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Degerli Meslektaslarimiz;

Ege Jinekoloji ve Obstetri Dernegi' nin 3. Kongresi' nin 5-8 Ekim 2023 tarihlerinde llica Hotel

Spa & Wellness Thermal Resort, Cesme’ da diizenlenecegini sizlere iletmek istiyoruz.

Kongremiz Obstetri ve Jinekoloji pratiginde siklikla merak edilen konularda en giincel bilgileri
multidisipline bir ekip ile sizlere aktarilacak uluslararasi konugmacilarin oldugu oturumlar ile
icerigimiz daha da zenginlesecektir. Ayrica, onemli ¢caligmalar ve olgularin aktarilacag: sézlii
sunum oturumlar1 da kongremizde yer alacaktir. Amacimiz her daim birlikte bilgi paylasiminda

bulunmak, biitiin pozitif enerjimiz ve heyecanimizla keyifle gecen bir kongre sunmaktadir.

Kongremizde sizleri aramizda gormekten mutluluk duyacagiz...

KONGRE BASKANLARI

Prof. Dr. Mehmet OZEREN Prof. Dr. Ismail Mete ITIL Prof. Dr. A. Ozgiir YENIEL

DUZENLEME KURULU
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KONGRE BASKANLARI

Prof. Dr. Mehmet OZEREN Prof. Dr. Ismail Mete ITIL Prof. Dr. A. Ozgiir YENIEL

KONGRE SEKRETERLERI
Dr. Alper ILERI
Dr. Gokay OZCELIK
Dr. Gokhan TOSUN
Dr. ibrahim Karaca
Dr. Volkan Emirdar
* [sme gore alfabetik siralannustir.

BiLIMSEL KURUL

Adnan BUDAK
A. Hamdi INAN
Ahmet Mete ERGENOGLU
Ahmet Ozgiir YENIEL
Ali AKDEMIR
Alpay YILMAZ
Alper BILER
Alper ILERT
Atalay EKIN
Aydin OZSARAN
Ayse Rabia SENKAYA
Babiir KALELI
Can ATA
Emrah TOZ
Enver ILHAN
Ertan SARIDOGAN
Fatih SENDAG
Firat OKMEN
Fuat AKERCAN
Gokay OZCELTIK
Gokhan TOSUN
H. Giirsoy PALA
Ibrahim GULHAN
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[brahim KARACA
Ibrahim UYAR
flker CAKIR
Isa Aykut OZDEMIR
Ismail Mete ITIL
Ismail OZDEMIR
Mehmet OZEREN
Mehmet Sait YUCEBILGIN
Mert KAZANDI
Mine KANAT PEKTAS
Murat ULUKUS
Mustafa Cosan TEREK
Mustafa KOCAER
Nedim KARADADAS
Onur ALDEMIR
Ozgiir HARMANLI
Sedat AKGUL
Sercan KANTARCI
Serdar OZSENER
Sermet SAGOL
Serpil AYDOGMUS
Suna YILDIRIM KARACA
Siileyman Cemil OGLAK
Siikrii BUDAK
Teksin CIRPAN
Tiilin OZCAN
Volkan EMIRDAR

* [sme gore alfabetik siralanmustir.
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ANA KONULAR

Kozmetik Jinekoloji
Jineseksoloji
Perinatoloji

Onkoloji
Infertilite
Tiip Bebek
Obstetri (Gida Takviyesi, Beslenme)
Obstetrik Kanamalar
Jinekoloji (Vajinit, OKS, HRT ...)
Jinekolojik Operasyonlar
- Laparaskopik Histerektomi
- Robotik Histerektomi
- Single Port Histerektomi
- Vajinal Histektomi

Urojinekoloji

KURSLAR
2.Trimester Ultrasonografi Kursu
Fetal Eko Kursu
Obstetrik Doppler
Laparoskopik Siitur Kursu
V-Notes Kursu
Oasis
Cisef Jineseksoloji Kursu - 2 Saat — CISEF Sertifikalt

Histereskopi Kursu
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5 EKIM 2023

13.30-
14.00

14:00-
14:15

14:15-
14:30

14:30-
14:45

14:45-
15:00

15:00-
15:15

15:15-
16:15

16:15-

16.30

16.30-
18.30

Acilis

Dr. Ozgiir Yeniel
Dr. Mehmet Ozeren
Dr. Biilent Tirag

UROJINEKOLOJI
Oturum Baskanlari: Dr. Ismail Mete Itil, Dr. Melike Doganay

Uriner Inkontinans Cerrahisi
Dr. Ismail Mete Itil

Pelvik Organ Prolapsusu Cerrahisinde En lyi Yaklasim Abdominal Yol
Dr. Giokay Ozgeltik

Pelvik Organ Prolapsusu Cerrahisinde En Iyi Yaklasim Vajinal Yol
Dr. Ozgiir Yeniel

Pelvik Taban Cerrahisinde Komplikasyonlar ve Ydnetimi
Dr. Omer Liitfi Tapisiz

Kahve Molasi

PANEL
Moderator: Dr. Ismail Mete Itil, Dr. Ozgiir Harmanl

2023 ICS Guideline Degerlendirmesi- Yeni Bir Sey Var m1?

Panelistler: Dr. Ozgiir Harmanl, Dr. Ozgiir Yeniel, Dr. Gokay Ozceltik

Kahve Molasi

VIDEOMARATON

Oturum Baskanlar1: Dr. Ozgiir Harmanl, Dr. Omer Liitfi Tapisiz, Dr. Melike
Doganay

Pektopeksi

Sakrokolpopeksi



18:30

19.00
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Kolpoklesis

Midiiretral Slingler

Burch

Sakrospindz Fiksasyon
Uterosakral Ligament Fiksasyonu
SOYLESI

Kadin Beyni Erkek Beyni

Serkan Karaismailoglu

CEKILIS

6 EKIiM 2023

08.30-
08.45

08.45-
09.00

09.00-
09.15

09.15-
09.30

09:30-
10:00

10.00-
10.15

LAPAROSKOPI

Oturum Baskanlar1: Dr. Ozgiir Harmanh, Dr.Fatih Sendag,
Dr. Selcuk Soylemez

L/S Zor Histerektomi ve Komplikasyon Y onetimi
Dr. Fatih Sendag

Laparoskopik Myomektomi
Dr. Ali Akdemir

Derin Endometriozis L/S Cerrahisi
Dr. Resul Karakus

Robotik Histerektomi
Dr. Ozgiir Harmanl

Uydu Sempozyumu
Kadin Dogum Pratiginde Hasta Kan Y 6netimi Uygulamalari
Dr. Murat Ekin

Kahve Molasi

PERINATOLOJI
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Oturum Baskanlari: Dr. Sermet Sagol, Dr. Tiilin Ozcan, Dr.
Babiir Kaleli

10.15- | CFFDNA: Giincel Uygulamalar
10.30 Dr. Tiilin Ozcan

10.30- | 1.Trimester USG Degerlendirmesi
10.45 | Dr. Firat Okmen

10.45-  2.Trimester USG Degerlendirmesi
11.00 Dr. Mete Ergenoglu

11.00-
11.30 Uydu Sempozyumu
Oturum Baskani: Dr. Ismail Mete itil
Planlamadan Emzirmeye, Hamilelikte Optimal Beslenme ve

Mikro Besinlerin Onemi
Dr. Gékhan Tosun

11.30- Kahve Molasi
11.45

PERINATOLOJI
Oturum Baskanlari: Dr. Ertiirk Levent, Dr. Mete Ergenoglu

11.45- Yiksek Riskli Gebelikler Sonlandirma Zamanlamasi
12.00 Dr. Atalay Ekin

12.00-  Temel Fetal Kardiyak Degerlendirme
12.15 Dr. Ismail Ozdemir

12.15- | intrauterin Lazer Uygulamasi
12.30 | Dr. Can Tekin Iskender

12.30- Yemek Arasi
13:30

ONKOLOIJI

Oturum Baskanlari1: Dr. Levent Yasar, Dr. K. Erdin¢
Kamer, Dr. Volkan Kurtaran

13.30- | Rectovaginal Fistiil
13.45 Dr. K. Erdin¢ Kamer
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13.45- | Olgu Bazli Radikalite, Hangi Vakalar Minimal Invaziv
14.00 Cerrahiye Uygun?
Dr. Aykut Ozdemir
14.00-
14.30 Uydu Sempozyumu
Oturum Baskani: Dr. Adnan Budak
Kontrasepsiyonda Son Nokta
Dr. Ferruh Acet
14:30- | Kahve Molas1
14:45
Oturum Baskanlari: Dr. Levent Yasar, Dr. Tiilin Ozcan
14.45-  Septat Uterusu Nasil Tedavi Ederim? Plasenta Akreatay1
15:15 Nasil Tedavi Ederim? Ovarian Drilling Nasil Yapilir?
Dr. Margaux Jegaden
15.15-  Erken Ve ileri Evre Uterin Corpus Tiimérlerinin Cerrahi
15:30 | Tedavisi
Dr. Siileyman Salman
15.30- | Serviks Kanserinin Cerrahi Tedavisi
15.45 Dr. Sedat Akgol
15.45-
16:15 Uydu Sempozyumu
Oturum Bagkani: Dr. Adnan Budak"
Gebelikte Beslenme Destegi Neden Onemli?
Dr. Giirsoy Pala
16.15-  Kahve Molasi
16:30

10



17:30-
17:45

17:45-
18:00

18:00-
18:15
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Oturum Baskanlar1: Dr.Veli Mihmanl, Dr. Yesim Bayoglu Tekin, Dr. Ibrahim
Uyar

Vajinal Myomektomi
Dr. Hanifi Sahin

Zor Vajinal Histerektomi Altin Kurallar1
Dr. Cetin Kili¢cct

Labia Minora Plasti ve Hudoplasti
Dr. Hanifi Sahin

7 EKIM 2023

08.30-
08.45

08.45-
09.00

09.00-
09:30

09.30-
09.45

09.45-
10.00

10.00-
10.15

CISEF

Oturum Baskanlari: Dr. Kadir Savan, Dr. Almila Suna
Nizamoglu

Jinesexolojik Vajinismus Tedavisi
Dr. Hacer Sadikoglu

Disparoni
Dr. Ozgii Celikkol

Uydu Sempozyumu

Oturum Baskani: Do¢. Dr. Hamdi Inan

Jinekolojik Cerrahide Siitiir Kullanimi ve Prensipleri
Dog. Dr. Gokhan Tosun

Kahve Molasi

INFERTILITE BIRINCI OTURUM

Oturum Bagkanlari: Dr. Erol Tavmergen, Dr. Abdulkadir
Turgut

Fertilite Prezervasyonuna Genel Bakis
Dr. Volkan Emirdar

Fertilite Prezervasyonunda Kullanilan Yo6ntemler ve KOH
Protokolleri
Dr. Ozgiir Oktem (Online)



10.15-
10.30

10.30-
10.45

10.45-
11:00

11.00-
11.15

11.15-
13.30

13.30-
13.45

13.45-
14.00

14.00-
14.15

14.15-
14:30

14.30-
15:00

15.00-
15:15
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Medikal ve Sosyal Nedenlerle Fertilite Prezentasyonu
Amaciyla Oosit Dondurmaya Giincel Yaklagim
Dr. Funda Gode

Over Dokusu Dondurma Teknikleri ve Gluncel Durum
Dr. Volkan Turan

IVF de Kok Hiicre Tedavileri
Dr. Murat Sonmezer

Tartisma

Yemek Arast

INFERTILITE IKINCI OTURUM

Oturum Baskanlari: Dr. Emre Okyay, Dr. Refik Keles, Dr.
Dilek Arslan

Kime IUI Kime IVF Yapalim
Dr. Burak Yiicel

IVF Sikluslarinda Hangi Gonodotropin, Hangi Ajan?
Dr. Alper Biler

IVF’te Luteal destek nasil olmali1?
Dr.Sabri Cavkaytar

Diistik Yanith hastalarda LH: Nasil Tedavi ediyoruz
Dr. Cem Celik

Uydu Sempozyumu

Oturum Baskani: Dr. Sedat Akgél
Prolapsus Cerrahisinde V-Notes
Dr. Siileyman Salman

Kahve Molasi

KOZMETIK JINEKOLOJIDE KOZMETIK
UYGULAMALAR

12
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Oturum Baskanlari: Dr. Ozgiir Harmanl, Dr. Deniz Oztekin

15.15- | Genital Bolge Dolgu Islemleri
15:30 Dr. Ozan Dogan

15.30-  PRP ve Otolog Yag Uygulamalar1
15:45 Dr. Sultan Ozkan

15.45- | Intravajinal COG-iP Uygulamalar1
16:00 Dr. Murat Yassa

16.00- | Genital Bolge Lazer Uygulamalari
16:15 Dr. Mustafa Behram

16.15- | Vajinoplasti ve Perineoplasti
16.30 Dr. Ozan Dogan

16.30-

17.00 Uydu Sempozyumu
Oturum Baskanti: Dr. Ismail Mete Itil
Vaginit tedavisinde ¢ozliim paketiniz
Dr. Ali Akdemir

17.00- Kahve Molasi
17.15

HUKUK PANELI
Moderatér: Dr. Ismail Mete itil

17.15 Hekimlerin Hukuki ve Cezai Sorumlulugu
Fiisun Erdem, Emrah Sarikaya

8 EKiM 2023
Oturum Baskanlari: Dr. Mehmet Osmanagaoglu, Dr. Numan Cim

09.00- | Perimenapozal Donemdeki Kadina Yaklasim ve Tedavi
09.15 Dr. Sezai Sahmay

09.15- | Menapozda (Vitamin,Mineral) Giincel Yaklasimlar
09.30 Dr. Esra Bahar Giir

09.30- Kahve Molasi
09.45

OBSTETRI
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09.45-
10.00

10.00-
10.15

10.15-
10.30

10.30-
10.45
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Oturum Baskanlari:Dr. ismail Ozdemir, Dr. Nege Yiicel

Plasenta Akreata Spektrumunda Uterus Koruyucu Cerrahi
Dr.Ahmet Yalinkaya

Plasenta Perkreata Y Onetimi ve Cerrahisi
Dr.Teksin Cirpan

Postpartum Kanamada Medikal, Minimal invaziv Uygulamalar
Dr. Ali Acar

Intrauterin Fetal MR m1 USG mi?
Dr. Alper Tanrwerdi
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SOZEL BILDIRILER
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S-01 Retrospective Investigation Of Factors Possible To Affect The Fetal Dna (Cffdna)
Fraction Percentage (%) In Maternal Blood In Non-Invasive Prenatal Test (Nipt)
Technique

Adil Barut®, Mahmut Y1lmaz?, Emre Goksan Pabugcu?®
1 Avcilar Murat Koliik State Hospital
2 Ufuk Universitesi Tip Fakiiltesi Doktor Ridvan Ege Hastanesi

Aim: This thesis study aimed to retrospectively investigate the factors that are likely to affect
the percentage of fetal DNA fraction in maternal blood in the non-invasive prenatal test (NIPT)
technique applied to pregnant women.

Material and methods: This retrospective thesis study included 188 pregnant women who were

followed up and screened for chromosomal anomalies from January 2015 to 2022, at the
department of obstetrics and Gynaecology of Ufuk University Faculty of Medicine Doctor
Ridvan Ege Hospital. Data on pregnant women were retrieved from hospital and patient
records, including body mass index, gestational age, age, fetal gender, NT measurement and
anticoagulant use. Data obtained from the analysis of maternal plasma of pregnant women with
singleton pregnancies and live births who underwent NIPT were examined. In the evaluation
of the data, the significance level with SPSS was accepted as p < 0.05 within the 95%
confidence interval.

Results: The sociodemographic, clinical and obstetrics characteristics of the study and control
participants are presented in Table 1 and 2. The mean age and gestational age were 35.2+4.7
years and 14.3+2.8 weeks, respectively. The mean fetal DNA fraction level was 8.64%+3.20%.
The mean percentage of fetal fraction was 8.56+2.83 in the using anticoagulant and 8.71+3.48
in the no using anticoagulant of participants (p=0.049). In addition, The mean percentage of
fetal fraction was 9.41+3.48 in BMI less than 25 and 7.704+2.53 in BMI higher than 25 of
participants (p=0.0001). these two differences were statistically significant.

Conclusion: The percentage of fetal DNA fraction measured in maternal serum was found to
be statistically significantly and inversely related to maternal weight and body mass index.
Increased BMI and anticoagulant use negatively affect the DNA fraction.

Keywords: Fetal DNA fraction, non-invasive prenatal test, fetal cfDNA

Introduction

Screening tests are carried out to identify individuals at risk for a certain disease within
presumed healthy societies. When the results of the screening test are positive, individuals can
be directed to further diagnostic tests, taking advantage of early diagnosis of the disease. An
easily applicable and economical screening test offers the opportunity to screen large
populations [1], [2]. Prenatal screening tests are frequently used during pregnancy in line with
similar principles [3].

The term “traditional/conventional” tests is used to describe conventional prenatal
screening tests, as distinct from cell-free fetal DNA (cffDNA)-based screening tests. In
traditional tests, hormone levels in maternal blood are measured, while other types of genetic
analysis are performed by analyzing DNA fragments [4]. Traditional prenatal screening tests;
It includes the first trimester screening (combined) test (NT+hCG+PAPP-A) and the second

16
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trimester screening test (triple-quadruple test) (AFP+hCG+uE3=+Inhibin A) [5]. When the
Down Syndrome detection rates of prenatal screening tests are compared, it is seen that among
traditional prenatal screening tests, the triple test is 69% and the quadruple test is 81%; It was
observed that the integrated test, in which the combined test and the quadruple test were
combined in a single report, was 96% (with 5% false positivity). Prenatal screening performed
with extracellular fetal DNA has been determined to have the highest detection rate for Down
Syndrome, with a detection rate of 99% [5].

Although previous studies recommended that NIPT be used only in high-risk pregnancies
[6,7], recent studies have stated that NIPT is effective in detecting low risks of aneuploidy such
as Trisomy 21, Trisomy 18 and Trisomy 13 [8,9]. NIPT performs significantly better than
combined first trimester screening in the low-risk group [8]. Therefore, considering the benefits
of NIPT application in low-risk pregnancies, International Organizations have changed their
NIPT recommendations towards increasing the preference for NIPT [9,10].

The proportion of fetal cell-free DNA (cffDNA), known as the Fetal Fraction (FF), is
thought to be a key factor affecting the performance of NIPT [12]. Studies have shown that an
FF rate below 3-4% can increase false negative rates [11,12, 14].  In this thesis study, we
aimed to retrospectively investigate the factors that are likely to affect the percentage of fetal
DNA fraction in maternal blood in the non-invasive prenatal test technique applied to pregnant
women followed in the Department of Gynecology and Obstetrics of Ufuk University Faculty
of Medicine Doctor Ridvan Ege Hospital.

Material and methods

In this thesis study, which retrospectively evaluates the factors expected to affect the percentage
of fetal DNA fragments in maternal blood in the non-invasive prenatal test (NIPT) technique,
a follow-up chromosomal test was conducted at Ufuk University Faculty of Medicine Doctor
Ridvan Ege Hospital Gynecology and Obstetrics outpatient clinic between December 2015 and
February 2022. It is a retrospective analysis in which anomalies are screened.

The study was approved by the Ethics and Research Committee (Ethics Committee Date:
22.02.2023; number: 61351342/ 2023-50)The study was performed in accordance with the
principles and guidelines of the Declaration of Helsinki. Analysis and reporting of the results
are in compliance with the Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) checklist.

Inclusion criteria were age, NIPT, gestational weeks, singlation pregnancy, BMI,
gestational age at which blood was taken for NIPT, fetus gender, whether it was a spontaneous
and/or in vitro fertilization pregnancy, anticoagulant use, immunotherapy, antibody treatment,
stem cell treatment, organ transplantation, ultrasound anomaly, drug use, abnormal
reproductive history, and malignant/benign tumor history. Exclusion criteria were multiple
pregnancy and missing data.

Data obtained from the analysis of maternal plasma of pregnant women with singleton
pregnancies and who underwent NIPT were examined. The effects of data such as maternal
age, racial origin, method of conception (spontaneous or assisted reproduction techniques),
maternal characteristics and medical history, smoking during pregnancy (yes or no), weight and
height of the pregnant woman on the percentage of cffDNA fraction were investigated.

17
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The presence of a live fetus is confirmed by USG, the gestational age is determined with
the help of fetal crown-rump length (CRL) measurement (compared with the gestational week
calculated according to the last menstrual date or transfer date), there is no detection of any
major fetal abnormality and the fetal neck (NT) Fetuses whose thickness was measured were
evaluated.

Demographic characteristics, ultrasonographic measurements, relevant biochemical
karyotype (obtained from genetic laboratories) and pregnancy results for amniocentesis for
chorionic villus sampling or fetal karyotyping, which is recommended for pregnant women who
are thought to have a high risk of aneuploidy, were taken from the records saved in the computer
database. It was investigated whether the effect of all obtained parameters on the cffDNA
percentage was significant.

Non-Invasive Fetal TrisomY test (NIFTY®) was used by BGI clinical laboratories as
the method of obtaining cffDNA. All pregnant women included in the study were subjected to
NIPT test at the reference genetics center, informed consent was obtained and samples were
taken under appropriate conditions (Genoks Genetic Diseases and Evaluation Center Ankara).

