so Ba may lie anywhere from Aa-C. Bp may lie
anywhere from Ap-D, or Ap-C in a woman post hysterectomy,
from respectively reaching the locoincide with Aa and Ap in a
woman who does not have POP. Three measurements complete
the description; the genital hiatus (Gh), the perineal body (Pb),
and the total vaginal length (not shown)

- There are six defined points (Aa, Ba, C, D, Ap, Bp) that are considered while recording the POP-Q, which are used to
report the extent of descent or prolapse of the anterior vaginal wall, vaginal apex, and posterior wall.

. The positions of these six defined points are measured during maximal Valsalva or cough in relation to the hymen. If
the point descends to the hymen it is measured as 0 cm, if it remains above the hymen it is measured in centimeters
and described as negative integers and if it descends beyond the hymen it is measured in centimeters and described
as positive integers. For example, if point C remains 4 cm above the hymen during Valsalva/cough it is recorded as -
4cm. If point C descends 4 cm beyond the hymen during Valsalva/cough it is recorded as +4cm.

- There are three further descriptive measurements, which are also recorded independent of the hymen (genital hiatus-
point GH, perineal body-point PB, and total vaginal length at rest-point TVL). Of note, all of the POP-Q points are
recorded during maximal Valsalva or cough except for point TVL which is recorded at rest with the prolapse reduced.

Step 3: Recording the measurements (Figure 2):

Figure 2 How the six defined point and three
measurements relate to a 3 x 3 grid used for clinical

_ - . - " - documentation. Gh, genital hiatus; Pb, perineal body;
TVL, total vaginal length
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5 UROGYNECOLOGY

The above measurements are recorded on a 3 x 3 grid. The anterior vaginal wall and the cervix or vault are documented
on the top row, the posterior vaginal wall, and the posterior fornix on the bottom row. The descriptive measurements of
the genital hiatus, perineal body, and total vaginal length at rest are recorded in the middle row.
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posterior (right) vaginal wall prolapse
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Figure 4 POPQ staging of a stage 4 pelvic organ prolapse (procidentia)

Step 4: Staging of the prolapse
Depending on the measurements, prolapse of each of the compartments is staged based on its relationship to the hymen.
- Stage 0: No prolapse is demonstrated (points Aa, Ba, C, D Ap, and Bp are all </=-3 cm).
- Stage |: The most distal portion of the prolapse is more than 1 cm above the level of the hymen (points Aa, Ba, C, D,
Ap, and Bp are all <-1 cm).
- Stage Il (Figure 3): The most distal portion of the prolapse is situated between 1 cm above the hymen and 1 cm below
the hymen (any of the points Aa, Ba, C, D, Ap, and Bp has a value between -1 cm and +1 cm).
- Stage Ill: The most distal portion of the prolapse is more than 1 cm beyond the plane of the hymen, but not completely
everted meaning no value is >/= TVL -2 cm (any of the points Aa, Ba, C,D,Ap, Bp is >/=+2 and </= TVL -3 cm)

. Stage IV (Figure 4): Complete eversion or eversion to within 2 cm of the total vaginal length of the lower genital tract is
demonstrated (any of the Points Ba, C, D, or Bp is >/=to TVL -2 cm).
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1) Intrinsic sphincter deficiency
2) Stress urinary incontinence
3) Low bladder compliance

4) Overtlow incontinence

5) Detrusor overactivity

70M| Atz 2-0-0-2
ACH CHE2 HARZZOICH MR[=?

Q — tip test 50%=
A A
VLPP 80

Residual urine 15mL

X713 of &H0] s SHIE WA

[20]

= 5) Detrusor overactivity

€] The patient begins to sense urgency,
accompanied by an unstable bladder
contraction, when 88mL of water are
instilled into the bladder, The detrusor
pressure rises, and when 96mL of
water are instilled, she leaks.

& Sling OP
&) Urinary incontinence
—Qdip test: T o] FAHAE Fe

Wi ol AN, o8] EAldl FF o

2t}

: 30-degree deviation 7-$- urethra
2] hypermobilityZ 2]7].

