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The textbooks in gynecology used by the senior medical students according to the curriculum and study hours include the chapters about gynecologic diseases requiring emergency. The independent training with the textbook proposed now will help the senior students, obstetricians and gynecologists in future to learn this pathology better.
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MAINTENANCE
	Abbreviations………………………………………………………………….….
	4

	1. Introduction……………………………………………………………………
	5

	2. Notions and classification ………………….……..……...……………………
	5

	3. Abdominal bleedings………..…………...…….................................................
	7

	          3.1. Ectopic pregnancy………………………………………………….…
	8

	                 3.1.1. Tubal (Fallopian)  pregnancy .…………………………...……
	9

	                 3.1.2. Rare forms of ectopic pregnancy……………...………………..
	23

	                           3.1.2.1.Ovarian pregnancy……………………………………...
	23

	                           3.1.2.2.Cervical pregnancy……………….…………………….
	23

	                           3.1.2.3.Abdominal pregnancy …………………….…….……...
	25

	          3.2. Ovarian apoplexy……………………………...……….……………...
	26

	          3.3. Laceration of ovarian tumor ……………..…………………………...
	30

	          3.4. Uterine perforation……………………………………………………
	31

	4. External uterine hemorrhage (spontaneous abortion in the first trimester of pregnancy)………………………………………………………………………..
	33

	5. Bleedings for trophoblastic disease…………..…………………………..........
	36

	6. Metrorrhagia as a symptom of arising leiomyomatous node………...………..
	38

	7. Hemorrhagic shock………………………...………………………..…………
	41

	8. Disorders of blood circulation in tumors of internal genital organs…………...
	47

	          8.1. Inversion of ovarian tumor …………………………...………………
	47

	          8.2.    Disorders of blood supply to uterine leiomyomatous node.………...
	49

	9. Acute inflammatory diseases of internal genital organs …….………………...
	52

	          9.1.Adnexitis ……………..……………………..……………………........
	52

	          9.2.Pelvioperitonitis and peritonitis ……………………………………….
	55

	10. Septic shock………………………………………………………………......
	58

	11.Control tasks ………………………………………………………………….
	67

	12. Reference…………………………………………………………………......
	70


ABBREVIATIONS

AA -  acute abdomen

AB - antibiotics

ALV - artificial ventilation

ART - assisted reproductive technology

BP - blood pressure

BV - blood volume

CS - cystic skid

CVP - central venous pressure

DIC - disseminated intravascular coagulation

ESR - erythrocyte sedimentation rate

EP - ectopic pregnancy

HS - hemorrhagic shock

HC - horionkartsynoma

HCG - human chorionic gonadotropin

HES - hidroksyetylkrohmal

HR - heart rate

ICD -10 - International Classification of Diseases - 10

IUDs - intrauterine contraceptive

TD - trophoblastic disease

1. INTRODUCTION 
Obstetricians and gynecologists always deal in their practice with acute gynecologic diseases requiring emergency help. In most cases these diseases are characterized by a sharp onset and pronounced abdominal symptoms. As long as from XIX-th century they were called “acute abdomen” (AA). This problem is still urgent nowadays. Report on the theme “ Acute abdomen in gynecologic practice” made by academician of AMS of Ukraine B.M. Zaporozhan at the scientific conference of obstetricians and gynecologists in Chernivtsi 23- 25 September 2009 testifies this fact.   

Usually, the patients who need emergency in gynecology are hospitalized urgently. Therefore, under conditions of emergency a doctor must immediately perform differential diagnosis, to reveal all circumstances of disease, to make the diagnose, to give urgent help, frequently including surgical intervention.
It should be emphasized that all diseases requiring urgent care in gynecologic hospitals  include some obstetric problems  associated with pregnancy. Very often the patients with both uterine (spontaneous abortion) and ectopic pregnancies (EP) in the first trimester or bleeding due to trophoblastic disease (TD) are admitted to the gynecologic hospitals. When performing the artificial abortion at the gynecologic hospital the uterine perforation may occur. These patients need gynecologic emergency. 
2. NOTIONS AND CLASSIFICATION

Generally, the diseases with symptoms of ordinary AA are referred to the gynecologic emergency. In most cases these pathologic processes are divided into some groups: 
I. Intra-abdominal hemorrhage:
1. Ectopic pregnancy : 

     a) tubal pregnancy (fallopian laceration, tubal abortion).
     b) rare forms of ectopic pregnancy.
2. Ovarian apoplexy.
3. Laceration of ovarian tumor.
4. Uterine perforation.

II.  Disorders of blood circulation in tumors of internal genital organs.
1. Inversion of the ovarian tumor crus.
2. Disorder of blood circulation in uterine leiomyomatous node.
III. Acute inflammatory diseases of internal genital organs.

1. Adnexitis.
2. Pelvioperitonitis and peritonitis.
It is advisable to attribute internal hemorrhage in ectopic pregnancy to the subject “obstetrics”. However, the word “gynecology” in the terms such as “gynecologic emergency” or “acute abdomen in gynecology” must be considered as a field of practical medicine but not as an academic subject. 
Thus, gynecological emergencies must be considered as problems associated not only with gynecologic illnesses but with the complications of pregnancy in which the emergency at the gynecologic hospital is required. The common features are: sharp onset, evidential clinical symptoms, severity of the patient’s general condition. Often, they are not only dangerous for the health of the patient, but are life-threatening conditions. It explains the need of emergency care, in the most cases, surgical one.
Such pathologies of normal pregnancy as metrorhagia for criminal abortions, hemorrhagic shock (HS) in internal and external obstetrical bleedings unrelated to the pregnancy belong to gynecologic emergency. 
Uterine  perforation may occur within the artificial abortion or in diagnostic uterine curettage. Surgical emergency care in gynecologic hospital is required for the patients suffering from trophoblastic disease(TD). Diagnostic uterine curettage in case of profuse dysfunctional uterine bleedings is the most effective method of the treatment. Symptoms of AA are observed not only in gynecologic diseases and in some complications of pregnancy but in a number of nosologic forms of extra-genital pathology. That is why, diagnostic error may result in tactic one: when the patient’s condition may become worse after operation.
The group of extragenital causes of developing acute abdomen is rather multiple:
· Acute appendicitis.
· Acute terminal ileitis.
· Some complications of unspecific ulcerous colitis, perforation or necrosis of intestine, true diverticulitis, vascular thrombosis, intestinal invagination.
· Some other diseases.
3. ABDOMINAL BLEEDINGS
The most widespread cause among symptoms of AA in women is intraabdominal bleeding. They require emergency, as a rule, surgical one. They occur in case of damaged fallopian pregnancy and ovarian apoplexy. In case of the rupture of ovarian tumor capsule (or cyst) the blood in any amount with tumor content comes to the abdominal cavity.

Uterine perforation, as a complication after artificial abortion or medico-diagnostic curettage can be accompanied by intraabdominal bleeding, but this complication occurs more rarely than the nosologic forms mentioned above.

3.1. ECTOPIC PREGNANCY
Code as  International Classification of Diseases (ICD -10)
000.0– abdominal pregnancy;
000.1 – fallopian pregnancy:
   * pregnancy in uterine tube,
   * rupture of uterine tube due to pregnancy;

000.2 – ovarian pregnancy;
000.3 – other forms of ectopic pregnancy:

    * cervical pregnancy,
    * cornual pregnancy,
    * intraligamentary pregnancy;
000.9 -  unspecified pregnancy.
When implantation of fertilized egg occurs outside uterus the pregnancy is called extrauterine (ectopic) pregnancy. Depending on the site EP is divided in: fallopian, ovarian, cervical, cervico-isthmal, combined, intraligamentary and mesenteric ones. 

Recently the  incidence of EP tends to be increased because increasing a number of inflammatory diseases of  female genitals, external genital endometriosis, using intrauterine contraceptives (IUC) and assisted reproductive technologies (ART). Tumors of the uterus and its adnexa exert influence on the incidence of EP.
Physiologically fertilization occurs in the ampulla of uterine tube, then fertilized egg moves to the uterus and implants into endometrium. 

This advance is due to the transferring  function of uterine tube and depends on a number of factors: hormonal ovarian function and hormones introduced, full value of all layers in the wall of uterine tube, condition of blood circulation and innervation of internal genitals. Disorders of transferring a fertilized egg may result in its further development outside endometrium.
3.1.1. Tubal ( Fallopian)  pregnancy
The most widespread position of the EP is uterine tube (to 98 – 99% cases). Depending on the course of  the following forms of EP are marked out: 
1) progressive, 
2) damaged (tubal abortion, tubal rupture ),

3) interrupted pregnancy.

In urgent gynecology a practical doctor deals particularly with such forms of disturbed fallopian pregnancy as tubal rupture or tubal abortion. It is necessary to pay particular attention to the patients with other kinds of EP because of diagnostic difficulties always presented in these cases.

Tubal pregnancy occurs in consequence of retention of pushing the ovum through the tube. In this case trophoblast is generated earlier than the egg gets into uterus and incorporation occurs in the uterine tube. Muscular lining of the tube grows up, hypertrophies and approximately within 4 – 6 weeks assures normal conditions for the development of the ovum. Such condition is called progressive tubal pregnancy (Fig. 1).
But the chorial villi immediately destroy mucous lining of the tube, sprout in the thin muscular lining of the tube and can get to the serous lining.
Due to the damage of gestation sac the pregnancy is interrupted. There are two kinds of this process: internal or external laceration of gestation sac leading to tubal abortion or to laceration of uterine tube. (Fig. 2).

When the villi devour the part of  gestation sac turned to the lumen in the tube internal laceration of gestation sac occurs. The detached egg perishes and the bleeding to the tubal lumen occurs. The tube extended contracts. In some time, often, in prolonged period the egg saturated with blood is pushed out into abdominal cavity, thus, tubal abortion occurs. This situation occurs when the ovum is positioned in ampullar or in phymbrious parts of uterine tube, seldom in its isthmus part (Fig. 3).
In case of insignificant hemorrhage the blood flows from the tube, precipitates and is accumulated near tubal orifice and doesn’t stream down to the recto-uterine area. In the area of hemorrhage the adjacent abdominal organs (intestinal loops, omentum) are fused, fibrinous capsule is formed around. A specific bloody “tumor” called peritubal hematoma appears.
In case of tubal abortion for profuse bleeding the blood streams down into recto-uterine area and occupies it. Firstly, the blood is liquid, then it precipitates forming clots. The blood irritates peritoneum, fibrinous exudate appears, intestinal loops and omentum are adhered together around a bloody extra-uterine “tumor”. It can be significantly increased, sometimes reach omphalus. 
There are the cases, in which the egg doesn’t  perish after its issue from the tube, but incorporates in the abdominal cavity and originates the secondary abdominal pregnancy. The fetus surrounded by membranes is positioned among organs of the abdominal cavity forming something like a capsule.
If the ovum incorporation occurs in isthmus or in interstitial part of the tube the abortion is in the form of laceration of the wall of uterine tube always accompanied by profuse internal bleeding. The development of the fetal ovum in isthmus part of the tube results in its growth aside the wall of the tube gradually straining and refining because of the very narrow space in this part and the external rupture of the tube occurs. In this case the vessels of the tubal wall are damaged and profuse bleeding into abdominal cavity is observed  (Fig. 4). Very rarely the laceration of the tube is directed to the mesosalpinx, the blood pours out in parametric fat and hematoma of the large ligament is formed.
According to the clinical proceeding  EP risk factors for this pathology are:
1. Precedent inflammatory diseases of uterus and its adnexa;

2. Scars and adhesions on pelvic organs due to the precedent operations for the internal genitals, pelvioperitonitis, abortions;
3. Hormonal dysfunction of the ovaries;
4. Genital infantilism; 

5. Endometriosis;

6. Prolonged usage of intra-uterine contraceptives;

7. Auxiliary reproductive technologies.
Clinical signs for the progressive ectopic pregnancy are the same as for the normal pregnancy. Retention of menses, swelling mammary, alteration of taste, olfaction and other sensations, proper to the pregnancy; signs of the early gestosis (nausea, vomiting, etc.); positive immunologic reactions to the pregnancy: chorionic gonadotropin in blood serum and in urine may be observed.
At the same time bloody secretions from genitals may happen either after retention of menses or before menses expected.

Clinic of the damaged  EP is very diverse and depends on the mode of abortion, as tubal abortion, or as tubal laceration (table 1). There two main symptoms appropriate to the ectopic pregnancy: intraabdominal bleeding and pain. 
Pain like labor pains at intervals of different intensity is more characteristic for tubal abortion. It shows that the fertilized egg is detached from the tubal walls and is pushed from the tube forward abdominal cavity.
 The sudden acute pain occurs in case of the laceration of uterine tube it may be accompanied by dizziness, fainting, pain and hemorrhagic shock. The pain is positioned at the site of abortion, irradiates to the groin or to the internal part of the hip.
The dull pain of different intensity, diffused, localized firstly in hypogastrium and loin, later on the whole belly it accompanies progressive bleeding and may be extended to the area of clavicle or scapula of the patient in horizontal position due to the irritation of diaphragm or phrenic nerve (phrenicus-symptom).
The bleeding for the ectopic pregnancy may be either internal from the vessels disturbed through the fertilized egg or external one as a result of the detachment from the uterine walls decidual membrane formed in the uterus as for the normal pregnancy. The acute internal bleeding depending on the rate and amount is revealed as hemorrhagic shock of different degree.
The laceration of uterine tube or horn provokes intraabdominal bleeding more profuse and the pain more acute. Some patients feel weakness, dizziness and syncope.