Statistics Data Analysis

Statistical Package For Social Sciences (SPSS) MAC version 21 (IBM, Armonk, NY, USA)
software program was used to evaluate the data of our thesis study. Descriptive statistics are
presented as numbers and percentages for categorical variables, and as mean+standard
deviation (meantsd), median, minimum, maximum value for numerical variables.
Homogeneity was performed according to the Levene test and p>0.05 was considered
homogeneous. Whether the distribution of continuous variables was close to normal or not was
evaluated by Kolmogorov Smirnov normality and Shapiro-Wilk normality tests, with p > 0.05
being a normal distribution. In cases where the assumption of normal distribution was met for
numerical variables, the Independent T test was used for two-group comparisons and the One
Way Anova Test was used for three-group comparisons. Nominal variables were examined with
Pearson's Chi-square test. Pearson or Spearman correlation analysis was applied between fetal
DNA (cffDNA) fraction percentage results and variables. Independent factor analyzes were
performed using linner regression analysis. The effects of all parameters on the cffDNA
percentage were examined with univariate regression. Statistical significance level was
accepted as the p value being 0.05 and less than 0.05 within the 95% confidence interval.

Results: The sociodemographic, clinical and obstetrics characteristics of the study and control
participants are presented in Table 1 and 2. The mean age and gestational age were 35.2+4.7
years and 14.3+2.8 weeks, respectively. The mean fetal DNA fraction level was 8.64%+3.20%.
The mean percentage of fetal fraction was 8.56+2.83 in the using anticoagulant and 8.71+3.48
in the no using anticoagulant of participants (p=0.049). In addition, The mean percentage of
fetal fraction was 9.41+£3.48 in BMI less than 25 and 7.704£2.53 in BMI higher than 25 of
participants (p=0.0001). these two differences were statistically significant.

Table 1: A comparison of the percentage of foetal DNA respect to maternal and foetal
demographic and clinical characteristics

Parameters mean+SD P

Foetal gender female 7,99+2,81 0,0811
male 9,25+3,42

Maternal Rh negative 8,60+3,19 0,988!
positive 8,61+3,14

The using anticoagulant no 8,71+3,48 0,049 1*

18
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yes 8,56+2,83

Smoking no 8,68+3,23 0,440
yes 7,89+2,30

First-trimester screening test low risk 8,74+3,21 0,413 2
Maternal  age 8,25+2,96
risk
High risk 9,11+2,88

Triple/Quadruple screen low risk 8,67+3,35 0,393 2
Maternal  age 8,30+2,24
risk
High risk 7,18+2,53

foetal anomaly ultrasonography normal 8,60+3,80 0,398

screening anomaly 9,58+5,46

OGTT no 8,95+3,1 0,3731
yes 8,38+3,1

Maternal age <35 9,1+3,38 0,1331
>35 8,30+2,99

BMI <25 9,41+3,48 0,00011*
>25 7,70+£2,53

SD: Standard deviation; * Independent Sample T Test; 2One-Way ANOVA test (Bonferroni);
*p<0.05; GDM: Gestational Diabetes mellitus; BMI: Body Mass Index

Table 2: Correlations of foetal DNA with maternal and foetal demographic and clinical
characteristics

Maternal age r -,119

p 0,104
Gestational of weeks r ,045

p 0,540
Maternal height r ,030

p 0,682
Maternal weight r -,291

p 0,0001*
Maternal BMI r -,362

p 0,0001*
Father age r -,109

p 0,136
Delivery of weeks r ,108

p 0,142

r: Pearson coefficient; BMI: Body Mass Index; *p<0.05

Discussion

In this retrospective study, which was conducted to investigate the factors that are likely to
affect the fetal DNA fraction percentage (%) in pregnant women who were followed up in the
Gynecology and Obstetrics outpatient clinic, had live and singleton births, and had cffDNA
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testing, the percentage of fetal DNA fraction measured in maternal serum, maternal weight and
body mass. It was found to be statistically significant (p=0.0001) and inversely related to the
index.

Body mass index (BMI) is a measure used to calculate body fat based on a person's height and
weight measurements. The percentage of fetal DNA fraction systematically decreases as
maternal weight increases. We hypothesize that this inverse relationship is due to the fact that
pregnant women with a BMI greater than 25 have a larger maternal plasma volume but a
constant amount of fetal cfDNA is obtained, as well as an increased maternal cfDNA
concentration as maternal weight increases. We think that the increase in maternal cfDNA
obtained from maternal blood in obese pregnant women may be due to chronic inflammation
and cell death and, accordingly, affects the low FF percentage. A study supports this hypothesis
by reporting that active remodeling of the adipose tissue of obese pregnant women results in
increased release of maternally derived cfDNA into the maternal circulation [15]. To obtain a
reliable non-invasive prenatal test result, the FF percentage must be sufficient (FF% >3-4). For
these reasons, in pregnant women with a BMI greater than 25, a sufficient and/or high FF rate
can be achieved by taking the maternal blood sample at a later gestational week, avoiding the
inadequate FF rate.

The mean fetal fraction rate of pregnant women who received anticoagulant treatment
was found to be lower compared to those who did not receive treatment, and this difference was
statistically significant (p = 0.049). When the literature on this subject is examined, there are
studies showing that the fetal fraction rate is significantly lower in pregnant women who use
anticoagulants, and our study is consistent with these results. In our study, there was the use of
low molecular weight heparin (LMWH) as an anticoagulant, but the use of acetylsalicylic acid
(ASA) as an anticoagulant was considered nonexistent because the number was too small to be
evaluated statistically.

A study showed that the percentage of FF due to anticoagulant use was significantly lower
and the inconclusive rate of non-invasive prenatal testing was higher. In this study, the FF
percentage was lower in pregnant women using only ASA, but no significant difference was
observed in the NIPT failure rate [16]. It has been hypothesized that the use of low molecular
weight heparin (LMWH) causes this result by inducing apoptosis in the cell and increasing the
amount of maternal cfDNA compared to the amount of fetal cfDNA. However, in another study,
low molecular weight heparin was shown to reduce trophoblast cell apoptosis and increase
trophoblast cell survival by reducing new cytokeratin epitopes, nucleosome DNA formation,
E-cadherin expression and other mechanisms [17]. However, in vitro experiments have shown
that autoimmune diseases rather than LMWH are independent predictors of test
inconclusiveness in pregnant women. The exact mechanism of the interaction between LMWH
and NIPT inconclusiveness has not yet been elucidated [18]. In our study, there is no
statistically significant result between autoimmune diseases and the FF rate and NIPT
inconclusiveness. As shown in the literature and our study, it is recommended to avoid the use
of LMWH before applying NIPT.

In our study, the fetal cFDNA fraction measured in maternal serum was found to be more
highly associated with the male gender of the fetus. However, in the literature review, Miltoft
C atall. study, FF was found to be higher in pregnancies with female fetuses [19]. More research
is needed on this subject.

As is widely known, fetal cfDNA test alternatives, which are marketed under various
trade names, are offered by different companies. These tests aim to use a variety of methods to
detect fetal cfDNA. The "sequencing” method stands out as the most commonly used approach
to determine which chromosome the free DNA fragments belong to. With the advancement of
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technology, methods such as "whole genome sequencing (WGS)" and "next generation
sequencing (NGS)] have become more frequently used approaches today [20]. The "massively
parallel sequencing (MPS)" method is also among the new generation sequencing technologies
and is a test method used in this study.

The role of fetal fraction in correctly identifying an aneuploid or euploid fetus depends
on the analytical method used (e.g., counting or genotyping). When a counting or genotyping
algorithm is used, increased fetal fraction is associated with increased detection rate. In our
study, the extent to which the fetal cfDNA test, studied with the massively parallel sequencing
method, is affected by the fetal fraction ratio is similar to the literature.

Strengths and Limitations

The main limiting factors of our study are the fact that cfDNA testing is not widely used due to
its high cost and the resulting limited clinical data. In our study, the limited number and
heterogeneity of the patient groups were insufficient to statistically evaluate their relationship
with FF.

Conclusion

It was found that the percentage of fetal DNA fraction examined in maternal serum was
statistically significantly and inversely related to maternal weight and body mass index. In
pregnant women with a body mass index greater than 25, a sufficient and/or high FF rate can
be achieved by moving away from the insufficient fetal fraction (FF) rate by taking a maternal
blood sample later in the gestational week.

The average fetal fraction rate of pregnant women using anticoagulants was found to be
lower than those who did not use them, and this difference was statistically significant.
According to our study, it is recommended to avoid the use of low molecular weight heparin
(DMAMH) before applying NIPT.

In our study, the fetal cfDNA fraction examined in maternal serum was found to be
more highly associated with the male sex of the fetus. However, in a review conducted in the
literature, FF was found to be higher in pregnancies with female fetuses. More research needs
to be done on this issue
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S-02 Analysis Of Orthopedic Complaints Of The Third Trimester Pregnant Women
With Bmi>30

Ahmet §enel1

1 istanbul Egitim ve Arastirma Hastanesi, Ortopedi ve Travmatoloji Klinigi

Objective: Pregnancy is a process that leads to various changes in the musculoskeletal system
of women. The most common orthopedic complaint during pregnancy is low back pain.
Especially in the third trimester, pregnant individuals who have gained more weight than
expected often present with a variety of orthopedic complaints beyond just lower back pain.
This study aims to analyze the orthopedic complaints of third-trimester pregnant women with
a Body Mass Index (BMI) >30 and share the results. Materials and Methods: Between January
2023 and August 2023, patients who presented to our out-patient clinic were evaluated
retrospectively. Pregnant patient with no previous orthopedic diagnosis, no history of trauma,
BMI>30 and in the 3rd trimester were included in the study. Twenty-seven pregnant met these
criteria. Age, BMI, and orthopedic complaints were analyzed. Age, BMI, and orthopedic
complaints were analyzed. Results: The study included 27 pregnant women with an average
age of 29.243.9 (min-max: 22-37) years. Mean BMI was 32.2+1.4 (min-max:30.1-34.8). Low
back pain in 9 (33.3%) patients, calf myalgia in 6 patients (22.2%), foot pain in 5 patients
(18.5%), carpal tunnel syndrome in 4 patients (14.8%), hip joint pain in 1 patient (3.7%), neck
pain in 1 patient and coccydynia in 1 (3.7%) patient were detected. Accordingly, low back pain
was the most common orthopedic complaint, followed by calf myalgia and foot pain,
respectively. Conclusion: Excessive weight gain during pregnancy also triggers orthopedic
complaints. Existing complaints disrupt the quality of life during pregnancy. Orthopedic
complaints can be prevented with a well-structured diet and exercise program for pregnant
women.

Keywords: pregnant, third trimester, orthopedic disorder
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S-03 Maternal And Neonatal Effects Of Operative Vaginal Births; Tertiary Center
Experience

Aleyna Aydin!, Merve Aldikagtioglu Talmag?
1 Ozel Rize Sar Hastanesi
2 Basaksehir Cam ve Sakura Sehir Hastanesi Kadin Hastaliklar1 ve Dogum Klinigi,
Jinekolojik Onkoloji Klinigi

GIRIS

Operatif ya da midahaleli vajinal dogum(OVD) yontemleri olarak bilinen vakum
yardimli ve forseps yardimli dogum seklinde annenin ikinmasiyla es zamanl olacak sekilde
fetiisiin kafasina direk traksiyon uygulanarak dogum eylemi gergeklestirilmektedir. (1).
Dogumlarin yaklasik %3.6’s1 operatif vajinal dogum ile komplikedir (2).

Forceps rotasyon ve traksiyon i¢in kullanilirken vakum sadece traksiyon i¢in kullanilir.
OVD uygulanabilmesi igin servikal aciklik tam olmali, amnion zar1 a¢ilmus, fetus verteks
prezentasyonunda ve bas angaje olmus, yeterli anestezi saglanmis, epizyotomi uygulanmig
olmalidir (3). Deneyimli bir hekim tarafindan uygulanmali ve sezaryen yapilabilecek kosullar
hazir tutulmalidir. Yiiz ya da makat prezentasyonu, sefalopelvik uygunsuzluk, konjenital fetal
bas anomalileri, 34 haftanin altinda gestasyonel yas, tahmini fetal agirhigin 2000gr’dan az ya
da 4000gr’dan fazla oldugu durumlarda vakum aleti kullanilmamalidir (4).

Son yillarda operatif vajinal dogum sayisinda azalma gozlenirken sezaryen ile dogum
sayis1 artmakta, vakum / forseps kullanim oran1 da vakum lehine artmaktadir (5). Ulkemizde
ise forseps yardimli dogum neredeyse tamamen terkedilmis, vakum yardimli dogum ise sadece
bu konuda deneyim sahibi belirli sayidaki hastane ve hekim tarafindan yapilir hale gelmistir(6).
Miidahaleli dogum oranindaki bu azalmadaki temel faktor artmis medikolegal problemler ve
hekimlerin bundan kaynakli ¢ekinceleridir(6). Miidahaleli vajinal dogumlarin hem anne hem
de bebek agisindan risk tasidigi ve ozellikle olasi bir komplikasyon durumunda sezaryenle
dogumun neden tercih edilmedigine dair hekimin dava edilme korkusu bulunmaktadir. Oysa ki,
dogru endikasyonlarla tecriibeli hekimler tarafindan uygulanan OVD uygulamalari, maternal
ve neonatal komplikasyonlar: arttirmadan, sezaryen ile dogum oranlarimi azaltmaya yardimci
olabilir(7). Calismamiz dogum ekibine operatif dogum yontemlerinin ne zaman ve nasil
kullanilacagina ikna etme konusunda rehberlik saglamak, anneler ile bebeklerin potansiyel
riskleri azaltmak ve dogum sonuglarini iyilestirmek amaciyla yapilmistir.

GEREC VE YONTEM

Calismamiz S.B.U istanbul Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesinde
1 Ocak 2017-30 Nisan 2020 tarihleri arasinda yapilmis retrospektif bir calismadir.
Dogumhanede vakum ya da forseps ile dogum yapan 110 hastanin dosyasi arsiv kayitlari
incelenerek tarandi. Incelenen gruptaki olgular 18-45 yas arasi, 37-41 hafta araligindaki
gebelerden olusmaktaydi. 7 olgu kullanilan operatif dogum yontemi belirtilmedigi igin ¢calisma
dis1 birakildi. Cogul gebelikler, preterm dogum ve intrauterin mort fetiisler ¢aligmaya dahil
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edilmedi. Operatif vajinal dogumlarda forseps ve vakum uygulamalarinin endikasyonlari,
komplikasyonlari, maternal ve neonatal sonuglari, yenidogan Apgar ve pH degerleri literatiir
bilgileri dikkate alinarak karsilastirildi.

Istatistiksel analiz

Her iki grupta yer alan hastalarin bulgular1 degerlendirilirken, istatiksel analizler igin
SPSS (Statistical Package for Social Sciences) for MAC-OS 22.0 programi kullanildi.
Kolmogorov Smirnoff ile normal dagilim degerlendirildi. Esit dagilim olan parametrik degerler
icin Student-T test, non parametrik veriler i¢cin de Mann-Whitney U testi uygulandi. Kategorisel
degiskenler icin Ki-kare Testi yapildi. Sonuglar +/- stLASandart deviasyon olarak verildi.
[statistiksel anlamlilik %95 giiven araliginda, p <0,05 diizeyinde degerlendirildi.

BULGULAR

Benzer demografik 6zelliklere sahip olgular operatif vajinal dogum yontemlerine gore
analiz edildiginde 103 olgudan 48’inde (% 46.6) forseps ve 55’inde (%53.3) vakum
yontemlerinin kullanildigr izlendi. Hastalarin higbirinde zorlu dogum 6ykiisii yoktu ve yontem
denemeleri % 100 basari ile sonuglandi. Tiim hastalarin gebelik haftasi 34 hafta ve tizeri idi.

Forceps yontemi kullanilan hastalarin yas ortalamasi 25.3+6.83, vakum yontemi
kullanilan hastalarin ortalamasi ise 23.3+4.33 yil olarak hesaplandi. Her iki yontemle dogum
yapan hastalarin gebelik haftasi ortalamasi,egitim seviyesi ve demografik 6zellikleri benzer
idi(Tablo 1,2). Forceps ile dogum yapan hastalarin 6 tanesine; vakum yontemi ile dogum yapan
hastalarin da 5 tanesine eslik eden hastalik (gdm, preeklampsi ve ght) oldugu gézlemlenmistir.
Operatif dogum yapan hastalarin parite sayisi incelendiginde nullipar hasta sayisi 83 (%80.6 ),
multipar hasta sayisi ise 20 (%19.4 ) olarak izlendi. Nulliparite oran1 vakum yontemi ile dogum
yapan hastalarda istatistiksel olarak anlamli derecede yiiksek izlendi (p<0.05).

Tablo 1: Olgularin Egitim Seviyesi

OovD Okuryazar  ilkégretim  Lise Lisans p Degeri
Degil
Forceps 3 42 2 1
0.127
Vakum 5 38 7 5

Tablo 2: Olgularin Demografik Ozellikleri

Demografik Ozellik  Forseps (n-48) Vakum (n-55) p Degeri
Yas 25.36..83 23.3+4.33 0.275
Gebelik Haftas1 38.08+2.17 38.6+1.93 1
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34 49

0.019
14 6
6 5 0.572

Hastalarin % 6.7 sinde (n=7) evre 3 ve 4. derece perineal laserasyon meydana geldi. Bu
olgularin 4’inde forceps, 3’tinde vakum yontemi kullanildigi izlendi. Maternal eritrosit
sispansiyonu replasmani gereken 9 olgunun (% 8.7); 3’tinde forceps, 6’sinda vakum yontemi
kullanildig: tespit edildi. Olgularin dogum 6ncesi hemogramlar1 degerlendirildiginde hastalarin
%66 sinda maternal anemi oldugu izlendi. Maternal komplikasyonlar analiz edildiginde fark
istatistiksel olarak anlamli izlenmedi.

Dogum sonrasi yenidoganin agirligi, Apgar 1 ve Apgar 5. Dakika degerleri ,ph ve baz
eksisi karsilastirildiginda vakum yontemi ile operatif vajinal dogum yapilan hastalarda Apgar
1 ve 5. Dakika degerleri istatistiksel olarak anlamli derecede diisiik izlendi (Tablo 3,p<0.05).

Forseps (n-48) Vakum (n-55) p Degeri

33454410 Gr 34071454 Gr 0.45
7.23+0.12 7.16+0.12 0.83
8.13+0.99 6.35+£1.89

p<0.05
9.45+0.78 8.44+1.48
-6.81+3.81 -8.44+3.64 0.94

Neonatal komplikasyonlar incelendiginde hastalarin 18’inde sefal hematom , 13’{inde
caput succadenum, 12’sinde yiizde ekimoz, 4’tinde kranial 6dem, 2’sinde subkonjuktival
kanama, 5’inde fraktiir, 2’sinde laserasyon, 11’inde sarilik ve 2 hastada da omuz distosisi
saptand1. Intrakranial hemoraji ve periferik sinir hasar1 izlenmedi. Yenidogan yogunbakim
tinitesine yatigin operatif vajinal dogum yontemi kullanilan hastalarin 31’inde (% 28) oldugu
ve bunun da vakum kullaniminda istatistiksel olarak anlamli derecede yiiksek izlendigi tespit
edildi (Tablo 4).
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Operatif vajinal dogumlarin en sik nedeni annenin ileri derecede yorgun diismesi ve
bebegi etkin olarak itememesi ile dogumun ikinci evresinin uzamasidir. Diger nedenler
arasinda maternal medikal durumlar (kardiyak, pulmoner ve noérolojik hastaliklar gibi),
dogumun ikinci evresinde giiven vermeyen fetal kalp atim trasesinin mevcudiyeti, fetal basin
ilerleyisinin ve rotasyonunun durmasi, dogumun ikinci evresinin uzamasi yer almaktadir.
Diinyadaki OVD siklig1 klinik uygulamadaki farkliliklar ve bu alanda uzmanlagmis hekimlerin

Forseps (n-48)

9(%50)
0
1(%25)
3(%23.1)
2(%40)
9(%75)
2(%100)
0
1(%50)
7(%63.6)

8(%29.6)

4(%57.1)

3(%33.3)

39(%42.3)

1(%50)

TARTISMA

sayisina bagli olarak degisim gostermektedir(8).

28

Vakum (n-55)

9(%50)
0
3(%75)
10(%76.9)
3(%60)
3(%25)
0
0
1(%50)
4(%36.3)

19(%70.3)

3(%42.8)
6(%66.6)
53(%57.6)

1(%50)

p Degeri

0.75

0.37
0.06
0.76

0.035

0.92
0.23

0.039

0.56
0.40
0.013

0.92
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OVD uygulamalarinda maternal anal sfinkter yaralanmalari, genis laserasyonlar, vulvo-
vajinal hematom, uterin riiptiir, dogum sonrasi1 kanama, kan transfiizyon ihtiyaci, tiriner ve fekal
inkontinans; neonatal intrakraniyal hemoraji, sefal hematom, norolojik yaralanmalar, retinal
hemoraji ve hiperbilirubinemi gibi komplikasyonlar izlenebilmektedir (7).

Birgok ¢alisma operatif vaginal dogumlarin nullipar gebelerde daha ¢ok gorildigiini
gostermektedir (9). Bunun nedeni primigravid kadinlarda dogumun ikinci evresinin daha uzun
olmasi ve maternal yorgunlugun daha fazla gérilmesidir ( 10). Bizim ¢aligmamizda da forseps
dogumlarin %70,8’i, vakum dogumlarin ise %89’u nullipar gebelerde gergeklesmistir.