: Angle deviationo|y} minimal$l SUI
3z} 7§ intrinsic sphincter
deficiency7} &5 2Jv]slal o=
stove-pipe urethra2 24214 S},

— Urinalysis 7¢-o]Y UTI rule out &

% Sl

— Urine loss associated mostly with
activities such as coughing, sneez-
ing, or laughing is suggestive of SUI,

— X #+= sling operation®] m/c. M
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CHAPTER 21 : Dysfunctional Uterine Bleeding

HZoiMol HEE Yoo Jhat B8t A7 [12]

1) estrogen replacement therapy
2) endomtrial atrophy

3) endomtrial polyp

4) endomtrial hyperplasia

5) endomtrial cancer

@ maiger| Xk X

@ GYNECOLOGY
e

-~

JON=R A1

[ 1) estrogen replacement therapy
2) endomtrial atrophy

B ohs sack e
Novak 16th, p.214 Table10-13

Table 10-3 Causes of Bleeding by Approximate Frequency and Age Group

Infancy Prepubertal Adolescent Reproductive Perimenopausal Postmenopausal
Maternal estrogen | Vulvovaginitis Anovulation Exogenous Anovulation Atrophy
withdrawal
Vaginal foreign body | Exogenous hormone | Pregnancy Fibroids Endometrial polyps
use
Precocious puberty | Pregnancy Anovulation Cervical and Endometrial cancer
endometrial polyps
Tumor Coagulopathy Fibroids Thyroid dysfunction | Horminal therapy
Cervical and Other tumor-vulvar,
endometrial polyps vaginal, cervical
Thyroid dysfunction
52M| 04A0| 10 MEE] A|ZEl ZISEHE =AZ LY LAEHC HZ 2 & 3) Endometrial biopsy
X4 299 1, opx|et LA 674 M0|Act Z2ulof|A Endometrial
thickness 22 mmZ SHM E|QiCt Aot M X|=? [16]

1) Tranexamic acid

2) Leuprolide

3) Endometrial biopsy
4) LNG TUS

5) GnRH agonist
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SECTION 6‘/‘ REPRODUCTIVE ENDOCRINOLOGY
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off 9th ed Chapter 15 Abnormal uterine bleeding) update L&

PALM COEIN
(Structural) (Functional) Nty
Polyp Ovulatory
Adenomyosis Dysfunction
Leiomyoma Endometrial
Malignancy or Causes
Mali _
Hyperplasia latrogenic
Not Yet Classified

Figure 15,1 Abnormal uterine bleeding2| 9!, Structural and functional

Differential Diagnosis of Abnormal Uterine Bleeding
* AUB—P (Polyp)
* AUB—A (Adenomyosis)
* AUB—L (Leiomyoma)
* AUB—M (Malignancy or Hyperplasia)
* AUB—C (Coagulation of Bleeding Disorders)
+ AUB—O (Ovulatory Dysfunction)
* AUB—E (Endometrial Causes)
* AUB—I (IATROGENIC)
* AUB—N (Not Otherwise Classified)

Abnormal uterine bleeding9| ZIZ
1. Endometrial sampling.

—H[gko] AL} PCOS9t 22 Fullek AE)7} A& E= oA dllA prolonged unopposed estrogen exposure’} = 743
endometrial sampling®| &3t} o] 23} samplingS 2743k 7}12] 2] 2|2 Aol % persistent AUBZ} Q= oAl
A tpolo} g glo] Al =] ofof it

—Z}31 flexible suction cannulasi= ] €] old traditional bx 7] 7-Et} @ E3#3}7] w0l EM biopsy A3 A] &7 H7
ARE-E L It} (Pipelle suction curette), TJo]4} gold standard?} obd ol = E-3}a1, B335}/ = hysterocopy”} 1
hospital-based curettagei= &3] 317 Al H L Q= 8o},
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SO 7 Rle A9 2.
— 224 D&CE A3 uf hysteroscopyE 1] targeted bx S A3 8}= ZS A-R3FL AT
2, Imaging

