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Twin Pregnancy: Opportunity. or Threat?

Fatemeh Tara: Professor of Perinatology, Mashhad University of Medical
Sciences, lran

Twin pregnancy has always been a subject of great interest in maternal-fetal
medicine. With the increasing prevalence of twin gestations—especially due to the
rise in assisted reproductive technologies—we face a multidimensional challenge:
should twin pregnancy be seen as an opportunity to fulfill family goals and address
fertility issues, or as a threat to maternal and neonatal health?

From an optimistic perspective, twin pregnancies may shorten the overall duration
of fertility attempts and offer a higher chance of live birth, particularly in older
women or couples dealing with infertility. In some cultures, twins are also regarded
as a special blessing, enhancing their perceived value.

However, from a clinical standpoint, twin gestations carry significantly higher risks.
These include preterm birth, preeclampsia, intrauterine growth restriction (IUGR),
twin-to-twin transfusion syndrome (TTTS) in monochorionic pregnancies, and
increased rates of cesarean delivery. Furthermore, neonatal complications such as
prolonged NICU admission, neurodevelopmental impairment, and higher perinatal
mortality contribute to the overall burden on healthcare systems.

Psychosocial and financial challenges should not be overlooked either. Parents of
twins often face higher levels of stress and anxiety, in addition to the substantial
costs of caring for two infants simultaneously.

Ultimately, whether a twin pregnancy is an opportunity or a threat depends on
individualized perspectives and risk assessments. Comprehensive counseling, close
surveillance, informed decision-making in assisted reproduction, and early referral
to specialized care are essential to optimize outcomes. In this context, perinatologists
play a pivotal role in risk stratification, anticipatory guidance, and evidence-based
management of multiple gestations, ensuring that opportunities are maximized while

threats are mitigated.
3 ]
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Dr.Nahid Eftekhari

Because of the close anatomical relationship between the urogenital and female
reproductive  systems, urological complications frequently arise during
gynecological surgeries. In fact, a significant proportion of iatrogenic urinary tract
Injuries occur in these procedures. Key risk factors include prior pelvic surgeries,
endometriosis, gynecologic malignancies, pelvic radiation, ureteral abnormalities,
and adhesions.

Among urinary tract injuries, bladder damage is the most common and is typically
detected and repaired immediately, leading to minimal complications. Conversely,
ureteral injuries—most often affecting the distal third of the ureter—are less likely
to be recognized right away and can have severe consequences, including life-
threatening complications or permanent kidney damage. To minimize the risk,
surgeons should prioritize clearly identifying the ureter during procedures. Early
detection and management of urological injuries are crucial to preventing serious
outcomes.
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Dr.Shahrzad Moeinoldini

Cesarean section (CS) is one of the most frequently performed surgical procedures
worldwide. In recent decades, its prevalence has risen significantly in many
developed countries, raising concerns about its increasing use. According to the
World Health Organization (WHOQO), the optimal CS rate is around 15%. While
cesarean incisions typically heal without major complications, some cases result in
a cesarean scar defect—also known as isthmocele, niche, diverticulum, or pouch—
which was first identified by Poidevin in 1961 as a wedge-shaped defect in the
uterine wall.

Isthmocele is characterized as a hypoechoic area within the myometrium of the
lower uterine segment, at least 1 mm deep, indicating an interruption in the
myometrial continuity at the site of a previous CS scar. Its prevalence is difficult to
determine, ranging from 24% to 70% with transvaginal ultrasound and from 56% to
84% with sonohysterography (SHG). While some cesarean scar defects may be
asymptomatic, they can also cause various gynecological symptoms, including
abnormal uterine bleeding, dysmenorrhea, chronic pelvic pain, dyspareunia, and
infertility. Additionally, they pose potential obstetrical risks, such as ectopic
pregnancy, uterine rupture, and placental complications like placenta
accreta.Management of isthmocele could be surgical treatment including
hysteroscopic resection laparoscopic,abdominal,robotic,vaginal repair or Hormonal
treatment in those who do not wish to become pregnant .
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Dr.Abbas Aflatonian

Infertility is defined as the failure to achieve pregnancy after 12 months of regular
unprotected sexual intercourse. Approximately 85% of infertile couples have an
identifiable cause. The most common causes of infertility are ovulatory dysfunction,
male factor infertility, and tubal disease. The remaining 15% of infertile couples
have “unexplained infertility.” Lifestyle and environmental factors, such as smoking
and obesity, can adversely affect fertility. Ovulatory disorders account for
approximately 25% of infertility diagnoses; 70% of women with anovulation have
polycystic ovary syndrome. Infertility can also be a marker of an underlying chronic
disease associated with infertility. Clomiphene citrate, aromatase inhibitors such as
letrozole, and gonadotropins are used to induce ovulation or for ovarian stimulation
during in vitro fertilization (IVF) cycles. Adverse effects of gonadotropins include
multiple pregnancy (up to 36% of cycles, depending on specific therapy) and ovarian
hyperstimulation syndrome (1%-5% of cycles), consisting of ascites, electrolyte
imbalance, and hypercoagulability. For individuals presenting with anovulation,
ovulation induction with timed intercourse is often the appropriate initial treatment
choice. For couples with unexplained infertility, endometriosis, or mild male factor
infertility, an initial 3 to 4 cycles of ovarian stimulation may be pursued; IVF should
be considered if these approaches do not result in pregnancy. Because female
fecundity declines with age, this factor should guide decision-making.
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Genital Herpes Simplex Virus (HSV) Management

Dr.Sima.aziz Mohammadi

Genital herpes, primarily caused by herpes simplex virus type 2 (HSV-2) and
increasingly by type 1 (HSV-1), is a globally prevalent sexually transmitted
infection. Effective management relies on prompt antiviral therapy to reduce
symptom severity, lesion healing time, and viral shedding. First-episode infections
should be treated within 72 hours using oral antivirals such as valacyclovir,
acyclovir, or famciclovir. For complicated or disseminated cases, intravenous
acyclovir is recommended.

Recurrent infections are common, particularly with HSV-2, and can be managed
with either episodic or daily suppressive antiviral therapy, tailored to the patient’s
needs. Suppressive therapy not only decreases outbreak frequency but also lowers
transmission risk, especially important in discordant couples. Special considerations
are necessary for HIV-infected individuals, who may experience more severe or
resistant infections.

Patient counseling on asymptomatic viral shedding and preventive strategies is
essential for comprehensive care. Though current treatments do not eradicate the
virus, they significantly improve patient quality of life and public health outcomes

. »
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Multifetal pregnancy reduction and selective termination
Dr.Somayeh Khanjani

eDescription — Multifetal pregnancy reduction (MPR) is a procedure in which the
overall number of fetuses in the gestation is reduced by terminating one or more
fetuses mostly chosen randomly, but with consideration of technical factorsc..

eProcedure rationale — The primary justification for MPR is that the "take home™
baby rate per pregnancy is increased by increasing the gestational age at birth and
birth weight, thus reducing morbidity and mortality from preterm birth. The risks for
some maternal complications, such as preeclampsia, are also reduced. Economic and
psychological impacts of multiple gestation on families also play a role .

eIndications — MPR should be offered in triplet and higher order gestations, where
a substantial reduction in early as well as late preterm birth has been demonstrated.
It may also be considered in twin pregnancies, where a reduction in primarily late
preterm birth has been demonstrated. Reduction to a singleton may have additional
advantages for women with comorbidities or a history of adverse pregnancy
outcomes and may be also considered for monochorionic diamniotic (MCDA) twins

eProcedure and timing — MPR is usually performed between 10+0 and 13+6 weeks
of gestation but can be performed later in gestation. Local laws and regulations,
chorioamnionicity, and fetal screening/testing results by both invasive testing and
ultrasound affect the timing and choice of procedure. Preprocedure chorionic villus
sampling does not increase postprocedural loss rates and offers assurance of
chromosomally normal non-reduced fetus(es). Sonographic assessment of fetal
growth and development prior to the procedure is also advised.