Operatif vajinal dogum yontemlerinde epizyotomi uygulamasi dogum uzmaninin
tercihine gore uygulanmaktadir(9). Caligmamizda vakum ydnteminde epizyotomi uygulanmasi
anlamli derecede yiiksek izlenmistir. Johnson ve arkadaglarinin yaptig1 ¢aligmada ise forceps
yontemi ile yapilan dogumlarda epizyotomi oraninin daha fazla oldugu izlenmistir (11). Bu
farkliligin sebebi ¢alismamizda nullipar hasta oraninin vakum yontemi uygulanan grupta daha
fazla olmasindan kaynaklaniyor olabilir. Evre 3 ve evre 4.derece perineal laserasyon oranlari
ise Johnson ve arkadaslarinin calismasi ile benzer sekilde forceps yontemi ile uygulanan
dogumlarda daha fazla goriilmiistir. Ayni ¢alismada neonatal komplikasyonlar arasindan
sarilik, caput succadenum ve sefal hematom vakum yonteminde daha sik izlenmistir.
Calismamizda ise sefal hematom oranlar1 her iki grupta ayni olup caput succadenum orani
vakum yodnteminde daha fazla izlense de fark istatistiksel olarak anlamli izlenmemistir. Yiizde
ekimoz, alet izi ve morarma ise benzer sekilde forceps yonteminde anlamli derecede yiiksek
izlenmistir.(11)

Yenidogan Apgar 1 ve Apgar 5. Dakika degerleri karsilastirildiginda vakum yontemi ile
dogum yapan gruptaki apgar skorlar1 anlamli derecede diisiik izlenmistir. Bu farkliligin sebebi
forceps yontemi segilen hastalarin endikasyonlarinda ¢ogunlukla maternal yorulma ve
dogumun 2.evresinin uzamasi yer alirken; vakum yontemi uygulanan grupta fetal distress-
giiven vermeyen fetal kalp atim1 endikasyonlarinin daha sik olmasindan kaynaklaniyor olabilir.

Calismamiz hastanemizde {i¢ y1l igerisinde gergeklestirilen operatif vajinal dogumlari
incelemis ve hicbir dogumda vakum ya da forceps kullanimina bagh ciddi morbidite
saptanmamistir. Yenidogan ybii yatis oranlari vakum yontemi kullaniminda anlamli olarak
yiiksek izlense de yatis endikasyonlar incelendiginde kullanilan yontem sekli nedenli zor
dogum endikasyonu goriilmemis, yatis nedenleri arasinda asfiksi, fototerapi gerekliligi ve erken
sepsis tanilarinin yer aldig1 izlenmistir. Uygulama basarisizlig1 nedeni ile acil cs olmamasi hasta
secimimizin dogru oldugunu ve gereksiz sezaryen oranlarinin uygun endikasyon varliginda
operatif vajinal dogum ydntemleri ile azaltilabilecegini gostermektedir.

SONUC

Bu ¢alismanin sonuglarina dayanarak, dogum yontemleri segiminde hem maternal hem
de neonatal komplikasyon risklerinin dikkate alinmas1 gerektigi sonucuna varilabilir. Ayrica,
bu calisma sonuglari, operatif dogum yontemlerinin kullanimi konusunda hekimleri
bilgilendirmek ve yonlendirmek i¢in de faydali olabilir. Ayn1 zamanda, dogum yontemleri
secimi konusunda yapilacak olan gelecekteki ¢alismalarin, bu sonuglari destekleyip
desteklemedigini ve farkl bir hasta popiilasyonunda sonuglarin ne olabilecegini de arastirmasi
onemlidir.

Anahtar Kelimeler: Forseps, Maternal ve Neonatal Sonuglar, Vakum
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S-04 Myomectomy During Caesarean Section: 22 Case Series

Ali Buhur?, Cetin Samiloglu?
1 Istanbul Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesiaragtirma Hastanesi
2 Stanbul Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesiaragtirma Hastanesi

Introduction:

Uterine fibroids are the most common pelvic tumors in reproductive age. The frequency of
myoma in pregnancy is 0.05-5%. Although myomectomy operations performed during
cesarean section are not recommended due to the risks of intraoperative atony, bleeding and
hysterectomy, It has started to be preferred because it has been shown in recent studies that the
complication rates are not as high as thought.

Aim
To investigate the effect of myoma size on the clinical outcomes of patients who underwent
myomectomy during cesarean section retrospectively.

Material-Method

Our study was conducted in Istanbul Kanuni Training and Research Hospital between 2021-
2022; 22 patients who underwent myomectomy during cesarean section were included. The
cases were divided into 2 groups according to myoma size; those with fibroid size larger than
4 cm formed group 1 and those with fibroid size smaller than 4 cm formed group
2.Characteristics of the cases (age, parity, body mass index), mean age, number of births,
gestational age, fibroid localization, pre- and postoperative hemoglobin values, development of
atony, whether transfusion was performed during or after cesarean section. and length of
hospital stay were evaluated.. SPSS for Windows 24.0 (SPSS Inc., Chicago, IL, USA) was used
for statistical analysis. Independent t-test was performed to compare continuous data between
independent groups. 0.05 significance threshold accepted

Results

There was no significant difference between the groups in terms of age, parity, gestational
week, pre- and postoperative hemoglobin values, and length of hospital stay. Post op
hemoglobin value in group 1 was significantly lower than group 2. (9.20£1.23 g/dl and
10.34+1.45) respectively 2 units of erythrocyte suspension were given in 2 patients in group 1.
No significant exceeding in the operation time was detected. No leiomyoma sarcoma was
observed in any patient.

Conclusion Our study showed that the amount of bleeding increases with the increase in
myoma size. In selected cases, myomectomy can be performed during cesarean section.

Keywords: Myoma Uteri; cesarean sectio; abnormal uterine bleeding
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S-05 Epitheloid Trophoblastic Tumours, A Rare Case Report And Review

Alpay Yilmaz!
1 1zmir Katip Celebi Universitesi Ataturk Egitim ve Arastirma Hastanesi Kadin Hastaliklari

ve Dogum Anabilim Dali, Jinekolojik Onkoloji

Epitheloid Trophoblastic Tumour (ETT) is originated from Intermediate trophoblasts and is a rare subtype of GTN.
The other variant of ITT is called placental site trophoblastic tumour (PSTT). The incidence of these tumours is 1
in 100000 pregnancies. They represent only 1 % of all Gestational Trophoblastic Neoplasia (GTN). Like PSTTs,
ETTs follow non-molar pregnancy and present months to years after the antecedent pregnancy. It may also develop
after Hydatiform Molar evacuation in rare cases. As It is very rare, its biologic behaviour and optimal treatment
modalities are not well established. The interval between antecedent pregnancy and disease onset may be longer
for ETT than PSTT, confirmed by a recent study of 62 patients of ITT. There is extensive necrosis macroscopically,
but less haemorrhage in comparison with choriocarcinomaBoth ETTs and PSTTs are slow growing tumours and
it takes months to years to metastasize after the development of the primary tumour. They often present with
abnormal uterine bleeding or amenorrhea. They secrete significantly lower levels of BHCG in comparison to other
types of GTN, so HCG is less reliable in these types. Metastases are detected at 30-50% of cases. The most
common size of metastasis is Lung. Another important point is both ETT and PSTT have greater tendency for
lymphatic spread than the other GTNSs.

ETT is far less common than PSST, and confirmative statistical analysis of the risk factors of these tumours cannot
be established due to rarity of the disease. The FIGO prognostic scoring system for GTN does not correlate well
with outcomes in ETT and PSTT. The interval from the last pregnancy equal of greater than 2 years, and the
advanced stage diseases are the most important prognostic factors. Advanced age, deep myometrial invasion, large
tumor size, tumor necrosis, and higher mitotic index are the additional risk factors.

As most patients are at young age, fertility preservation may be an option in cases who has strong desire for fertility
preservation. Evacuation or resection of the solitary tumor are the options. In high risk group the major problem
to determine the prognosis is their chemo-resistant nature. Because of their rarity, no randomized controlled trials
have been done. Although there are many experienced centres dealing with GTN in large numbers, they will
infrequently manage ETT/PSTT.

Hysterectomy is the primary treatment for the localised disease, that has good prognosis. Unfortunately extra-
uterine spread of these tumors occur in about one-third of cases and still cause death in small numbers.
Metastatectomy should be perfomed for isolated distant disease, especially in the lungs.

The chemotherapy regimens for metastatic disease is EMA/EP and EP/EMA. The regiments that are effective
against treatment- resistant GTN may also have some efficacy in metastatic ETT/PSTT. All of these regimens
may also be considered for patients with non-metastatic disease who have one or more adverse prognostic factors
(ie, interval from index pregnancy >2 years, deep invasion, necrosis, mitotic count >5/10 HPFs).

Even post treatment BHCG is the most impostant indicator for GTNS, it is less reliable marker for ETT/PSTT.
Surveillance with PET/CT at the completion of chemotherapy and then every 6-12 months for 2-3 years is
therecommended schedule in some centers.
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Case Report

29 years old, 2 normal vaginal deliveries (last
birth 3 years ago). He applied to our clinic with
the complaint of abnormal vaginal bleeding. In
the sonographic evaluation, a complex mass
formation with intramural localization,
compressing the cavity, containing cystic and
papilear structures suggestive of molar pregnancy
findings was observed. ITT was considered
because Bhcg= 26.8 U/L. Comparative MRI of
September 25 and October 31: A mass lesion
consistent with mole hydatiform was observed in
the uterine cavity (a mass lesion compatible with
mole hydatiform was observed in the uterine
cavity). No significant change was detected in the
mass compared to the MRI dated September 25.
No signs of metastasis were found in whole
abdomen and lung CT. Other tumor markers were
normal.

3 December 2019... tah + bs + bilateral palpable
pelvic lymph node sampling + abdominal fluid
sampling was performed.

Pathology macroscopy: uterine size 15x10x8 cm
with intramural localization, 7.5x5.5 cm diameter,
a soft tumoral structure with a pinched yellow
color was observed. Trample tumoral structure
was commonly observed as necrotic. In the cross-
sections, 4 lymph nodes on the right and 4 on the
left were observed, the largest of which was 2 cm
in diameter.

TAH material: epitheloid tophoblastic tumor (7.5
cm in diameter and extensive necrosis was
observed).

Lymph nodes reactive lymphoid hyperplasia.
Abdominal washing: benign cytology. IHC:
Inhibin positive in isolated cells. p63(+)
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In tumour board, postoperative follow-up decision was
taken for the patient with surgical stage 1.

Clinical course: BHCG: 0.0 u/l at postoperative 2nd
week, no increase in subsequent follow-ups. No sign of
recurrence was found in the postoperative control MRI
at 6 months. The patient, who is still under follow-up, is
in remission for 4 years.
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S-06 Approach To Adnexal Masses Detected During Cesarean Delivery: A Case
Presentation

Alper Solmaz?, Emrah Toz*
1 Tepecik Eah
ABSTRACT

This report presents a case of an adnexal mass incidentally discovered during a cesarean
delivery in the context of pregnancy. The case involves an 18-year-old primigravid patient with
no prior abdominal surgeries or underlying medical conditions. A cesarean section was planned
due to cephalopelvic disproportion. During the cesarean procedure, a cystic-necrotic mass
measuring approximately 4 cm was identified on the left side of the uterus. The mass was
surgically excised, and frozen section analysis confirmed it as benign tubal tissue. The patient
was discharged on the second postoperative day.

The incidence of adnexal masses during pregnancy is relatively low, and detection of these
masses may occur during routine ultrasound or cesarean section. Early pregnancy adnexal
masses should be approached with caution for possible malignancies. In cases where surgical
intervention is necessary, careful planning and involvement of a gynecologic oncologist are
essential. Incidentally discovered masses should be excised and subjected to frozen section
analysis for appropriate management. Postpartum care should include referral to a gynecologic
oncologist for further evaluation and treatment.

Keywords: adnexal mass, pregnancy, cesarean delivery

INTRODUCTION

The occurrence of adnexal masses during pregnancy is relatively rare, with an incidence ranging
between 0.05 and 2.4 percent[1]. These masses may come to light at the time of routine obstetric
ultrasonography or during cesarean deliveries. It is noteworthy that the prevalence of adnexal
masses has witnessed an upward trend in recent years, largely attributed to the increasing rates
of cesarean deliveries. In this report, we present a case of an adnexal mass discovered during a
cesarean delivery at our institution.

CASE

An 18-year-old primigravid patient, without a history of prior abdominal surgeries or any
underlying medical condition, presented to the emergency department with complaints of labor
pain. Due to cephalopelvic disproportion, a cesarean section was planned after obtaining
informed consent from both the patient and her family. The abdomen was entered via a
Pfannenstiel incision, revealing an approximately 4 cm cystic-necrotic mass located on the left
side of the uterus . The right ovary and tube appeared normal, as did the left ovary, while the
left uterine tube and salpinx were unremarkable. Following successful fetal delivery and
meticulous hemostasis, the mass was cautiously excised with the assistance of a Kocher clamp.
The excised tissue was promptly submitted for frozen section analysis, which confirmed it as
benign tubal tissue. Subsequently, the abdomen was closed, and the patient was discharged on
the second postoperative day.
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Figure-1

CONCLUSION

The incidence of adnexal masses encountered during pregnancy is relatively low, ranging from
0.05 to 2.4 percent, with approximately 1 to 6 percent of these masses being malignant[1]-[4].
Early pregnancy adnexal masses should be approached with an increased suspicion of possible
malignancy. Magnetic resonance imaging (MRI) can serve as a valuable diagnostic tool in cases
where suspicion arises. For benign masses lacking acute symptoms, vigilant surveillance
represents a reasonable alternative to antepartum surgery[3]. In situations necessitating
cesarean section in patients with suspected malignancy, careful consideration should be given
to selecting the most appropriate surgical incision, with the involvement of a gynecologic
oncologist in the surgical team. In cases where an adnexal mass is incidentally identified during
a cesarean section, it should be excised with precision and subjected to frozen section analysis.
If the frozen section result indicates malignancy, salpingo-oophorectomy should be considered.
Subsequently, postpartum care should include referral to a gynecologic oncologist for further
evaluation and management.
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S-07 Maternal And Neonatal Outcomes In Hellp Syndrome: 10 Years Of Clinical
Experience

Aysegiil Bestel!, Mustafa Goksu®
1 University Of Health Sciences, Istanbul Kanuni Sultan Suleyman Training And Research
Hospital,istanbul,turkey

Giris: HELLP sendromu gebelik veya dogumsonu donemde goriilen hemoliz, karaciger
enzimlerinin yiiksekligi ve platelet degerlerinde diisiikliik ile karakterizedir. Patogenezi net
olmamakla birlikte kompleman diizensizligi ve pihtilagsma sisteminin aktivasyonu bu duruma
yol acabilir. Amacimiz HELLP sendromu tanisi konulan hastalarda maternal sonuglar
belirlemektir.

Materyal ve metod: 10 yillik donemde tersiyer merkez hastanemizde HELLP tanisi alan
hastalarin verileri retrospektif olarak sistemden incelendi. Anne ve yenidogan komplikasyonlari
kaydedildi ve analiz edildi.

Sonuglar: 10 yillik donemde 70 HELLP sendromu vakasi vardi. Ortalama anne yas1 30,15+6,01
yildi. 9%88,6 s1 sezaryen ile %11,4 i normal vaginal dogum ile dogurtuldu. Dogum sirasindaki
ortalama gebelik siiresi 31,843,8 haftaydi. Bebeklerin ylizde 401 yenidogan yogun bakim
iinitesine (NICU) yatirildi. IUGR %52 sinde saptanmistir. Oligohidroamnios %13 iinde
saptanmistir. Ortalama dogum agirhigr 1918,10+785,5 idi. Ortalama kalig siiresi 6,05+3
giindii. Anne morbiditesi yiiksekti, ancak kisa vadeliydi ve tiim vakalarda tam iyilesme
saglandi. AST max 217,35+201,72; ALT max 203,744+234,00. 1 hastada eklampsi meydana
gelmigtir.

Tartisma: HELLP sendromu tanis1 konduktan sonra maternal morbidite ve mortalite hastanin
klinik durumu, laboratuar sonuglarinda anormallik ve gelisen komplikasyonlara baghdir.

Anabhtar kelimeler: HELLP sendromu, sonuglar, preeklampsi

Abstract
Maternal and neonatal outcomes in HELLP syndrome: 10 years of clinical experience

Introduction: HELLP syndrome is characterized by hemolysis during pregnancy or postpartum
period, elevated liver enzymes and low platelet values. Although the pathogenesis is not clear,
complement dysregulation and activation of the coagulation system may lead to this condition.
Our aim is to determine maternal outcomes in patients diagnosed with HELLP syndrome.

Material and method: The data of patients diagnosed with HELLP in our tertiary central hospital
over a 10-year period were retrospectively analyzed from the system. Maternal and neonatal
complications were recorded and analyzed.

Results: There were 70 cases of HELLP syndrome in the 10-year period. Mean maternal age
was 30.15+6.01 years. 88.6% were delivered by cesarean section and 11.4% by normal vaginal
delivery. The mean gestational age at delivery was 31.8+3.8 weeks.

40% of the babies were admitted to the neonatal intensive care unit (NICU). IUGR was detected
in 52%. Oligohydramnios was detected in 13%. The mean birth weight was 1918.10+785.5.
The mean length of stay was 6.05+3 days. Maternal morbidity was high, but short-term and full
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recovery was achieved in all cases. AST max value was 217.35£201.72; ALT max value is
203.74+234.00. Eclampsia occurred in 1 patient.

Conclusion: After the diagnosis of HELLP syndrome, maternal morbidity and mortality depend
on the clinical condition of the patient, abnormal laboratory results and developing
complications.

Keywords: HELLP Syndrome, Outcomes, Preeclampsia

Introduction

HELLP syndrome is characterized by hemolysis during pregnancy or postpartum period,
elevated liver enzymes and low platelet values(1). The prevalence of HELLP syndrome is
between 0.5% and 0.9%, and the mortality rate of these patients is up to 24% in the literature(2).

Although the pathogenesis is not clear, complement dysregulation and activation of the
coagulation system may lead to this condition.

Endothelial damage in preeclampsia causes microvascular damage and causes liver
dysfunction(3). HELLP syndrome develops with multiorgan microvascular damage, hepatic
necrosis, increased intravascular coagulation, and thrombocytopenia caused by platelets
sticking to the damaged endothelium(1). Renal dysfunction can also be seen in HELLP
syndrome, due to periportal hemorrhage with lobular necrosis in the liver and ischemic damage
to the kidneys due to microvascular damage(4, 5). Our aim is to determine maternal outcomes
in patients diagnosed with HELLP syndrome.

Material and method

The data of patients diagnosed with HELLP in our tertiary central hospital between 2012 and
2022 were retrospectively analyzed from the system. Maternal and neonatal complications were
recorded and analyzed.

Results

There were 70 cases of HELLP syndrome in the 10-year period. Mean maternal age was
30.15+6.01 years. 88.6% were delivered by cesarean section and 11.4% by normal vaginal
delivery. The mean gestational age at delivery was 31.8+3.8 weeks.

40% of the babies were admitted to the neonatal intensive care unit (NICU). IUGR was detected
in 52%. Oligohydramnios was detected in 13%. The mean birth weight was 1918.10+£785.5.
The mean length of stay was 6.05+3 days. Maternal morbidity was high, but short-term and full
recovery was achieved in all cases. AST max value was 217.35£201.72; ALT max value is
203.74+234.00. Eclampsia occurred in 1 patient.

Conclusion

After the diagnosis of HELLP syndrome, maternal morbidity and mortality depend on the
clinical condition of the patient, abnormal laboratory results and developing complications.
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Table 1: Results of HELLP patients

Mean+SD
Age 30,15+6,01
Gravity 2,2+1,31
Systolic blood pressure max | 164,01+24,09
Diastolic blood pressure max | 101,36+12,71
AST max 217,35+201,72
ALT max 203,74+234,00
Hospitalization (giin) 6,05+3
Prenatal magnesium time | 7,66+8,38
(saat)
Birth weight 1918,10+£785,5
Hb 11,6+1,46
Hct 34,07+5,31
Lenfosit 1,69+0,64
WBC 15,5+5,36

Table 2: Antenatal information in HELLP patients

Previous form of birth NSD: 23(60%)
C/S: 15(40%)

IUGR 32(52%)

Oligohidroamnios 7(13%)

Type of birth NSD: 8(11,4%)
C/S:62(88,6%)
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S-08 Laparoscopic Cervicoisthmic Cerclage: To Who And When?

Baris Sever?
1 Republic Of Turkey Ministry Of Health, Izmir Provincial Health Directorate, Izmir
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Obstetrics And Gynecology, Division Of Perinatalogy

Cervicoistmic cerclage was placed laparoscopically with a transabdominal approach at the 13th
gestational week of a patient who had a history of unsuccessful transvaginal cerclages at the
Perinatology Clinic of Izmir Tepecik Training and Research Hospital. A 5 mm mersilen suture
was used. No complications were encountered after the operation. No abnormality was
observed in the patient's follow-up until the 33rd gestational week. Fetal growth begins to slow
at the 33rd week of pregnancy . The follow-up of the patient was continued because the
abdominal circumference (AC) was 11th percentile (<10th percentile) and the amnion was
sufficient in the ultrasonographic examination. The pregnancy was ended by cesarean section
when the contractions started at the 36+2 weeks of gestation. A 2450 g baby with Apgar 9-10
was delivered. The cerclage was not removed at the request of the family. No problems were
encountered in the intraop and post op period. Placing cerclage in the cervicoistmic region with
the transabdominal approach has become a more frequently used method in recent years. It
should be well determined in which patients it will be used for and with which methods will be
applied. In this article, we evaluated the patient who had a cerclage with a transabdominal
approach.