Some patients may have nausea, vomiting, meteorism, diarrhea. Paleness, cyanosis of the lips and nails, cold sweat, tachycardia to 120 beats/minute and more, running pulse are observed. When palpated the abdomen is tender mostly on the side of the laceration of the tube. Shchyotkin – Blumberg symptom may be positive in the case of the major hemoperitoneum. Kulencampf  symptom, that is, the abdominal irritation when the local muscular tension in the low abdomen is absent. The percussion reveals recession of pain in suprapubic area and in flanks of abdomen. The temperature is normal. Blood pressure (BP) falls down and the following bleeding leads to the development of severe posthemorrhagic shock. Progressive lowering in hemoglobin, erythrocytes, hematocrit are observed. 
Gynecologic examination permits to reveal a number of symptoms appropriate to the symptoms of the EP interrupted. For uterine pregnancy specula examination  shows cyanosis of mucous vaginal membranes and vaginal part of uterine cervix. The posterior vaginal vault is flattened or prominent, sharply painful (“Duglas scream”). In pushing movements by fingers in the posterior vault the pain irradiates to the rectum, it is Proust symptom. The patient feels a sharp tenderness for displacement of uterine cervix to the navel (Promptov’ symptom). The uterine body is rather increased, but is less than pregnancy term; in major hemoperitoneum it is mobile, as though it floats (symptom of floating uterus). Pastosity is observed from one side of uterus in the area of its adnexa, pasty tumor formation may be felt there.
Formerly, the abdominal puncture through the vaginal vault (culdocentesis) was definitive in the diagnostic of the interrupted ectopic pregnancy because it is simple, available and the most informative technique of investigation when the disturbed EP is suspected. If the hematoma is presented in rectouterine area we take uncoagulated dark blood with the help of large needle. But if we have evident clinical symptoms of intraabdominal hemorrhage the abdominal  puncture isn’t necessary, because it’s important to begin laparotomy as quickly as possible.
Specific laboratory investigation consists in performing quantitative and qualitative test for human chorionic gonadotropin (HCG). The qualitative test for pregnancy gives the result immediately, but it has some errors. Obtaining the results only some hours later after taking blood is unfavorable feature of quantitative assessment of HCG. The qualitative analysis for HCG in urine may be done in any medical establishment but the same analysis for B-HCG in blood serum (its level is always less than for the physiological pregnancy term supposed) is carried out only in special laboratories. 
 The valuable diagnostic data are obtained within instrumental methods of investigation, but their usage in emergency gynecology is not always available. While performing ultrasonic diagnosis the lack of fertilized egg in the uterine cavity and the presence of heterogeneous structure in the area of uterine tubes in projection are revealed. Embryo is seen out uterine cavity. The large amount of free liquid in the recto-uterine space may be observed. 
The laparoscopic examination gives the following assessment of ectopic pregnancy:
· retortoideus induration of purple-cyanotic uterine tube;

· rupture of uterine tube;

· bleeding from ampullar orifice or from the site of laceration;

· blood as clots or as liquid in the abdominal cavity or in the recto-uterine space

· particles of fertilized egg in the abdominal cavity.
The diagnostic curettage of the uterine cavity walls may be practised only in exceptional cases within differential diagnosis for damaged uterine pregnancy and negative data after puncture through posterior vaginal vault. The absence of residues of fertilized egg in curettage material and the presence of decidual tissue in it confirm the disturbed ectopic pregnancy. 
Differential diagnosis of the EP is rather simple for the patients with disturbed ectopic pregnancy, especially in case of the rupture of uterine tube (table 2). The diagnosis for tubal abortion is more intricate. The symptoms similar with a lot of diseases complicate the diagnosis. The differential diagnosis must be executed when there are: interruption of uterine pregnancy at early stage, acute inflammation of adnexa, acute appendicitis, torsion of crus of ovarian cyst, ovarian apoplexy, menstruation disorders, etc. (tables 3, 4, 5).
  Table 1.
DIFFERENTIAL AND DIAGNOSTIC SIGNS 
OF DIFFERENT FORMS OF TUBAL PREGNANCY
	Clinical signs
	Progressive ectopic pregnancy
	Тubal abortion
	Rupture of  
uterine tube

	1. Signs of pregnancy
	Positive

	Positive

	 Positive


	2. Patient’s general condition

	Satisfactory

	Periodically is deteriorated, fainting, long periods of satisfactory condition
	Collapse, major loss of blood, progressing
deterioration of condition

	3. Pain

	Absent

	Periodic recurrent specific attacks
	As acute attack appears

	4. Secretions
	Absent or poor bloody
	Bloody dark secretions after painful attacks
	Absent or scanty bloody

	5. Gynecologic examination

	Uterus is untrue to the term of menstrual delay. Retortoidal painless formation is observed near uterus
	Similar, tenderness in displacement of uterus, indistinct formation, posterior vault is smoothed
	Similar, symptoms of “floating uterus”, tenderness of uterus and its adnexa by the affected side


	6. Auxiliar techniques

of examination 
	USD, assessment of 
B-HCG, 

laparoscopy
	    Culdocentesis 
    Laparoscopy
	Not performed


Table 2.

ALGORITHM FOR THE DIAGNOSIS OF ECTOPIC PREGNANCY

vvvvvvvvvvvvvvvvvv
Table 3.
DIFFERENTIAL AND DIAGNOSTIC SIGNS OF TUBAL AND INCOMPLETE UTERINE ABORTION
	Tubal abortion
	Incomplete uterine abortion

	Mainly on the 3rd – 5th week.
Pain is sudden, acute, paroxysmal, accompanied by syncope, collapse, vomiting, shocking. 

Usually phrenicus-symptoms is observed.
Slight muscular straining in anterior abdominal wall. 

Abdominal irritation. 

Sharp tenderness for vaginal examination.
Uterine volume is untrue to pregnancy term; cervical canal of the uterus is closed.
The tube increased is palpated
Uterine bloody secretions are moderate. Blood is of dark color.
Free blood in abdominal cavity is revealed in puncture of posterior vault.

In curettage of endometrium the decidual alterations are observed, chorionic villi are absent.
Pelvioscopy shows enlargement of brightly violet tube.

	Mainly, on the 6th-10th week of pregnancy. 

Pain intensifies gradually, recurs in definite interval of time,  located under navel.
Phrenicus-symptom is absent. 

Muscular straining in anterior abdominal wall is absent.

Abdominal irritation is absent

Vaginal examination is rather painless. Uterine volume corresponds to pregnancy term, cervical canal is opened. Uterine adnexa aren’t increased.

Profuse hemorrhage; blood is of bright-red color with clots.

Free blood in abdominal cavity is not observed.
In curettage endometrium with phenomena of decidual reaction and chorionic villus are revealed

Pelvioscopy shows that uterine adnexa are normal.



Table 4.
DIFFERENTIAL AND DIAGNOSTIC SIGNS OF TUBAL ABORTION AND ACUTE UTERINE ADNEXA
	Tubal abortion
	Adnexitis

	Menstrual delay for 3 – 5 weeks. Subjective signs of pregnancy
Usually temperature is normal
Pain acute, as labors cramps is accompanied by fainting.
Phrenicus- symptom is observed.
 Belly is slightly flatulent and strained.
Tenderness is observed in deep palpation by the side of ectopic pregnancy. Uterus is increased. 

Uterus displacement is moderately painful.
Enlargement of uterine tube with pasted consistence.
Dark bloody secretions are observed.
After puncture of posterior vault free blood is obtained.
Immunologic reactions for pregnancy are positive.
Moderate leukocytosis.
BSR is increased.
Anti-inflammatory therapy is failed.
There are no signs of general intoxication
	No menstrual delay.
No pregnancy signs. Body temperature is subfebrile.
Pain intensifies gradually, but permanently and isn’t accompanied by syncope.
No phrenicus- symptom.
Belly is strained. 
Tenderness is observed, while palpating, in lower abdomen by both sides.

Uterus extent is normal.
Uterus displacement is sharply painful.

Uterine adnexa are increased by both sides.
No bloody secretions.

Small amount of serous liquid is obtained after puncture of posterior vault.
Immunologic reactions for pregnancy are negative.
Pronounced leukocytosis.

BSR is considerably increased.

Anti-inflammatory therapy is effective

Signs of general intoxication are observed.



Table 5.
DIFFERENTIAL AND DIAGNOSTIC SIGNS OF TUBAL ABORTION AND ACUTE APPENDICITIS
	Tubal abortion
	Acute appendicitis

	Pregnancy signs: menstrual delay for 3 – 5 weeks, subjective changes, etc. 
Labors cramps in the lower abdomen accompanied by dizziness and syncope.
Body temperature is usually normal
Often phrenicus-symptom is considerably pronounced.
Straining muscles of anterior abdominal wall is moderate by both sides.
Shchyotkin – Blumberg symptom is negative.
Vaginal examination is painful.
Uterus is slightly increased in size and  softened.
In vaults pasted enlargement are observed.
Uterine tube is increased.
Dark bloody genital secretions.
After puncture of posterior vaginal vault the dark blood with small clots is obtained. Blood isn’t coagulated.
Leukocytosis is moderate.
Positive immunologic reactions for pregnancy.
Pelvioscopy shows enlargement of violet uterine tube and free dark blood in abdominal cavity.

	No pregnancy signs.
Pain intensifying in epigastric, then in right  glomal area is accompanied by nausea and vomiting.
Body temperature is increased.

No phrenicus – symptom.
Pronounced straining of straight abdominal muscles to the right.

Positive Shchyotkin – Blumberg symptom.
Vaginal examination is painless.

Uterine size is normal.

Vaults are free. Adnexa aren’t increased.
No bloody secretions.
After puncture of posterior vault serous liquid is obtained.

Pronounced leukocytosis.
Immunologic reactions for pregnancy are negative.

Pelvioscopy shows uterine adnexa free of changes. 

No blood in abdominal cavity



Management of ectopic pregnancy
The updated medicine possesses a lot of instrumental and laboratory diagnostic methods promoting recognition of ectopic pregnancy before its damage. Thus, it is possible to create all conditions for preventing the rupture of uterine tube and realizing conservative therapy or surgery aimed to preserve organs.
Clinical proceeding “Ectopic pregnancy” advices to treat progressing ectopic pregnancy with methotrexate (table 6). This therapy may be executed only in special medical establishments where it is possible to determine the level of HCG in blood serum and to carry out USD with transvaginal device.
     Table 6.

ADMINISTRATION OF METHOTREXATE FOR ECTOPIC PREGNANCY
	     Dаy
	Medico – diagnostic steps

	1
	Assessment of HCG level in the serum

	2
	General analysis of blood, determination of group, Rh-factor and hepatic enzymes activity

	5
	 Methotrexate 75 – 100 ml intramuscularly

	8
	Assessment of HCG level in the serum


INDICATIONS FOR USING METHOTREXATE IN EP
To avoid administration of methotrexate for physiologic pregnancy or for missed abortion it is administered only in the following cases:
1. The increased level of HCG in the blood serum after preserving organ operation on uterine tube performed for progressing ectopic pregnancy.

2. Stabilization or increasing level of HCG in the blood serum within 12 – 24 hours after separate diagnostic curettage or vacuum – aspiration if the size of fetal ovum in the area of adnexa doesn’t exceed 3,5 cm.
3. Determination within USD with transvaginal device the fetal egg of diameter not more than 3,5 cm in the area of uterine adnexa and in case of HCG level more than 1500 MO/l if the fetal egg is absent in uterine cavity.
If HCG level in the serum is decreased less than 15% on the 8 day the same dose of methotrexate is administered repeatedly. 

If HCG level in the serum is increased more than 15% the patient is under control, HCG level is assessed every week till it is less than 10 MO/l.
Operations preserving organs give women with EP  a chance to preserve uterine tube. Nowadays such operations are practised more frequently than formerly.
The women who need in preserving reproductive function are interested particularly in these operations. Conditions for executing such operations are: changes in the uterine tube proper to progressing ectopic pregnancy must be insignificant; patient’s condition with compensated loss of blood must be satisfactory and surgeon must be highly qualified.
Laparotomy must be a method of choice in medical institutions with proper equipment and experienced staff.