Fetal location — The fetus(es) chosen for MPR is generally closest to the anterior
uterine wall and/or the fundus, as these sites are most accessible to transabdominal
needle insertion. We inject potassium chloride into the thorax, which causes
asystole, but other drugs can be used.

Selective termination



e Description and rationale — Selective termination (ST) is a procedure in which one
or more specific fetuses of a multifetal gestation are terminated due to a confirmed
or suspected chromosomal, structural, or genetic abnormality that has been identified
by ultrasound examination or by definitive fetal diagnostic testing .

eProcedure — The procedure is performed unde und guidance and varies with
the chorionicity of the pregnancy. Techniques I otassium chloride injection
into the thoracic cavity (ideally intracardiac, performed for dichorionic fetuses) and
cord occlusion (for monochorionic fetuses). Loss rates after ST depend on starting
and finishing numbers.

. »
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Overview of Menopause

Dr Nahid Sohrabi

Menopause is a natural biological process marking the end of a woman's
reproductive years, typically occurring between the ages of 45-55. It begins after 12
consecutive months without menstruation, due to the decline in ovarian follicular
activity. The presentation outlines different phases, including perimenopause-a
transitional period characterized by irregular cycles and hormonal fluctuations-and
primary ovarian insufficiency (POI), a condition where menopause occurs before
age 40. It details the hormonal changes during perimenopause, such as increased
FSH and fluctuating estradiol levels. Various factors influencing the timing of
menopause are discussed, including genetic, lifestyle, and environmental influences.
While early menopause can be triggered by smoking, chemotherapy, or
undernutrition, factors such as oral contraceptive use and socioeconomic status
appear not to affect its onset. Management of POI includes Menopausal Hormone
Therapy (MHT) to mitigate risks like osteoporosis and cardiovascular disease. The
presentation also addresses contraceptive needs during perimenopause, emphasizing
the continued risk of ovulation. Common symptoms such as vasomotor instability
(hot flashes), mood changes, sleep disturbances, and genitourinary symptoms are
listed alongside long-term consequences of estrogen deficiency, including bone loss,
cardiovascular issues, and cognitive decline. Diagnostic strategies are primarily
clinical but may include hormonal assays and imaging. The presentation concludes
with lifestyle interventions to potentially delay menopause onset and

recommendations for health maintenance during this phase of life .
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Cell-free DNA test screening
Dr.Maryam Moshfeghi

Department of Endocrinology and Female Infertility, Reproductive Biomedicine
Research Center,Royan Institue for Reproductive Biomedicine,ACECR, Tehran ,
Iran

Prenatal screening for trisomy 21 (Down syndrome), trisomy 18 (Edwards
syndrome), trisomy 13 (Patau syndrome), and selected sex chromosome
aneuploidies can be performed using next-generation sequencing of cell-free DNA
(cfDNA) in maternal blood. Compared with serum biomarker/ultrasound screening
for the common aneuploidies, the main advantages of cfDNA screening include
higher detection rates (DRs) and fewer false-positive results (thus fewer unnecessary
invasive procedures for diagnostic genetic testing). cFDNA was initially a secondary
trisomy 21 screening test, and was also used as a secondary screening test for trisomy
18 and trisomy 13. An invasive procedure (chorionic villus sampling [CVS] or
amniocentesis) to obtain samples for diagnostic genetic testing (eg, karyotype or
microarray) should be offered to confirm all screen-positive test results. Results will
be available sooner if CVS is performed, but amniocytes are more accurate when
fetal-placental discordancy is present. Diagnostic testing is particularly important if
pregnancy termination is being considered based on these results. For disorders in
which definitive diagnosis will not affect the decision to continue the pregnancy or
pregnancy management, the parents’ choice to delay diagnostic testing until after
delivery, or even later, is also reasonable.
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Prenatal Screening for Down syndrome

Dr.Maryam Moshfeghi

Department of Endocrinology and Female Infertility, Reproductive Biomedicine
Research Center,Royan Institue for Reproductive Biomedicine, ACECR, Tehran ,
Iran

Relevant professional societies recommend offering prenatal screening for Down
syndrome as early as 10 or 11 weeks of gestation to all pregnant individuals. It
should be clear that testing is voluntary. A screen-positive result means the fetus is
at increased risk of Down syndrome. The combined test includes both sonographic
determination of NT and measurement of two biochemical marker levels in serum:
pregnancy-associated plasma protein A (PAPP-A), which is reduced in Down
syndrome, and free-beta or total human chorionic gonadotropin (hCG), which is
increased two-fold in Down syndrome. In most patients, both ultrasound and
biochemical marker screening are performed at 11+0 to 13+6 weeks of gestation.
For patients in whom early diagnosis is the priority, the combined test is the best
available biochemical marker-based screening test for Down syndrome. Since it
does not include measurement of second trimester alpha-fetoprotein (AFP). The
quadruple test measures the level of the biochemical markers AFP, unconjugated
estriol (UE3), hCG, and dimeric inhibin A (DIA) in maternal serum. For patients who
first present for prenatal care in the second trimester, the quadruple test is the best
available biochemical marker-based screening test for Down syndrome.
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Radiofrequency in urogynecology

Dr.Maryam Hajihashemi

Non-ablative radiofrequency works by delivering controlled electromagnetic energy
to the deeper dermal and submucosal tissues without disrupting the surface
epithelium. The energy induces uniform tissue heating (typically 40-45°C),
triggering a cascade of regenerative responses:

. Collagen denaturation and remodeling: Heat stress activates fibroblasts and
promotes neocollagenesis (type I and I11).

. Elastogenesis: Enhanced production of elastic fibers improves tissue
elasticity.

« Angiogenesis: Improved microcirculation enhances oxygenation and nutrient
delivery.

« Neuromuscular stimulation: Enhances pelvic floor tone and may improve
sexual sensation.

« Mucosal hydration: Indirect stimulation of mucosal glands via vascular and
collagen support.

Advantages: No epithelial damage, minimal to no downtime, low risk of infection
or scarring.

But [‘vaginal rejuvenation’] isn’t a medical term; it’s a marketing term,” Quite the
contrary, the FDA stated, so-called vaginal rejuvenation “procedures use lasers and
other energy-based devices to destroy or reshape vaginal tissue. These products have
serious risks and don’t have adequate evidence to support their use for these
purposes. We are deeply concerned women are being harmed
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Dr. Behnaz Ghavami

Abdominal cerclage has become an increasingly Important intervention for women
with cervical insufficiency, particularly when transvaginal cerclage has failed or Is
anatomically unfeasible. Recent advances, especially in minimally invasive surgery,
have shifted the preferred approach from open laparotomy to laparoscopic
abdominal cerclage (LAC). LAC offers significant benefits, including reduced
operative morbidity, shorter hospital stays, and similar or improved neonatal
outcomes compared to the open technique. Current guidelines now recommend
considering abdominal cerclage after a single failed vaginal cerclage, reflecting
evidence that this approach can significantly reduce the risk of recurrent preterm
birth.

In cases complicated by preterm premature rupture of membranes (PPROM),
clinical decision-making focuses on balancing the risks of infection against the
potential for pregnancy prolongation. Management strategies are tailored to
gestational age, maternal and fetal condition, and the presence of infection or labor,
with close monitoring essential for optimal outcomes. The use of laparoscopic
techniques has enabled safer and more effective placement and, when necessary,
removal of the cerclage, with neonatal survival rates reported at 95-98% and
minimal surgical complications.