Keywords: Cervical insufficiency, Laparoscopic cervicoisthmic cerclage, Transvaginal
cerclage

INTRODUCTION

In selected patients with cervical insufficiency, transabdominal placement of a cerclage
at the cervicoisthmic junction rather than transvaginal cerclage is performed to reduce the risk
of spontaneous pregnancy loss and/or preterm birth (1). The transabdominal approach is a more
morbid procedure than the transvaginal approach, especially if laparotomy rather than
laparoscopy is performed for placement, and a cesarean birth is generally required. So it should
be the last option. Patients suitable for the transabdominal approach can be listed as follows (2):
a) Unable to undergo a transvaginal procedure because an extremely short or absent cervix,
amputated cervix, marked cervical scarring, or cervical defect makes it technically impossible
to perform b) Failure to deliver a healthy newborn after at least one previous prophylactic
transvaginal cerclage (history-indicated or ultrasound-indicated but not a physical examination-
indicated cerclage).

The technique (McDonald versus Shirodkar) used for the previous cerclage does not
influence decision. No compelling evidence indicates that, before resorting to a transabdominal
approach, a Shirodkar cerclage should be attempted in the pregnancy after a failed prophylactic
McDonald cerclage. Improvement in birth outcome from transabdominal cerclage may be
related to (3): a) More proximal placement of the stitch (at the level of the internal os) b)
Decreased risk of caudal suture migration as the uterus enlarges c) Absence of a foreign body
in the vagina that could promote infection and inflammation

The laparoscopic approach is equally effective and probably superior to the open
approach as long as the provider has the requisite laparoscopic experience to perform the
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procedure. Due to lower morbidity, the laparoscopic approach is preferable when technically
feasible and the requisite surgical expertise is available. Twin pregnancy is not a
contraindication to transabdominal cerclage placement (4). The larger uterine size of a twin
pregnancy may make access to the lower uterus challenging with open or laparoscopic
approach, which is the reason some surgeons perform the procedure earlier in these
pregnancies.

In patients who meet criteria for transabdominal cerclage placement, the procedure can
be performed either preconception in patients planning to conceive or in early pregnancy after
ultrasound assessment of the embryo/fetus. There is no consensus as to the best approach.
Advantages of preconception placement include (5): a) The surgeon has optimum exposure
b)The risk of injury to the pregnancy is eliminated c) The risk of excessive procedure-related
bleeding is reduced compared with procedures performed during pregnancy. Very limited data
suggest preconception placement does not impair fertility (6). Still, up to 26 percent of patients
in a systematic review underwent the procedure and did not go on to have a pregnancy; the
reasons for not conceiving were not provided (7). In patients presenting in early pregnancy, a
transabdominal cerclage should be placed in the late first trimester to early second trimester
because: a) The risk of spontaneous pregnancy loss is lower than earlier in gestation b) Major
structural anomalies can be excluded by ultrasound performed at 11 to 13 weeks c)Information
from early aneuploidy screening (if desired) is available d) The uterus is not too large to make
it technically challenging. Later placement (>14 to 15 weeks) is undesirable since the large size
of the uterus makes the procedure more difficult, especially if performed laparoscopically, and
thus may be associated with a higher risk of complications. However, case reports have
described performing the procedure at 18 to 24 weeks (8). The Society for Maternal-Fetal
Medicine suggests first-trimester placement but adds that transabdominal cerclage can still be
considered before 22 weeks of gestation (2).

In patients who have undergone transabdominal cerclage placement, planned cesarean
birth at 36+0 to 37+6 weeks of gestation should be done to avoid the risk of uterine rupture
during labor. An advantage of transabdominal cervicoisthmic cerclage over transvaginal
cervical cerclage is the ability to leave the suture in place for future pregnancies. The cerclage
can be removed at cesarean birth if the patient is not planning additional pregnancies or left in
place if future pregnancies are planned.

Case

The patient is 32 years old, has no living children. Since she had 2 early second trimester
abortions, transvaginal cerclage was applied at 13 weeks of 3" pregnancy and at 16 weeks in
her 4™ pregnancy. Pregnancy with cerclage applied at 13 weeks resulted in abortion at 21 weeks
of gestation. 4" pregnancy with cerclage applied at 16 weeks resulted in preterm labor at 24
weeks. The baby died shortly after birth. When the patient applied to our clinic, she has a 9
week pregnancy (CRL: 9+1 weeks, fetal heart rate +, gestational sac regular). Laparoscopic
cervicoisthmic cerclage was planned because there was a previous history of recurrent-
unsuccessful transvaginal cerclage. The patient was screened for aneuploidy at 11 weeks. The
test result was found to be low risk. Aneuploidy markers were checked. No abnormality was
observed. Laparoscopic cervicoisthmic cerclage was performed when the patient was 13+0
weeks of gestation. The abdominal cavity was entered with a 10 mm trocar above the umbilicus.
Mild adhesions were observed in the omentum. 2 more 5 mm trocars from the left and 1 from
the right were placed into the abdominal cavity. In front of the uterus at the level of the isthmus,
the bladder was separated with a sharp dissection and the front of the uterus was released. A
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window was opened in the latum uteri on both sides of the uterus. A 5 mm mercilene suture
was passed medial to the uterine vessels (at the level of the uterine cardinal ligament). The
sutures passed from the right and left were tied at the isthmic level. The bladder was returned
to its former position. The operation was finished after bleeding control.

No problem was observed in the post-operative period. Postoperatively, it was observed
that the cerclage was in the cervicoistmic region when examined with ultrasound. Detailed
ultrasound and fetal echo were performed at the 20™ week of the gestation and found normal.
At 33 weeks of the gestation, mild regression was detected in AC measurements (AC 11-17
percentile, EFW 20-22 percentile). No abnormality was observed in the umbilical artery
Doppler values. Notch was not observed in the uterine arteries. The patient was followed up to
36+2 weeks with close follow-up. When the patient's contractions started at 36+2 weeks, the
patient was taken to cesarean section. A 2450 gr baby was delivered by cesarean section. Apgar
was found as 9-10 at the 1% and 5™ minutes. No adhesion was observed in the abdomen. The
uterus was entered with a transversal incision at the lower uterine segment. The location of the
cerclage was determined by palpation before the uterus incision. Since the bladder did not cover
the lower uterine segment, the uterus was entered without dissection of the bladder. The uterus
was closed as a single layer. Before the operation, the patient and his husband were interviewed,
the cerclage was left in place because the parent did not want the cerclage to be removed. There
was no problem in the post-operative period.

CONCLUSION

Laparoscopic cervicoisthmic cerclage is an effective method in cases where transvaginal
cerclage is insufficient. Patient selection should be done well in terms of morbidity, and the
possible risks of the surgery should be shared with the patient in detail. Cerclage placement
before conception can make the operation easier and more effective.
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Figure 1: Intraoperative images of laparoscopic cervicoisthmic cerclage-1
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Figure 3: The appearance of the cerclage during cesarean section at 36+2 weeks
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S-09 Pregnancy Associated Osteoporosis: A Case Report

Benil Nesli Ata’, Can Ata?
1 Cigli Egitim Ve Arastirma Hastanesi, Fiziksel Tip Ve Rehabilitasyon Klinigi
2 Buca Seyfi Demirsoy Egitim Ve Arastirma Hastanesi, Kadin Hastaliklar1 Ve Dogum Klinigi

Pregnancy associated osteoporosis (PAQ) is a rare type of premenopausal osteoporosis. It
presents with symptoms of severe low back pain and shortening in height seen in the last
trimester of pregnancy or in the postpartum period. The primigravid 20 year old patient had a
history of cesarean section at 38 weeks of gestation. Severe low back and back pain started one
week after birth. The patient's pain was not related to walking or moving. She stated that her
pain was continuous and severe enough to limit his activities of daily living. In the thoracic
vertebral MRI of the patient, height losses were detected in T10, T11, T12 and L1 vertebraes.
The patient, who was diagnosed with pregnancy-related osteoporosis, was treated with
teriparatide, an anabolic agent, for six months. In addition, the patient was started on vitamin D
and calcium replacement, and breastfeeding was terminated. The bone mineral density of the
patient, who applied to the our outpatient clinic for follow-up, was femoral neck Z score -2.6,
femoral total Z score -1.9, L1-L4 Z score -4.0. She had no known disease, trauma, smoking or
alcohol use in her history. After using lumbosacral orthosis for 8 months, the patient's low back
pain decreased and lumbar movements were evaluated as painless in all directions. The
treatment was planned considering the patient's re-pregnancy planning and the fact that the drug
did not accumulate in the bone matrix. We decided to continue the patient's treatment with the
monoclonal antibody denosumab. PAQ, it occurs in the first pregnancy and is often seen in the
last trimester of pregnancy or in the first 3 months after delivery. Depending on the postural
changes during pregnancy and the increase in the relaxin hormone levels, back pain that starts
in the last three months of pregnancy and ends in the postpartum period can be seen. This
situation causes the diagnosis of PAO to be missed or delayed. PAO should be considered in
the differential diagnosis of back pain in pregnant and postpartum patients. It is important to
make the diagnosis in the early period in order to prevent morbidity.

Keywords: back pain, pregnancy, premenopausal osteoporosis
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S-10 Uterus Didelpyhs With A Spontaneous Pregnancy At Term: A Rare Case Report

Avyse Demirden’, Beyzanur Kahyaoglu!
1 istanbul Kartal Dr.liitfi Kirdar Sehir Hastanesi

Uterus didelphys is a rare pathology resulting from the bilateral mullerian ducts absence of
fusion. This condition affects 5% of uterine malformations from mullerian ducts and is observed
in one woman in 1,000-30,000. A 24-year-old, gravid 2, abortus 1, admitted in obstetric
emergency departments for abdominal pain at 36 weeks gestation. The patient past medical
history was unremarkable. During examination, the blood pressure was 110/60 mmHg, the heart
rate was 60 beats / min. On the vaginal examination of the patient 2 cm cervical dilatation, and
breech presentation was determined. Non-stress test (NST) identified bradycardia and fetal
distress and she was prepared for emergency cesarean section. The surgical intervention was
performed under general anesthesia.A 2730 g, 49 cm, 33 cm head circumference, female infant
with breech presentation was born with APGAR scores of 6 and 8 at 1st and 5th min,
respectively. At the exteriorization of the uterus outside the peritoneal cavity, we discovered a
uterus didelphys (Figurel). The patient and newborn were discharged with good condition on
the postoperative 2 th day.The chance of reaching term for pregnancies with didelphys uterus
is reported as 20%—-30%. The birth rate by cesarean is reported as 82%. Our case was a term
pregnancy with a birth by emergency cesarean, due to breech presentation and fetal distress.
The delivery route depends on the presentation of the fetus and the occurrence of a previa
obstacle by the hemi-uterus during labor.

Keywords: Spontaneous pregnancy,Uterus didelpyhs

Introduction: Uterus didelphys is a rare pathology resulting from the bilateral mullerian ducts'’
absence of fusion. This condition affects 5% of uterine malformations from mullerian ducts and
is observed in one woman in 1,000-30,000. Obstetrical complications are numerous and
pregnancies with didelphys uterus have a chance of reaching term of 20%-30%. Herein, we
reported a case of pregnancy reaching term on uterus didelphys discovered during an
emergency Caesarean section.

Case: A 24-year-old, gravid 2, abortus 1, admitted in obstetric emergency departments for
abdominal pain at 36  weeks gestation. The patient past medical history was
unremarkable. During examination, the blood pressure was 110/60 mmHg, the heart rate was
60 beats / min. On the vaginal examination of the patient 2 cm cervical dilatation, and breech
presentation was determined. Non-stress test (NST) identified bradycardia and fetal distress and
she was prepared for emergency cesarean section. The surgical intervention was performed
under general anesthesia. A 2730 g, 49 cm, 33 cm head circumference, female infant with
breech presentation was born with APGAR scores of 6 and 8 at 1st and 5th min, respectively.
At the exteriorization of the uterus outside the peritoneal cavity, we discovered a uterus
didelphys (Figurel). The patient and newborn were discharged with good condition on the
postoperative 21" day.

Conclusion: The frequency of the uterus didelphys is rare. The incidence of uterine anomalies
ranges between 0.1% and 10%, 3.5% in the infertile population and 13% in the population with
repeated miscarriages. Of all congenital uterine anomalies, 6% are uterus didelphys. In uterus
didelphys cases there is no consensus on birth management. Studies have shown 24.4% preterm
birth, 68.6% live birth, 2%-3% ectopic pregnancy and 20.9% abortion rates with increased
obstetric complications. The chance of reaching term for pregnancies with didelphys uterus is
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reported as 20%-30%. The birth rate by cesarean is reported as 82%. Our case was a term
pregnancy with a birth by emergency cesarean, due to breech presentation and fetal distress.
The delivery route depends on the presentation of the fetus and the occurrence of a previa
obstacle by the hemi-uterus during labor.
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S-11 Rahim I¢i Kontraseptif Aracin Tubal Migrasyonu: Olgu Sunumu Tubal Migration
Of An Intrauterine Contraceptive Device: A Case Report

Bilgesu Cetinel Kaygun', Hiisnii Onur Durmaz®, Sercan Kantarci®
1 Aydin Kadin Dogum ve Cocuk Hastaliklar1 Hastanesi

OZET Rahim i¢i ara¢ (RIA), kadinlarda geri doniisimlii en yaygin kontrasepsiyon
yontemlerinden biridir. Uterin perforasyon ve ekstrauterin bolgelere go¢ gibi ciddi
komplikasyonlara neden olabilir. RIA'nin tiiplere migrasyonu c¢ok nadirdir ve literatiirde
kapsaml1 bir sekilde tanimlanmamaistir. 32 yasinda gravida 4, parite 3, 1 spontan vajinal dogum
2 sezeryani olan hasta 1 sene 6nce, postpartum 4.ayinda bakirli ria takim 6ykiisii mevcut olup;
adet gecikmesi sikayeti ile bagvurmasi tizerine yapilan ultrasonda; intrauterin 5 mm gestasyonel
sac (gs), yolk sac pozitif fetal pol ayirt edilememis olup,sol tuba igerisinde RIA izlendi. Hastaya
gebeligin devamu, 2. trimesterda laparoskopi ile RIA ¢ikarimi 6nerilmis olup, tubal ligasyon ve
gebelik tahliyesi istemi olan hastaya laparoskopik ria ¢ikarilmasi,bilateral tubal ligasyon,tahliye
kiiretaj islemi gerceklestirildi. RIA’nin fallop tiipiine olan migrasyonu olduk¢a nadir goriilen
ve heniiz tam olarak anlasilamamis bir komplikasyonudur. Bazi1 hastalarda asemptomatik
seyretmesi komplikasyonlara neden olabilir. Ozellikle dogum sonrasi siirecte yerlestirilen
RIA’larda mtrauterin yerlesim konusunda siiphe mevcutsa goriintiileme yontemleri ile tespit
edilmeli, olast komplikasyonlar ger¢eklesmeden mevcut durum ¢oziimlendirilmelidir.
ABSTRACT The intrauterine device (IUD) is one of the most common methods of reversible
contraception in women. This can cause serious complications such as uterine perforation and
migration to extrauterine regions. Migration of the IUD into the tubes is very rare and has not
been extensively described in the literature. A 32-year-old patient with gravida 4, parity 3, 1
spontaneous vaginal delivery and 2 cesarean section has a history of copper ria team 1 year ago,
in the postpartum 4th month; In the ultrasound performed upon his application with the
complaint of delayed menstruation; Intrauterine 5 mm gestational sac (gs), yolk sac positive
fetal pole could not be distinguished, and RIA was observed in the left tuba. Continuation of
pregnancy, IUD removal by laparoscopy in the 2nd trimester was recommended to the patient.
Migration of the 1UD into the fallopian tube is an extremely rare and not yet fully understood
complication. Asymptomatic course in some patients may cause complications. If there is any
doubt about intrauterine placement, especially in 1UDs placed in the postpartum period, it
should be detected by imaging methods and the current situation should be resolved before
possible complications occur.

Anahtar Kelimeler: IUD, Tubal Migration, Pregnancy

ABSTRACT
The intrauterine device (IUD) is one of the most common methods of reversible contraception
in women. This can cause serious complications such as uterine perforation and migration to
extrauterine regions. Migration of the IUD into the tubes is very rare and has not been
extensively described in the literature.

A 32-year-old patient with gravida 4, parity 3, 1 spontaneous vaginal delivery and 2 cesarean
section has a history of copper ria team 1 year ago, in the postpartum 4th month; In the
ultrasound performed upon his application with the complaint of delayed menstruation;
Intrauterine 5 mm gestational sac (gs), yolk sac positive fetal pole could not be distinguished,
and RIA was observed in the left tuba. Continuation of pregnancy, IUD removal by laparoscopy
in the 2nd trimester was recommended to the patient.
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Migration of the IUD into the fallopian tube is an extremely rare and not yet fully understood
complication. Asymptomatic course in some patients may cause complications.

If there is any doubt about intrauterine placement, especially in IUDs placed in the postpartum
period, it should be detected by imaging methods and the current situation should be resolved
before possible complications occur.

Keywords: IUD, Tubal Migration, Pregnancy

INTRODUCTION

The intrauterine device (IUD) is one of the most common methods of reversible contraception
in women. It offers a chance of contraception with a failure rate of less than 1% comparable to
permanent sterilization [1]. The imaging features of IUDs and their potential complications are
crucial to recognize in order to determine adequate positioning and ultimately function of the
IUD. Tubal migration of an intrauterine device is not well understood and has not been
extensively studied in literature. We report a rare case of a copper IUD embedded in the left
fallopian tube and 5 week pregnancy. Only a few such cases have been reported in the literature
to date.

CASE REPORT
Gravida 4, parity 3, one spontaneous vaginal delivery 2 cesarean section; she had a history of
copper rhinitis 1 year ago. She applied with the complaint of delayed menstruation.
In the vaginal examination, the cervix was multiparous, mobile tenderness, increased
temperature, bleeding was not observed, and no riae thread was observed. In the transvaginal
ultrasound, intrauterine 5 mm gestational sac, yolk sac positive fetal pole could not be
differentiated, and ria was observed in the left adnexal area. (Fig.1-Fig.2)
Her vitals; blood pressure, pulse was within normal limits, and no fever was observed.
In the abdominal examination, it was observed that the abdomen was comfortable, no defense,
no rebound.
When laboratory examinations are examined; white blood cell:10030 hemoglobine:11.4
platalet:302000, c-reactive protein-sedimentation-procalcitonin was negative, beta human
chorionic gonadotropin:13921.

When the patient's history was questioned, ria kit was provided for contraception in the
postpartum 4th month after cesarean section. At the time of insertion, the intrauterine riae was
observed in the control ultrasound. The patient did not participate in the follow-up control
examination. In this process, pelvic pain, high fever, nausea, vomiting, vaginal discharge are
not described.

Continuation of pregnancy and laparoscopic removal of the ria in the second trimester were
recommended to the patient, but the patient refused. The patient requested termination of
pregnancy and bilateral tubal ligation. Laparoscopic removal of lost ria, tubal ligation and
evacuation curettage were performed. In laparoscopy, uterus right adnex and other intra-
abdominal organs were observed as normal and free fluid was not observed. In the left tube, the
brightness of the ria was observed, ria extraction and bilateral tubal ligation were performed
(Fig.4-Fig.5a-Fig.5b). The patient was discharged on the 1st postoperative day.

On the 10th day control, general condition is good, vitals are stable, uterus is normal in size on
ultrasound, additional: 7 mm bilateral adnexa is normal, free fluid is not observed.

DISCUSSION
The IUD is an effective and safe method of contraception. This effective method can cause
serious complications such as uterine perforation and migration to extrauterine regions [2,3,4].
One of these complications, uterine perforation, is seen with a frequency of 1 in 1000, and
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besides being generally asymptomatic, it may also present with pelvic pain or bleeding [5,6].
Preferring this contraception method less than 6 months after birth or during breastfeeding
increases the risk of perforation. Because this period progresses with accelerated uterine
involution and endometrial atrophy, and this whole process increases the risk of perforation
[5,7]. In a study by Andersson et. al., at least 80% of patients with perforated 1UDs were
followed while breastfeeding at the time of insertion [8].

IUD causing uterine perforation; typically occurs at the time of insertion or within 1 year.

The patient had an asymptomatic process in terms of malposition and uterine perforation for
almost a year until she applied due to the menstrual delay caused by the current pregnancy [5].
The pathophysiology of IUD migration is not yet clearly understood. Specifically, migration of
the IUD into the tubes is very rare and has not been extensively described in the literature. There
are 3 cases of tubal migration, of which one of the few cases reported in the literature resulted
in a hydrosalpinx and pyosalpenx containing a copper-containing 1UD, another located behind
the bladder with tubal migration, and another resulted in tubal migration of levonergestrel ria
and tubal ectopic pregnancy. In our case, copper-containing IUD was inserted during
breastfeeding and 4 months after birth. It has been suggested that tubal migration may be due
to part of the ITUD penetrating the tubal ostium during insertion, or that the device may have
been forced to migrate towards the tubal ostium due to uterine contractions [9,10].

Similarly, migration of the IUD to a neighboring organ may occur through movements of the
omentum [5,6].

Another theory is the 2-stage migration where the IUD first pierces the uterine wall and then
pierces the fallopian tube wall. After the IUD has pierced the fallopian tube, and especially after
it has become embedded in the fallopian tube, copper deposition in the fallopian tube can cause
morphological changes and infiltration of inflammatory cells. This may result in hydrosalpinx
or pyosalpinx, as reported by Ozdemir et al. [10].

Given that the migration of the IUD may be symptom-free for many years, it is thought that the
true frequency is probably underreported. Most patients appear apparently asymptomatic,
although some patients have signs and symptoms suggestive of IUD perforation, such as pelvic
pain, bleeding, and/or infection. However, extrauterine perforation can cause serious
complications, including injury to adjacent structures such as the bowel and bladder [5].