Introduction in practice endoscopic techniques assures efficiency of preserving and restoring reproductive function. The achievements of endoscopic operative techniques completely changed the approaches to the operations on pelvic organs for women of reproductive age.
In the past surgeon within laparotomy had to remove pathologic formation or the damaged organ, but at present time he has to abolish pathologic changes preserving organs integrity and reproductive function of women (Fig. 5).
Laparoscopic operations possess important advantages: first is  mental effect because of the lack of large cosmetic defect and pronounced painful syndrome. Besides, the patient quickly comes out from anesthesia, she is more active and doesn’t need analgesics in post-operative period. Her staying at the clinic is shorter and the opportunity to attain complete rehabilitation, including to restore reproductive function is high.
The routine operation consists in milking  fertilized egg from the uterine tube and its curettage, it may be carried out  when the fertilized egg is positioned in ampullar segment of the uterine tube (Fig. 6).. If it is positioned in isthmus part the operation may be failed that’s why salpingotomy (Fig. 7) or segmental resection of the uterine tube is performed (Fig. 8). 
Within salpingotomy the longitudinal incision of the tube, fertilized egg removal and curettage of the tubal canal with subsequent sewing up of the tube are performed. It is probable to resort to resection of the affected tubal part with anastomosis of both ends or tube implantation to the uterine cavity. When it is impossible to carry out salpingo-salpingo-anastomosis it is recommended to ligate both ends of the uterine tube and to apply anastomosis late. 
These operations require microsurgical methods necessary for plastic operations using thin threads, atraumatic needles and microcoagulators. Microsurgery gives a high percentage of regeneration for patency of uterine tubes and preserving generative function.
As during operations preserving organs there is risk for trophoblastic persistence because of its incomplete removal from uterine tube and abdominal cavity, the most effective preventive method of this complication is thorough washing of abdominal cavity with physiologic solution 2 – 3 liters and one  intramuscular administration of methotrexate 75 – 100 mg on the first – second day after operation.
The main principles of patients’ management with EP according to the Clinical proceeding  are the following:
     1. EP suspected is indication for urgent hospitalization.
     2. The early diagnostic helps to decrease a number of complications and gives opportunity to apply the other therapeutic methods.

     3. EP diagnosed it is necessary to realize surgical emergency (laparoscopy, laparotomy). Surgical method is optimal for the treatment in case of ectopic pregnancy. Conservative methods for treatment of ectopic pregnancy are acceptable in the up-to-date practice.

       4. In case of the pronounced clinical signs of damaged EP, hemodynamic disorders, hypovolemia the patients must be hospitalized for surgical emergency by laparotomy. If clinical signs are faded, no signs of hypovolemia or internal hemorrhage, USD of pelvic organs and/ or laparoscopy are recommended.

       5. Before hospitalization emergency methods for the damaged EP depend on the patient’s general condition and the extent of blood loss. Infusive therapy (volume, rate for administration of solutions) depends on the stage of hemorrhagic shock.
      6. Critical condition of the patient, pronounced hemodynamic disorders (hypotension, hypovolemia, hematocrit less 30%) are the absolute indications for laparotomy with removal of the damaged uterine tube and for the proper therapy.
      7. Complex approach used for the treatment of women with EP includes:

             a) surgical treatment;

             b) procedures against hemorrhage, hemorrhagic shock, blood loss;
             c) management of postoperative period;

             d) regeneration of reproductive function.

        8. Operative treatment is executed by both laparotomy and laparoscopy. Advantages of laparoscopic techniques are:

             - decreasing duration of operation;

             - decreasing duration of postoperative period;

             - decreasing duration of staying at the hospital;

             - decreasing a number of scars on the anterior abdominal wall;

             - cosmetic aspect.

      9. Within the postoperative period the patients must be submitted to rehabilitation therapy because infertility or recurrent ectopic pregnancy may occur in 40 – 50% of women. It is advisable to administer therapeutic measures for preventing adhesions in operative field and for regeneration for functional activity of uterine tubes.
3.1.2. RARE FORMS OF THE ECTOPIC PREGNANCY
3.1.2.1. Ovarian pregnancy
It is developed following ovum impregnation in the follicular cavity. The incidence of ovarian pregnancy is 0,5 – 1% among all cases of uterine pregnancies and the ovarian pregnancy is the second for incidence after tubal pregnancy. It is considered that usage of intrauterine contraceptives is the main risk factor of this kind of ectopic pregnancy.
The clinical signs are the same as for tubal pregnancy.  Clinic of hemorrhagic shock is probable for the damaged ovarian pregnancy. Ovarian apoplexy is diagnosed by mistake in 75% cases of ovarian pregnancy though it doesn’t influence the tactic. USD of pelvic organs especially with transvaginal device promotes diagnosis, when fertilized egg is seen in ovary area and the positive reaction for HCG is observed.
Signs of ovarian pregnancy revealed in used:
· Uterine tube by the side affected is unchanged.
· Fertilized egg is positioned in ovary projection.
· Fertilized egg is connected with uterus by its proper ovarian ligamentum.
· Ovary tissue is seen among fetal membranes.

Surgical treatment includes the removal of the fertilized egg and sphenoidal resection of the ovary. Ovarioectomy is performed for the massive affection of ovary and profuse abdominal hemorrhage.
3.1.2. 2. Cervical pregnancy
Cervical pregnancy is one of the most severe forms of the EP when implantation of fertilized ovum occurs in the canal of uterine cervix. According to the data of different authors its incidence is from 1 for 2400 till 1 for 50000 pregnancies. Precedent abortion, cesarean section, Asherman syndrome, leiomyoma of uterus and extracorporal fertilization increase the risk of its development. This position of the ectopic pregnancy is not accompanied by the symptoms of “acute abdomen”. The damaged EP in the form of cervical pregnancy is characterized by massive uterine hemorrhage able to lead to the death.
USD furthers the opportune diagnosis of cervical pregnancy (Fig. 9), which reveals the following:
· no fertilized egg in the uterine cavity;

· hyperechogenesity of endometrium owing to the development of decidual tissue;

· heterogeneity of myometrium;
· uterus has an aspect as sand-glass;

· dilated cervical canal;

· fertilized egg revealed in the canal of uterine cervix;

· chorial tissue is revealed there too;

· interior orifice is closed.

After confirming the diagnosis the patient’s consent in written form is necessary if hysterectomy is needed when there is the high risk of massive hemorrhage.

Unfortunately, the cervical pregnancy is often diagnosed only within the artificial abortion for uterine pregnancy diagnosed by mistake or inevitable abortion or incomplete abortion when massive hemorrhage intensifies during the curettage. The treatment consists in immediate laparotomy and hysterectomy without adnexa. For preserving the uterus depending on the intensity of bleeding apply tight vaginal tamponage, sewing up the lateral uterine vaults, circulatory suture on the cervix, putting Foley catheter into cervical canal and blowing its cuff for stoppage of  hemorrhage.  But these approaches are not always successful, on the contrary, they may deteriorate patient’s condition.
 In case of the early diagnosis of cervical pregnancy, that is before the beginning of bleeding, the more appropriate method is embolization of uterine arteries or ligation of uterine or internal iliac arteries, then fertilized egg may be removed from the cervical canal bloodlessly. If all approaches are failed the hysterectomy without adnexa is performed. 
3.1.2. 3. Abdominal pregnancy
The incidence of the abdominal pregnancy is less spread, it forms approximately 0,003% for all cases of EP. It is discerned initial and secondary abdominal pregnancy. The initial pregnancy means implantation of fertilized ovum in the abdominal cavity and the secondary one is formed when fertilized egg is positioned in the abdominal cavity after tubal abortion. Maternal mortality for the abdominal pregnancy is in 7 – 8 times higher than for tubal one and in 90 times higher than for uterine pregnancy. Symptomatology of the abdominal pregnancy is very diverse, but it is always diagnosed late, because the doctors think of it seldom.  
Surgery is applied for the treatment. It is performed immediately after diagnosing taking in consideration the high risk of maternal mortality. The operation must be realized by the surgeon highly qualified. During the operation the vessels supplying the blood to the placenta are picked out and ligated. Placenta may be removed if it is possible. When profuse bleeding makes the removal impossible placenta is tamponed. The tampons are removed in 24 – 48 hours. When it is impossible to pick out the vessels they are ligated, the umbilical cord is cut, but the placenta remains intact and it is submitted to USD and assessment of HCG level. 
     The very high occurrence of ileus, sepsis exists. Methotrexate is contraindicated because its usage is accompanied by severe complication first of all by the sepsis due to massive necrosis of placenta.

3.2. OVARIAN APOPLEXY
Code as ICD -10:
N83.0 - Hemorrhagic follicular ovary cyst. 
N83.1 - Hemorrhagic cyst of yellow body.
Ovarian apoplexy means the sudden hemorrhage in its tissue accompanying by the damage of its integrity and bleeding into abdominal cavity. Ovarian apoplexy may be called ovary hematoma, ovary bleeding, rupture of yellow body cyst, ovary rupture. This pathology as the cause of internal hemorrhage occurs more seldom than bleeding for damaged ectopic pregnancy. Among women operated for abdominal bleeding ovary rupture is revealed in 0.5 – 3% cases only.
Probability of ovary bleeding is in the physiologic changes observed during menstrual cycle. The processes such as ovulation, intensive vascularization of yellow body, premenstrual ovary hyperemia may lead to forming hematoma, damaging tissue integrity and bleeding to abdominal cavity, its volume may be from 30 – 50ml to 2.0 – 3.0l.
Risk factors are precedent inflammatory pelvic diseases leading to sclerotic changes in ovary, particularly in its vessels and hyperemia of stasis. Endocrine changes, blood diseases characterized by the damaged coagulation are of great importance. Physical exhaustion, sexual relations and traumatism are the direct risk factors.
Ovary rupture may occur in the different phase of menstrual cycle, but the most frequently it occurs in the second phase, thus it is often called “rupture of yellow body”.
Clinic and diagnosis. Ovary apoplexy is more frequent in women of reproductive age with biphased menstrual cycles. There are three clinical forms of disease: anemic, painful and mixed.

Clinical picture of anemic form is characterized by the symptoms of abdominal bleeding. The onset of the disease may be caused by trauma, physical exhaustion, sexual intercourse and so on, but it may occur free of evident causes.
Acute and intensive pains appear in the second half or in the middle of the cycle. One third of women feel discomfort in the abdominal cavity for 1 – 2 weeks before attack. The pains may be localized above navel, in the right or left iliac segments. Often, they irradiate to anus, external genitals; it may be observed phrenicus – symptom. The painful attack is accompanied by weakness, dizziness, nausea, sometimes, vomiting, sweating. 

Paleness of skin and mucosa, tachycardia and normal body temperature are observed too. Blood pressure decreases depending on the amount of blood loss. The belly is soft, but slightly flatulent. The abdominal muscles aren’t strained. Palpation of belly discovers the diffused tenderness on the whole lower abdomen or in the one of iliac parts. Symptoms of abdomen irritation are various. Percussion of belly may reveal free liquid in the abdominal cavity. 
Speculum examination reveals the routine picture: vaginal lining and exocervix are of normal color, hemorrhagic secretions from cervical canal are not observed. Bimanual examination discovers normal uterus, sometimes, ovary increased, spherical and painful. In case of profuse hemorrhage posterior and/or lateral vaginal vault hangs over. Clinical blood test shows anemia.