There is also a growing emphasis on multidisciplinary care, involving maternal-fetal
medicine specialists, neonatologists, and minimally invasive surgeons to
individualize treatment plans. Enhanced perioperative protocols and improved
patient selection are contributing to better maternal and neonatal results. In
summary, laparoscopic abdominal cerclage is now considered a first-line option for
selected patients, providing durable cervical support and optimizing perinatal
outcomes in challenging clinical scenarios.
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TUMS
treatmentofrecurrentvaginitisandCervicitis

Dr.Ameneh Abiri

RF and CO: laser therapies effectively treat recurrent vaginitis by improving vaginal
tissuehealthand microecology. CO: laser promotes collagen remodeling, enhances
bloodflow,andrestoresmucosal integrity, reducing bacterial vaginitis recurrence
from36.67%t08.33%whencombinedwith conventional treatment. RF similarly
improves elasticity, moisture, and pH balance while
strengthening pelvic support. Both modalities increase lactobacilli colonization and
restorevaginalbarrierfunction.

For menopausal symptoms, these therapies address GSM-related dyspareunia and
dischargethrough tissue rejuvenation. Diagnosis requires differential evaluation of
atrophicvaginitis,infections (BV, candidiasis, STIs), dermatologic conditions (lichen
sclerosus), and pelvicfloordysfunction.
Recurrent candidiasis management involves fluconazole induction (150mg every
72hx3)followed by 6-month weekly maintenance. Chronic discharge with negative
testsrequiresrulingout non-infectious causes (allergies, cervical ectopy) and lifestyle
modifications.

Recurrent BV treatment includes extended metronidazole regimens (oral 500mg
bidx10-14dorvaginal gel twice weeklyx3-6 months) with adjunctive boric acid
suppositories.

Safetyconsiderations:

Minor transient side effects (spotting, discomfort)
Rare risks of scarring or sensory changes
FDA cautions about long-term evidence gaps

Require experienced clinician administration

These minimally invasive, hormone-free options demonstrate significant clinical
benefitsbutwarrant careful patient selection and follow-up. CO. laser shows
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particularly strong evidence for
reducing vaginitis recurrence
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Surgical Management of Female Urinary Incontinence

Dr.Samira Sohbati

Urinary incontinence (UI) significantly impacts “women’s quality of life, with
surgical interventions offering effective solutions for various subtypes. Surgical
management primarily targets stress urinary incontinence (SUI) and, less commonly,
refractory urge urinary incontinence (UUI) or mixed UL.

For SUI, the preferred surgical procedure for most females remains the mid-urethral
sling (MUS) procedure, comprising retropubic (TVT) and transobturator (TOT)
approaches. MUS procedures demonstrate high success rates, with improvements in
both objective and subjective outcomes.

Alternative surgical options for SUI include autologous fascial slings, which are
particularly considered in cases of prior mesh erosion, infection, or in patients
desiring non-mesh solutions. While effective, they are more invasive, requiring an
abdominal incision for graft harvest, and may have a longer recovery period.

Burch colposuspension for SUI, once a cornerstone, is now largely reserved for cases
of concomitant prolapse repair or when sling procedures are contraindicated,
showing comparable long-term efficacy to MUS but with higher morbidity.

Urethral bulking agents are minimally invasive, suitable for SUI cases with intrinsic
sphincter deficiency or who are not candidates for more invasive surgery, offering
temporary relief and often requiring repeat injections.

For refractory UUI or overactive bladder unresponsive to conservative and
pharmacological treatments, sacral neuromodulation (SNM) and botulinumtoxinA
(Botox) injections into the detrusor muscle are established surgical interventions.

In conclusion, surgical management of female Ul is diverse, with MUS remaining
the primary intervention for SUI, while SNM and Botox offer viable options for
refractory UUI. Emphasizing patient-centered care through counseling, careful
assessment of individual anatomy, comorbidities, and personal preferences is crucial
for optimizing surgical outcomes.

Key Words: urinary incontinence, mid-urethral sling, fascial slings, Burch, Urethral
bulking agents, SNM, botulinumtoxinA
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Laparoscopy in Pregnancy: Challenges, Safety, and Surgical Considerations
with a Focus on Ovarian Torsion in the Second Trimester

Dr.Mania Kaveh

Laparoscopy in pregnant patients is increasingly recognized as a safe and effective
surgical approach when non-obstetric intervention is required, including for acute
pathologies such as ovarian torsion. This presentation addresses the evidence-based
principles, technical modifications, and safety protocols necessary to optimize
outcomes in this unique population.

Key elements include timing of intervention—favoring the second trimester—safe
techniques for entry and trocar placement, and adjustment of intra-abdominal
pressure (8-12 mmHg) to minimize maternal-fetal risk. We emphasize patient
positioning (left lateral tilt), fetal monitoring, and intraoperative considerations such
as the use of open (Hasson) or modified Veress techniques based on gestational age
and uterine size.

A clinical case of ovarian torsion 25 weeks gestation is presented to demonstrate
decision-making, operative strategy, and postoperative care, including fetal
assessment and thromboprophylaxis.

The session highlights that, with appropriate expertise, laparoscopic surgery during
pregnancy can offer reduced morbidity, faster recovery, and better visualization,
without compromising maternal or fetal safety.
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Dr.Kobra Tahermanesh

Diagnostic and operative hysteroscopy “are both minimally invasive
procedures that are widely used today for examining and treating intrauterine
issues. During diagnostic hysteroscopy, a thin, flexible or rigid tube with a
camera is inserted through the cervix to examine the uterine cavity for
abnormalities such as polyps, fibroids, or adhesions. On the other hand,
surgical hysteroscopy involves the use of electrical current and specialized
instruments to remove or treat these abnormalities found during the diagnostic
procedure. With technological advancements, instruments have become more
delicate and safer, allowing both procedures to be performed on an outpatient
setting. They are considered highly safe and effective for diagnosing and
treating various uterine conditions. With hysteroscopy, many patient
problems in terms of diagnosis and treatment have been facilitated, reducing
the need for hysterectomy or more invasive procedures, while also leading to

a faster recovery period.
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Fertility Preservation in Oncologic Treatments
Dr.Aghdas Ebadi Jamkhane
General Recommendations

. Specialized Counseling: Consultation with a reproductive specialist who has
a deep understanding of the patient and couple’s medical history is
recommended before considering fertility-sparing treatment and pregnancy

« Goal of Fertility-Sparing Surgery: The aim is to enable patients to achieve
natural or assisted pregnancies while preserving their uterus and using their
own or donated oocytes

« Multidisciplinary Team Collaboration: Fertility-sparing surgery and
treatment planning should be performed exclusively by teams with strong
collaboration between gynecologic oncologists and reproductive medicine
specialists

. Pathological Review: An expert pathological review is recommended for all
patients if the diagnosis and associated treatment could impair fertility

« Surgical Documentation: A detailed description of the initial surgery,
including the use of an endobag, assessment of the upper abdomen, and other
surgical specifics, should be provided

. Patient Selection: The main steps for selecting patients for fertility-sparing
treatment should follow a structured framework

management and treatment of borderline ovarian tumors: Diagnosis and Hidden
Invasion Assessment so Some tumors initially diagnosed as borderline may later be
identified as invasive cancer, If full surgical staging was not performed initially, a
second surgery may be required.

Fertility Preservation For unilateral borderline ovarian tumors in fertility-preserving
patients Recommended procedures are Salpingo-oophorectomy (removal of one
ovary), pelvic washings, omental biopsy, and peritoneal lesion biopsy and For
mucinous tumors, appendectomy is also advised. Retrospective studies indicate a

higher risk of cyst rupture with laparoscopy compared to laparotomy. Complete
31 y



staging i1s more feasible with laparotomy, but recurrence rates appear similar
between techniques. Chemotherapy is not routinely recommended for borderline
tumors unless invasive lesions are detected. Some studies suggest chemotherapy
may be beneficial for Stage Ill or IV disease, but definitive evidence is lacking.
Monitoring includes periodic imaging and clinicalexaminations, though no specific
modality is strongly preferred. Studies \\\ hat fertility-sparing surgery
followed by pregnancy does not increase mortality risk due to disease progression.
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Dr.Tahmineh Ezazi
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Management of Abnormal Uterine Bleeding (AUB) in Adolescents

Dr mina bakhshali bakhtiari

Abnormal uterine bleeding (AUB) is a common gynecologic issue in adolescents,
defined as excessive or irregular menstrual bleeding outside normal cycles. The
most frequent cause is anovulatory bleeding due to the immature hypothalamic-
pituitary-ovarian axis, especially during the first 1-2 years post-menarche. Other
contributing factors include systemic illnesses, medications, weight changes, and
excessive exercise.