The management of the migrating IUD is controversial; It is debatable whether the extrauterine
IUD should be removed in an asymptomatic woman [10]. The standard treatment for
extrauterine IUDs is surgery and can be performed laparoscopically or via laparotomy [5,11].
The preferred surgical treatment is laparoscopy; however, treatment depends on the degree of
perforation and clinical symptoms.

Failure to monitor IUD thread should raise concern for IUD migration, especially if it occurs
during insertion in the 6-month postpartum period, as seen in this patient.

CONCLUSION
Migration of the 1UD into the fallopian tube is an extremely rare and not yet fully understood
complication. Asymptomatic course in some patients may cause complications.
If there is any doubt about intrauterine placement, especially in 1UDs placed in the postpartum
period, it should be detected by imaging methods and the current situation should be resolved
before possible complications occur.
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Fig.1. Transvaginal ultrasound; intrauterine 5 mm gestational sac, yolk sac positive
fetal pole could not be differentiated.

. T
Fig. 3. Abdominal radiograph shows the intrauterine device projecting over the pelvis.
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ghtness in the left fallopian tube.

Fig. 4. onitoring of ria bri
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Fig.5a. Gentle traction easily dislodged IUD from left fallopian tube.

Fig.5b. Gentle‘frction easily dislodged 1UD from left fallopian tube.
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S-13 Gebelikte Plasental Goriiniimii Taklit Eden Myom
Biisra®, Tayfun?
1 Oflaz
2 Vural

Uterin miyomlar (leiomyomlar) uterusun iyi huylu diiz kas timorleridir. Miyomlarin hamilelik
iizerindeki potansiyel etkileri ve hamileligin miyomlar iizerindeki potansiyel etkileri, bu
timorlerin tireme ¢agindaki kadinlarda yaygin olmasi nedeniyle sik goriilen bir klinik endigedir.
Miyomlu hastalarin ¢ogunda hamilelik sirasinda miyomlara bagli herhangi bir komplikasyon
goriilmez. Agri en sik goriilen sorundur ve 6zellikle ¢oklu miyomlari, retroplasental miyomlari
ve boyutlar1 5 cm’den daha biiyiik olan hastalarda erken gebelik kaybi, erken dogum ve dogum,
fetal malprezentasyon ve plasentanin ayrilmasi gibi obstetrik komplikasyon riskinde hafif bir
artis olabilir. Dogum sonu ise patofizyolojik olarak miyomlar uterus kontraksiyonlariin hem
kuvvetini hem de koordinasyonunu azaltarak dogum sonu kanamaya zemin hazirlayabilir,
bdylece uterus atonisine yol agabilir.

Anahtar Kelimeler: leiomyom , gebelik
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S-14 Fetal Multiple Intestinal Atresia: Is It A Component of A Syndrom Accompanied
By Pancreatic Hypoplasia?

Ceren Saglam’
1 University Of Health Sciences, 1zmir Tepecik Training And Research Hospital, Gynecology
And Obstetrics Department, Division Of Perinatology

Objective: It’s aimed to emphasize the importance of syndromes or anomalies accompanied by
prenatally detected intestinal obstruction findings. Material and Method: The patient referred
to Izmir Tepecik Training and Research Hospital Perinatology Department was evaluated and
followed-up by ultrasonography. Results: In ultrasonographic evaluation of 23-year-old,
gravida-2, parity-1 case at the 17th week, a fetal intraabdominal cyst (17x23 mm) was observed.
Differential diagnoses of mesenteric cyst and enteric duplication cyst were considered initially.
The patient didn’t accept fetal genetic testing. There was early-onset symmetrical fetal growth
restriction. By the third trimester, there were polyhydramnios, minimal ascite and 3 enlarged
structures compatible with dilated stomach (48x23x19mm), cystic appearance (44x21mm) and
dilated bowel loop (42x19 mm), were thought as malrotation and obstruction secondary to
intestinal atresia or cyst compression. 1535 gr girl baby was delivered by cesarean section at
37th week. Neonatal laboratory tests revealed severe hyperglycemia (689mg/dl). The baby was
operated on postnatal 2nd day; there was no passage from the stomach to distal, duodenum and
gall bladder wasn’t observed, colon, ileum and jejunum were unused, and pancreas was quite
hypoplasic. Dilated cystic structures excised. Gastrojejunostomy and portoenterostomy were
performed. Severe hyper/hypoglycemia attacks, pancytopenia, metabolic acidosis, and
recurrent resistant sepsis attacks developed consecutively. On the postnatal 92nd day she died
after cardiac arrest. Karyotype and microarray evaluation was normal. Excised dilated cystic
structures were reported had gastric and duodenal epithelium in pathologic examination.
Conclusion: The frequency of intestinal atresia, most of which is duodenal atresia, has been
reported as 1.3-3.5/10000 live births. However, anomaly combinations accompanied by
pancreatic hypoplasia and multiple atresias are very rare, but they have been previously reported
in case series and with genetic mutations as Martinez—Frias syndrome and Mitchel-Riley
syndrome. Since the majority of these cases are lethal in the postnatal period, it’s very important
to provide appropriate genetic counseling and inform family about the prognosis.

Keywords: Fetal intestinal atresia, pancreatic hypoplasia, prenatal diagnosis, Martinez-Frias
Syndrome, Mitchel-Riley Syndrome.
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Figure 1. (a,c,d) 3enlarged gastric, intestinal and cystic structures in the same plane, (d) ascite
and (b,e,f)) other views of dilated structures are seen in the ultrasonographic images.
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S-15 Heterotopic Pregnancy

Ceyla Ceyhan', Mehmet Ozeren?
1 Saglik Bilimleri Universitesi Izmir Tepecik Egitim Arastirma Hastanesi Kadin Hastaliklart
ve Dogum Klinigi
2 Saglik Bilimleri Universitesi Izmir Tepecik Egitim ve Arastirma Hastanesi

HETEROTOPIC PREGNANCY Heterotopic pregnancy is defined as the coexistence of
intraauterine and extrauterine gestation. Heterotopic pregnancy is an extremely rare condition
if there is no risk factors.The most important risk factor is previous surgery of the fallopian
tubes.The incidence of spontaneous heterotopic pregnancy is known as 1/30,000. In
reproductive treatment pregnancy frequency is %0.09 - %1.Early diagnosis and treatment of
heterotopic pregnancies are important for prevention of mortality, morbidity,and future fertility.
CASE PRESENTATION A 23-year- old woman with 10 weeks of amenorrhea and left
abdominal pain came policlinic. She has 2 vajinal birth and 2 abortion and no abdominal
surgery. And her transvaginal ultrasound has bicornu uterus,7w+5 intrauterin gestation (with
negative heart beat )in one of the bicornu and left adnexial gestation (9w+3 with positive heart
beat ) in a natural conception and minimal free fluid. Her vital are stabil. The patient underwent
emergency laparoscopy.There was nearly ruptured left-sided tubal pregnancy with minimal
hemoperitoneum and adhesion from past pelvic infections.and left ovarian was adherence to
left tuba and adnexial mass.So we did laparoscopic tubal and ovarian surgery and for intrauterin
missed had termination. The patient is discharged after second day of surgery. CONCLUSION
Although spontaneous heterotopic pregnancy is a rare condition, heterotopic pregnancy must
be kept in mind and it should be included in the differential diagnosis of pelvic pain in
pregnancy. Laparoscopy is a safe option for the treatment of heterotopic pregnancy.

Keywords: Heterotopic Pregnancy,laparoscopy
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S-16 A Case Report On Termination Of Cesarean Scar Pregnancy With Truclear
Hysteroscopic Mechanical Tissue Morcellation Technique

Cihan Bademkiran', Mehmet Yaman?, Mehmet Salih Alglml, Emine Akkus!
1 Saglik Bilimleri University Gazi Yasargil Training And Research Hospital

Pregnancy with implantation in a cesarean scar is the rarest form of ectopic pregnancy and is a
life-threatening clinical condition. Early diagnosis and treatment is required. Since early
diagnosis could not be made in the past, the only treatment; It was to perform an emergency
laparotomy to prevent death due to maternal morbidity, massive bleeding, and uterine rupture.
However, there are also preventive options in treatment today. Uterine preservating options can
be listed as surgical, medical and minimally invasive interventions. Data on cesarean scar
pregnancy are mostly based on case reports due to its rarity. Therefore, there is no agreed
clinical management on the diagnosis and treatment. In our case report, we wanted to emphasize
that scar pregnancy was successfully treated with the truClear mechanical tissue morcellation
technique. Cesarean scar pregnancy is a serious obstetric event and early diagnosis is important.
Treatment is prone to complications due to the location of the pregnancy. The main aim of
treatment should be to minimize damage to the functional layer of the cavity and complications
such as rupture. For this purpose, the use of mechanical tissue morcellation technique may be
safe, but more cases and data are needed for definitive results.

Keywords: Scar Pregnancy, Complication, Hysteroscopy
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S-18 Hydrocephalus And Acrania In Monochorionic Monoamniotic Twin Pregnancy: A
Rare Case Report And Literature Review

Caglasu Keles®, Secil Karaca Kurtulmus®
1 Izmir Katip Celebi Universitesi Atatiirk Egitim Arastirma Hastanesi

In the realm of obstetrics, twin pregnancies present a captivating yet intricate subject of study.
The phenomenon of two fetuses developing simultaneously within the same maternal
environment brings to light a range of physiological and developmental intricacies. A
particularly compelling facet of this phenomenon involves the potential anomalies that can
affect the central nervous system of these developing fetuses. Craniospinal malformations seem
to be the most common disorders in multiple pregnancies. The incidence rate is higher in twin
pregnancies with fetal central nervous system malformations .In conclusion, central nervous
system malformations in multiple pregnancies have a higher incidence in monochorionic twin
pregnancies than in the general population. However, the incidence of two different central
nervous system malformations is very low in monochorionic twins. In this case, we present
different central nervous system anomalies of fetuses in monochorionic monoamniotic twin
pregnancy. In this case, hydrocephalus was found in one fetus and acrania in the other in
monochorionic monoamniotic twin pregnancy. Both fetuses were diagnosed with craniospinal
malformation, and parents were informed about the negative course of the fetuses. After the
completion of the legal procedures, termination was made at the 16th week of pregnancy with
the consent and decision of the parents. External images of the fetuses confirmed the diagnosis.
The family refused to perform an autopsy. Early detection of anomalies through advanced
imaging techniques and genetic testing allows for informed decision-making and the
implementation of appropriate management strategies.

Keywords: Twin, Monochorionicity, Hydrocephalus, Acrania

INTRODUCTION

Twin pregnancies are considered as obstetric pathological conditions because of the possible
risk of complications. The incidence of multiple pregnancies has increased significantly due to
the widespread use of assisted reproductive techniques. About two-thirds of twins are dizygotic.
Its prevalence is 7-11/1000 births and increases in parallel with increasing maternal age.
Craniospinal malformations seem to be the most common disorders in singleton pregnancies as
well as in multiple pregnancies. In twin pregnancies, in addition to neural tube defects, the
prevalence of hydrocephalus is three times higher, and the prevalence of other central nervous
system malformations is one and a half times higher. Some publications report an even higher
- up to 10-15 fold - increase in the prevalence of anencephaly. The incidence of
monochorionicity is approximately 25% in all twin pregnancies, but the incidence rate is higher
in twin pregnancies with fetal central nervous system malformations. Sebire et al. found that
the rate of association between monochorionicity and anencephaly was approximately 46%.
However, if we examine the relationship between monochorionicity and all malformations of
the central nervous system in our focus, we find the incidence rate just below 53%. In
conclusion, central nervous system malformations in multiple pregnancies have a higher
incidence in monochorionic twin pregnancies than in the general population. However, the
incidence of two different central nervous system malformations is very low in monochorionic
twins. In this case, we will present different central nervous system anomalies of fetuses in

60



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

monochorionic monoamniotic twin pregnancy.

CASE REPORT

A 31-year-old patient with gravida 2 parity and 1 twin pregnancy, who had one previous
cesarean section, was referred to the perinatology department from an external center due to
comorbidity in her twin. When the patient applied to us, she was in the 16+4th week of her
pregnancy. MCMA twin pregnancy was detected in the USG of the patient. 1. Fetal biometry
was monitored as BPD:36MM 17W+2D, HC:128MM 12W+4D, AC:93MM 15W+4D,
FL:17MM 15W+1D. In addition, the right lateral ventricle was 15mm, the left lateral ventricle
was 11.5mm, (Figure 1) tcd was 14mm (<3p). Cisterne Magna obliterated, 3rd ventricle dilated.
2. Fetal calvarium was not observed in fetus. Appearance compatible with Akrania was
observed. His biometry was viewed as AC 103MM 16W+2D, FL 18MM 15+4D. Afterwards,
the patient was discussed in the Perinatology council of our hospital. It was decided to terminate
the pregnancy. The patient was interned and he was dealt with in detail. After obtaining their
consent, 300 microgram misoprostol was administered vaginally every 3 hours. At the 3rd dose,
the patient had spontaneous abortion. Monochorionic placenta was observed in the abortion
material, hydrocephalus in the 1st fetus and acrania in the 2nd fetus. (Figure 3, 4) Then the
patient underwent revision curettage. Endometrial thickness was measured as 4mm on control
USG. No active bleeding was observed in her vaginal examination. The patient was discharged
with recommendations.

IKCU TIP F. PERINATOLOJI
13

Figure 1 (right lateral ventricle was 15mm, left lateral ventricle was 11.5mm.)
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Figure 2 (Fetal calvarium was not observed. Appearance compatible with
acrania was observed. )

Figure 3: Monochorionic placenta, fetuses
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Figure 4.1: Fetus with hydrocephalus Figure 4.2: Fetus with acrania

DISCUSSION

Major structural central nervous system abnormalities can be easily diagnosed by prenatal USG
examination. It has been reported that approximately 30% of pregnancies terminated after the
12th week of pregnancy are due to CNS abnormalities. However, since many structures do not
become sonographically evident until the second and third trimester, not all abnormalities can
be detected by USG. Confirmation of prenatal USG findings with postmortem examination is
the gold standard for quality control and evaluation of USG diagnosis. Additional postmortem
examination provides clinically relevant information and is a useful tool for a thorough
evaluation and optimal genetic counseling, leading to an accurate syndromic diagnosis or
further genetic and/or chromosomal investigations. When a decision is made about the outcome
of a mismatched twin pregnancy for a particular malformation of the central nervous system
after the prenatal diagnosis is made, several questions are taken into account. Chorionicity,
amnionity, gestational age, and position of the affected fetus relative to the uterine orifice are
essential pieces of information, such as information on the prognosis of the specific
malformation, possible treatments, or information on obstetric complications associated with
the specific malformation. The aim is to terminate the pregnancy before 16 weeks of gestation
if possible, because the risk of invasive curettage increases as time passes.
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S-19 Total Laparoskopik Histerektomi Sonrasi Dren Yerinden Batin Disina Omentum
Herniasyonu Gelisen Olgunun Yonetimi

Dilara Can', Ahkam Goksel Kanmaz'
1 Izmir Tepecik Egitim ve Arastirma Hastanesi

Jinekolojik cerrahi islemler icinde histerektomi en sik uygulanan operasyondur. Histerektomi,
cerrahin tecriibesi ve hastaya ait daha 6nce gecirilmis cerrahi 6ykii veya uterus biiyiikliigii gibi
etkenlere bagli olarak abdominal, vajinal veya laparoskopik olarak gerceklestirilebilir.
Jinekoloji poliklinigine anormal uterin kanama ve sik idrara ¢ikma sikayeti ile bagvuran 55
yasinda olgu degerlendirildi. Mevcut bulgularla olguya total laparoskopik histerektomi +
unilateral salpingo-ooferektomi + tanisal sistoskopi operasyonu onerildi ve yapildi. Batin sol
alt kadranda bulunan 5 mm’lik port yerinden Douglas bosluguna 1 adet 3 delikli silikon dren
yerlestirildi. Yapilan dren takibinde postoperatif 20. Saatte drenden 100 cc serohemorajik mayi
izlendi. Dren sifirlanarak takibe devam edildi. Postoperatif 24. Saatte drenin spontan olarak
ayrilarak batin disina ¢iktigir goriildii. Batin port insizyonundan dren ile beraber omentum
herniasyonu oldugu goriildii. Tanisal laparoskopi planlandi. Yapilan laparoskopik gézlemde
batin sol alt kadranda bulunan 5 mm’lik port insizyonundan omentumun protriize oldugu
gorildii. Bipolar koter ve soguk makas ile makroskobik normal goriinen omentum hattindan
parsiyel omentum rezeksiyonu yapildi. Kanama kontrolii sonras1 Douglas’a 1 adet nelaton dren
yerlestirilerek operasyona son verildi. Postoperatif 1. Giinde taburcu edildi. Hastanin patoloji
sonucu histerektomi materyali leiomiyom ile uyumlu, omentum materyali fokal nekroz ve
kanama alanlar1 iceren lipomat6z doku(omentum) olarak raporlandi. Laparoskopik cer—ra—hide
operasyon bitirilirken 10 mm port yer—le—ri ve ¢ok kul—la—ni—lan ya da genis—le—yen 5 mm
port yer—le—ri—nin fas—ya de—fekt—le—ri ka—pa—til-ma—li—dir.

Anahtar Kelimeler: Laparoskopik Histerektomi, Fasya Defekti, Omentum

ABSTRACT

Among gynecological surgical procedures, hysterectomy is the most frequently performed
operation. Hysterectomy can be performed abdominal , vaginal or laparoscopic way , depending
on factors such as the surgeon's experience and the patient's previous surgical history or uterine
size .

A 55 years old case who applied to the gynecology clinic with complaints of abnormal uterine
bleeding and frequent urination was evaluated. With the current findings, total laparoscopic
surgery was performed on the case. Hysterectomy + unilateral salpingo-oophorectomy +
diagnostic cystoscopy operation was recommended and performed. A 3-hole silicone drain was
placed into the Douglas space through the 5 mm port in the left lower quadrant of the abdomen
. During the drain follow-up, 100 cc of serohemorrhagic fluid was observed from the drain at
the 20th postoperative hour . The drain was reset and follow-up continued. At the 24th
postoperative hour, it was observed that the drain spontaneously separated and went out of the
abdomen through to the port incision. Omentum with drain through abdominal port incision it
was observed that there was a herniation . Diagnostic laparoscopy was planned. In the
laparoscopic observation, it was observed that the omentum was protruded through the 5 mm
port incision in the left lower quadrant of the abdomen. Partial resection of the omentum was
performed from the macroscopically normal-appearing omentum line with bipolar cautery and
cold scissors. After bleeding control, a nelaton drain was placed in Douglas and the operation
was completed. She was discharged on postoperative day 1. The patient's pathology result was
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reported as hysterectomy material compatible with leiomyoma , and omentum material as
lipomatous tissue ( omentum ) containing focal necrosis and bleeding areas .

In laparoscopic surgery operations, fascia incisions in 10 mm port areas and frequently used or
expanded 5 mm port areas should be closed when completing the case.

Keywords: Laparoscopic Hysterectomy, Fasia Defect, Omentum

GIRIS

Giris

Jinekolojik cerrahi islemler iginde histerektomi en sik uygulanan operasyondur(l).
Histerektomi, cerrahin tecriibesi ve hastaya ait daha 6nce geg¢irilmis cerrahi dykii veya uterus
biyiikliigi gibi etkenlere bagli olarak abdominal, vajinal veya laparoskopik olarak
gerceklestirilebilir(2). Laparoskopik olarak gerceklestirilen histerektomi; postoperatif agri,
morbidite, kan kaybi, normal aktivitelere donme siiresi, yara enfeksiyonu ve hastanede kalis
stiresi bakimindan abdominal histerektomiye {istiindiir(3). Bu avantajlarina ragmen
komplikasyon orani, 6grenme egrisinin uzun siirmesi, operasyon siiresinin uzamasi dezavantaj
olarak karsimiza ¢ikmaktadir(4). Laparoskopik histerektomi genellikle 2 adet 5 mm ve 2 adet
10 mm port kullanilarak yapilir.

Yontem

Jinekoloji poliklinigine anormal uterin kanama ve sik idrara ¢ikma sikayeti ile bagvuran 55
yasinda olgu degerlendirildi. Olgunun bilinen hipertansiyon ve diyabet tanis1 mevcuttu.
Ug vajinal dogumu ve dis merkezde over kisti nedeniyle laparatomi ile sag ooferektomi
operasyonu Oykiisii mevcuttu.

Bulgular

Hasta transvajinal ultrason ile degerlendirildi ve uterus korpus anteriorda endometriuma basi
yapan 57x60 mm intramural miyom niivesi izlendi. Sol over yas ile uyumlu atrofik olarak
degerlendirildi. Ardindan yapilan endometrial Ornekleme sonucu diizensiz proliferatif
endometrium olarak raporlandi.

