CASE PRESENTATION

A 35Yr old Mrs.X came to Obg OPD on 20-03-25 with chief complaint of Lower abdominal
pain since 1 month

HISTORY OF PRESENTING ILLNESS: she was apparently normal 1 month back. C/o
lower abdominal pain ,Insidious in onset, squeezing type of pain, continuous in nature,
radiating to right iliac fossa and umbilicus, aggravated on intake of food. Lower abdominal
pain started since 5/2/25. Patient came to Dr. PSIMS &RF on 20/3/25 with c/o lower
abdominal pain. No white discharge per vaginum. No H/O fever, nausea, vomitings. No H/O
burning micturition, increased frequency of micturition. No H/O dyspareunia or post coital
bleeding. No H/O mass per vaginum or mass per abdomen. No H/O weight loss or weight
gain. No H/O Bowel or bladder irregularities. No H/O heat or cold intolerance

MARITAL HISTORY:15 Years, Consanguineous — 3™ degree

PAST OBSTETRIC HISTORY: |

P1- Alive,Male child, Full Term Vaginal Delivery,@ GGH Vijayawada. Present age — 12
years, No H/o contraceptive usage

A1-(1/2/2025) UPT positive on 25/1/25, Had Spontaneous abortion on 1/2/25. USG TVS was
done on 1/2/25 by Radiologist. Uterus:7x4.5x3.7cm. Normal in size, outline and myometrial
echotexture. Endometrial thickness-5Smm. No gestational sac seen. No evidence of retained
products. Both ovaries are normal in size, outline and echo pattern. D&E not done. Non
Tubectomised

MENSTRUAL HISTORY;Age of menarche- 12 years,Regular cycles ,2/28-30 day
cycle,Changes 2 pads/day,No clots ,No dysmenorrhea

PAST MEDICAL AND SURGICAL HISTORY : No H/o Hypertension,Diabetes
Mellitus, Tuberculosis,Bronchial Asthma, Thyroid diseases,,Cardiac diseases,,Renal diseases,
Neurological diseases.. No H/o surgeries in the past

FAMILY HISTORY: No H/o any noncommunicable diseases.

PERSONAL HISTORY:,Diet -Mixed, Appetite - Normal, Sleep- Undisturbed, Bowel and
bladder habits- regular, No h/o food/drug allergies

GENERAL PHYSICAL EXAMINATION: Conscious and coherent, Moderately built and
nourished, Height- 144cm, Weight -55kgs and BMI- 26kg/m?, Pallor +, No signs of
Icterus,Cyanosis, Clubbing, Lymphadenopathy, Pedal edema. Vitals: Temperature —
98.1°F,Blood pressure- 110/70mmhg,Pulse rate- 80bpm, Respiratory rate- 16¢cpm. Thyroid:
No abnormality detect,B/L Breast: Soft, no secretions,Spine: No abnormality detected
SYSTEMIC EXAMINATION:CVS: S1 S2 heard,RS: B/L normal vesicular breath sounds
heard, CNS: No focal neurological deficits

ABDOMINAL EXAMINATION: INSPECTION: Flat,Umbilicus- midline, inverted, All
quadrants of abdomen are moving equally with respiration,No visible scars,sinuses,engorged
vein, pulsations. PALPATION: Soft,No local rise of temperature, Tenderness present in Right
iliac fossa,No guarding,No rigidity ,No masses palpable, No organomegaly. PERCUSSION:
No evidence of free fluid ,Tympanic note heard. AUSCULTATION: Bowel sounds heard

LOCAL EXAMINATION: External Genitalia — Healthy.No visible masses and discharge
noted




PER SPECULUM EXAMINATION: Cervix: erosion present on anterior lip, minimal mucoid
white discharge ,Vagina: healthy

PER VAGINAL EXAMINATION: Cervix pointing downwards and backwards. Exact size of
Uterus could not be made out due to tenderness. Mass of 6x6 cms felt in right fornix
extending into the posterior fornix. Tenderness + in right fornix

PER RECTAL EXAMINATION: No visible anal fissures or piles, A tender boggy mass
palpated in the pouch of douglas.

PROVISIONAL DIAGNOSIS:A 35 Year P1L1A] (i)revious VD) Non tubectomised with ?
Adnexal mass

INVESTIGATIONS:

Hb- 11.1, TWBC- 10.3X10° , N/L/E/M- 89/21/3/7, PCV-34.3, PLATELET COUNT
-487X103, ESR- 67mm/hr, Peripheral smear- Normocytic normochromic, BGT- O
POSITIVE, random blood glucose- 92mg/dl, TSH- 1.98ulU/ml, URINE PREGNANCY
TEST- NEGATIVE, serum electrolytes: wnl, renal function tests — wnl ,liver function tests-
within normal limits, HIV- non reactiveHbsAg- non reactive HCV-non reactive VDRL- non
reactive, cue - normal

USG ABDOMEN AND PELVIS FINDINGS (on 20/3/25)

Uterus — 6.9 x4.4 x 4.2 cm .Normal size. Endometrial thickness-11mm. Relatively defined
heterogeneously hyperechoic lesion measuring 9.2x5.1cm with evidence of few cystic areas
and peripheral vascularity noted in right adnexa. Adjacent inflammatory changes noted. Right
ovary not separately visualized-Possible tubo-ovarian complex. Left ovary: 2.7x2.2cm
Normal in size. Minimal free fluid noted in Pouch of Douglas

Diagnostic tests were done.