Severity Classification:

« Mild: Prolonged or frequent menses with normal to slightly low
hemoglobin.

« Moderate: Frequent, heavy menses with mild anemia (Hb >10 g/dL).

« Severe: Heavy bleeding with Hb <10 g/dL, possible hemodynamic
instability.

Management Goals:

. Stabilize hemodynamics

« Correct anemia

« Restore normal menstrual patterns

« Prevent recurrence and long-term complications (e.g., anemia, infertility,
endometrial cancer)

Initial Evaluation includes ruling out pregnancy, infections, and other systemic or
hematologic causes (e.g., von Willebrand disease).

Iron Supplementation is essential for all anemic patients.
Hormonal Management:

. Mild cases: Observation, reassurance, and iron. Hormonal therapy
(progestin or combined oral contraceptives) is optional.

« Moderate cases: Hormonal therapy is first-line, either combined estrogen-
progestin (preferred for active bleeding) or progestin-only (fb

36



contraindications to estrogen). Tranexamic acid is an option for those
declining hormones.

. Severe cases: Hospitalization may be required. Management involves high-
dose combined oral contraceptives, IV estrogen if unstable or
unresponsive, and possibly hemostatic agents (e.g., tranexamic acid).
Surgical intervention (D&C) is rare and a last resort.

Long-Term Maintenance:

After stabilizing acute bleeding, patients may continue oral contraceptives,
progestins, or choose LNG-1UD or depot medroxyprogesterone for ongoing
control and contraception.

Monitoring:

Patients should track cycles using a menstrual calendar or smartphone app. Close
follow-up is essential, especially for those treated for severe bleeding or with an
underlying bleeding disorder.
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Dr.Banafsheh Tajbakhsh

Uterine fibroids

RISK FACTORS:
Reproductive and endocrine factors:

« 1. Parity

* 2. Early menarche

+ 3. Hormonal contraception

* 4. Other endocrine factors

* 5. Obesity

» 6. Diet, alcohol, and smoking
» 7. Genetics

Other factors :

1. Race/ethnicity

» 2. Stress/major life events
» 3. Hypertension

» 4. Diabetes

+ 5. Uterine infection

CLINICAL FEATURES:

The majority of myomas are small and asymptomatic

Heavy or prolonged menstrual bleeding

Bulk-related symptoms :

[N

. Pelvic pressure or pain

/]

N

. Urinary tract or bowel issues

w

. Venous compression

Other pain or discomfort issues : ;
38 ‘



1. Painful menses

2. Painful intercourse

3. Fibroid degeneration or torsion

Infertility or obstetric complications

Prolapsed fibroid \

Endocrine effects

ROLE OF EXPECTANT MANAGEMENT -

Candidates :

Asymptomatic

Attempting pregnancy

With lesions that are stable in size as demonstrated by serial imaging studies for one year
Peri- or postmenopausal

With uteri less than 12 weeks in size (not palpable abdominally)

Components of expectant management :

History

Physical examination

Imaging: Typically, with pelvic ultrasound

Laboratory studies : Assessment for anemia.

The optimal time interval for such evaluation or repeat imaging is not known.

In patients with no other symptoms or concerns, yearly evaluation is reasonable

Expectant management is not appropriate if :

Anemia worsens despite iron and vitamin supplementation
If transfusion is required for treatment of anemia
If the patient requires emergency evaluation for either anemia or heavy uterine bleeding

If imaging raises suspicion for uterine sarcoma

. »
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Abdominalpregnancy

{
4

Dr.MarziehMehrafza

Abdominal pregnancy is a rare form of ectopic pregnancy in which the pregnancy
implants within the peritoneal cavity, exclusive of the fallopian tubes, ovaries, broad
ligament, and cervix. It is further classified as early (<20 weeks of gestation) or
advanced (>20 weeks of gestation). Risk factors for abdominal pregnancy are
extrapolated from data on tubal ectopic pregnancy and include tubal factor infertility
and higher number of embryos transferred during in-vitro fertilization (IVF).
Abdominal pregnancy is associated with high maternal and fetal morbidity (eg,
maternal  hemorrhage, fistula  formation, fetal = malformation) and  mortality.
However, some abdominal pregnancies may continue to a viable gestation and
successful  pregnancy outcomes have been reported. Patients with abdominal
pregnancy should be transferred, whenever possible, to a tertiary care hospital in
which a multidisciplinary care team (eg, maternal-fetal medicine, neonatology,
gynecology oncology specialists), a variety of treatment options (eg, uterine artery
embolization [UAEY)), and blood bank services are available.
Mehr Fertility Research Center, Guilan University of Medical Sciences, Rasht, Iran
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Ovarianectopicpregnancy

Dr.MarziehMehrafza

An ovarian ectopic pregnancy (OEP) is a rare form of ectopic pregnancy that is
implanted completely or partially within the ovarian parenchyma. A recent
systematic review identified only 82 case reports of OEP in the international
literature between 2011 and 2022. Although non-invasive diagnosis of ectopic
pregnancy at other sites, such as tubal ectopic pregnancy (TEP) or Cesarean scar
pregnancy, has improved in recent years, OEP is still detected mostly at emergency
surgery. OEP accounts for 1-3% of ectopic pregnancies and 0.03-0.09% of all
pregnancies. The reported incidence of OEP appeared to be increasing up to the mid-
1990s, but has since remained stable. Surgical treatment was advised for all OEPs,
due to the recognized risk of rapid blood loss in the case of rupture. Surgery was
performed by the on-call clinical team with expertise in minimally invasive surgery.
The surgical diagnosis of OEP was made when a pregnancy was seen to have
implanted on or within the ovary. Indications for surgery for TEP were presence of
a live embryo, high or rising hCG, hemoperitoneum, worsening abdominal pain and
the patient’s choice. ART has been reported as a risk factor for OEP.
Mehr Fertility Research Center, Guilan University of Medical Sciences, Rasht, Iran
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Abnormal uterine bleeding in non-pregnant Women: Terminology,
evaluation, diagnosis and management

Dr.Mahbod Ebrahimi

Abnormal uterine bleeding (AUB), refers to uterine bleeding with abnormal quantity, duration,
or schedule, is a common gynecologic concern of women in wide range of ages. AUB can be
caused by structural uterine pathologies (polyp, adenomyosis, leiomyoma, malignancy and
hyperplasia), coagulopathy, ovulatory dysfunction, endometrial causes, iatrogenic causes,
disorders of hemostasis.

An ovulatory uterine bleeding, as a diagnosis of exclusion, is a subset of AUB characterized by
noncyclic menstrual blood flow that occurs when sex steroid production is not synchronized. It
can present with either oligomenorrhea or amenorrhea or with prolonged bleeding. Immaturity of
the hypothalamic-pituitary-ovarian (HPO) axis is the most common cause of anovulatory uterine
bleeding in adolescents and perimenopausal women. Heavy or prolonged uterine bleeding, the
most common presenting symptom in patients with endometrial hyperplasia or carcinoma, can
result in anemia, interfere with daily activities. It may also be a sign of an underlying bleeding
disorder. In patients involving with heavy uterine bleeding the main management goals are:
correction or treatment of the underlying primary etiology, prevention of an episode of acute
uterine bleeding requiring urgent evaluation, Prevention or treatment of anemia and iron
deficiency, establishment of a regular bleeding pattern (or amenorrhea), prevention or treatment
of endometrial hyperplasia/carcinoma.