Hasta mevcut bulgular ile degerlendirildi ve laparoskopik histerektomi unilateral salpingo-
ooferektomi seklinde operasyon secenegi sunuldu. Hastanin kabul etmesi iizerine operasyon
oncesi hazirlik tamamlandi. Olguya total laparoskopik histerektomi + unilateral salpingo-
ooferektomi + tanisal sistoskopi operasyonu yapildi. Batin sol alt kadranda bulunan 5 mm’lik
port yerinden Douglas bosluguna 1 adet 3 delikli silikon dren yerlestirildi. Dren ipek siitur ile
tespit edildi. Yapilan dren takibinde postoperatif 20. Saatte drenden 100 cc serohemorajik mayi
izlendi. Dren sifirlanarak takibe devam edildi. Postoperatif 24. Saatte drenin spontan olarak
ayrilarak batin digina ¢iktig1 goriildii. Yapilan muayenede drenin 3 deligi intakt olarak izlendi.
Batin port insizyonundan dren ile beraber omentum herniasyonu oldugu goriildii. Hastaya bilgi
verildi. Tanisal laparoskopi planlandi. Yapilan laparoskopik gézlemde batin sol alt kadranda
bulunan 5 mm’lik port insizyonundan omentumun protriize oldugu goriildii. Bipolar koter ve
soguk makas ile makroskobik normal goriinen omentum hattindan parsiyel omentum
rezeksiyonu yapildi. Kanama kontrolii sonras1 Douglas’a 1 adet nelaton dren yerlestirilerek
operasyona son verildi. Postoperatif takibi yapilan olgu ek yakinma gelismemesi lizerine
postoperatif 1. Gilinde taburcu edildi. Hastanin patoloji sonucu histerektomi materyali
leiomiyom ile uyumlu, omentum materyali fokal nekroz ve kanama alanlar1 iceren lipomat6z
doku(omentum) olarak raporlandi.
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Sekil 1: Hasta operasyon masasinda iken gdriinen omentum herniasyonu

SONUC VE TARTISMA

Laparoskopik cerrahi operasyonlarinda vaka bitirilirken 10 mm port yerleri ve ¢ok kullanilan
ya da genisleyen 5 mm port yerlerinde olusan fasya insizyonlar1 kapatilmalidir.Port
insizyonundan herni riskini arttiran faktorler port deliginin ¢ok fazla manipiilasyonu, materyal
cikartilirken fasyanin gerilmesi ve fasya defektinin kapatilmamasidir. Bu tiir durumlarda
omentum, barsak ve her ikisinin herniasyonu goriilebilir. Komplikasyon oranin diisiirmek i¢in
fasya defektleri mutlaka onarilmalidir.
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S-20 Servikal Elongasyonun Eslik Ettigi Pelvik Organ Prolapsusu Olgularinda Vaginal
Histerektomi Sonrasi Niiks Oranlarimiz

Dilek Uysal!, Mustafa Sengiil’
1 Izmir Katip Celebi Universitesi Atatiirk Egitim ve Arastirma Hastanesi

Giris: Servikal kollum elangasyonu pelvik organ prolapsus(POP) olgularinin %40'inda
saptanan yaygin goriilen bir bulgudur. Bu olgularda vaginal histerektomi(VH) en sik uygulanan
cerrahi prosediir olmaktadir. Cerrahi sonrast bu olgularda POP rekiirens sikligr ile ilgili
literatiirde ¢ok fazla ¢alisma yoktur. Calismamizda 2010-2020 yillar1 arasinda Vaginal
Histerektomi yapilan hastalarda servikal uzunlugun niiks oranlarina etkisini karsilagtirmay1
hedefledik. Materyal Metod: Bu tek merkezli retrospektif ¢alismada, 2010-2020 yillar1 arasinda
POP nedeniyle VH uygulanan kadinlar toplanmistir. Vakalar, Pelvik Organ Prolapsusu
Nicelik(POP-Q) sisteminin C noktasi >0 ve tahmini servikal uzunlugun >5 cm olmasi temelinde
servikal kollum elangasyonu varlig1 yoklugu agisindan iki gruba ayrildi. Primer sonug, POP-Q
sistemi tarafindan degerlendirilen pelvik organ prolapsusunun (POP) niiksetmesiydi. Iki grubun
sonuclart egilim skoru eslesmesi sonrasi yas, parite ve preoperatif POP-Q evreleri agisindan
karsilastirildi. Hastalar operasyon sonrasi takip siireglerinde niiks POP ag¢isindan incelendi. Pre
operatif ve post operatif C noktalar1 kayit altina alindi. Es zamanli hasta 6zellikleri, operasyon
kayitlar1 ve postoperatif komplikasyon verileri degerlendirmeye alindi. Istatistiksel analiz
Stirekli degisken dagiliminin normalligi Shaphiro wilk testi ile test edilmistir. Normal olmayan
sayisal verileri 2 grup arasinda karsilastirmak i¢in Mann whitney u testi kullanildi. Ameliyat
oncesi ve sonrasi Ol¢iimleri karsilastirmak icin Wilcoxon testi yapildi. Kategorik degiskenler
icin gruplan karsilastirmak icin ki-kare testi uygulandi. Windows siiriim 24.0 i¢in SPSS ile
istatistiksel analiz yapildi ve p <0.05 degeri istatistiksel olarak anlamli kabul edildi. Bulgular:
Grup eslestirme, her iki grupta da benzer demografi sagladi. Preoperatif C noktalar1 agisindan
karsilastirildiginda servikal elongasyonun eslik ettigi POP olgularinda 3 (2 -4 ) (n=33), diger
grupta 2.5 (1.5 -4) (n=40) olarak ol¢iilmiistiir (p:0.782). Postoperatif C noktalar1 agisindan
karsilastirildiginda servikal elongasyonun eslik ettigi POP olgularinda -3 (-4 /-3 ) (n=33), diger
grupta -2 (-3 /-2 ) (n=40) olarak 6l¢iilmiistiir (p:0.011). Operasyon siireleri karsilastirildiginda
servikal elongasyonun eslik ettigi POP olgularinda operasyon siiresi/dk 98 (79 -138.5 ), diger
grupta 83 (60 -116 ) olarak saptanmistir(p:0.013). Sonug: Serviksin elangasyonu pelvik organ
prolapsusu olan kadinlarda yaygin bir bulgudur. Altta yatan patofizyolojik mekanizmalar ve
servikal uzamanin gelisimi su anda tam olarak anlasilmamistir. Servikal kollum uzunlugunun
eslik ettigi POP'lu kadinlarda vaginal histerektomi sonrast POP rekiirensi normal servikal
uzunlugu olan POP hastalarina gore daha az saptanmaistir.

Anahtar Kelimeler: Servikal kollum uzunlugu, Vaginal histerektomi, Pelvik Organ
Prolapsusu

ABSTRACT

Introduction: Cervical collum elangation is a common finding found in 40% of pelvic organ
prolapse(POP) cases. In our study, we aimed to compare the effect of cervical length on
recurrence rates in patients who underwent Vaginal Hysterectomy between Dec 2010 and Dec
2020. Method: In this single-centered retrospective study, women who underwent VH due to
POP between 2010 and 2020 were collected. Dec. The cases were divided into two groups in
terms of absence of presence of cervical collum elangation on the basis of point C of Pelvic
Organ Prolapse Quantity(POP-Q) system >0 and estimated cervical length >5 cm. The primary
outcome was recurrence of pelvic organ prolapse (POP) evaluated by the POP-Q system. The
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results of the two groups were compared in terms of age, parity and preoperative POP-Q stages
after matching the propensity score. Patients were examined in terms of recurrence POP during
the postoperative follow-up processes. Pre operative and post operative C points were recorded.
Simultaneous patient characteristics, operation records and postoperative complication data
were evaluated Statistical analysis The normality of the continuous variable distribution was
tested with the Shaphiro wilk test. Mann whitney u test was used to compare abnormal
numerical data between 2 groups. Dec. Wilcoxon test was performed to compare preoperative
and postoperative measurements. The chi-square test was applied to compare the groups for
categorical variables. Statistical analysis was performed with SPSS for Windows version 24.0
and a value of p <0.05 was considered statistically significant. Results: Group matching
provided similar demographics in both groups. Compared to the preoperative C points, it was
measured as 3 (2 -4) (n=33) in POP cases accompanied by cervical elongation, 2.5 (1.5 -4)
(n=40) in the other group (p:0.782 ). When compared in terms of postoperative C points, it was
measured as -3 (-4 / -3) (n=33) in POP cases accompanied by cervical elongation, -2 (-3/-2)
(n=40) in the other group (p:0.011 ). Compared to the operation times, the operation time/min
was found to be 98 (79 -138.5 ) in POP cases accompanied by cervical elongation, and 83 (60
-116 ) in the other group(p:0.013 ). Conclusion: Cervical elangation is a common finding in
women with pelvic organ prolapse. The underlying pathophysiological mechanisms and the
development of cervical elongation are currently not fully understood. In women with POP
accompanied by cervical collum length, POP recurrence after vaginal hysterectomy was found
to be less than in POP patients with normal cervical length.

Keywords: Cervical collum length, Vaginal hysterectomy, Pelvic Organ Prolapse

GIRIS

Servikal kollum elangasyonu pelvik organ prolapsus(POP) olgularinin %40'inda saptanan
yaygin goriilen bir bulgudur. Bu olgularda vaginal histerektomi(VH) en sik uygulanan cerrahi
prosediir olmaktadir. Cerrahi sonras1 bu olgularda POP rekiirens siklig1 ile ilgili literatiirde cok
fazla ¢alisma yoktur. Calismamizda 2010-2020 yillar1 arasinda Vaginal Histerektomi yapilan
hastalarda servikal uzunlugun niiks oranlarina etkisini karsilagtirmay1 hedefledik.

YONTEM

Bu tek merkezli retrospektif ¢alismada, 2010-2020 yillar1 arasinda POP nedeniyle VH
uygulanan kadinlar toplanmistir. Vakalar, Pelvik Organ Prolapsusu Nicelik(POP-Q) sisteminin
C noktast >0 ve tahmini servikal uzunlugun >5 cm olmasi1 temelinde servikal kollum
elangasyonu varligi yoklugu agisindan iki gruba ayrildi. Primer sonug, POP-Q sistemi
tarafindan degerlendirilen pelvik organ prolapsusunun (POP) niiksetmesiydi. Iki grubun
sonuclart egilim skoru eslesmesi sonrasi yas, parite ve preoperatif POP-Q evreleri agisindan
karsilastirildi. Hastalar operasyon sonrasi takip siire¢lerinde niiks POP ag¢isindan incelendi. Pre
operatif ve post operatif C noktalar1 kayit altina alindi. Es zamanli hasta 6zellikleri, operasyon
kayitlar1 ve postoperatif komplikasyon verileri degerlendirmeye alindi. Istatistiksel analiz
Stirekli degisken dagiliminin normalligi Shaphiro wilk testi ile test edilmistir. Normal olmayan
sayisal verileri 2 grup arasinda karsilastirmak i¢in Mann whitney u testi kullanildi. Ameliyat
oncesi ve sonrasi Ol¢timleri karsilastirmak icin Wilcoxon testi yapildi. Kategorik degiskenler
icin gruplan karsilagtirmak i¢in ki-kare testi uygulandi. Windows stiriim 24.0 i¢in SPSS ile
istatistiksel analiz yapildi ve p <0.05 degeri istatistiksel olarak anlamli kabul edildi.
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BULGULAR

Grup eslestirme, her iki grupta da benzer demografi sagladi(Tablo-1). Preoperatif C noktalar
acisindan karsilastirildiginda servikal elongasyonun eslik ettigi POP olgularinda 3 (2 -4 )
(n=33), diger grupta 2.5 (1.5 -4) (n=40) olarak ol¢iilmiistiir (p:0.782). Postoperatif C noktalari
acisindan karsilastirildiginda servikal elongasyonun eslik ettigi POP olgularinda -3 (-4 /-3 )
(n=33), diger grupta -2 (-3 /-2 ) (n=40) olarak Ol¢lilmiistiir (p:0.011) (Tablo-2). Operasyon
stireleri karsilastirildiginda servikal elongasyonun eslik ettigi POP olgularinda operasyon
stiresi/dk 98 (79 -138.5 ), diger grupta 83 (60 -116 ) olarak saptanmistir(p:0.013).
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VH+SE (n=33) VH(n=40) P
Median [25%- Median [25%-
Variables 75%] 75%]
Yas 57 [38 -67 ] 61.5[54 -68.5] 0.110
29.36 [26.05 -32.03 |30.27 [25.16 -32.22
BMI ] ] 0.978
Parite 3[2-3] 3[2-4] 0.162
izlem siiresi ay 74 [65-91] 76 [58.5-95 ] 0.859
HASTANEDE
KALIS(giin) 2[2-3] 3[2-3] 0.098
PREOP D -5[-5--4] -4 [-5--3] 0.002*
OP SURESI(dk) 83 [60-116] 98 [79 -138.5] 0.013*
Tablo 1.
VH+SE (n=33) VH(n=40)
Median [25%- Median [25%-
75%] 75%]
Post PREOP C
menapoz NOKTASI 3[2-4] 2[15-3] 0,441
POSTOP C
NOKTASI -3[-4--3] -25[-3--2] 0,004*
Within group P=0.001* P=0.001*
Pre menapoz |PREOP C
NOKTASI 25[1-4] 35[15-45] 0,616
POSTOP C
NOKTASI -3[-4--2] -2[-3--2] 0,110
Within group P=0.001* P=0.001*
Tablo 2.
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SONUC VE TARTISMA

Serviksin elangasyonu pelvik organ prolapsusu olan kadinlarda yaygin bir bulgudur. Altta
yatan patofizyolojik mekanizmalar ve servikal uzamanin gelisimi su anda tam olarak
anlagilmamistir. Servikal kollum uzunlugunun eslik ettigi POP'lu kadinlarda vaginal
histerektomi sonras1 POP rekiirensi normal servikal uzunlugu olan POP hastalarina gore daha
az saptanmistir.

KAYNAKCA
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S-21 A Tertiary Hospital Experience Of Applicability Of Hysteroscopic Tissue
Morcellation In Myom And Polyps

Cihan Bademkiran®
1 Saglik Bilimleri University Gazi Yasargil Training And Research Hospital

Hysteroscopy is the standard modality of diagnosis and treatment of endometrial pathologies.
Patient selection for this procedure is usually based on preoperative ultrasound scan results. By
means of hysteroscopy, procedures such as polyp and fibroid resection, synechiolysis,
sterilization, septum resection and removal of residual pregnancy products are performed. In
addition to being an organ preservating surgery, being a minimally invasive procedure is one
of its biggest advantages. The hysteroscopy procedure is prone to complications and may cause
adverse changes in the endometrial cavity. In order to minimize these disadvantages and
complications, mechanical tissue morcellator systems are used in addition to the variety of
energy modalities in the hysteroscopy technique. We aimed to reveal the applicability,
advantages and disadvantages of hysteroscopic tissue morcellation, which is called the
‘truClear’ method, carried out in our clinic in pathologies in various patient groups.
Hysteroscopic procedure with truClear method was applied to patients with abnormal uterine
bleeding who were diagnosed with intracavitary polyp or myoma in Diyarbakir Gazi Yasargil
Training and Research Hospital Gynecology and Obstetrics Clinic between January 2023 and
August 2023. In these procedures, patient demographics, characteristics of the intracavitary
lesion, size of the lesion, duration of the procedure, amount of fluid used and pressure were
evaluated. We experienced that the truClear mechanical tissue morcellation technique, which
we used in our study, resulted in success without intraoperative complications in myoms and
polyps, and in a minimally invasive manner even in relatively large fibroids and polyps. The
small number of patients is the limitation of our study, and studies with large series are needed
on this subject.

Keywords: Hysteroscopy, Mechanical tissue morcelation, Abnormal uterine bleeding
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S-22 A Case Of A Patient With Chronic Ablatio Oligo Sequence Detected In The Second
Trimester

Emre Yalgin!, Ceren Saglam®, Alkim Giilsah Sahingdz Yildirm?
1 University Of Health Sciences, Izmir Tepecik Training And Research Hospital Department
Of Obstetrics And Gynecology, Department Of Perinatology

Obijective: Chronic ablatio oligo sequence (CAQS) is a prediagnosis that should be kept in mind
in patients presenting to the clinic with intrauterine growth retardation and oligohydramnios.
These patients may have a history of first trimester vaginal bleeding. Therefore, the importance
of ultrasonographic evaluation of the placenta was aimed. Method: The patient who was
referred to the Perinatology Department of Izmir Tepecik Training and Research Hospital with
a prediagnosis of early-onset intrauterin growth restriction was diagnosed with CAOS. Results:
A 26-week pregnant 26-year-old G1PO patient was referred to our clinic from an external center
with early-onset IUGR and placentomegaly. In the ultrasonography of the patient, fetal
measurements were compatible with 20 weeks, amniotic fluid volume oligohydramnios, end
diastolic flow loss , placentomegaly and a 96x68 mm hematoma area were observed in
umbilical artery doppler, and a wave a was positive in the ductus venosus (Figure 1,2,3).
Coagulation parameters were normal. Fetal karyotyping was normal. The patient had a history
of vaginal bleeding in the first trimester. She was taking progesterone as treatment. The patient
was hospitalized in the ward and was taken under observation. At the 27th week, the patient
was diagnosed with severe preeclampsia and delivery was decided upon the detection of high
blood pressure, elevated liver enzymes, proteinuria and prodromal symptoms, and the baby was
taken to the neonatal intensive care unit after delivery. Conclusion: Detachment placenta is a
partial or complete separation of the normally located placenta before fetal delivery. It occurs
in 0.4% to 1% of pregnancies. Although the cause of detached placenta is unknown, many
predisposing factors have been demonstrated. These include advanced maternal age, increased
gravida or parity, gestational hypertension, intrauterine growth retardation, non-vertex
presentation, polyhydramnios, premature rupture of membranes, history of pregnancy with
detached placenta, smoking and trauma. Detached placenta has been associated with maternal
and neonatal morbidity and mortality. In conclusion, evaluation of patients presenting with
IUGR and oligohydramnios in terms of CAOS is important for patient management.

Keywords: CAOS,ultrasound,ablation,oligohydramnios
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Ml 0.64
Tib 1.6
2nd Trimester /CA1-7A /FR15Hz /14.0cm 18/02/2023,27w0d

Figure 1: End diastolic blood flow in umblical artery

Ml 0.64 26-08-2023
Tib 1.6

2nd Trimester /CA1-7A /FR12Hz /14.0cm 18/02/2023,27w0d

Figure 2: Positive a-wave in the ductus venosus
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Ml 1.0 26-08-2023
Tib 0.2

2nd Trimester /CA1-7A /FR30Hz /14.0cm 18/02/2023,27w0d

[2D]

Figure3: Hematoma area in the placenta
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S-23 Delayed Diagnosis Of Placenta Previa Percreata And Postoperative Outcomes

Erhan Okuyan*?!, ilyas Turan *
1 Batman Egitim ve Arastirma Hastanesi

Placenta previa perforata is one of the most difficult cases for obstetricians to manage with a
serious mortality rate. In this case report, we describe the case of placenta previa perforata in a
29-year-old woman who had 2 previous cesarean sections and its postoperative outcome

Keywords: Placenta previa percreata , Obstetric emergency
GIRIS

At the age of 29, the patient, who came to regular follow-ups and gave birth by cesarean section
twice before, was admitted to the emergency room with the complaint of labor and water
retention at 38 weeks of gestation and an emergency operation decision was made.

YONTEM
A case report of placenta previa perkreata with missed diagnosis
BULGULAR

The patient is taken into operation under emergency conditions based on her system notes as
she had previous follow-ups. The gynecologist and obstetrician, who is in the 10th month of
his specialization, diagnoses placenta previa percreata when he observes the uterus after
entering the abdomen with pfannenstiel incision and immediately calls the 2nd surgeon for help.
After increasing the abdominal incision with sub-umbilical median and supra-umbilical median
incision, the uterus is passed through a transverse incision at the fundus level and a single live
meconium stained Apgar3-5 male baby is removed. Subsequently, the placenta cord is ligated
and kept in the cavity and the uterus is quickly sutured with full-thickness continuous 1.0 vicryl
and intra-abdominal exploration of the uterus is started. Upon observation of dense adhesions
on the posterior wall of the uterus and dense adhesions on bilateral adnexa, a gynecologic
oncologist is invited to the case. Uterine posterior wall, paracolic areas, vesicouterine area,
bilateral obturatuar fossae were dissected. Perioperative total abdominal hysterectomy was
performed with 6 units of erythrocyte suppression and 2 units of fresh frozen plasma transfusion
(Figure 1-3). After the bladder methylene blue control, bladder trigone perforation with a length
of approximately 6 cm was observed and the bladder was double sutured by the urologist. After
being followed up in the intensive care unit for 3 days in the postoperative period, the patient
was discharged with healing after the general well-being of the patient was followed up in the
ward conditions.