Anemic form of ovary rupture is like the clinic of the damaged ectopic pregnancy. Though lack of menstrual delay and other signs subjective and objective of pregnancy indicate the ovary apoplexy, differential diagnosis is needed. USD of pelvic organs is of great importance. It is reasonable to assess echography of the ovary damaged (dimensions, structure) taking into consideration the condition of the other ovary. For apoplexy the damaged ovary is usually of normal size or slightly increased. Liquid inclusion of hypoechogenous or heterogenic structure (yellow body) which diameter doesn’t exceed the size of preovulatory follicle and doesn’t lead to the ovary sizable change is appropriate to the ovary apoplexy. At the same time normal follicular system as liquid inclusions of 4–8 mm in diameter is observed. Depending on the amount of blood loss free liquid is discovered behind of uterus. 
Assessment for hCG and laparoscopy, which accuracy reaches 98% are of great importance for differential diagnosis. But these analyses aren’t obligatory, because internal bleeding is incontestable indication for immediate surgical intervention when the final diagnosis is made.
The painful of ovary apoplexy is observed in cases of hemorrhage into tissue of follicle or yellow body without bleeding or with slight bleeding into abdominal cavity. 
The disease begins with acute pain at the lower abdomen which is accompanied by nausea and vomiting secondary to the normal body temperature. There are no signs of internal bleeding: color of skin and mucosa is normal, pulse and blood pressure are normal too. The tongue is wet and pure.
The belly is more often soft, but some tension for muscles of abdominal wall in iliac segments may be observed. The belly palpation is painful in the lower abdomen more frequently, to the right; moderate symptoms of abdominal irritation are revealed there. The free liquid in the abdominal cavity isn’t observed. No bloody secretions from the genitals.
 Gynecologic examination reveals normal uterus, which displacement is painful, and around ovary slightly increased. Vaginal vaults are high. No pathologic secretions from genitals. 
Clinical test of blood doesn’t reveal significant deviations but sometimes the moderate leukocytosis without pronounced shifting neutrophils.
The clinical picture of ovary apoplexy is show at ultrasound (Fig.10).
The clinical picture of both forms of ovary apoplexy is proper in a whole for the diseases in case of those differential diagnosis is necessary:
· damaged EP;
· acute appendicitis;
· torsion of ovary cyst crus;
· ileus;
· ruptured gastric ulcer;
· acute pancreatitis;
· renal colic;
· pyosalpinx.
It is important to carry out differential diagnosis with acute appendicitis skilfully because this disease occurs more often than ovary apoplexy and in this case the patient must be conveyed to the surgical hospital. A number of sighs may promote to differentiate these diseases. The phases of menstrual cycle for appendicitis are quite indifferent. The pain begins in epigastrium, and lowers to the right iliac area. Nausea and vomiting are specific symptoms. The body temperature is increased. The sharp pain appears in Mac-Burney point with other symptoms of appendicitis. The appreciable straining in the muscles of abdominal wall in the right iliac area and evident symptoms of abdominal irritation are observed. 
While performing gynecologic examination a doctor doesn’t discover pathology neither for uterus nor for adnexa. Clinical blood test demonstrates leukocytosis neutrophilosis with formula removed to the left. In doubtful cases recto-uterine puncture through the posterior vaginal vault should be done. In ovary rupture the blood or serous-bloody liquid are obtained.  
Differential diagnosis between appendicitis and ovarian apoplexy is very important for the further tactic of patient’s management. Appendicitis requires only surgical intervention, but for apoplexy, particularly, for its painful form conservative therapy is possible. In complicated cases diagnosis is made through laparoscopy if there is no opportunity to use this method it should be advisable to declare for appendicitis and  make the accurate diagnosis during the operation. 
The treatment of ovarian apoplexy depends on the stage of abdominal bleeding. Anemic form of disease requires surgical treatment, which extent may be different. The rupture of yellow body requires to take it in  hemostatic sutures like Z-within healthy ovarian tissue. It is not necessary to cut the tissue of yellow body to avoid the interruption of the pregnancy assumed. Ovary resection acceptable for 95% patients is the most practised. To distract the whole ovary is indispensable only in the cases when the whole its tissue is impregnated by blood.
In exceptional cases, when hemorrhage from ovary complicates the prolonged anticoagulant therapy after prosthetic of heart valves it should be advisable to remove adnexa for the stable hemostasis. To prevent hemorrhage from the yellow body remained is a very difficult task, because these patients must receive the drugs possessing thrombogenic properties for depressing ovulation. Laparoscopic operations in which the blood is evacuated from abdominal cavity and coagulation of the ovarian segment damaged is done are widely used in the modern gynecology (Fig. 11). 

Conservative therapy is advisable to be used for the painful form of ovarian apoplexy when the clinical signs of hemorrhage are not observed. In these cases are administered: bed rest, cold to the lower abdomen, hemostatic medicines: ethamzilate (dicinon) 12,5% by 2 ml twice a day intravenously or intramuscularly; vitamins; calcium chloride 10% by 10 ml intravenously. Conservative therapy should be performed in the hospital under permanent supervision of medical staff.
Ovary apoplexy in women suffering from hematologic diseases with disorders of hemostasis (autoimmune thrombocytopenia, Willebrand disease and so on) in case of opportunity, may be treated by conservative methods. After consultation of hematologist the specific therapy of the main disease must be undertaken: corticosteroids – for autoimmunic thrombocytopenia, infusion of cryoprecipitate or antihemophilic plasma – for Willbrand disease, ethamzilate (dicinon) – for both cases. Such conservative therapy is aimed to the correction for disorders of blood coagulation and usually it may be effective.
Conservative treatment of patients with the painful form of ovary apoplexy must be carried out in the hospital under permanent supervision of medical staff. When the general patient’s condition is deteriorated, objectives signs of internal hemorrhage or intensifying anemia appear, the surgical intervention should be urgently undertaken. 
3.3. LACERATION OF OVARIAN TUMOR
The rupture ovarian tumor capsule may be revealed by the symptoms of acute abdomen in consequence of the accumulation of the blood and tumor content in the abdominal cavity. The rupture may be spontaneous, resulting trauma of belly, rough bimanual examination, wild sexual intercourse and others. The sudden intensive pain appears in the belly and it may be accompanied by shock and abdominal hemorrhage. Often, this symptomatology may be observed in case of endometrial cyst rupture.
Intensity of the pain depends on the amount of tumor content in the abdomen and on the amount of blood loss after angiorrhexis in the tumor capsule. Nausea, vomiting, dizziness are usually observed.
Diagnosis is complicated. It should be taken in consideration history data ( if the patient had ovarian tumor revealed earlier, if she had abdominal trauma or others). The data of abdominal cavity puncture through posterior vaginal fornix (Fig.12), USD promote the exact diagnosis. Diagnostic laparoscopy, which may become curative is advisable.
Undoubtedly, for the acute abdominal pains and the symptoms of peritoneal irritation the urgent operation is extremely indispensable, in young women it may be only ovary resection within the healthy tissue. In patients older than 40 years the operation may include adnexectomy.  

After discovering ovarian tumor during the operation it should be taken in consideration its probable malignization. The final decision for the extent of surgical intervention depends on the results of instant diagnosis 

3.4. Uterine perforation
Code as ICD - 10
071.5 - Uterine perforation as obstetrical trauma.
Т83.3 - Uterine perforation due to intrauterine contraceptive
008.6 - Uterine perforation due to abortion.
This complication is iatrogenic one. It may happen within artificial abortion, distracting remains of fertilized egg in incomplete abortion and within medico-diagnostic uterine curettage. Uterine perforation may occur both in hysteroscopy and in introduction of intrauterine contraceptives. The uterine perforations resulted from artificial abortion are the most frequent (0.03 – 0.5%). Risk factors are: patient’s age, uterine hyperanteflexia or its retrodeviation, gynecologic diseases in history, uterine hypoplasia, defects of development of internal genital organs and others.
Uterine perforation may happen at every stage of operation (Fig.13): while uterus probing, dilating cervical canal, removing fertilized egg. It may be uncomplicated, that is without  damages of other organs, or complicated: with trauma of intestine, omentum, bladder, uterine appendages and so on. Perforation caused by the uterine probe is the least dangerous because it is accompanied neither by the large hemorrhage nor by traumatism for adjacent organs. Guegar dilator traumatizes more frequently, so, it is more threatening.
Perforation orifice may be below interior orifice of cervical canal, in isthmus or in lower part of uterus. Abdominal hemorrhage of different intensity is observed, hematoma among leaves of the large uterine ligaments is probable. Perforation of uterine body by curette or ovum forceps is the most frequent and threatening, particularly, when it is not opportunely diagnosed and causes trauma of abdominal organs. In these cases the pieces of omentum, intestinal loop, ovary, etc. may be distracted from the uterus. 
As during the operation the patient is under narcosis, the main clinical signs are revealed through auxiliary methods of investigation:  uterine cavity probing, abdominal cavity puncture through the posterior vaginal vault, ultrasound, if it is possible. Practically, surgical intervention is indispensable in all incidences of uterine perforation (except, perforation caused by uterine probe or, more seldom, by Guegar dilator). Within laparotomy the inspection of all abdominal organs is performed and the further tactic for operation is determined ( removing remains of fertilized egg, suturing perforation orifice, uterus removal, etc.). For considerable trauma of adjacent organs in the abdominal cavity the consultation of specialist in surgery is indispensable.
4. EXTERNAL UTERINE HEMORRHAGE

(SPONTANEOUS ABORTION IN THE FIRST TRIMESTER

OF PREGNANCY)
Some authors consider the uterine bleedings in the spontaneous abortions in the first trimester of pregnancy as gynecologic emergency. Clinical proceeding “Interrupted pregnancy” considers the main aspects of this problem
Classification by ICD -10
О20.0 imminent abortion 
О03 spontaneous abortion 
О03-О03.4  incomplete abortion
О03.5-О03.9  complete abortion 
The early spontaneous abortion is one which happens spontaneously to 11 weeks+ 6 days of pregnancy. The abortions occurring in this term of pregnancy are the most frequent (10 – 20% of all pregnancies). Uterine bleeding is usually its symptom.
The causes of spontaneous abortion are:

· Sexual infections.
· Hormonal disorders.
· Isthmus- cervical insufficiency.
· Infectious diseases.
· Defects of uterus, uterine and ovarian tumors.
· Diseases of kidney, cardiovascular system and other systems submitted to the surcharge during the pregnancy.
· Harmful habits (smoking, alcoholism, narcotics, which influence the development of the fertilized egg).
· Physical and nervous exhaustion, unhealthy factors of environment (radiation, pollution, high concentration of chemicals, etc.)
The general signs of the spontaneous abortion are: bloody different intensity secretions from genital tracts and pain in the lower abdomen secondary to the normal pregnancy. Usually the patients notice menstrual delay, nausea, morning vomiting, disturbed taste. The belly remains softened, symptoms of peritoneal irritation are absent. But in case of large blood loss the patient feels weakness, dizziness and hypotension. 
Symptomatology is the most pronounced in the inevitable abortion which possesses the following signs: 

· A finger passes through the uterine cervix.
· The fertilized egg is discovered behind interior fauces or even in the cervical canal.
· The cramps are felt in the lower abdomen and profuse uterine bleeding is observed.
In incomplete abortion:
· Fetus is expelled from uterine cavity.
· Chorionic particle and decidual membrane are left in the uterine cavity.
· Moderate bloody secretions.
· Uterine cervix is of ordinary consistency and exterior uterine fauces is slightly opened.
· Labors cramps having less intensity don’t stop.
For complete abortion:
· In some cases in early terms of pregnancy the fertilized egg may be completely expelled from the uterus;
· Uterine body contracts;
· Uterine cervix takes the ordinary configuration
· Exterior uterine fauces is closed;
· Minor bloody secretions may be observed.
According to the data the uterine bleeding is the most pronounced sign proper to the inevitable and the  incomplete abortions (threatened abortion is not described, because it is not included to the gynecologic emergency). Thus, the treatment of the spontaneous abortion is exclusively surgical and consists in immediate removal of the fertilized egg or its remains and stopping hemorrhage. 

Absolute indications for the surgical method (curettage or vacuum-aspiration are: intensive hemorrhage and increased  body temperature higher 37,50 C.
Curettage of uterine walls or vacuum- aspiration are carried out under adequate anesthesia, simultaneously the steps aimed to the hemodynamic stabilization in compliance with amount of blood loss are performed.
Sequence of operation:
· Obligatory uterine probing for defining direction of instrumental introduction.
· Cervical canal dilatation is not needed.
· Fertilized egg is exfoliated from uterine wall by curette.
· Fertilized egg is distracted by curette or obstetric forceps.
Vacuum-aspiration is alternative technique of uterine curettage. Material from the uterus must be thoroughly examined and sent for the histologic study

 Besides surgical aid the drug therapy is needed. It includes: 

· Administration of drugs contracting uterus (oxytocin 5 AU intramuscularly twice a day or 5AU for 400ml sodium chloride isotonic solution  intravenously  once or twice a day);
· Administration of coagulants (ethamzilate 2 ml three times a day);
· Antibacterial therapy, the choice of medicine, its dose and duration of treatment should be determined according to individual clinic particulars.
5. BLEEDINGS FOR TROPHOBLASTIC DISEASE
The emergency in gynecology is required for the patients suffering from bleedings (both internal and external ones) observing in case of TD. This pathology includes a group of benign and malignant tumors originated from trophoblast and revealed within pregnancy or after it. The modern concept of trophoblastic disease considers simple, proliferative, invasive cystic mole (CM) and chorioncarcinoma (CC) as a consistent chain of biologically interdependent diseases.  
In 12 – 28% cases in consequence of high proteolytic activity of cystic mole the uterine wall is destroyed, this leads to the damage in integrity of uterine serous lining and abdominal bleeding. This form of cystic mole is called destructive and is considered transitive stage between benign and malignant conditions. 
Chorioncarcinoma by the data of different authors makes from 1.36 to 4% of malignant genital tumors in women. It is used to generate after ending the last pregnancy by cystic mole, abortion or delivery. Latent period may be from 3 weeks to 19 – 20 years. 
 Diagnostic of TD, firstly, is based on case history (pregnancy in history or at present), analysis of clinical manifestations (uterine bleeding, data of gynecologic examination). 
The auxiliary techniques of investigation are very important. In case of cystic mole USD reveals a great number of small structure secondary to the areas of increased activity (phenomenon “snowstorm”), both ovaries are usually increased owing to theca-luteinic cysts (Fig. 14). 
It is very important to assess the level of hCG produced by the cells of chorionic cytotrophoblast and this is а reliable marker of trophoblastic disease. Its high level permits to reveal the disease on the early stage and the subsequent dynamic serves to evaluate the results of treatment and define the prognosis.  
Bloody acyclic secretions or hemorrhage after delivery or abortions are the indications for fractional curettage of uterine walls.
The treatment of TD consists in emergency on the stage of cystic mole. The patients are hospitalized with hemorrhage and the origin must be established as quickly as possible.