Postmenopausal bleeding refers to any uterine bleeding in a menopausal patient (not included the
expected cyclic bleeding that occurs in patients taking combined cyclic postmenopausal hormone
therapy). As it is the cardinal sign of endometrial carcinoma, all postmenopausal patients with
unanticipated PMB should be evaluated for endometrial hyperplasia/carcinoma. More
commonly, however, the cause of bleeding in such patients is the result of a benign condition,
such as endometrial polyps or atrophy.

The timing of initiating treatment of AUB should be individualized; the patients who are
hemodynamically unstable (tachycardia, hypotensive, orthostatic) should be tra@rted to the
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emergency department for stabilization and hospitalization before proceeding with additional
evaluation. By contrast, in patients who are hemodynamically stable and not interfering with
daily activities, it may be appropriate to delay initiation of treatment until results of diagnostic
testing are available. For this subgroup , the initial treatment modalities can be suggested in the
outpatient setting.

Many treatment modalities for AUB also provide contraception. However, for patients trying to
conceive, or those desiring pregnancy in the near future, some treatments should be avoided.
Some treatments (estrogen-progestin contraceptives) are contraindicated in patients with certain
comorbidities (elevated risk of venous thromboembolic disease and/or arterial thrombotic
events).The important management points would be the patient preferences regarding, as well as
access to, medical versus surgical and short-term versus long-term therapy.

For patients who prefer to avoid hormonal therapies or in whom medical therapy is
contraindicated or unsuccessful, surgical management (endometrial ablation, uterine curettage,
and uterine artery embolization) may be performed; hysterectomy is reserved for patients who
strongly desire definitive surgical management.
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Interplay of Uterine Myoma, Menopause, and Malignancy: Diagnostic and
Therapeutic Challenges

Dr.Atiyeh Javaheri

Abstract:

Background: Uterine myomas (fibroids) are the most common benign tumors of the female
reproductive system, often presenting during the reproductive years. While typically regressive
after menopause due to declining estrogen levels, their persistence or growth in postmenopausal
women raises concerns about potential malignant transformation or coexistence with uterine
malignancies, such as leiomyosarcoma or endometrial carcinoma.

Objective: This study aims to explore the clinical implications of myoma behavior in
perimenopausal and postmenopausal women, highlight red flags for malignancy, and discuss
diagnostic strategies to differentiate benign from malignant uterine masses.

Methods: A review of current literature combined with analysis of a series of cases involving
postmenopausal women presenting with symptomatic myomas or abnormal uterine bleeding.
Diagnostic modalities evaluated include transvaginal ultrasound, MRI, and endometrial sampling,
alongside surgical outcomes and histopathological findings.

Results: While the majority of postmenopausal myomas remain benign, key clinical indicators
such as rapid growth, postmenopausal bleeding, and atypical imaging features warrant further
investigation. Malignancy, though rare, was detected in a subset of patients, underscoring the
importance of vigilant assessment.

Conclusion: Differentiating between benign myomas and malignant uterine tumors in menopausal
women remains a clinical challenge. A multidisciplinary approach integrating imaging, pathology,
and individualized patient factors is essential for timely and appropriate management.

Keywords: Myoma, Menopause, Leiomyosarcoma, Uterine Malignancy, Postmenopausal
Bleeding

If you have a specific study or data to include (e.g., from your hospital or research), I can customize
the abstract accordingly.

You said:

please a abstract in congress about myoma , menopause and malignancy from pubmed and

uptodate database
; '



ChatGPT said:
Thought for 4 seconds

Here’s a polished congress abstract, synthesizing insights from PubMed and UpToDate on
myoma, menopause, and malignancy:

\
Uterine Myoma in the Menopausal Transition: Balaneing Risk of Persistence, Hormonal
Therapy, and Malignancy

Abstract

Background:

Uterine leiomyomas (fibroids) affect up to 70-80% of women during their lifetime and typically
regress after menopause due to declining estrogen and progesterone levels
uptodate.com+15pubmed.ncbi.nim.nih.gov+15pmc.ncbi.nlm.nih.gov+15. However, some persist,
enlarge, or cause symptoms—raising concerns about malignant degeneration or coexisting uterine
cancer .

Objectives:
1. Define the clinical behavior of fibroids in perimenopausal and postmenopausal women.
2. Evaluate the safety and impact of menopausal hormone therapy (HT) on fibroid growth.

3. Highlight red flags differentiating benign myomas from malignant masses during
menopause.

Methods:

Data were synthesized from recent PubMed reviews on fibroid dynamics in menopause—
including prevalence, symptomatology, and therapeutic outcomes—as well as UpToDate
guidelines on fibroid epidemiology, imaging, and differentiation from uterine sarcoma. Special
emphasis was  placed on HT  effects and  malignancy  risk  factors
uptodate.com+6pubmed.ncbi.nlm.nih.gov+6pubmed.ncbi.nim.nih.gov+6pubmed.ncbi.nlm.nih.go
V.

Results:

o Natural regression: Most fibroids involute postmenopause, though symptomatic fibroids
persist in a minority
pubmed.ncbi.nlm.nih.gov+2pubmed.ncbi.nlm.nih.gov+2verywellhealth.com+2.

e Hormonal therapy: Unopposed estrogen may stimulate fibroid growth; combined
estrogen—progestogen regimens show variable or statistically insignificant effects.

. »


https://pubmed.ncbi.nlm.nih.gov/31834160/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/29613885/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/31480288/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/31480288/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/31834160/?utm_source=chatgpt.com

Selective estrogen/progesterone modulators (e.g., raloxifene, tibolone) may offer safer
alternatives pubmed.ncbi.nlm.nih.gov.

Malignancy risk: Fibroid enlargement after menopause—without HT—is a red flag for
possible leiomyosarcoma; additional risk includes postmenopausal bleeding and imaging

features suspicious for sarcoma . However, cencurrent leiomyomas do not worsen

endometrial carcinoma prognosis prmc.nehi.nid .

e Malignancy risk factors: Age > 50, rapid gro
hereditary syndromes warrant careful investigation .

Conclusion:

10xifen use, pelvic irradiation, and

Although menopause generally leads to fibroid regression, vigilant assessment is essential when
fibroids persist, grow, or cause bleeding—especially without HT. Posterior risk stratification
should include patient history, imaging (US/MRI), endometrial sampling, and cautious
consideration of hormone therapy. Shared decision-making on HT and management of
symptomatic fibroids—using both pharmacological (e.g., SPRMs, aromatase inhibitors) and

surgical/minimally invasive options—is crucial.

Keywords:

Uterine leiomyoma, menopause, hormone therapy, leiomyosarcoma, postmenopausal bleeding,

risk stratification
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Investigating Side Effects of Energy-Based Devices and Exosomes in
Medical

Dr. Ara Omranipour.

Energy-based devices (EBDs), such as lasers, radiofrequency, and ultrasound, are widely used in
aesthetic and medical treatments due to their versatility. However, side effects like burns, scarring,
pigmentation changes, and pain present challenges for clinicians and patients. Risk factors include
skin type, incorrect device settings, and operator expertise. Inadequate training and failure to
follow safety protocols are primary causes of complications. Inappropriate device selection based
on patient characteristics can worsen outcomes. This study highlights that standardizing training
and implementing stricter protocols can reduce errors. Closer monitoring of device settings and
patient conditions is also critical. Raising awareness among practitioners and patients about EBD
risks is essential. Developing advanced technologies with fewer side effects could enhance
treatment safety. Further research is recommended to optimize the use of these devices .