* Ultrasonography
v A4 8 o] & perimenopausal, postmenopausal women©ll A= EM bx7} Yubd © 2 | E|ofof &}l EM thick-
ness7} 4mm V| FHoA = B2 @31} (cancer 7FeAd OB E),
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SECTION 6 REPRODUCTIVE ENDOCRINOLOGY

(o]0} A)

In general, diagnostic uterine imaging can be reserved for women in whom the menstrual history or the results of other
evaluations provide strong evidence for an anatomical cause of abnormal bleeding, including any of the following:

— Regular monthly cycles with increasing volume or duration of bleeding
— Regular monthly cycles complicated by intermenstrual bleeding in the absence of a vaginal or cervical lesion.

— Abnormal bleeding despite objective evidence of ovulation from measurement of serum progesterone (>3 ng/mL) or
from endometrial sampling (secretory endometrium)

— Failed empirical medical management (Figure 15.7)

Abnormal Bleeding Lasting More than 3 Cycles

v

ii Assessment ﬁ

History

Suspect ovulatory dysfunction?
Suspect gynecological disorder?
Suspect bleeding disorder?
Suspect medical disorder?

+ Medications

Examination

Suspect ovulatory dysfunction?

« PCOS

« Insulin resistance

Suspect gynecological disorder?
« Fibroids, polyp, endometriosis

« Risk factors « At risk for endometrial hyperplasia
« Family history Suspect bleeding disorder?

v
Evaluation

Laboratory testing Imaging Additional tests
« CBC, iron studies + TVS « Endometrial biopsy
- Renal, liver function » Sonohysterogram » Pap smear
» Hormone profile » MRI pelvis « Mammography

—TSH, prolactin, androgens

—FSH/E2/AMH

« Coagulation studies

Figure 15-7 Failed empirical medical management.

(A1)
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(o]ofAl)

Acute prolonged episodes of heavy anovulatory bleeding also can be treated effectively with high-dose estro-
gen-progestin therapy, provided that the endometrium is or normal or increased thickness. Ideally, transvagi-
nal ultrasonography should be performed before treatment begins to minimize the risk of unsuccessful treatment with continued
heavy blood loss, as will occur in women with a denuded endometrium when either progestin alone or a low estrogen dose com-
bined hormone regimen is chosen for managing heavy bleeding. In women with a thickened, vascular, and fragile endometrium,
estrogen-progestin treatment inhibits further growth and induces structural changes that organize and stabilize the endometrium,
thereby preventing further random breakdown. Any monophasic combination oral contraceptive can be used in a
multidose regimen as first-line approach to managing heavy abnormal bleeding in hemodynamically stable
individuals (Table 15.4).

Table 15-4 High-dose orall contraceptive regimens for control of heavy abnormal bleeding

Ethinyl Estradiol Dose In Regimen Anticipated effect
Combined Oral Contraceptive

1 pill 3 times daily x 48~72h
2 pills daily x 1 wk

Reduction anticipated within 48h
If nausea, consider adding an antiemetic

30 ~ 35ug 1 pill daily x 1 wk Withdrawal Bleeding

Stop Cycle control

Consider restarting at 1 pill daily

1 pill 4 times daily Reduction anticipated within 48h

3 pills daily x 1 wk If nausea, consider adding an antiemetic
20 ~ 25ug 2 pills daily x 1 wk Withdrawal Bleeding

1 pill daily x 1 wk Cycle control

Stop

Consider restarting at 1 pill daily

1 pill Reduction anticipated within 48h.

+ 4 times daily x 4d If nausea, consider adding an antiemetic
30~35ug + 3 times daily x 3d

« 2 times daily x 2d

« 1 tablet daily x 3 wk

Day#1 — 5 pills Reduction anticipated within 48h

Day#2 — 4 pills If nausea, consider adding an antiemetic

Day#3 — 3 pills Withdrawal Bleeding
30~35ug Day#4 — 2 pills Cycle control

Days#5 to days 14-21 — 1 pill daily

Stop

Consider restarting at 1 pill daily20%0l| 4 2<lIt},
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