Figure-1 : Placenta previa percreata

Figure-2 : Periopeative Hysterectomy material
Figure-3 : Postoperative period
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SONUC VE TARTISMA
Placenta previa percreata is a life-threatening condition requiring serious teamwork and

management, and delays in diagnosis increase mortality and morbidity.
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S-24 Gebelikte Adneksiyel Kitlelere Yaklasim

Zeynep Acar?, Esra Can'
1 istanbul Kanuni Sultan Siileyman Eah

OLGU SUNUMU: 22 yasinda, gravida 3 parite 2 olan 14 haftalik gebede, muayenesi sirasinda
sag adneksiyel alanda 70x75 mm boyutlarinda &lgiilen multiseptali Kistik kitle izlendi.
Laboratuvar tetkiklerinde; tiimor markerlart normal tesbit edildi. Manyetik Rezonans
goriintiilemede sag adnekste septali yaklasik 9*6 cm ¢apinda septali kistik kitle goriildii (Sekil-
1a) Hastaya Kitle boyut ve lokalizasyonu nedenli gebeligin ilerleyen donemlerinde agrisinin
daha da artabilecegi, riiptiir ve malignite ihtimalleri hakkinda bilgi verildi. On planda malignite
diisiiniilmeyen hasta takibe alindi. Gebeligin 34. Haftasina kadar USG takiplerinde kist
boyutlarinda artis izlenmedi. 38. Hafta takibinde 4 hafta 6ncesine gore kist boyutlarinda iki kat
artis izlendi. C/S ile beraber kistektomi uygulanmasi planlandi. 38h+2 d Umblikus altindan
yapilan midline kesi ile laparotomi yapildi. Batin yikama sitolojisi alindiktan sonra, uterustan
kerr insizyon ile Apgar 6-8 3610 gr erkek bebek dogurtuldu. Kerr insizyon kapatildiktan sonra
sag overden kaynaklanan ve kars1 pelvis duvarina kadar uzanan, tiim douglasi dolduran 20 cm
boyutlarinda, kistik kitle izlendi. Sag kistektomi yapildi, frozena goénderildi. Diger
intraabdominal organlar ve periton yiizeyleri dogal goriinlimde izlendi. Pelvik ve paraaortik
lenf nodu palpasyonunda patolojik biiytlikliikte kitle hissi alinmadi. Kistektomi materyalinin
frozen sonucunun “miisinoz kist adenom” gelmesi iizerine, kalan over dokusunun kanama
kontroliinii takiben , apendektomi ve omentektomi yapidi. Postoperatif komplikasyon
gelismedi. Postoperatif patoloji sonucu musindz kist adenom ile uyumlu geldi. TARTISMA:
Miisin6z kistadenom On tanisiyla tanistyla gebelik siiresince izledigimiz olguda ayrica USG’de
malignite kriterlerinin (asit, bilateralite, vaskiilarizasyon artis1) bulunmayis1 da konservatif
yaklasgim kararmin alimmasinda etkili olmustur. Gebelik sirasinda olast komplikasyonlar
gelismemis, hastanin kitlesi sezaryen sirasinda ¢ikartilmistir. Zanetta ve ark. ve Rodriguez ve
ark. gebelikte malignite siiphesi olan ovaryen kitlelerin %80°ni1 borderline yapida ve erken evre
tiimorlerin olusturdugunu ve bu tiir kitlelerin gebelik sirasinda yayilma egiliminin ¢ok zayif
oldugunu, bu nedenle cerrahi girisimin gebelik bitimine kadar ertelenebilecegini belirtmislerdir
.Gebelikte borderline bir tiimoére yapilacak cerrahi girigsimin, bliylimiis uterus ve artan pelvik
vaskiilarite nedeniyle evreleme agisindan yetersiz cerrahiyle sonuglanabilecegi, bu nedenle
borderline tiimor siiphesinde cerrahi girisimin gebelik sonuna ertelenmesinin daha uygun
olacagi bildirilmistir .

Anahtar Kelimeler: Gebelik ,adneksiyel kitle

GIRIS
Antenatal gebelik takibinde Usg' nin hayatimizda rutin kullanima girmesiyle semptomatik ve
palpe edilemeyen adneksiyel kitlelerin de saptanma siklig1 da artmistir.

Gebeligin ilk 16-18. Haftalarinda tespit edilen basit adneksiyel kitlelerin %90°1 fonksiyonel
kistler olup genellikle spontan gerilerler. Adneksiyel kitlelerin takibinde genellikle gézlem
yeterliyken komplike olanlar i¢in cerrahi gerekebilir.

Takip esnasinda persiste biiyiik kitlelerde torsiyon, riiptiir, malignite tanisinda gecikme gibi
riskler mevcut iken cerrahide ise fetal kayip, preterm eylem ve artmis emboli riski gibi
komplikasyonlar goriilebilir.
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Malignite siiphesi olan ve klinik olarak semptomatik adneksiyel kitleye cerrahi miidahale i¢in
en uygun donem gebeligin orta donemi olan 12-27. haftalar arasidir

IL. trimesterde hala persiste eden kitleler muhtemelen gerilemeyecek olup, C/S esnasinda veya
postpartum donemde cerrahi gerektirecektir.

Gebeligin 14. Haftasinda saptanan adneksiyel kitle nedeniyle opere ettigimiz olguda sergilenen
klinik yaklagim tarzi, histopatolojik bulgular, anne ve fetus agisindan gebelik prognozlari
sunularak, konu giincel literatiiriin 1s1g1nda degerlendirildi.

OLGU SUNUMU:

22 yasinda, gravida 3 parite 2 olan 14 haftalik gebede, muayenesi sirasinda sag adneksiyel
alanda 70x75 mm boyutlarinda Olglilen multiseptali kistik kitle izlendi. Laboratuvar
tetkiklerinde; tiimor markerlart normal tesbit edildi. Manyetik Rezonans goriintiillemede sag
adnekste septali yaklasik 9*6 cm ¢apinda septali kistik kitle goriildii (Sekil-1a) Hastaya kitle
boyut ve lokalizasyonu nedenli gebeligin ilerleyen donemlerinde agrisinin daha da artabilecegi,
riiptiir ve malignite ihtimalleri hakkinda bilgi verildi. On planda malignite diisiiniilmeyen hasta
takibe alindi. Gebeligin 34. Haftasina kadar USG takiplerinde kist boyutlarinda artis izlenmedi.
38. Hafta takibinde 4 hafta 6ncesine gore kist boyutlarinda iki kat artis izlendi. C/S ile beraber
kistektomi uygulanmas: planlandi. 38h+2 d Umblikus altindan yapilan midline kesi ile
laparotomi yapildi. Batin yikama sitolojisi alindiktan sonra, uterustan kerr insizyon ile Apgar
6-8 3610 gr erkek bebek dogurtuldu. Kerr insizyon kapatildiktan sonra sag overden
kaynaklanan ve karsi pelvis duvarina kadar uzanan, tiim douglasi dolduran 20 cm boyutlarinda,
kistik kitle izlendi. Sag kistektomi yapildi, frozena gonderildi. Diger intraabdominal organlar
ve periton yiizeyleri dogal goriiniimde izlendi. Pelvik ve paraaortik lenf nodu palpasyonunda
patolojik biiyiikliikte kitle hissi alinmadi. Kistektomi materyalinin frozen sonucunun “miisinoz
kist adenom” gelmesi ilizerine, kalan over dokusunun kanama kontroliinii takiben , apendektomi
ve omentektomi yapidi. Postoperatif komplikasyon gelismedi. Postoperatif patoloji sonucu
musindz kist adenom ile uyumlu geldi.

TARTISMA: Miisin6z kistadenom 6n tanisiyla tanisiyla gebelik siiresince izledigimiz olguda
ayrica USG’de malignite kriterlerinin (asit, bilateralite, vaskiilarizasyon artis1) bulunmayisi da
konservatif yaklasim kararinin alinmasinda etkili olmustur. Gebelik sirasinda olasi
komplikasyonlar gelismemis, hastanin kitlesi sezaryen sirasinda ¢ikartilmistir. Zanetta ve ark.
ve Rodriguez ve ark. gebelikte malignite siiphesi olan ovaryen kitlelerin %80’ni borderline
yapida ve erken evre tiimdrlerin olusturdugunu ve bu tiir kitlelerin gebelik sirasinda yayilma
egiliminin ¢ok zayif oldugunu, bu nedenle cerrahi girisimin gebelik bitimine kadar
ertelenebilecegini belirtmislerdir .Gebelikte borderline bir timdre yapilacak cerrahi girisimin,
biliyiimiis uterus ve artan pelvik vaskiilarite nedeniyle evreleme agisindan yetersiz cerrahiyle
sonuglanabilecegi, bu nedenle borderline tiimdr siiphesinde cerrahi girisimin gebelik sonuna
ertelenmesinin daha uygun olacagi bildirilmistir.
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S-25 Histeroskopi lle Anterior Uterin Duvardan Posterior Uterin Duvara Uzanan
Myomun Cikarilmasi

Fatma Gizem Demirci Pangal®, Sabahattin Anil Arit
1 izmir Bakir¢ay Universitesi Kadin Hastaliklar1 ve Dogum Anabilim Dali

Objective: Demonstration of intramural myoma adhered to the anterior and posterior uterine
walls within the uterine cavity through hysteroscopy. Method: Our case was 51 years old
women who is presented with abnormal uterine bleeding. Ultrasonogrophic evaluation revealed
that 27 mm anterior intramural myoma, 35 mm posterior intramural myoma and 18 mm fundal
intramural myoma within the uterus. The endometrium measures 9 mm, and no pathological
findings are observed in the bilateral adnexal regions. Operative hysteroscopy was planned.
After preparation and analgesia performed, tenaculum was placed to external cervix. Semicircle
loop was used in the 7 mm bipolar resectoscope. The hysteroscope was inserted to the cavity.
Distension medium was normal saline. Bilateral tubal ostia were identified. The intramural
myoma is adhered to the anterior and posterior uterine walls. Following the excision of the
initial myoma, an additional myoma was identified along the right uterine wall. Upon realizing
that the case would be prolonged, a practice we routinely undertake, we specifically prioritized
the monitoring of fluid dynamics. All three fibroids were resected during surgery. Results: After
being monitored for postoperative bleeding, the patient was discharged in a healthy condition
without any complications on the first post-operative day. Conclusion: Hysteroscopy can be
safely utilized for the treatment of type 0 and type 1 myomas.

Keywords: abnormal uterine bleeding, hysteroscopy, minimal invasive surgery, myoma
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S-26 Uni veya Bilateral Hidrosalpinksin Salpenjektomi Ile Uzaklastirilmasi Antiadezif
Prodocalyxin Diizeylerini Azaltarak Implantasyon Oranlarin1 Arttirabilir.
Fatma Tamlir Cagiran’
1 Ozel Kadm Hastaliklar1 ve Dogum Klinigi

Implantasyon penceresindeki endometrrumda tiim reseptivite genlerinin ekspresyonu artarken
antiadeziv podocalyxin (PODXL)'nin ekspresyonu azalir.Hidrosalpinx(HX) varliginda alkali
ve toksik kimyasal tubal s1v1 osttumlar aracilgryla endometriuma ulagarak reseptivite genlerinin
ekspresyonunu bozar. Ancak HX'in endometrial PODXL ekspresyonu fizerine etkisi
bilinmemektedir.Bu calisma HX nedeni ile salpenjektomi yapilan hastalarin endometrial
PODXL seviyelerini saptamak i¢in dizayn edildi.

Anahtar Kelimeler: hidrosalpinks, salpenjektomi, PODXL, implantasyon
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S-27 Hyperechoic Amniotic Fluid In A Term Pregnancy

Firat Okmen'
1 Buca Seyfi Demirsoy Egitim ve Arastirma Hastanesi

Introduction :Amniotic fluid is a liquid that surrounds a developing fetus within the amniotic
sac and is usually clear or slightly yellowish in color. Echogenic amniotic fluid results from the
presence of echogenic particles within the amniotic fluid, appearing homogeneous. The
presence of echogenic amniotic fluid is rare in full-term pregnancies during ultrasound
examinations. Echogenicity can arise due to the presence of meconium, blood, or vernix caseosa
in the amniotic fluid. The presence of meconium in the amniotic fluid raises concerns about the
fetus's health, tolerance during birth, and most importantly, the risk of fetal or neonatal death.
Consequently, specialists in obstetrics and gynecology tend to increase antenatal monitoring
and even consider initiating the birthing process when the amniotic fluid becomes echogenic,
all in an effort to assess fetal well-being. Findings: A 35-year-old case was referred to our clinic
due to hyperechogenic amniotic fluid during the 38-39 weeks of pregnancy. Upon examination,
the patient was identified as gravida 2, para 1. It was learned that her previous delivery had
occurred vaginally at term. An ultrasonographic examination of the case revealed a single,
viable fetus within the uterine cavity. The placenta was located fundally, and fetal biometric
measurements were consistent with the gestational age. The amniotic fluid was noted to be
adequate and hyperechogenic. No major fetal anomalies were detected. The nonstress test
yielded a reactive result. The biophysical profile was determined to be 10 points. When uterine
contractions and cervical dilation were observed between the 39th and 40th weeks of gestation,
the case was admitted to the hospital. Following 6 hours of oxytocin induction, a healthy male
baby weighing 3640g was delivered vaginally. The amniotic fluid was found to be clear at the
time of delivery. Conclusion: Echogenic amniotic fluid can be observed in normal pregnancies
as well as in conjunction with different conditions. In the third trimester, hyperechogenic
amniotic fluid is most commonly due to vernix and rarely due to meconium. This sonographic
finding is not a reliable indicator of meconium or blood in the amniotic fluid and typically
should not alter antenatal management.

Keywords: Amniotic fluid, hyperechoic, liquor, meconium, term pregnancy
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S-28 A Heterotopic Pregnancy Case Presenting With Acute Abdomen Findings

Funda Geng¢', Adnan Budak®
1 Sbii Tepecik Egitim ve Arastirma Hastanesi Kadin Hastaliklar1 ve Dogum

Heterotopic pregnancy, a combination of intrauterine and ectopic pregnancy, can present with
acute abdominal symptoms, especially in the first trimester. In this case report, we describe a
41-year-old patient with a known 5-week pregnancy who presented with nausea, vomiting, and
diffuse abdominal pain. Emergency ultrasonography revealed a 5-week intrauterine pregnancy
with no fetal heartbeat and a 3 cm paraovarian ectopic gestational sac, along with diffuse
abdominal fluid. Due to deteriorating hemodynamic parameters, the patient underwent urgent
surgery, revealing approximately 1 liter of partially coagulated blood and a ruptured right tubal
ectopic sac in the abdomen. Subsequently, a right partial salpingectomy was performed, and
the procedure concluded with curettage as the patient did not wish to continue the pregnancy.
This case highlights the occurrence of heterotopic pregnancy following spontaneous conception
and its potential to manifest as acute abdominal symptoms in the first trimester, emphasizing
the importance of early diagnosis.

Anahtar Kelimeler: Heterotopic pregnancy; acute abdomen
INTRODUCTION

Heterotopic pregnancy is a rare occurrence, defined as the simultaneous presence of an
intrauterine pregnancy and an ectopic pregnancy. Historically, it was a rare condition (estimated
to occur in 1 in 30,000 pregnancies), but with the rise of assisted reproductive technology
(ART), its overall incidence has been increasing. In a retrospective study of over 97,000 patients
undergoing IVF between 2005 and 2018, the incidence of heterotopic pregnancy was reported
as 0.2 percent.

CASE

A 41-year-old patient, gravida 1, parity 0, with a 5-week pregnancy, presented to the emergency
department of gynecology and obstetrics with complaints of nausea, vomiting, and abdominal
pain. On abdominal examination, diffuse tenderness and rebound tenderness were noted.
Transvaginal ultrasonography (TV-USG) revealed diffuse free fluid, suggestive of intra-
abdominal bleeding, along with a 5-week intrauterine pregnancy lacking fetal heartbeat.
Emergency abdominal USG indicated diffuse fluid in the abdomen, raising suspicion of ovarian
cyst rupture with concurrent pregnancy. The patient's hemoglobin level was 13.5 g/dl, and beta-
human chorionic gonadotropin (b-hCG) level was 9639 U/L. The patient was monitored and
admitted for observation.

After 4 hours, the patient's hemoglobin level dropped to 11.4 g/dl, and due to tachycardia and
worsening general condition, exploratory laparotomy was performed. Intraoperatively,
approximately 1000 cc of defibrinated blood was found in the abdomen, with no evidence of
intra-abdominal organ perforation. Examination revealed a structure in the right tubal region
consistent with a ruptured ectopic pregnancy sac. The patient underwent right salpingectomy.
Postoperative hemoglobin was 11.1 g/dl, and there were no postoperative complications. The
patient was discharged on the 2nd postoperative day.
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DISCUSSION

While assisted reproductive techniques have significantly increased the incidence of
heterotopic pregnancy, it remains exceptionally rare following spontaneous conception.
Predisposing factors, similar to those for ectopic pregnancy, include pelvic adhesions, prior
tubal injury or surgery, and sexually transmitted diseases. Early diagnosis of these pregnancies
is crucial for the patient's well-being and future fertility, as heterotopic pregnancies can carry
high maternal and fetal mortality rates.

In such cases, maternal mortality is reported at 1%, and intrauterine fetal mortality ranges from
45-65%. Diagnosis and follow-up rely on beta-hCG levels, progesterone levels, and ultrasound
(USG) imaging. Serial progesterone determinations can indicate a poor prognosis, whereas
serial beta-hCG monitoring is less useful due to the presence of concomitant intrauterine
pregnancy. Although intrauterine pregnancies are easily diagnosed by USG, it is rare to
visualize a gestational sac or fetal heartbeat in the adnexal region for ectopic pregnancies.
Moreover, an intrauterine pregnancy can mask an accompanying ectopic pregnancy.

Therefore, in first-trimester pregnancies following ART, thorough evaluation of potential
extrauterine pregnancy sites using vaginal USG is crucial. However, in a review of heterotopic
pregnancy cases after ART, less than half were diagnosed by USG, with most cases diagnosed
during emergency laparotomy when symptoms emerged. In our patient, diagnosis occurred
upon the onset of clinical symptoms, and the preoperative diagnosis rate remains at 50%.
Typically, patients present with acute abdominal symptoms due to delayed diagnosis, resulting
in increased mortality, significant blood loss, and a decreased ability to perform conservative
tubal surgery.

While TV-USG can enhance diagnosis, laparoscopy has replaced laparotomy as the primary
diagnostic and treatment approach for symptomatic heterotopic pregnancies. In cases
necessitating laparotomy due to acute symptoms, surgical interventions should aim to minimize
trauma to the uterus and reduce anesthesia exposure, with the ultimate goal of preserving the
intrauterine pregnancy.

In conclusion, clinicians should consider heterotopic pregnancy in the differential diagnosis for
patients presenting with bleeding and pain in the first 12 weeks of pregnancy, especially when
acute abdominal findings are present.
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S-29 Atipik Bir Lokalizasyonda Ciltalti Endometriosis Ornegi: Kalcada implante Olmus
Doku

Yusuf Baskiran', Gamze Karababa®, Gékhan Giiler?
1 Van Yyl Dursun Odabas1 Tip Merkezi

Endometriosis is a gynecological pathology characterized by the location of functional
endometrial tissue outside the uterus and presenting with clinical symptoms such as pelvic pain,
dysmenerea and infertility. What is known about its etiology and pathology is limited. .
Although it is mostly seen in the pelvic region (ovaries, tuba uterina, broad ligament), it can
also be seen in the pelvic extragenital organs (colon, rectum, bladder, appendix) and extrapelvic
organs (eye, kidneys, adrenal glands, lungs, umbilicus, central nervous system, diaphragm,
gallbladder, heart, liver, bone, peripheral nerves and skin). Histopathological sampling of the
tissue is required for diagnosis. Treatment may include surgical excision and/or medical
treatment. In this case, we aimed to discuss the management and etiopathology of a case of
cutaneous endometriosis located extraperitoneally and extraepelvicly.

Keywords: Endometriosis, yiizeyel, gluteal bolge
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S-30 Nadir Goriilen Bir Olgu: 16. Gebelik Haftasinda Tani Konulan Hellp Sendromu

Yusuf Baskiran®, Gamze Karababa®, Gokhan Giiler!
1 Van Yyii Dursun Odabas1 Tip Merkezi Kadin Hast ve Dogum

ABSTRACT HELLP syndrome is a pregnancy-specific condition characterized by hemolysis,
elevated liver enzymes and low platelets. It is more common in pregnancies complicated by
preeclampsia. It is an important cause of maternal and fetal mortality. According to the
GeneralL rule, the diagnosis is made after the 20th week of gestation, but there are cases
diagnosed in the literature at earlier weeks. It should be kept in mind that in cases diagnosed in
the early weeks, underlying systemic diseases may be present. In this case, we aimed to discuss
the management and etiopathogenesis of HELLP syndrome diagnosed at 16th gestational week.

Keywords: ANAHTAR KELIMELER: HELLP sendromu, gebelik, hipertansiyon
GIRIS

HELLP sendromu, gebeliklerin yaklagik %0.1-0.8’ini komplike eden,
hemoliz(mikroanjiopatik hemolitik anemi), yiiksek karaciger enzimleri ve
platellet disiikligii ile karakterize semptomlar toplulugudur. Bu oran agir
preeklampside %20, eklampside %10’a kadar ¢ikmaktadir. Preeklempsi tanili
gebelerin ise yaklasik 9%10-20’si Hellp sendromu ile komplike olur. HELLP
sendromunun %701 antepartum %30°’u postpartum tani alir. Onemli bir fetal ve
maternal mortalite sebebi olmasindan dolay1(%4) yiiksek klinik 6neme sahip
olan Hellp sendromu 1982 de ilk olarak tanimlanmis olmasina ragmen tedavi ve

yonetimi hala netlik kazanmamistir. Bu nedenle kadin dogum kliniginde halen
onemini korumaktadir(1).

Hellp sendromu ve preeklempsi tanisi genel itibariyle 20. gebelik haftasi ve
sonrasinda konulabilmekte, ancak nadir de olsa 20. haftadan 6nce bu vakalara
rastlanabilmektedir. Erken haftalarda tan1 alan olgularda genelde antifosfolipid
antikor sendromu ve triploid kromozom anomalileri tespit edilmistir. Literatiirde
simdiye kadar bildirilen en erken haftadaki olgu 17. gestasyonel
haftasindadir(2).

Biz bu olgu bildirimimizde 16. Gestasyonel haftada HELLP sendromu tanis1 ile
takip ve tedavi ettigimiz olguyu sunmay1 amagladik. Simdiye kadar bildirilen
olgularda en erken 17. gestasyonel haftada HELLP tanist konulmus olup daha
erken haftada da goriilebilecegi, bu hastalarin tan1 almasiyla beraber AFAS
sendromu gibi altta yatan sebeplerin arastirllmasit gerektigini ve tedavi
yOnetiminin nasil olacagi lizerine tartismay1 ve 20. gestasyonel haftadan once
tan1 alan hastalar1 gézden gegirmeyi hedefledik.