Regarding exosomes, these biological carriers are valued in medical and aesthetic treatments for
their role in cellular signaling. However, they can cause inflammatory reactions, hypersensitivity,
and unpredictable long-term effects. Poor quality or unclearly sourced exosomes and the lack of
production standards contribute to complications. Stricter quality control and standardized
processes are necessary to mitigate risks. This research underscores the need for greater awareness
of exosome-related dangers.
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polycystic ovary syndrome (PCOS) in adolescents

Dr.Zahra Heidar

Polycystic ovary syndrome (PCOS) is the most common cause of infertility in women [1],
frequently becomes manifest during adolescence, and is primarily characterized by ovulatory
dysfunction and hyperandrogenism. The syndrome is heterogeneous clinically and biochemically.
It encompasses a spectrum of variably associated clinical features:

eCutaneous signs of hyperandrogenism (eg, hirsutism, moderate-Severe acne)
eMenstrual irregularity (eg, oligo- or amenorrhea, or irregular bleeding)
ePolycystic ovaries (one or both)

e(Obesity and insulin resistance

The diagnosis of PCOS has lifelong implications with increased risk for metabolic syndrome, type
2 diabetes mellitus, obstructive sleep apnea, endometrial hyperplasia, and, possibly, cardiovascular
disease and endometrial carcinoma [2-5]. PCOS should be considered in any adolescent female
with a chief complaint of hirsutism, treatment-resistant acne, menstrual irregularity, or obesity.

The cause of PCOS is unknown. Considerable evidence suggests that it arises as a complex trait
with contributions from both heritable and nonheritable intrauterine and extrauterine factors.

Treatment for PCOS in adolescents is directed at the major clinical manifestations, which are:
e Abnormal uterine bleeding — Oligo-amenorrhea or excessive bleeding
eCutaneous hyperandrogenism — Primarily hirsutism and persistent acne

e(Obesity and insulin resistance

. »
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Vaginal laser therapy for gynecologic conditions: re-examining the
controversyand where do we go from here

Dr.Taraneh Mohageri

Despite significant controversy, vaginal laser therapy continues to be used for treatment of many
gynecologic and pelvic conditions including vaginal atrophy, vaginal dryness, dyspareunia, urinary
incontinence and pelvic pain.

In May of 2020 the American Urogynecology Society published its consensus statement on vaginal
energy-based devices (EBD) . Focusing mostly on GSM they stated that “For patients
experiencing vaginal atrophy (VVA) and dyspareunia associated with medical menopause it was
agreed that EBD therapy has demonstrated short-term efficacy. The benefits associated with
factional laser treatment for menopausal dyspareunia last up to 1 year, and CO2 and Er:YAG laser
may improve VVA for I year” (Alshiek, p.289). They also concluded that EBD has a beneficial
effect on sexual function in the short-term, whereas longer duration is unknown].The authors noted
that adverse events include vaginal discharge, vaginal spotting immediately after treatment,
bacterial vaginosis, urinary tract infection and mild discomfort at the sight of treatment, scarring
and burning . However, they also emphasized that serious adverse events are ‘infrequent’ when
used to treat women with menopausal dyspareunia and atrophy, and that EBD therapies have a
‘favorable safety profile

Gynecologists are now challenged by the conflicting opinions and limited evidence relating to the
use of laser energy in the vagina. Although the marketing of vaginal lasers continues, most
manufacturers, in accordance with FDA guidance, no longer make marketing claims for the
treatment of vaginal atrophy, dryness, dyspareunia or incontinence. When considering expert
opinions, the peer-reviewed literature and specialty society guidance, one must thoughtfully
consider the fact that not all lasers are the same and that their efficacy is not proven in most vaginal
conditions.
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Urinary incontinence

Dr.Maryam Deldar

Urinary incontinence, the involuntary leakage of urine, is common and undertreated. It is estimated
that nearly 50 percent of adult women experience urinary incontinence, yet only 25 to 61 percent
of symptomatic community-dwelling women seek care.

Patients may be reluctant to initiate discussions about their incontinence and urinary symptoms
due to embarrassment, lack of knowledge about treatment options, and/or fear of surgery.

Risk factors for urinary incontinence include obesity, vaginal parity, older age, and family
history.

The major clinical types of urinary incontinence are stress urinary incontinence (SUI; leakage
with maneuvers that increase intra-abdominal pressure), urgency urinary incontinence (sudden
urgency followed by leakage), mixed urinary incontinence (symptoms of both stress and
urgency), and overflow incontinence. ""Overactive bladder™ is a term that describes a syndrome
of urinary urgency, with or without incontinence. Other etiologies for urinary incontinence in
women include other less common_urologic or gynecologic disorders (urogenital fistulas, cancer),
neurologic diseases (multiple sclerosis), and potentially reversible causes [medications].

The initial evaluation of urinary incontinence includes characterizing and classifying the type
of incontinence, identifying underlying conditions ( neurologic disorder or malignancy) that may
manifest as urinary incontinence, and identifying potentially reversible causes of incontinence.

This evaluation includes a thorough history, urinalysis, and physical examination when
appropriate.

A bladder stress test is used to diagnose SUI.

Postvoid residual (PVR) volume and urodynamic testing are not required for initiation of
treatment.

Referral to a specialist is indicated in a minority of cases: incontinence with abdominal/pelvic
pain or hematuria in the absence of UTI, suspected vesicovaginal fistula, abnormal physical
examination findings (pelvic organ prolapse beyond the hymen), new neurologic symptoms in
addition to urinary and/or bowel incontinence or suspected overflow incontinence.

** \Women with three or more culture proven UTIs in a year or at least two in six months

warrant referral to a specialist.
55 0
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Dr.Roya shahriyaripour

- Hysteroscopy (INDICATION AND CONTRAINDICATION & complication)

To identify the cause of abnormal uterine bleeding, infertility, or other gynecological issues .To
remove polyps, fibroids, or other growths from the uterus. To take a sample of the uterine lining
for examination. To remove misplaced or problematic intrauterine devices,The hysteroscope is
inserted through the cervix into the uterus. The uterus is filled with fluid or air to help visualize
the lining. The doctor can view the inside of the uterus on a screen. Tools can be passed through
the scope to remove tissue, perform biopsies, or perform other treatment . Mild cramping, bleeding,
or shoulder pain are common after the procedure. More serious complications, such as infection,
bleeding, or damage to the cervix, are rare but possible.
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The effect of intrauterine resuscitation andimaternal hyperoxygenation on
perinatal and maternal outcome

Dr. Azin Alavi

Intrauterine Resuscitation is a set of emergency interventions to improve fetal
oxygenation during labor that triggered by signs of fetal distress on fetal heart rate
(FHR) monitoring. Goals included restore uteroplacental perfusion and Prevent fetal
hypoxia and acidosis and Avoid emergency delivery when possible for Intrapartum
management of category Il FHR pattern Data from National Institute of Child

Health and Human Development.

The following resuscitative measures are aimed at improving uteroplacental
perfusion and fetal oxygenation. Multiple interventions are generally applied

simultaneously;

Reposition the patient onto their left or right side , try a knee-chest or all fours
position to relieve possible cord compression. Administer an intravenous (V) fluid
bolus (eg, 500 to 1000 mL of Lactated Ringer or normal saline solution). Glucose-
free solutions should be used because acute maternal glucose infusion can cause fetal
hyperglycemia, metabolic acidosis, and neonatal hypoglycemia. Discontinue
uterotonic drugs to improve utero-placental-fetal blood flow, which is reduced
during contractions. Administer a tocolytic (eg, terbutaline 250 mcg subcutaneously)
if the category III FHR pattern persists after discontinuation of uterotonic drugs or
in the absence of their use, unless abruption is suspected. Uterine relaxation may
improve blood flow and, in turn, fetal oxygenation. Uterine relaxation may also be
induced with one or two doses of IV nitroglycerin (50 mcg). If maternal hypotension

secondary to recent epidural dosing is identified, administering an am-adrenergic
61



agonist (such as phenylephrine or ephedrine) and an IV fluid bolus is corrective and
will improve utero-placental-fetal blood flow. The administration of opioids
intrathecally may induce a tetanic uterine contraction leading to transient fetal
bradycardia. Uterine hypertonus may be reversed with one or two doses of 1V

nitroglycerin (50 mcg).