First of all the treatment provides for removal of cystic masses from uterine cavity that leads to ceasing hemorrhage. Curettage (with large curette) or vacuum-exfoliation is used more often, for increasing uterine tonus oxytocin and/or prostaglandins are administered. The curettage must be done very carefully to avoid perforation of uterine wall. 
In severe cases laparotomy is indispensable. In case of destructive cystic mole hysterectomy without appendages or supravaginal amputation of uterus should be indicated. Hysterotomy (minor cesarean section) is used in cases when  the uterine dimensions exceed 14 weeks of pregnancy and the pronounced uterine bleeding is observed. There is no need to remove the ovaries or to carry out their resection, even, they are affected by luteinic cysts.
In any case the extension of operation will be dependent on the uterine damage, patient’s age, children, patient’s condition.

All patients after removing cystic mass from the uterus must be under supervision independently on the technique performed for its removal. 
As hCG is the marker of trophoblastic cells in the organism it is indispensable to investigate its level every 1 -2 weeks till obtaining negative results. Later on, the level of this hormone should be assessed every two months during a year
 80% of patients suffering from ordinary cystic mole experience spontaneous remission, control of  hCG shows that  in 20% of patients ordinary cystic mole may be transformed in malignant form. Chemotherapy for the patients suffered from cystic mole is indicated only in the following cases:
· persistent bloody secretions from the uterus after removal of cystic masses;
· slowed involution of uterus;
· hCG increased level during 60 days after removal of cystic mole;
· ovarian cysts and metastases.
 Polychemotherapy and chemotherapy are carried out to normalization of hCG level, decreasing uterine size and disappearing metastases.
In chorioncarcinoma surgical treatment is performed for intra-abdominal or external hemorrhage when the conservative therapy is vain, for the threatened rupture of uterus by tumor, acute abdomen ( due to the torsion of ovarian cyst crus or capsule rupture), uterine size more than 10 -11 weeks of pregnancy with intramural tumoral nodes in women elder than 40 years and resistance to chemotherapy. The extension of operation depends on the stage of disease, tumor size and its localization in the uterus.  
The patients with cystic mole remain under medical supervision for two years and the patients with choriocarcinoma must be under control during five years. 
6. METRORRHAGIA AS A SYMPTOM OF ARISING LEIOMYOMATOUS NODE
The patients with uterine leiomyoma require emergency in conditions distinguished considerably by its origin which depends on direction of growing nodes. The subserous node on the crus after its inversion enables to suppose disorders in blood circulation and, as result the pronounced clinic of “acute abdomen”. The uterine bleedings are observed if the node has centripetal growth.
Code as ICD- 10 
D.25. Uterine leiomyoma.
D.25.0.Submucosal uterine leiomyoma. 
D.25.1. Intramural uterine leiomyoma.
D.25.2.Subserous uterine leiomyoma.
Uterine hemorrhage is the prevalent symptom in growth of node from the deep myometric layer towards endometrium in consequence of deformed uterine cavity.
 Often these nodes are associated with endometrium only by a thin peduncle, they are protruded into uterine cavity and eventually they may prolapse through cervical canal (leiomyomatous node generated). Due to the growth of the node into uterus its surface is increased, squeezing opposite uterine wall by node occurs.

Hysteroscopy distinguishes three types of submucosal leiommyomas:
· 0 –  node on peduncle;
· І –  node protrudes into uterine cavity more than for half;
· ІІ –node is positioned in myometrium more than for half.
Symptoms. The patients complain about cramps in the lower abdomen, profuse  bloody secretions from the genital tracts. Weakness, dizziness occur for the prolonged hemorrhage and large blood loss. Despite the patients’ satisfactory condition skin paleness, tachycardia are noticed. The body temperature may be subfebrile, but for node necrosis the temperature may be increased. The blood pressure is normal, but it may be slightly dropped for the large blood loss. Symptoms of abdominal irritation appear for node necrosis.

Diagnosis is made on the basis of particular patient’s complaints, history data, ones of objective examination and auxiliary techniques of investigation.
 Gynecologic examination discovers smoothing and opening uterine cervix while the node fills up the whole cervical canal and generates into vagina. Speculum demonstrates the lower pole of voluminous formation colored from whitish to bluish-purple depending on the intensity of the blood circulation damage.  
Sharply painful voluminous form (its lower pole) of different consistency – from dense to soft ones are palpated within the vaginal examination. The borders of uterine cervix are defined on the periphery of node, but they are not accessible to palpate

For this stage of study it should be advisable to define position of node’s peduncle. Bimanual examination discovers uterine body slightly increased due to leiomyomatous nodes of other localization, pastous, sharply painful. The uterine secretions are practically always bloody, profuse.
  General clinical examination reveals leukocytosis, sometimes, its formula is deviated to the left, ESR increased, anemia of different intensity. Transvaginal USD and medico-diagnostic hysteroscopy should be advisable as auxiliary techniques of investigation. Hysteroscopy displays submucosal nodes of the round or oval shape, whitish color with clear and direct contours. While prolonged pressing the node’s contours may become curved, capsule is swollen and the color may be transformed in bluish-purple.
 Differential diagnosis is performed for the following diseases:
· Inevitable abortion.
· Cervical pregnancy.
· Polyp of uterine cervix.
· Uterine sarcoma.
· Cancer of uterine cervix.
Usually, the diagnosis is indubitable, but in cases of node malacia, necrotic changes diagnostic errors may happen. 

The emergency is the paramount approach in the treatment. The operation must be carried out by vaginal access, even, if there are the others leiomyomatous nodes in the uterus. Within the operation in the opened uterine cervix the node is seized by Museau forceps and is directed to the bottom by torsion and its peduncle is cut by scissors. After node removal the curettage of uterine lining is performed and hysteroscopic control is applied, if it is possible.  
Very seldom, while submucosal node is regenerating the inversion of the uterus may occur. If its onset is sudden it would be necessary to cut the node and attempt to set the uterus in situ. If the inversion happened earlier, edema and necrosis of tissues appear in consequence of the damaged blood circulation. For these cases hysterectomy is indicated. 
Drug therapy in postoperative period includes: medicines to contract the uterus (oxytocin by 5 AU intramuscularly twice a day, or 5 AU for 400ml of sodium chloride isotonic solution intravenously by infusion once or twice a day); coagulants ( aminocaproic acid by 100ml intravenously by infusion once a day, ethamzilate 2 ml three times a day); antibacterial medicines.
7. HEMORRHAGIC SHOCK
Shock is general unspecific reaction of organism to the excessive (by intensity and duration) affect. Hemorrhagic shock (HS) may occur after any disease accompanied by the bleeding. 
HS is manifested by severe hemodynamic and metabolic damages in consequence of blood loss and characterized by inability of circulatory system to assure adequate perfusion of vital important organs due to the disparity of the amount circulating blood (ACB) to the size of the vascular bed.
The danger of hemorrhagic shock appears for the blood loss 15 – 20% ACB or 750 – 1000 ml. 
The hemorrhage exceeding 1500 ml (25 – 30% ACB or 1,5% body weight is massive. By the amount of the blood loss the following degrees of hemorrhagic shock are defined: 
1. Mild degree – 20% lowering ACB.
2. Intermediate degree – 35 – 40% lowering ACB.
3. Severe degree – more than 40% lowering ACB.
It is important to keep in mind that the velocity of blood loss has the paramount significance as well as the ACB lowering  degree. According to Algover shock index (ratio of heart beats rate  to systolic blood pressure it is defined: 
1. Mild shock degree – index 1,0 – 1,1.
2. Intermediate degree – index – 1,5.
3. Severe degree – index – 2,0.
4. Critical degree – index 2,5.

The acute uncompensated blood loss leading to 15 – 20% lowering ACB and more starts up the development of hemorrhagic shock. Simultaneously hypovolemia appears and the venous relapse and cardiac discharge are decreased.  
The activation of the sympatoadrenal system leading to the spasms of arterioles and capillaries in all organs and systems, except, brain and heart, occurs as a response to the deficiency of ACB and demonstrates the compensatory centralization of blood circulation. Simultaneously, autohemodilution starts developing owing to transferring fluid from interstice to vascular area and retention of fluid elimination by increasing its reabsorption and sodium in renal canals. But these mechanisms are not able to maintain the prolonged hemodynamic stabilization.  
Under conditions of the incessant hemorrhage and inadequate blood substitution exhaustion of these mechanisms occurs in 30 – 40 minutes.  After the crisis of microcirculation the crisis of microcirculatory events happens and it is irreversible and life-threatening.
Hemostasiologic disorders as syndrome of disseminated intravascular coagulation (DVC) are of great significance in this process. The blood circulation in the capillaries ceases in consequence of vasoconstriction and the absence of perfused tension. The thrombocytic and fibrinous thrombi are quickly formed in capillaries. Erythrocytes remaining in capillaries are quickly destroyed and supply new activators for coagulation.   
This event leads to the pronounced acidosis, which causes the sharp increasing permeability of cellular membranes and vascular wall. It is observed potassium- sodium pump inversion, fluid passage in interstice, then in the cells, their massive destruction in all organs and tissues, including ones of vital importance.  
These changes mentioned above are all-embracing and are not able to stop independently even for reanimation of central hemodynamic by active infusive therapy. The time is lost, the shock becomes irreversible, the death of organism is inevitable.
The clinic depends on the stage of hemorrhagic shock. It is necessary to remember that the most pronounced clinical signs of hemorrhagic shock may be revealed only in its transition from one stage to other uncompensated one when persistent arterial hypotonia is the leading symptom. When the adequate medical aid has not been given, especially, infusion-transfusion therapy under conditions of persistent hemorrhage, the shock progresses towards its irreversibility. 

When hemorrhagic shock is suspected firstly it is necessary to assess the amount of blood loss, degree of its intensity and to confirm or deny the fact of bleeding. In practice, often, the amount of bleeding is undervalued and in consequence of it the adequate therapy is delayed, diagnosis of hemorrhagic shock is late and on the uncompensated stage. 
It should be important to remember that concept of medical aid for hemorrhagic shock must be based only on the data of clinical diagnosis; prognostication without data of laboratory and instrumental investigations exerts negative influence on the whole medico-diagnostic process.
For better diagnosing hemorrhagic shock and its stage it should be advisable to undertake the following steps:
· To precise the amount of blood loss and its ratio of calculated percentage of ACB and the extent of infusional therapy performed.
· To determine the condition of the central nervous system, particularly, its mental and reflex components;
· To assess skin condition: color and temperature, filling central and peripheric vessels, capillary circulation;
· Auscultative and radiologic assessment of respiratory organs and blood circulation;
· Monitoring the main vital indices: blood pressure, heart beats rate, breathing rate, blood oxygenation;
· Calculation of shock index;
· Measuring central venous tension;
· Careful diuresis by minutes and hours;
· Measuring hemoglobin concentration and hematocrit (hematocrit index for acute blood loss may demonstrate rather the scope of infusional therapy than the amount of blood loss);
· Studying hemostasis system for evidence and intensity of progressing syndrome DVC, its form and stage. It is important to determine in the blood by qualitative and quantitative techniques the soluble complexes of fibrinous monomers and/or products of fibrinous degradation and thrombocytes number too.
· Monitoring  acido-alkaline condition, electrolytic and gas composition of blood, advisable including , correlation of arterial and venous blood indices
· Electrocardiography, and echocardiography when it is available;
· Biochemical analyses of blood.
The definitive diagnostic conclusion should contain objective assessment for severity of general patient’s condition, summarizing structural diagnosis and determination of strategy and tactics of medical aid.
The search of bleeding origin and its liquidation must be the main and emergent step aimed to treatment and prevention of progressing hemorrhagic shock. In gynecologic practice the surgical intervention is the best method to manage this pathology.
The rate of reanimation of ACB is the next step aimed to preserve the patient’ life. Infusion velocity for the incessant bleeding depends on the indices of blood pressure, heart beats rate, venous outflow, diuresis by minutes and must exceed the velocity of blood escaping approximately for 20%.
This velocity for introduction of solution may be achieved in case of available access to the central veins by catheter of large diameter. Thus, the catheterization for subclavicular and jugular veins is very important and necessary. It would advisable to carry out the simultaneous catheterization of both peripheral vessels required the prolonged dose introduction of medicines and catheter must be installed into bladder. For critical condition of patient the intra-arterial pumping of solution is performed.
All measures mentioned above are aimed to preserve the optimal oxygen assimilation by the tissues and maintain their metabolism and so the artificial lung ventilation continued  accompanied  by  accurate manoeuvres for the composition of gas mixture, adequate anesthesia and warming patient are very important (Table 7). 
   Table 7.

