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M.R.L OF THE FEMALE 

GENITAL ORGANS 

IN'IRODCCTION : 
~I.R.I. of the female pelvis offers a unqiue display of 

the pelvic anatomy. Inthe short time since M.R.L has 

become a clinical procedure, it has proved to be consider

ably advantageous over existent diagnostic modalities and 

techniques (McCarthy, 1989). 

:\I.R.I. has complemented sonography and CT in 

further refining anatomic details and has allowed the 

display of pathology in more details (Hricak, 1986). 

1-I.R.I. offers advantages over computed tomography 

(CT) and sonography in the evaluation of the various pelvic 

abnormalities (Oslon et al., 1992)> It could also potentially 

replace laparoscopy as a more useful tool inthe diagnosis of 

uterine anomalies, being non-invasive, with no hazards 

from ionizing radiation, improved soft tissue contrast 

resolutiona nd its capability of multidirectional imaging, 

~imultaneous imaging of multiple sections, along with its 

visualization of blood vessels without the need for contrast 

injection (Smith et al., 1992). 

Aim of the Worlc 

Assessing the role of M.R.I. in evaluating some of the 

abnormalities encountered inthe female genital organs, 

comparing it with the other imaging modalities. 
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ANATOMY OF TilE 

FEMALE GENITAL TRACT 

The female reproductive system consists of internal and 

external genitalia. The internal organs situated within the 

lesser pelvis, and are: the ovaries, uterine tubes, uterus and 

vagina. The external organs lying infront of and below pubic 

arch and are: the mons pubis, labia majora and labia 

minora pudendi, clitoris, bulb of vestibule, greater vestibular 

glands and the vestibule itself. 

The ovaries: (Fig.l-1) 

The ovaries develop from the genital ridge, situated one 

on each side of the uterus close to the lateral wall of the 

lesser pelvis just below the tubes. (Weingold, 1990). 

They are ovoid in shape, being composed of rather dense 

fibrous tissue in which the ova are embedded. 

The ovary projects into the pelvic cavity, attached to the 

posterior leaf of the broad lgiament by a double fold of 

peritoneum called the mesovarium which is attached 

equatorially around the ovary, but does not invest the surface 

of the gland, which is covered with low columnar 

epithelium. (Last HJ, 1986). 

The ovanes are attached to the uterus by a well 

developed ovarian ligament, whereas the upper outer pole is 

suspended to the side of the pelvis by the segment of the broad 
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Schema ;howing the princip\s of the ovary. (A.(ter Gray, 
1995). 
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ligament lateral to tube, known as the infundibulopelvic 

ligament (Weingold, 1990). 

Each ovary is almond-shaped and is about 3 em long, 

1.5 em wide and about 1 em thick (Williams, et al., 1989). 

The ovary is supplied by the ovarian artery, a branch of 

the abdominal aorta just below the renal artery. 

The ovarian veins form a pelxus in the mesovarium and 

the infundibulo-pelvic fold (Last RJ., 1986). 

Structure of the Ovary: 

On section, the ovaries seem to be divided into an outer 

cortex and a central portion or medulla. Beneath the 

germinal epithelium, the cortical stroma shows a slightly 

condensed layer, called the tunica albuginea (We ingold, 

1990). 

The stroma of the cortex is firm and fibrous and 

contains perimordial follicles, graafian follicles, corpora 

lutea and corpora albicentia. 

The remaining stroma of the cortex consists of 

interlacing spindle cells that are closely packed. The 

medulla contains a large number of small arterioles, veins 

and lymphatics. 

In the ovary of the young child, the follicles are 
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Fig. U-2): :Median sagittal section through a human female pelvis. (The 
peritoneum is shown in blue) (A{ler Gray, 1995). 