Maternal oxygen supplementation has no role in fetal resuscitation in parturients
with normal respiratory function. It is only appropriate when treating maternal

hypoxemia.

When the mother is not hypoxemic, the underlying causes of fetal hypoxemia need
to be addressed (eg, maternal hypotension or hypovolemia, cord compression,
tachysystole, abruption) because maternal oxygen administration will not correct
fetal acidemia. The results of systematic review and meta-analysis suggest that
peripartum maternal oxygen supplementation is not associated with a clinically
relevant improvement in the UA pH or other neonatal outcomes.

Maternal hyperoxygenation has a positive effect on the FHR in the presence of
suspected fetal distress during the second stage of labor. Prolonged oxygen use
should be limited given lack of proven benefit and potential risk of harm. ACOG
recommend Use only when there is evidence of fetal hypoxia and WHO is not

recommended Routine use in labor.
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Toward Ethical Marketing of Modern Vaginal Intervention Technologies: A
Policy and Practice Perspective

Dr.NASRIN CHANGIZI

Background:

Consumer interest in minimally invasive gynecologic interventions has driven the widespread
promotion of technologies such as fractional lasers, radiofrequency (RF) devices, platelet-rich
plasma (PRP), and stem-cell therapies. These are marketed for genitourinary syndrome of
menopause (GSM), stress urinary incontinence (SUI), and postpartum pelvic floor laxity. Despite
their potential, marketing practices often exceed the level of scientific evidence, relying on
emotionally persuasive language and vague regulatory references like “FDA-cleared” or “CE-
marked,” which may not apply to specific indications.

Challenges:

Many promotional claims are based on small-scale, uncontrolled studies with limited follow-up.
In many low- and middle-income countries, including our own, devices are introduced through
commercial channels with minimal academic involvement or oversight. As a result, technologies
are consumed widely without contributing to local data, safety surveillance, or evidence-based
guidelines.

Policy Recommendations:
To ensure responsible use and protect patient safety, the following actions are essential:

1. Scientific Alignment — Promotional materials must transparently report study designs,
sample sizes, duration of follow-up, and adverse events.

2. Regulatory Review — Advertising content should be pre-approved by national health
authorities, particularly for direct-to-consumer messaging.

3. Training and Credentialing — Clinicians should receive standardized, independent
certification before performing or promoting procedures.

4. Ethics and Transparency — Health institutions must disclose conflicts of interest and
submit device contracts for ethics committee review.

Conclusion:

As modern vaginal technologies become more integrated into clinical care, marketing must be
grounded in ethical, evidence-based practice. A coordinated national strategy balancing
innovation, regulation, and education is vital to promote public trust, prevent harm, and ensure
equitable access for all women.
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Dr.Somayeh Moradpanah

&

Patients diagnosed with gynecological and breast cancer undergo multimodal treatments
leading to estrogen deprivation and vaginal damage in case of radiotherapy, resulting in
significant impairments of vulvo-vaginal function. Non-ablative intravaginal CO2 laser is a
promising technique for VVA (vulvo-vaginal atrophy) in breast cancer, gynecological and
other pelvic cancer survivors.there's no strong evidence to directly link laser or RF
treatments to increased risk of recurrence in women with a history of breast or uterine
cancer. RPR (likely referring to autologous platelet-rich plasma) combined with pelvic floor
muscle training is an approach for treating stress urinary incontinence and potentially other
pelvic floor issues.While stem cell and PRP injections in the pelvic floor have shown
promising results for various conditions like pelvic floor disorders (PFD), there is limited
evidence of tumor formation at the injection site. No specific reports of tumor formation
directly linked to stem cell or PRP injections have been widely published. However, the
potential for tumor formation, especially with pluripotent stem cells, remains a concern in

regenerative medicine.
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Dr.Mohammad Taghi Majnon

This presentation explores the critical relationship between maternal diabetes—both
gestational (GDM) and pre-gestational (PGDM)—and the increased risk of congenital heart
defects (CHDs) in offspring. CHDs are the most common birth anomalies, affecting nearly
1% of live births, and maternal hyperglycemia is a well-documented teratogenic factor
influencing fetal cardiac development.

The presentation begins by differentiating between GDM, which develops during pregnancy,
and PGDM, which includes pre-existing type 1 or type 2 diabetes. Both conditions disrupt
embryonic development, particularly during the first trimester when the fetal heart forms.
Mechanistically, elevated maternal blood glucose can induce oxidative stress, cause
abnormal gene expression, and interfere with the migration and function of cardiac neural
crest cells—processes essential for normal heart formation.

Common CHDs associated with maternal diabetes include transposition of the great arteries
(TGA), tetralogy of Fallot (TOF), ventricular septal defects (VSD), and atrioventricular
septal defects (AVSD). These risks are higher in PGDM cases compared to GDM.

Early screening for diabetes and timely fetal echocardiography (typically between 18-22
weeks) are crucial for identifying at-risk pregnancies. Tight glycemic control before and
during pregnancy significantly reduces the incidence of CHDs. The presentation emphasizes
the importance of preconception counseling, individualized glucose management plans, and
multidisciplinary care involving obstetricians, endocrinologists, and pediatric cardiologists.

In conclusion, maternal diabetes is a modifiable risk factor. With early intervention, effective
screening, and collaborative care, the risk of CHDs can be greatly reduced, leading to
improved outcomes for both mother and child.
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MEDICAL TREATMENT OF ENDOMETRIOSIS
TREATMENT OF ENDOMETRIOSIS

Dr.Nafiseh Saghafi

The treatment of endometriosis depends on two categories:
1. Pelvic pain

2. Infertility

e Treatment for endometriosis can be expectant and can involve one or a combination of medical
treatments, conservative or definitive surgery, or a combination of medical and surgical treatments.
Expectant management generally is reserved for patients without significant symptoms and for
those approaching menopause. However, even those with few symptoms benefit from treatment
aimed at preventing progression of the disease.

e Because endometriosis normally regresses after menopause, due to the marked decrease in
ovarian estrogen production, perimenopausal women with mild symptoms may choose expectant
management or treatment limited to nonnarcotic analgesics, for the short term. Young women with
significant symptoms generally will require more aggressive medical or surgical treatment.

Medical Treatment

e Women with pelvic pain, suspected endometriosis, and no other indication for surgical
treatment can be managed effectively with empiric medical treatment without establishing a
surgical diagnosis. Initial empiric medical therapy usually involves treatment with NSAIDs and
oral contraceptives (OCs; combined or progestin only). If treatment with NSAIDs and OCs does
not significantly improve pain, second- and third line medical therapies or laparoscopic surgery is
employed.