BASIC PRINCIPLES OF RECOVERY BCC
INFUSION-TRANSFUSION THERAPY OF OBSTETRIC HEMORRHAGE
	The volume of blood loss
	Infusion environment



	% Of BCC
	% of body weight
	Ringer-lactate
	Helofu-zyn
	plasma
	albumin

(10-20%)
	Eritrocitic massa
	Thrombus weight concentrate

	Up to 25% 

(Up to 1,25 L) 
	to 1,5%
	1 - 2 L
	1 - 2 L
	
	
	
	

	Up to 50% 

(Up to 2,5 L) 
	to 3,0%
	2 L
	2 -2,5 L
	1x250ml
	1x250 ml
	
	

	Up to 65% (under 3,25 L) 
	to 4,0%
	2 L
	2 -2,5 L
	of 1-3x 250 ml
	0.25-1 L
	1-3х250 ml
	

	Up to 75% 

(Up to 3,75 L) 
	to 4,5%
	2 L
	2 L -2,5L
	of 3-5x 250 ml
	0,25-1 L
	3-6х250 ml
	

	> 75%
	4,5%
	2 L
	2 -2,5 L
	5 x 250ml or more
	0,5-1 L
	6 х 250 ml or more
	per need


Nowadays, the priority in infusion therapy for hemorrhagic shock belongs to the medicines of hydrooxyethylprotein (HEP) permitting to resuscitate ACB quickly and for long period owing to increasing oncotic pressure. These medicines more than others colloidal compounds approximate to the perfect colloidal drug. The most reputed medicines are: stabizol, plasmasteril, refortan, refortan plus, gelofuzin and so on. Their usage improves prognosis for managing the patients in critical state.  
Infusion therapy for hemorrhagic shock must begin with rapid administration of HEP. Usually it is used to 1,5l daily, alternating HEP with crystalloids (mainly, free of glucose) and others colloidal solutions (dextrans, gelatins), their correlation in infusion program must be 1:1.  
Hypertonic (7 – 7,5%) solution of sodium chloride is used as starting component for the treatment of the massive blood loss, its infusion of 6 ml/kg body weight followed by administration of HEP and crystalloids allows to stabilize effectively and even resuscitate systolic blood pressure and cardiac output.
The permanent correction of hemostasis system depending on hemostasis indices and presence of syndrome DVC by transfusion of frozen plasma and oppression of  fibrinolytic and proteolytic  blood activity should be done for recovery from hemorrhagic shock.
The earlier the decision about substitutive therapy with plasma is adopted and more intensive is its realization under fibrinolytic inhibitors, the faster  and with less expenses and consequences the damages of hemostasis would be transformed from the acute form in chronic one.
It is important to avoid technologic errors while defreezing and administering plasma. It is transfused heated to 30 C by jet into central vein after every dose 10 ml 10% solution of calcium chloride is infused to neutralize sodium citrate.

Concerning infusion of erythrocytes mass its usage is not of paramount importance in the treatment of hemorrhagic shock, because critical decrease of oxygen carrier occurs for blood loss higher 40% ACB. Transfusion of erythrocytes begins, as a rule, after ceasing bleeding, recovery of blood loss amount and obtaining the data after study of gas composition in blood confirming the partial oxygen pressure utterly low. While considering the question on the erythrocytes transfusion it is not worth to pay attention only to the quantitative assessment of hemoglobin and hematocrit. When the decision on the transfusion is adopted it is possible to be satisfied by minimal number of erythrocytes for infusion. Their further administration may be delayed for the period more remote after blood loss, when it would be possible to evaluate blood composition in central and peripheral parts objectively. 
8. DISORDERS OF BLOOD CIRCULATION IN TUMORS OF INTERNAL GENITAL ORGANS
       The disorders of blood circulation in tumors of internal genitals occur in consequence of the inversion of tumor peduncle or swell-like ovarian form (cyst), more seldom  in consequence of subperitoneal uterine myomatous node. Besides, the circulation may be damaged under some conditions in interstitial myomatous nodes, that is in the lack of inversion.
8.1. Inversion of ovarian tumor 
Code by ICD-10

N 83.5 Inversion of ovary, ovarian peduncle and uterine tube.

Synonym: damaged blood circulation of tumor or swell-like ovary form.
This complication may occur in consequence of body transposition, physical exhaustion, mass peristaltis, act of defecation and so on. The most often the torsion occurs in the girls and young women. 
It is important to differentiate anatomic and surgical ovarian peduncle. Anatomic peduncle is composed of the suspending ovarian ligamentum, its proper ligamentum and mesovarium. Anatomic peduncle contains vascular vessels feeding the ovary (ovarian artery, its anastomosis with uterine artery), as well as lymphatic vessels and nerves. Surgical peduncle includes, besides anatomic peduncle, uterine tube overstrained. 
Turning degree of the cyst or ovarian tumor around the peduncle may oscillate considerably: from 900 to 3600 and even more. As a result of the venous stasis the tumor changes its contours and becomes blue-purple. Later, necrotic changes are developed in it and may lead to peritonitis. 
This complication is observed in the tumors of different histologic structure, where there is the pronounced peduncle and there are no adhesions with adjacent organs. The torsion may occur suddenly or develop gradually; it may be complete or partial. Usually the disease begins with intensive pains in the lower abdomen and are accompanied by nausea and vomiting.
The painful attack sometimes is associated with physical exhaustion, sharp movement. While palpating, it is revealed the tension of anterior peritoneum, symptom Shchetkin – Blumberg is positive, intestinal paresis, constipation, seldom,  diarrhea are observed. The body temperature may be increased, pulse is accelerated, expressed pallor of skin and mucosae, cold sweat. Gynecologic examination reveals sharply painful tumor in the area of uterine appendages.  
 The differential diagnosis is carried out for damaged fallopian pregnancy, adnexitis, ovarian apoplexy, renal colics, appendicitis and acute ileus.
For the diagnosis “inversion of ovarian cyst peduncle (cystoma) the emergent operation is required (Fig. 15). Its extent is defined after incision of peritoneum. Minimal extent is unilateral adnexectomy. In case of malignant ovarian tumor it is indicated hysterectomy with appendages and resection of gastrocolic omentum.  
Tumor peduncle must be cut off without detorsion and if, it is possible, above the site of torsion. This tactic is caused by the fact that the clots are formed in tumoral peduncle and when untwisting they may detach and fall in general circulation and provoke thromboembolia. 
At present laparoscopy is the main diagnostic method when the torsion of ovarian peduncle is suspected, because the access and extent of operation depend on the results of endoscopic investigation and morphologic particulars of tumor. As laparoscopy does not allow to assess internal structure of neoplasm without destructing its integrity intraoperative USD is recommended, and in case of suspicion for malignancy laparotomy must be performed.
Laparoscopy should be used in complicated from the point of view of diagnosis cases. Formerly, the operative treatment for the torsion of ovarian tumor peduncle adnexectomy has been performed by laparotomy, but nowadays, due to progressing laparoscopy in case of early diagnosis of this pathology the operations preserving organs, such as detorsion of ovary or its neoplasm became available.
The manipulation is performed by filling small pelvis and peritoneum with warm sodium chloride isotonic solution (40 -420C), in consequence of this the tumor ascends and often, is detorsioned independently or by means of atraumatic forceps. When in 10–20 minutes the color of tumor is changed (cyanosis disappers, mesovarium color becomes normal), it shows the blood circulation  replenishment in uterine tube and in the ovary, the operation preserving organs is advisable.  
Aspiration of cyst content and biopsy of its wall are carried out for retentional ovarian neoplasm. The ovary resection is performed for the essential ovarian tumor but for the paraovarial cyst its extirpation is done. When malignancy of tumor is suspected intraoperative cytologic investigation of smears is performed to define the extent of the further operative intervention.  

After this laparoscopic operation performed according to the technique proposed the patient must remain under permanent control: measuring body temperature, leukocytes number in blood, coagulogram, assessment of painful syndrome. In case of the negative dynamics of postoperative period the recurrent laparoscopy with adnexectomy should be performed. 
Some authors report that operations preserving organs (retorsion of appendages and resection of ovaries) within laparoscopic operations are performed in 80% cases, but at the same time during laparotomy the uterine appendages are ablated in three times more frequently than for laparoscopy.
8.2. Disorders of blood supply to uterine leiomyomatous node
Symptomatology of the disturbed blood circulation depends on its localization. The most often this complication occurs in retorsion of subserous node peduncle.  Ischemia of interstitial node is observed in case of its large dimensions or in its rapid growth. 
The favorable conditions for the disturbed blood circulation in the node appear during pregnancy, particularly, in postpartum period or after abortion, when the mechanic pressing blood vessels feeding the node occurs after the fast contraction of uterus. As a result, ischemia and later necrosis of myomatous node appear. 

Thus the disturbed blood circulation may be observed both in subperitoneal and in interstitial myoma.  The main role in developing this pathology belongs to the mechanic factors: torsions, pressing tumors and vessels feeding the node.
Edema, necrosis, hemorrhage, hyalinic degeneration and degeneration are observed in the disturbed blood  supplying to the leiomyomatous node of uterus.
It is distinguished dry and wet types of necrosis for interstitial myoma of uterus. It has been described so called the red necrosis of myoma. For dry necrosis the area of necrotic tissue are gradually wrinkled and uncommon cavernous cavities with remains of dead tissue are formed. For wet necrosis mollification and wet destruction of tissue with the further formation of the cavities like leaves are observed. The red necrosis is more often observed in intramural nodes. 
The main clinical symptom is the pain in the area of dislocation of myomatous node. The symptoms of “acute abdomen” may be faded, body temperature is subfebrile, the blood tests show leukocytosis and ESR accelerated. In gynecologic examination the increased and painful uterus, particularly, in the node area is palpated. 
The more striking symptomatology of “acute abdomen” accompanies torsion of subperitoneal myomatous node peduncle. The patient complains of the intensive pains. The symptoms of peritoneal irritation are pronounced, in the blood ESF accelerated and leukocytosis with the formula deviated to the left are observed. Within gynecologic examination a painful compact neoplasm associated with uterus is revealed. The examination is always complicated by tenderness and tension in the anterior peritoneum. 
Diagnosis of necrosis in myomatous node is not usually difficult, especially, when the myoma has been diagnosed earlier. The abdomen in these patients is slightly strained, sharply painful, flatulent, symptoms of peritoneal irritation are various. They are more positive for the torsion of subserous leiomyomatous node. Leukocytes number is increased, leukocytic formula is deviated to the left and ESG is accelerated.

USD of pelvic organs and laparoscopy are used as auxiliary diagnostic techniques. Ultrasound scanning with dopplerography enables the exact diagnosis. The cystic cavities, the areas of different echogenesity are revealed in the myomatous node. The blood circulation inside the node and the surrounded myometric areas is disturbed. Some echopositive and echonegative areas presenting necrotic zone are revealed in the node. 

 Laparoscopy allows not only to clarify the diagnosis, but also provides access to surgery. Units of degeneration have a dark blue-purple color, with areas of hemorrhage and white. Peritoneum that covers these nodes dull. 

Treatment should be surgical, it is made laparotomy or laparoscopic access. His choice is determined by the surgeon's qualifications and technical support operating systems. The volume of surgery depends on many factors: the age of the patient, the implementation of reproductive function, size, location and number of myoma nodes. Depending on the clinical situation and the patient's age decision is made in favor of organ-preserving surgery. 

When distortion legs of a node and other nodes in the absence of one can restrict conservative myoectomy. 

When necrosis of myoma node conservative myomectomy does not hold, as in the postoperative period may experience serious complications such as differences sutures on the uterus, suppuration, and even peritonitis. Therefore, this operation can only excerase exceptionally young childless women under conditions of intensive antibiotic therapy. 

Usually in cases of necrosis of myoma node perform an amputation or hysterectomy with tubes. 

9. ACUTE INFLAMMATORY DISEASES OF INTERNAL GENITAL ORGANS 
In modern conditions the development of inflammatory processes of female genital mutilation is a mixed flora, including aerobic and anaerobic Association and gonococcus, often with chlamydial infection. 

The upper parts of female sexual apparatus infection often penetrates upward through the vagina and cervix. So distributed as exogenous infection, sexually transmitted diseases (gonorrhea, chlamydia, viral and protozoal infections) and endogenous microflora located in the vagina. 

For the invasion of non-specific purulent infection should be "entrance gate", ie tissue damage. These conditions occur during childbirth, abortion, therapeutic and diagnostic vyshkriban uterus and instrumental interventions - hydrotubation, hysterosalpingography, hysteroscopy. Significant negative role intrauterine device (IUD) that lead to erosion surface of the endometrium, the local increase in fibrinolytic activity and production of prostaglandins, which in turn contributes to the spread of infection. 

9.1 Adnexitis 
Clinical manifestations of acute inflammatory diseases of the internal female reproductive organs, including the symptoms of "acute abdomen", depends not only on the nature of the infectious agent, age woman may invasive interventions on the sexual apparatus, but also largely on the localization process. For example, acute endometritis accompanied by fever, changes in blood composition, the presence of purulent discharge from the genital tract, but signs of "acute abdomen" are very rare. However, inflammation of the uterus often exhibit symptoms of "acute abdomen", especially in the presence of purulent process. 

The disease is more frequent in young women who are sexually active. At present, there is no doubt about the relationship of inflammation of the contraceptive method. When using intrauterine contraceptive risk of acute salpingitis increases 1,5-4 times. The disease often begins after menstruation or in the background, often followed by invasive methods of diagnosis and treatment (curettage of the uterus, hysterosalpingography, hysteroscopy, hydrotubation) after surgical interventions on the sexual apparatus. Patients complain of pain in the lower abdomen, fever, weakness, headache, nausea (sometimes vomiting), abdominal intestine. 

But the most prominent clinical observed in the formation of purulent foci in the uterus that can occur already during the initial inflammatory process. This is supported by the nature of the infection (microbial factors Association), the presence of an IUD, concomitant genital and extragenital diseases, inadequate anti-inflammatory therapy. 

In the presence of purulent process appendages (piosalpinks, piovar, tuboovarian abscess) the general condition of the patient is assessed as severe or moderate severity. The tongue may be wet. With no threat of perforation of ulcer symptoms of peritoneal irritation do not appear, but palpation of the area hipohastrium gives pain. Often, there can not find the education that comes out of the pelvic cavity. His palpation border above the percussion by fusion tuboovarial abscess with loops of intestines. 

On gynecological examination subordinate formation is unclear contours and uneven texture. It is usually still closely connected with the uterus and gives sharp pain. Tissues surrounding the uterus and appendages, pastozni (Fig.16). 

The presence of purulent formation of active inflammation indicate that leukocytosis above 9•109/L, erythrocyte sedimentation rate above 30 mm/h., positive reaction with C-reactive protein, sialic acid content of more than 260 units., Decreased albumin-globulin coefficient to 0,8, the increase in leukocyte index of intoxication than 3,5. 

Due to intoxication, violation of the passage of urine may be a so-called isolated urinary syndrome (proteinuria 1 g/l, leukocyturia - 15-25 in sight, microhematuria, 1-2 hyaline appearance and/or granular cylinders). 

Treatment is carried out in a hospital. The primary method of treatment - antibiotics. Determining the flora and its sensitivity to antibiotics (AB) needs some time, and the appointment of AB therapy belongs to the category of urgent measures. Therefore, drugs should be selected empirically, based upon the following rules: 

· take into account the clinical picture of the disease, which has characteristics at various pathogens; 

· remember that in modern conditions often caused by inflammation; 

· mixed infection; 

· do not forget about the possibility of the disease due dvofaznosti joining anaerobic infections; 

· change the schema of antibiotics, if after three days of treatment no clinical effect. 

With a favorable clinical course of the process of intravenous antibiotics should be performed at least 4 days, and then you can move on intramuscular and enteral their input. Antibiotic therapy discontinued 2 days after normalization of body temperature, but not before the 10th day of treatment. 

At the time, most obstetricians and gynecologists tend to more active management of patients with purulent tuboovarialnogo entities. 

Certainly indications for surgery are: 

· suspected perforation purulent formation of the uterus; 

· the availability of education against the backdrop of an IUD; 

· complications of acute purulent inflammation of the uterus parametrit; 

· inefficiency complex treatment using 

Laparoscopic drainage, which is held for 2-3 days. 

Transactions in such situations are not standard either by volume or by the technique. Young women need to use the least opportunity to save reproductive function. Radical surgery increases depending on the age of the woman. In women over 45, if necessary, surgical treatment, it makes sense to spend panhisterektomiyu. 

Surgical intervention in the technical aspect presents significant challenges due to the large adhesions affected the uterus of the peritoneum, uterus, intestines, glands, bladder. For the prevention of postoperative complications spend required drainage of pelvic or abdominal cavity, including through the dome of the vagina, continuing intensive care. 

9.2. Pelvioperitonitis and peritonitis
These complications often complete these destructive processes in the inner genitals as: 

· melting wall piosalpinks, piovara or purulent; 

· tuboovarialnogo formation; 

· various gynecological surgery; 

· criminal abortion, including complicated perforation of the uterus; 

· оvarian tumor necrosis due to torsion of the pedicle or rupture of the capsule of the tumor. 

There are two forms of peritonitis: local (limited or unlimited) and spread (diffuse, general). In gynecology local peritonitis include limited involvement of the peritoneum to inflammation piosalpinkse, piovari, tuboovarian abscess. The local peritonitis include unlimited pelvioperitonitis which can be closed by adhesions and open with free traffic areas pelvic areas of the abdominal cavity located above. 

Pelvioperitonit almost always accompanies the development piosalpinks, piovara and tuboovarialnogo abscess. It may be serous, fibrinous and purulent. Some authors distinguish only two types pelvioperitonit - sero-fibrinous and purulent. 

In the acute stage serous or serofibrinous pelvioperitonit there microcirculation disturbances, redness and swelling of the peritoneum. Consequently, the pelvis is accumulated serous fluid, consisting of fibrin, segmented leukocytes and albumin. As the process of remission observed the formation of a large number of adhesions between the parietal peritoneum pelvis, uterus and appendages, thin loops and sigmoid colon. In case of purulent pelvioperitonit limiting process is slow or does not occur - developed diffuse peritonitis. 

Clinical signs of acute stage pelvioperitonit bear a resemblance to the initial stage of diffuse peritonitis, but they are less pronounced, and the local manifestations usually overly general. The leading symptom is severe pain in the lower abdomen. There has been a significant deterioration of health of the patient, facial flushing, fever up to 38-39 °C. There tachycardia, signs of intoxication, a dry mouth, a lump vomiting, bloating, symptoms of peritoneal irritation below the navel and above the vagina. Often there are painful urination and defecation. Blood analysis is a leukocytosis with a shift to the left, express ESR. 

Suffice are data gynecological examination. In the early days of the disease is marked stiffness and pain posterior fornix of the vagina, and the next day it is stuck due to accumulation of fluid in it. The patient feels a sharp pain in the displacement of the cervix, palpation of the uterus and its appendages. 

Pelvioperitonitis treatment is usually carried out by conservative methods. Appointed broad-spectrum antibiotics, painkillers and sedatives, held detoxification therapy. 

But when the process develops on the background piosalpinks, piovara tuboovarialnogo or abscess, the patient's condition can deteriorate progressively, indicating that the subordinate perforation abscess in the abdominal cavity or the threat of such complications. Thus there: 

· sudden increase in pain in the lower abdomen, accompanied by vomiting; 

· temperature of hectic fever; 

· appearance of peritoneal signs; 

· conglomerate in the region of the appendages progressively increases and loses sharpness of contours; 

· deteriorating wbc peripheral blood and increases leukocyte index of intoxication and ESR. 

On gynecological examination revealed an even more pronounced changes: flattening or even overhanging vaginal vault, which indicates the presence of fluid in the pelvis, severe pain patients feel the slightest displacement of the cervix, in the pelvic cavity and more defined without clear contours painful conglomerate. 

In such a situation may be of laparoscopy, which can move from a diagnostic to a treatment. Nevertheless, most authors prefer to spend laparotomy at which fusion disconnected abscess of organs and tissues that surround it, a thorough examination of the abdominal cavity. Evacuation of pus, remove the affected uterus, and often there is a need hold panhisterektomiyu. At the end of surgery performed extensive drainage of the abdominal cavity, including through the vagina. 

It is worth noting some features pelvioperitonitis that develops in gonorrheal infection. The disease occurs usually during or immediately after menstruation, abortion, childbirth, physical stress, sexual excesses. The process begins with the sudden appearance of sharp abdominal pain, high temperature (40°C C and above), nausea, vomiting, delayed stool and gas. Abdominal palpation acutely painful, especially in the lower areas, which is determined by muscle tension of the abdominal wall and positive Shchyotkin – Blumberg symptom. On gynecological examination detailed palpation is not possible because of a sharp pain vaginal vault. 

This situation continues for long, and after 2-3 days during the appropriate antibiotic therapy reduced body temperature, abdominal pain, and gradually subside disease becomes subacute stage with a favorable prognosis. Effects of the gonorrheal pelvioperitonitis remains significant adhesions in the pelvic cavity and infertility. 

Surgical procedures require only those patients with gonorrheal pelvioperitonit, in which, in spite of intensive therapy, the condition worsens and increases local and general symptoms of inflammation. 

Widespread peritonitis, including gynecology, pathology is very difficult, in which there is early expressed endogenous intoxication. In the reactive phase of compensatory mechanisms retained, no disturbances of cellular metabolism, no signs of hypoxia. The toxic phase of peritonitis associated with increasing intoxication, the general condition of the patient is suffering, disrupt metabolism. In the terminal phase changes have a profound nature. Predominant symptoms of overexposure to the central nervous system of patients with extremely severe condition, arrhythmic pulse, a sharp gasp, lowering blood pressure. Completely broken motor function of the intestine. Dynamics of pathological processes in peritonitis is very fast: from reactive to terminal phase may take 48-72 hours. 

Treatment is carried out in three stages: preoperative preparation, surgery, intensive care in the postoperative period. The main requirement for surgery - complete removal of infectious focus, extensive drainage of the abdominal cavity. In the postoperative period extended infusion therapy, measures for the resumption of the motor-evacuation function of the stomach and intestines (nasogastric intubation, prolonged peridural blockade, intravenous cerucal 2 ml 3 times a day, benzoheksoniyu 0,5 ml of 2,5% solution 4 times day, etc.). 

Only early diagnosis, accurate use of the whole arsenal of means and methods of treatment, close interaction gynecologists, surgeons and emergency physicians can ensure success in the treatment of this severe disease, which is peritonitis as a complication of inflammatory gynecological diseases. 

10. SEPTIC SHOCK
Cоd by ICD-10 A48.3 

By definition, a clinical protocol № 676"Septic shock", approved by the Ministry of Health of 31.12. 2004 y., this state is defined as a clinical syndrome that occurs in the systemic inflammatory response to infection and manifest violation of the body's ability to maintain homeostasis and hemodynamics as a result of inadequate oxygenation of tissues and circulatory disorders. 

Since the concept of sepsis, septic shock, and systemic inflammatory response often identified, particularly in clinical practice, in 1992, experts from different disciplines were elaborated a new definition for sepsis and its effects. 

Definitions of sepsis, severe sepsis, septic shock
	 SYSTEMIC INFLAMMATORY RESPONSE SYNDROME
(SYSTEMIC INFLAMMATORY RESPONSE SYNDROM-SIRS)
- systemic inflammatory response to a variety of severe clinical damage that manifests two or more of the following manifestations: 

1) body temperature over 38°C or below 36°C; 

2) heart rate over 90 beats / min.; 

3) respiratory rate over 20 min or Pa CO2 below 32 mm Hg; 

4) the number of leukocytes over 12×109 cell/l, less than 4×109 cell/l   or more then 10% of young forms. 

	SEPSIS  
- systemic inflammatory response to infection reliably detected in the absence of other possible causes for these changes, which are characteristic of SIRS. 
Clinical manifestation includes two or more of the following symptoms: 
1) body temperature over 38°C or below 36°C; 

2) heart rate over 90 beats / min.; 

3) respiratory rate over 20 min or Pa CO2 below 32 mm Hg; 

4) the number of leukocytes over 12×109 /l, less than 4×109/l  or more then 10% of young forms. 

	SEVERE SEPSIS / SIRS
Sepsis, which is accompanied by dysfunction of organs, hypoperfusion or hypotension. Hypoperfusion and perfusion disturbances may include (but are not limited to) the acidosis resulting from accumulation of lactic acid, oliguria or acute impairment of mental status. Sepsis - Induced Hypotension: systolic blood pressure below 90 mm Hg century or decrease in blood pressure by 40 mm Hg century from baseline in the absence of other causes for hypotension. 

	SEPTIC SHOCK (SIRS - SHOCK)
This complication of severe sepsis and is defined as sepsis - induced hypotension that is not subject to correction by adequate fluid replenishment; perfusion abnormalities that may include (but are not limited to) the acidosis, oliguria or acute impairment of mental status. 
Patients receiving inotropes or vasopressors may not be hypotension, but still retain features hipoperfuziynyh disorders and dysfunction of organs that belong to the manifestations of septic shock. 


Promote the emergence of shock: 

· the presence of foci of infection (septic abortion endomyometritis, horionamnionit, lohiometra, the remains of the ovum and others); 

· reducing the overall resistance of the organism; 

· the possibility of penetration of pathogens or their toxins in the bloodstream. 

In the development of septic shock distinguish two stages: 

- Hyperdynamic - reducing peripheral resistance, reflex increases heart function, ie cardiac output; 

- Hipodynamic - violation of perfusion and oxygenation secondary in relation to regional vasoconstriction and cardiac dysfunction. 

Diagnosis. In case of severe sepsis there is also a number of changes that take place and: in septic shock. These are: 

• thrombocytopenia < 100 ×109/l, which is not explained by other causes; 

• increase the level of C-reactive protein; 

• improving prokaltsytoninu > 6,0 ng / ml; 

• positive blood cultures with the detection of circulating microorganisms; 

• positive test for endotoxin (LPS-test). 

The diagnosis of septic shock is established, if listed above clinical and laboratory signs of joining: 

• hypotension (systolic pressure less than 90 mm Hg. C., or lowered more than 40 mm Hg.C. from baseline); 

• tachycardia over 100 beats / min.; 

• tachypnea over 25 min; 

• impairment of consciousness (less than 13 points on a scale of Glasgow); 

• oliguria (urine output less than 30 ml/h); 

• hypoxemia (Pa O2 less than 75 mm Hg. C. while breathing ambient air); 

• Sp O2 < 90%; 

• increase of lactate over 1,6 mmol/l; 

• petechial rash, necrosis of the skin. 