Traditional medical therapies

e Traditional medical therapies have been based on Sampson’s theory (retrograde menstruation)
and on the simple premise that ectopic endometrium may be respond to treatment the same way as
normal endometrium. Object of treatment:

reduce cyclic menstruation — decreasing peritoneal seeding, and to suppress the activity of the
endometrium reduce ovarian estradiol production — atrophy of endometriotic lesions (the most
effective treatment for pain)

New treatment strategies

. »



e Our growing understanding of the pathogenesis of endometriosis at the molecular level is now
beginning to suggest new treatment strategies:

NSAIDs - Combined OCs - Progestins - GnRH Agonists - GnRH Antagonist - Danazol -
Aromatase Inhibitors- Future Therapeutics (Hormonal) - Nonhormonal and Investigational -
Postoperative Medical Therapy

e TREATMENT OF ENDOMETRIOSIS ASSC \\ ED INFERTILITY: Ovarian
Stimulation and ART, Ovarian Stimulation and Assist oductive Technology.
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Postpartum Hemorrhage (PPT)

Dr.Nafiseh Saghafi

Postpartum, retrospective estimation also can be informa- tive. The blood volume of a pregnant
,woman with normal pregnancy-induced hypervolemia usually rises by &+ percent. However
individual increases range from Y+ to 7+ per- cent, thatis, Y&+ + to Y+++ mL for an average-sized
woman (Pritchard, Y479). The equation to calculate blood volume is shown in Table ¥Y-). It is
-axiomatic that a normal pregnant woman tolerates, without any decrease in postpartum hema
tocrit, blood loss at delivery that approaches the volume of blood that was added during
pregnancy. Thus, if blood loss is less than the pregnancy-added volume, the hematocrit remains
the same acutely and during the first several days postpartum. It then rises as nonpregnant plasma
volume levels return dur- ing the next week or so. Whenever the postpartum hematocrit is lower
than one obtained on admission for delivery, blood loss can be estimated as the sum of the
calculated pregnancy-added volume plus ¢++ mL for each Y-volume-percent decline of the
.hematocrit

High Risk Type and

Low Risk Type and Screen Medium Risk Type and Screen Cross

dmission Factors

. . Prior cesarean, uterine surgery, orTwo or more medium
No previous uterine surgery

multiple laparotomies risk factors

Singleton pregnancy Multiple gestation Placenta previas/low lying

previous births ¥= prior births ¥< SUEREETES e
spectrum

EFW<¥Y.. . g History of PPH Platelets < V7« «+

BMI < ¥. Large Myomas ( >¢ cm) Active bleeding
Kno

No bleeding disorder EFW=Y... g

wn coagulopathy

No history of PPH BMI = ¥

Hematocrit < ¥+ 7.

Polyhydramnios

- ?



Intrapartum Factors

No prolonged labor course Suspected Triple | New active bleeding

Prolonged oxytocin

Prolonged Ynd stage greater than ¥ hours

What is the best strategy to prevent postpartum hemorrhage?
1- Prevention of PPH ideally should start before pregnancy by:
e Optimization of pre-pregnancy hemosglobin concentration

e And identification of women at high risk for PPH, including women who have
contraindications to pharmacologic agents used to prevent PPH.

e Screening pregnant women during pregnancy and in labor for risk factors that can
predispose to PPH can be critical in preparation for delivery and preventing PPH.

2- Active management of the third stage of labor, including:
e Giving a prophylactic uterotonic
e And applying controlled cord traction to deliver the placenta,
e Has been found to:
e Reduce mean maternal blood loss,
e Reduce the need for maternal blood transfusion,

e And prevent PPH.1

3-Pharmacologic therapy is most useful for the prevention of PPH caused by uterine atony and/or
clotting factor deficiency.

e These therapies may be used as:
e Single agents

e (Oxytocin, carbetocin, methylergonovine, ergometrine, prostaglandin analogs, or
tranexamic acid [TXA]) * Orin combination.

e When used in combination, agents may act in an additive, infra-additive (ie, less than
additive), or synergistic (ie, more than additive) fashion .

e WHO and ACOG recommend oxytocin as first-line after all births for the prevention of
PPH with the addition of second-line uterotonic agents if hemorrhage occurs or continues
after oxytocin use.

1: Amanda I. Jones, et al. Preventing postpartum hemorrhage with combined therapy rather than
oxytocin alone pharmacologic therapy. Am J Obstet Gynecol MFM. 2023 Feb; Sm/uppl): 100731
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For patients at low risk of PPH,

e Either Oxytocin alone Or oxytocin plus a second medication (eg, tranexamic acid,
misoprostol, methylergometrine)

e Or carbetocin alone (where available)
e Is an acceptable approach for reducing the risk of PPH.

e The author's preference is to administer oxytocin plus either misoprostol or tranexamic
acid, even in low-risk patients

For patients at high risk of PPH

e Administering oxytocin plus a second medication) eg ,tranexamic acid misoprostol ,or
methylergometrine)

e Or carbetocin alone) where available) rather than oxytocin alone

e Use of a combination of medications or carbetocin alone results In a lower incidence of
PPH than oxytocin alone.

e And appears to reduce the need for additional uterotonic medications or blood transfusion
compared with oxytocin alone.

e The author's (based in the United States) preference is to use oxytocin plus either
misoprostol or tranexamic acid.

Annex 2: WHO recommendations: Uterotonics for the prevention and treatment of postpartum
haemorrhage

1-1 The use ofoxytocin (10 IU, IM;IV) is recommended for the prevention | Recommended
of PPH for all births

1-2 The use of carbetocin (100 micrograms, IM,1V ) is recommended for | Context-specific
the prevention of PPH for allbirths in contexts where its cost is | recommendation
comparable to other effective uterotonics.

1-3 The use of misoprostol (either £+ + micrograms or 1+ micrograms | Recommended
PO) is recommended for the prevention of PPH for all births.

1-4 The use of ergometrine/ methylergometrine (200 ,micrograms IM,IV | Context-specific
)is recommended for the prevention of PPH in contexts where | recommendation
hypertensive disorders can be safely excluded prior to its use.

1-5 The use of a fixed-dose combination of oxytocin and ergometrine (5 | Context-specific
IU,e++ micrograms, IM) is recommended for the prevention of PPH | recommendation
in contexts where hypertensive disorders can be safely excluded

prior to its use
. ¥



TRANEXAMIC * synthetic analogue of the amino acid lysine
ACID

* inhibits fibrinolysis by reducing the binding of plasminogen and tissue
plasminogen activator (tPA) to fibrin

* Labeled e cyclic heav
indications ?

rual bleeding

* oral proced ients with hemophilia

* An antifibrinolytic drug is useful because hyperfibrinolysis
and fibrinogen depletion are common in the early stages
of major postpartum bleeding, an alternative way to
support hemostasis

PPH risk assessment tools and risk-based preparation

e Planning and intervention for selected groups of high-risk patients
e Choice of birth facility for patients identified as high-risk prenatally
e PPH management protocols

e Massive transfusion protocol and algorithm
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Fertility-preserving approach for cesarean scar pregnancy

Dr.Samaneh Rokhgireh

Cesarean scar pregnancy (CSP) is a rare and potentially serious condition
characterized by implantation of the gestational sac within the scar of a previous
cesarean section. Increasing rates of cesarean deliveries have contributed to a rising
incidence of CSP, leading to significant clinical concern regarding treatment options
and outcomes. Effective management of CSP is crucial not only to preserve maternal
health and prevent complications but also to maintain reproductive potential.
Treatments typically range from medical management, including the use of
methotrexate (MTX), to various surgical interventions such as hysteroscopy and
uterine artery embolization (UAE).

The combination of local and systemic MTX administration has shown favorable
outcomes in treating CSP. In some cases MTX treatment followed by hysteroscopy
indicating a reliable method for managing types Il of CSP while preserving fertility.

UAE serves as an essential intervention for CSP, aiming to reduce blood supply to
the area and thereby minimize hemorrhage during subsequent procedures.

Hysteroscopic surgery as a Surgical Intervention has become a preferred technique
for CSP management due to its minimally invasive nature and effectiveness. Studies
have indicated that hysteroscopic tissue removal is associated with low costs, rapid
recovery, and a low incidence of complications, especially for type | CSP .

In conclusion Management of cesarean scar pregnancy requires a multidisciplinary
approach to balance effective treatment with the preservation of reproductive
potential. Current evidence suggests that both medical and surgical options,
including MTX, UAE, and hysteroscopic interventions, offer promising outcomes
when properly applied. However, careful consideration of risk factors and patient
characteristics is essential for optimizing treatment success and minimizing

complications.
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TUBAL ECTOPIC PREGNANCY & MANAGEMENT

Dr.Mahnaz Ahmadi { \
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e Expectant Management
e Medical Management
e Surgical Management
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