It is necessary to carry out the following activities: 

1) monitoring of hemodynamic parameters: blood pressure, heart rate, central venous pressure; 

2) control the parameters of the respiratory system (counting respiratory rate, blood gases, Sp O2); 

3) hourly monitoring of urine output; 

4) measurement of rectal temperature at least 4 times a day for comparison of body temperature in aksilyarnyh areas; 

5) urine, blood and secretions from the cervical canal; 

6) determination of the acid-base balance of blood and tissue oxygen saturation; 

7) platelet count and determine the content of fibrinogen and fibrin monomer (soluble fibrin). 

For a complete picture of the idea seems besides these clinical and laboratory examinations must additionally hold: 

- ECG - to identify the metabolic disturbances or myocardial ischemia; 

- Ultrasound of the abdomen to detect possible hematogenic abscesses; 

- X-ray examination of the chest cavity to confirm the acute respiratory distress syndrome or pneumonia. 

Laboratory analisis show the presence of severe inflammation and degree of organ failure: 

• In most cases, common anemia; 

• neutrophilic leukocytosis with a shift to the left; 

• leukocytosis > 12x109/ml in some cases may be marked leukemoid response of leukocytes to the number of 50-100 thousand and above. Sometimes leukopenia may occur; 

• morphological changes of neutrophils include toxic granularity, the appearance of cells fate and vacuolation; 

• thrombocytopenia, lymphopenia. 

The degree of intoxication reflects leukocyte index of intoxication , which is calculated by the formula: 

 LI = (S+ 2SL+ 3Y+ 4Mi) (PC - 1) / (Mo+ Ly) (E+1), where: 
    S - segmented neutrophils, 

    SL - stab leukocytes, 

    Y - young white blood cells, 

    Mi - myelocytes, 

    PC - plasma cells 

    Mo - monocytes, 

    Ly - lymphocytes 

    E - eosinophils. 

LI in normally equal to one. Increasing the index to 2-3 indicates limited inflammation. Iincreasing to 4-9 - a significant component of the bacterial endogenous intoxication. Leukopenia with high LI are poor prognostic sign for patients with septic shock. 
BASIC PRINCIPLES OF INTENSIVE THERAPY OF SEPTIC SHOCK: 
1. Immediate admission to the intensive care unit. 

2. Correction of hemodynamic disturbances through inotropic therapy and adequate fluid therapy with constant monitoring of Geodynamics. 

3. Maintain adequate ventilation and gas exchange. 

4. Surgical rehabilitation of the site of infection. 

5. The normalization of bowel function and early enteral nutrition. 

6. Timely correction of metabolism under constant laboratory control. 

7. Antibiotic therapy under constant microbiological control. 

8. Antymediatorna therapy. 

The main goal of fluid therapy in septic patients is to maintain an adequate blood supply to the tissues. The volume of infusion therapy in case of septic shock is determined by a comprehensive assessment of hemodynamic responses to infusion reaction (blood pressure, particularly pulse blood pressure, central venous pressure, heart rate, speed of diuresis). Of particular importance in these cases is the definition of CVP dynamics. The benchmark is to test for dose-response CVP input fluid (test with a load volume). Patients within 10 minutes of injected test dose of liquid (see Table 8) and evaluate hemodynamic response. 
Table 8.

SAMPLE WITH VOLUME LOADING
	Output level CVP
	Volume of fluid injected

	8 cm of water, century and less than 
	200 ml

	8-10 cm of water, century. 
	100 ml

	14 cm of water, century. 
	50 ml


The reaction hemodynamics assessed as follows: if CVP increased by more than 5 cm of water century, the infusion is stopped and produce inotropic support, but if CVP increased no more than 2 cm of water century then continue infusion therapy without inotropic support.

Recommended following program infusion therapy in case of septic shock. Initially, the fluid is injected at 10 ml/min. for 15-20 min., and then - in a normal pace, depending on hemodynamic, respiratory, urine output and so on.

For the infusion used derivatives hidroksyetylkrohmalyu (venofundyn, Refortan, HAES - steril ) and crystalloids (0,9% sodium chloride solution, Ringer's solution) at a ratio of 1:2. Unlike other colloid solutions hidroksyetylkrohmalyu reduce the extent of damage to the endothelium of the capillaries, improves lung function and reduces symptoms of systemic inflammatory response .

To correct hypoproteinemia appointed concentrated solutions of albumin - 20-25%. The use of 5% albumin at critical conditions improves mortality of patients.

The inclusion of transfusion media glucose inappropriate. Purpose of glucose in critically ill patients increases the production of lactate and CO2, and increases ischemic brain damage and other tissues. Glucose infusion is justified only in cases of hypoglycemia and hypernatremia .
The structure of infusion environments should include fresh frozen plasma (600 - 1000 ml), a donor of antithrombin. Antithrombin inhibits leukocyte activation and prevents damage to the endothelium of blood vessels, thereby decreasing the manifestations of systemic inflammatory response and endotoxemia. In addition, the introduction of fresh frozen plasma is necessary for the treatment of DIC, which usually develops during the progression of septic shock. 

Inotropic support. If after CVP normalize blood pressure is low, the dopamine administered at a dose of 5-10 mg/kg/min. (up to 20 mcg/kg/min.) or dobutamine, which is introduced at 5-20 mcg/kg/min. If this therapy is not conducive to a stable increase in blood pressure, the introduction of complementary therapy sympathomimetic norepinephrine hydrotartrate at a speed of 0,1 - 0,5 mg/kg/min. while reducing the dose of dopamine to the "kidney" (2-4 mg/kg/min.). 

Given the role of beta-endorphin in the pathogenesis of septic shock with sypatomimetykamy justified concomitant use of naloxone and 2,0 mg, which improves blood pressure. 

In case of failure of complex hemodynamic therapy can be applied corticosteroids. Equivalent dose (in terms of hydrocortisone) is 2000 mg/day. Its introduction, in order to prevent erosive lesions of the stomach, it is necessary to combine with H2-blockers (ranitidine, famotidine). 

Maintain adequate ventilation and gas exchange. In severe cases, respiratory failure against the background of the progression of multiple organ dysfunction should immediately decide on the transfer of the patient to the ventilator. 

 Indications for mechanical ventilation: 

- Pa O2 < 60 mm Hg; 

- Pa CO2 > 50 mm Hg or < 25 mm Hg; 

- Sp O2 < 85%; 
- Respiratory rate over 40 per minute. 

The flow of oxygen should be minimal, providing Pa O2 of 80 mm Hg respiratory therapy of septic shock should also include positive pressure mode and at the end of exhalation (3-6 cm water column), but with adequate recovery BCC. 

Surgical rehabilitation of the site of infection 

Indications for laparotomy and hysterectomy with uterine tubes are: 

· No effect of intensive care; 

· the presence of pus in the uterus; 

· uterine bleeding; 

· purulent lesions in the region of the uterus; 

· detection by ultrasound presence of residual ovum. 

The normalization of bowel function and early enteral nutrition is one of the important tasks in patients with sepsis and septic shock, as the recovery of barrier function of the intestine is the key to further microbial translocation into the bloodstream and decrease of systemic inflammatory response. 

This is achieved by enteral drip of 0,9% sodium chloride or carbonated mineral water 400-500 ml per day via gastric tube or nipple duodentalnyy followed by an increase in the volume of injected fluid and the expansion of food preparations provided normalization of peristalsis in the "nutritional factor", corresponding to 2000 - 4000 calories a day. 

 It is also appropriate concomitant use of prokinetics (metoclopramide) and glutamic acid, as the latter normalizes metabolism in the gut villi. 

After stabilization of the patient for further prevention of bacterial translocation may conduct selective decontamination of the gut. For this purpose, 4 times a day in the intestine injected mixture polymyxin - 100 mg tobramycin - 80 mg and amphotericin B - 500 mg. 

One of the highlights in the treatment of septic shock is antibiotic therapy. Given that today is almost impossible microbiological rapid diagnosis, during antibiotic therapy it is advisable to stick tactics deeskalatsiynoyi empirical antibiotic therapy. After identification of microorganisms and to determine its sensitivity to antibiotics are transferred to antibiotic therapy according antybiotykohramy. 

Antymediatorna therapy based on current knowledge of the pathogenesis of septic shock and is very promising. There is strong evidence bahatoklonalnyh use of antibodies in combination with pentoxifylline. Given the lack of Ukraine bahatoklonalnyh antibodies, appropriate use in the treatment of septic shock pentoxifylline. With the same purpose justified the use of dipyridamole. 

Application of extracorporeal detoxification only after stabilization of the patient, as in the expanded picture of multiple organ failure they increase the mortality of patients. 

11. CONTROL TASKS 
1. What diseases are attributed to the term "acute abdomen".  

2. What are the clinical forms of ovarian apoplexy. 

3. What should be the nature of surgery in ovarian apoplexy. 

4. What education related to anatomical and surgical ovarian legs  

5. What should be the scope of surgery in ovarian cyst torsion legs  

6. The patient, 25 years complains on sharp pains in the bottom of a stomach, arisen suddenly, dizziness, a nausea. Last mensis two months ago. Pulse is 100 per minutes, the blood pressure is 90/55. The stomach painful and strained in the low parts of the abdomen. What to do?
7. Taktyka management of patients with gynecological peritonitis.
8. The patient, 46 years has admitted to the hospital with complaints on strong pains in the low part of the abdomen, body temperature is 39,50С, vomiting. Throughout 12 years for the purpose of contraception uses IUD. Objectively: the abdomen is sharply painful, strained. Symptom Shchetkin-Bljumberg is sharply positive. At gynecologic research: threads of IUD are visible, in small pelvis sharply painful conglomerate in the sizes of 10х10х10 cm, motionless is palpated. Uterus and appendages separately can’t be palpated. The posterior fornix of vagina hangs, sharply painful, purulent discharge.

9. What diagnosis is most probable? What is your tactics?  
10. The patient of 40 years has arrived with complaints on pains in the low part of abdomen which have appeared suddenly, temperature rises, a nausea, the general weakness. The patient has a uterus myoma for two years. At examination: positive symptom Schetkin-Blumberg, erythrocytes - 3,4 х 1012, leukocytes - 17,5 х 109, erythrocyte sedimentation rate - 35 mm/hour, a colour indicator 0,9, haemoglobin - 120 g\l is marked. At bimanual  research the uterus is increased till 15 weeks of pregnancy, hilly, on the right edge of a uterus sharply painful, dense, mobile formation in the sizes 6 х 6 cm is palpated. Mucous discharge is moderate. What to do?

11. What immediate action should be applied in cases of suspected perforation of the uterus during the abortion  
12. What are the features of the diagnosis and treatment of patients with necrosis leyomiomatoznoho node cancer. 

13. The patient, 35 years, has arrived in gynecologic department with complaints on uterine bleedings for last 7-8 months after abortion . At gynecologic inspection the uterus neck is pure, the uterus is increased till 11-12 weeks of pregnancy, and hilly, painless, appendages are not palpated. The diagnosis is uterine myoma that symptomatic for bleeding. Assessment of HCG level in the serum – 6000.What is the most probable dsagnosis and treatment?  
14. What are the basic principles of diagnosis and treatment of hemorrhagic shock  

15. How to conduct a differential diagnosis between impaired tubal pregnancy and ovarian apoplexy  
16. The patient, 44 years old, has arrived in gynecologic department with complaints on considerable bloody discharge from vagina throughout 10 days. Speculum demonstrates the lower pole of voluminous formation colored from whitish to bluish-purple depending on the intensity of the blood circulation damage.  What method to stop bleeding needs to be applied first of all?  
17. . What should the tactics in cervical pregnancy  In gynecologic department the patient of 20 years with complaints on moderate pains in the low part of the abdomen after physical activity and rise of temperature 37,50С, has arrived. Last menstruacia was 3 weers ago. At gynecologic research: the uterus body is not increased, left appendages sharply painful, contours are not defined because of a sharp pain. Promtov symptom  is positive. The back fornix hangs, painful. What diagnosis is most probable? What to do?
18. Patient К., 50, has addressed to the gynecologist with complaints on aiching pain in the low part of the abdomen along 1 weeks, T is 37,5-380 C. Patient has IUC along 18 years. It was made specula investigation: the pus was received.  The gynecologist at bimanual research has defined: pain in the uterus, flexible formation in the area of the left appendages of a uterus in diameter 8 cm. 
19. Define methods which are used at inspection and treatment of the given patient.
20. The woman, 22 years old,  complains on suddenly appeared pain in right iliac area after sexual life, that irradiate to the  rectum and the right foot. The patient is pale, the blood pressure is  95/50 on both hands, pulse 105 per minute. Complaint have appeared on 20 day of the menstrual cycle. Symptom Shchetkina-Bljumberga is positive. During bimanual  examination: a body of the  uterus has usuall sizes, the right appendages  are painful, left - without pathological changes. displacement of cervix of uterus  is very painful, vaginal fornix is painful and strained, vaginal discharge is bloody and moderated. Establish the diagnosis.
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