OLGU

41 yas kadmn hasta klinigimize birinci basamak hekimi tarafindan HELLP
sendromu 6n tanisti ile sevkedildi. Hastanin yakinlarindan alinan dykiiye gore 5.
gebeligi olup lyasayani ve 3 dogup 6len(prematiirite nedeniyle) dykiisii oldugu
ogrenildi. Son adet tarihini bilmeyen hastanin ultrasonografiye gore 16 hafta ile
uyumlu, fetal kalp atimi mevcut gebeligi izlendi. Hastanin anamnezi
derinlestirildiginde dnceki gebeliklerde preeklempsi dykiisiiniin mevcut oldugu
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fakat HELLP ile komplike olmadig1 6grenildi. . Hastanin gelisinde sistolik kan
basinct 190 mmHg diastolik kan basinci 110 mmHg olarak 6lgiildii.
Laboratuarda karaciger transaminazlari yiiksek, platellet degerleri diisiik idi.
Yapilan periferik yayma incelemesinde hemolize ait bulgular izlendi.

Hastanin yogun bakim {initesine yatist yapildi. Acil antihipertansif tedavi
baslandi. Magnezyum siilfat noroprotektif amacla baglandi. Hastanin yaklasik 2
giinlik yogun bakim yatis1 siiresince antihipertansif tedaviye ragmen
tansiyonlarinin diismemesi iizerine kardiyoloji konstiltasyonu yapildi.Hastaya
ekokardiyografik inceleme yapildi, patoloji saptanmadi. Hastanin karaciger
ultrasonunda karaciger ve safra yollar1 olagan idi, hepatosteatoz izlenmedi. SLE
ve karaciger otoantikor taramasi, hepatit markerlari, TORCH paneli ¢aligildi
negatif goriildii. Akut yaglh karaciger tablosunun hipoglisemi gibi spesifik klinik
bulgularina rastlanilmadi. Karaciger toksik maddeler ve ilaglar sorguland,
ozellik bulunamadi. Hastanin AFAS taramasi amaciyla yapilan tetkikleri negatif

geldi.

Takibinin 2. giiniinde yapilan ultrasonografik incelemede fetal kalp atim1 negatif
olarak degerlendirildi. Hastanin transaminazlarinin gerilememesi, genel
durumunun orta olmasi, tansiyonlarinin agresif antihipertansif tedaviye ragmen
yiksek seyrediyor olusu nedeniyle histerotomi tercih edildi. Hastada
intraoperatif herhangi bir komplikasyon gelismedi. Postoperatif 4 giin yogun
bakim ve sonrasinda 3 giin serviste takibi yapilan hastanin transaminazlari
dogum sonrasi tedrici olarak diislip tansiyonlart normal deger araliklarina
gelmeye basladi. Hastanin mevcutm klinik ve laboratuar tablosu, dogum sonrasi
hizla diizelme gosterdi. Postoperatif 2. hafta ve 1. aydaki takiplerinde herhangi
bir jinekolojik patoloji izlenmedi, mevcut klinik tablodan dolay1 sekel olugsmadi.
Hastanin AFAS taramasi i¢in yapilan tetkikleri negatif geldi.

TARTISMA

HELLP sendromu, maternal ve fetal mortalite riski yiiksek, tan1 ve tedavisi
biiyiik 6nem arz eden bir klinik durumdur.

Bilinen risk faktorleri arasinda genetik yatkinlik, multiparite, onceki gebelikte
mevcut 0yki, yas, diyabet ve bobrek hastaliklari sayilabilir. Klinik prezentasyon
degisken olup en sik epigastrik ve sag iist kadran agrisi(%90), bulanti ve
kusma(%350), bas agrisi(%31) goriiliir. Hastalarin ¢ogunda bu bulgular ortaya
cikmadan 1-2 giin 6nce halsizlik baslar(3).

Patofizyolojide temel neden preeklempside de oldugu gibi vazospazm
sonucunda karaciger, plasental yatak gibi bir¢ok organ ve sistemde vaskiiler
lezyonlar ve koagiisyon sistemi asir1 aktivasyonudur. Bunlara ilave olarak
endotel hiicre hasari, artmis trombosit aktivasyonu, mikrovaskiiler yatakta
trombosit tiiketimi ve pihtilagma aktivitesinde artig goriiliir. (2) Ayrica bu klinik
tablo plasenta varli§i ve plasentasyona verilen maternal yanitla karakterize
oldugu i¢in temelde insan gebeligine 6zgldiir. Ancak molar gebelikte de
preeklempsi tanis1 konulabilmesi; fetiis gelisiminin gerekli olmadigi, bu olayin
yalniz plasenta varligiyla iligkili oldugunu gostermektedir. Hellp sendromunda
temel mekanizma benzer olup koagiilasyon sistemi aktivasyonu ve endotel
hasar1 biraz daha fazla olmaktadir(3).
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Patofizyolojide &zellikli 2 teori &n plana ¢ikmaktadir. 1k teoriye gére hasar
plasentasyon kaynakli olup asir1 immun yanit ile iliskilidir(4). Ikinci teori ise
sinsityal yiizeydeki kontrollii hiicre yikiminin yerine bu yiizeyde gerceklesen
apoptozis ile iligkilidir. Ayrica bu sinsityotrofoblastik dokiilme maternal immun
yanit1 da tetikleyebilir(5).

Tanida siklikla kullanilan laboratuar tetkikleri tam kan sayimi ve karaciger
fonksiyon testleridir. Hemoliz tanisi, kanda artmis indirekt biluribin seviyesi,
azalmis haptoglobulin diizeyi ve periferik yaymada hemoliz gostergesi olan
sistozit, anizositoz, burr hiicre goriilmesiyle konulur. Azalmis haptoglobulin
seviyesi hematokrit diismeden hemolizin habercisi olabilir. Serum transaminaz
degerleri 4000 seviyesine kadar ¢ikabilmekle beraber tipik olarak daha iliml1 bir
yiikselis mevcuttur. Sibai AST i¢in esik degeri 70 U/l olarak belirlemistir. Diisiik
trombosit sayisi i¢in genel yaklasim 100.000/mm?*’ten kiiclik dl¢timlerin tesbit
edilmesidir(1,6). DIK mevcut degilse protrombin zamani, parsiyel tromboplastin
zamant ve fibrinojen seviyeleri normaldir. Yikselmis irik asit diizeyi
preeklampsi tanisinda yararlidir fakat HELLP sendromunda goriilmeyebilir.
Sonug¢ olarak HELLP sendromu tanisinda en Onemli kriterin platelet sayisi
oldugu sodylenebilir(6).

Fizik muayene tamamen normal olabilir. Fakat sag iist kadran agris1 %90
hastada mevcuttur. Odem iyi bir bulgu degildir. Ciinkii normal gebeliklerin
%30’unda 6dem goriilebilir. Hipertansiyon ve proteiniiri hafif siddette olabilir
veya hi¢ olmayabilir(7).

HELLP sendromu tanis1 almig hastalarin klinik tablosu genellikle hizla bozulma

egilimindedir. Bu sendromun varlig1 yiiksek maternal mortalite ve morbiditeyle
baglantili oldugundan bazi otorler acil dogum Onermektedirler(6). Baska bir
yaklagim da acil dogumun sadece 34 hafta ve ilerisindeki gebelik haftalarinda
HELLP sendromu teshisi konulmasi1 durumunda veya multiorgan disfonksiyonu,
DIK, renal yetmezlik, ablasyo plasenta siiphesi ve fetal distres gibi durumlarda
s6z konusu olmasi gerektigini vurgulamaktadir(8). HELLP sendromu tanist alan
gebede ilk ama¢ maternal durumu stabilize etmek olmalidir. Gelisebilecek
konviilziyonlara kars1 6nlem olarak noroprotektif magnezyum siilfat inflizyonu
verilmelidir.. Magnezyum siilfat infiizyonu hasta hastaneye yatar yatmaz
baglamalidir ve dogumdan sonra en az 24 saat siiresince devam etmelidir.
Arteryal kan basincini diisiirmede tercih edilecek ajanlar hidralazin, labetolol ve
nifedipidir(9).

Yine bu hastalar ek klinik tablolar ile komplike olabilir. HELLP sendromu tanis1

almis hastalar artmis maternal 6lim (%1), pulmoner 6dem (%8), akut renal
yetmezlik (%3), dissemine intravaskiiler koagiilopati (%15), ablasyo plasenta
(%9), karaciger hemorajisi veya yetmezligi (%]1), yetiskin respiratuar distres
sendromu (ARDS), sepsis ve stroke(%1) agisindan artmis riske sahiptir(10).
HELLP sendromuyla komplike olmus gebeliklerde ayrica artmis yara hematomu
orani ve kan ve kan {irlinlerinin artmis transfiizyonu s6z konusudur(11).

HELLP sendromu ile ilgili literatiir gozden gecirildiginde ortak kanaat, 34 hafta
ve lizeri gebeliklerde dogum karar1 alinmasi yoniindedir. 34 haftanin altindaki
gebeliklerde ise ilk amag¢ maternal stabiliteyi saglamak olmak iizere bekleme
veya dogum karar1 verilebilir. Dogum sonrasi periyotta ilk 48 saatte hasta ¢ok
yakindan takip edilmeli ve magnezyum siilfat infiizyonu en az 24 saat tercihen
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48 saat devam etmelidir. Hastalarin biiyiik ¢ogunlugu dogumdan 48 saat sonra
diizelmeye baslar (10). Yapilan baz1 ¢calismalarda yiiksek doz deksametazon ve
betametazonun postpartum HELLP sendromlu hastalarda 1yilesmeyi
hizlandirdig1, hastanede kalis siiresini kisalttigi vurgulanmaktadir. Fakat bazi
otorler bu uygulamanin yararliligi kanitlanmadig1 i¢in hastalarinda heniiz
kullanmamaktadirlar (9).

20. gestasyonel haftadan once HELLP sendromu nadir olarak goriilmekle
beraber ekseriyetle risk faktorii olan gebelerde goriilebilmektedir. Risk faktorleri
arasinda AFAS, triploid kromozoma sahip fetiis, molar gebelik, cogul gebelik,
yardimcr lireme teknikleri ve tasiyict annelik sayilabilir. Yardimer lireme
teknikleri bazi otdrlere gore risk sayillmazken bazilarina gore ise risk
grubudur(12,13,14). Yine raporlanmiis bir 20 hafta 6ncesi tastyici anne olgusu
mevcuttur(15). Son donem vaka bildirimlerinin artmast nedeniyle bu olgularin
daha detayl1 incelenmesi ve yonetiminde yeni goriislerin tartigilmas: gerekliligi
asikardir.

Biz bu olgu bildirimimizde 16. Gestasyonel haftada HELLP sendromu tanisi ile

takip ve tedavi etti§imiz olguyu sunmayi amagladik. Simdiye kadar bildirilen
olgularda en erken 17. Gestasyonel haftada HELLP tanis1 konulmus olup daha
erken haftada da goriilebilecegi, bu hastalarin tan1 almasiyla beraber AFAS
sendromu gibi altta yatan sebeplerin arastirilmasi gerektigini ve tedavi
yonetiminin nasil olacag iizerine tartismay1 hedefledik. Biz olgumuzda yogun
bakim sartlarinda yatisindan sonra belli bir siire gozlemsel yaklagim sonrasi
hastanin laboratuar parametrelerinin bozulmasi1 ve fetal kalp atiminin
negatiflesmesi iizerine histerotomi ile gebeligin sonlandirilmasini tercih ettik.
Yine bu hastalarda tedavi prosediiriiniin gézlemsel veya gebelik sonlandirilmasi
acisindan protokollestirilmesi i¢in daha fazla bildirilmis olguya ve daha genis
yaklagim deneyimine ihtiya¢ gerekliligi mevcuttur.
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S-31 Primer Dismenoreli Hastalarm Visual Analog Skala Skorlari Ile Uterin Arter
Doppler Olciimleri Arasindaki Iliski

Gamze Yilmaz', Hatice Akkaya!
1 Ankara Bilkent Sehir Hastanesi

Amag: Primer dismenoreli hastalarin Visual analog skala(VAS) skorlari ile uterin arter doppler
Olctimleri arasindaki iliskinin incelenmesi Materyal&Metod: Calisma Ankara Bilkent Sehir
hastanesine basvuran 18-24 yas arasinda daha Onceden hi¢ gebelik yasamamis 80 primer
dismenoresi(PD) olan hasta ile yapilmistir. Adet dongiisiiniin ilk giiniinde hastalara 0 (agr1 yok)
ile 10 (maksimum agr1, 'hissettigim en kotii agr1') arasinda bir VAS skoru uygulanarak hastalar
iki gruba ayrilmistir. VAS skoru >7 olan 40 kadin Grup 1 iken VAS skoru<7 olan 40 kadin
grub 2 olarak belirlenmistir. Hastalarin yaslar (y1l), viicut kitle indeksleri (kg/m2), adet siireleri
(glin), kanama siireleri (giin), VAS skorlar1 ve doppler parametreleri kaydedilmistir. Doppler
Ol¢iimleri menstrual siklusun ilk giinii transabdominal olarak yapilmistir. Uterin arter kan akis,
her iki tarafta (sag ve sol) servikokorporeal bileskeye komsu olan uterin arterin lateral
seviyesinde Ol¢iilmiistiir. Her iki uterin arterde(sag/sol); sistol/diyastol (S/D) oranlari,
pulsatilite indeksi (PI) ve rezistans indeksleri (RI) kaydedilmistir. Sonug: Hastalarin yasi,
BMP’leri, siklus uzunluklari,menstrual giin sayisi arasinda istatistiki olarak anlamli bir fark
bulunmamistir. Hastalarin VAS skorlar1 arasinda anlamli farklilik olup sirasiyla 8.52+1.15 ve
4.40+1.29 olarak belirlenmistir(p<0.05). iki grubun doppler incelemesinde sag ve sol uterin
arter i¢in S/D ve pulsatilite indeksleri arasinda fark bulunmaz iken; rezistans indeksleri arasinda
istatistiksel olarak anlamli fark izlenmistir(sag uterin arter i¢in p=0,029, sol uterin arter
icinp=0.001). VAS skoru ile Sol uterin arter rezistans indeksi arasinda pozitif yonde %24.5 ‘lik
korelasyon saptanmistir(p=0.029) Tartisma: Dismenore adet donemi Oncesi veya sirasinda
ortaya ¢ikan bir tiir pelvik agr1 olmakla beraber pelvik patolojinin yoklugunda ortaya ¢iktiginda
primer dismenore olarak adlandirilir. PD prevelans1 %16-91 arasinda bildirilmis olup, geng
kadinlarda daha yaygindir. Caligmamizda 6zellikle VAS skoru ile sol uterin arter rezistans
indeksi arasinda pozitif yonde korelasyon bulunmus olup , dismenore tedevisinde spefisik
olarak sol uterin arter rezistans indeksine yonelik tedavi protokollerinin faydali olabilecegi
kanisina varilmistir.

Anahtar Kelimeler: Anahtar kelimeler: Dismenore, Visual analog skalasi, Uterin arter
doppler
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S-32 Homeobox A Cluster 7 (Hoxa7) Protein Expression Significantly Increases In
Pregnancies Complicated With Preterm Delivery

Gizem Giizel',Firat Asir?, Cemil Oglak®
1 S.b.ii. Gazi Yasargil Egitim ve Arastirma Hastanesi
2 Dicle Universitesi, Histoloji ve Embryoloji Anabilim Dali
3 SBU Gazi Yasargil Egitim ve Arastirma Hastanesi

ABSTRACT OBJECTIVE This investigation was sought to determine Homeobox A Cluster 7
(HOXAT) protein expression in the placentas of pregnancies complicated with preterm delivery
using immunohistochemical analysis. MATERIALS AND METHODS Placentas of 25
uncomplicated pregnancies with term delivery and placentas of 25 women with preterm
delivery were included in this research. We fixed the placental specimens in zinc-formalin and
then processed for paraffin wax tissue embedding. We analyzed the HOXA7 immune activity
using immunohistochemical metjod in placental sections. RESULTS Placentas in the term birth
group showed normal histology without placental lesions. Degenerated villi, fibrin deposition,
vascular congestion with cytotrophoblast delamination were noted in placentas from the
preterm delivery group. HOXA7 protein expression was very high in preterm placentas than
term placentas. Expression was particularly prominent in cytotrophoblast cells and villous
connective tissue. CONCLUSION HOXA gene family is needed for appropriate placental
formation. HOXAY protein expression might be differentially regulated in placentas of preterm
delivery and might play a role in the pathogenesis of preterm labor.

Keywords: HOX genes,placenta,preterm delivery
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S-33 Ovarian Ectopic Rupture Of Pregnancy And Corpus Luteum Cyst With
Simultaneous Hemorrhage

Giil Cavusoglu®
1 Diyarbakir Gazi Yasargil Training And Research Hospital

Introduction

Primary ovarian pregnancy is one of the rare forms of ectopic pregnancy. It occurs once in
7000-40000 live births. It constitutes 0.15% of all pregnancies and 1-3% of all ectopic
pregnancies. There are risk factors such as intrauterine device use, salpingitis, previous pelvic
surgery, previous PID, infertility and use of assisted reproductive techniques. Although the
exact cause of ovarian ectopic pregnancies is not known exactly, it is thought to be due to reflux
of the fertilized ovum. The signs and symptoms of the disease are similar to those in tubal
ectopic pregnancy. However, preoperative diagnosis is difficult due to insufficient clinical and
ultrasonographic findings. Definitive diagnosis is made by surgical exploration and
histopathological evaluation. Approximately 75% of them are terminated in the first trimester
and the diagnosis can often be confused with corpus luteum hemorrhage and tubal ectopic
pregnancy. It should be diagnosed in early pregnancy with ultrasonography and appropriate
treatment should be planned. Despite advances in medical treatment, surgical treatment is still
the gold standard.

A case

The patient, who applied to our emergency clinic with the complaint of inguinal pain, was 35
years old, had a G2 pl1 Y1 normal delivery history, and had no known additional disease or
previous operation history. The general condition of the patient was deteriorated, hypotensive,
abdominal rebound and defense were positive. In the gynecological examination and
transvaginal ultrasonography performed after the beta HCG value of the patient with a
hemoglobin value of 5.1 mg/dl was 6152 mlU/ml, the uterus was normal in size, the
endometrium was 11 mm, the left adnexal area was 4.3x3.6 cm, and the image compatible with
an ectopic pregnancy was 1.8 cm in the right ovary. Corpus luteum cyst and free fluid reaching
from the Douglas to the fundus and an image compatible with the coagulum were observed.
With these findings, she was admitted to the obstetrics and gynecology service with the
diagnosis of ruptured ectopic pregnancy. Emergency laparotomy was planned. In the operation,
extensive coagulum was observed and aspirated. The uterus and bilateral tubes were found to
be intact. A focus compatible with a ruptured ovarian ectopic pregnancy was observed in the
left ovary, and there was active bleeding in the form of leakage. A ruptured corpus luteum cyst
was also observed in the right ovary. Ectopic pregnancy material and ruptured corpus luteum
cyst were removed and sent to pathology. Bleeding areas in the ovary were cauterized with
bipolar cautery and sutured accordingly. The operation was terminated after bleeding control.
Endometrial curettage was also performed on the patient. Postoperatively, a total of 4 units of
erythrocyte suspension and 2 units of fresh frozen plasma were given to the patient due to low
hemoglobin. He was discharged on the second postoperative day. Histopathology left ovarian
biopsy material showed dispersed cyto-syncytiotrophoblastic cells on the hemorrhagic ovarian
surface and surface stroma. The right ovary recorded sample was reported as hemorrhagic
corpus luteum. In the literature, ovarian ectopic pregnancies developed especially with the use
of intrauterine device and after tubal ligation were presented. There are also rare cases of
ovarian ectopic pregnancy in cases who underwent in vitro fertilization after salpingectomy.
We think that this rare ectopic pregnancy form is remarkable because our patient had no
previous genital tract infection, no history of intrauterine device use, and simultaneous rupture
of corpus luteum cyst.
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Figure 1: ruptured ovarian pregnancy of the left ovary and ruptured corpus luteum cyst of the
right ovar

Results

Although the mechanism of occurrence cannot be fully explained, early diagnosis should be
made with a good pelvic sonography in ectopic pregnancies and conservative medical/surgical
treatment should be planned by early intervention before the patient's stability is impaired.
Keywords: ectopic pregnancy, hemorrhagic corpusluteum cyst, ovarian ectopic pregnancy
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S-34 Could The Use Of Isotretinoin Lead To A Suppression Of The Ovarian Reserve In
Patients With Pcos? A Case Control Study

Halime Sen Selim*
1 Izmir Atatiirk Egitim ve Arastirma Hastanesi

Introduction: It is discussed in the literature that Isotretinoin, the most effective treatment agent
of acne vulgaris, may be associated with inflammatory bowel disease, rheumatological
diseases, especially depression, as well as proven mucocutaneous side effects. The most
important question in the minds of these young women, who are still in their adolescence and
many of whom are diagnosed with Polycystic Ovary Syndrome (PCOS), is whether the use of
Isotretinoin will cause infertility. We aimed to determine whether the use of isotretinoin
decreases the ovarian reserve and thus, whether it will cause infertility in the future.

Methods: Patients who applied to the gynecology outpatient clinic between January 2021 and
February 2023 and were diagnosed with PCOS were retrospectively screened.

Among these patients, 22 patients who applied for isotretinoin use and whose AMH values
were checked were included in the study group. Eight of these patients were excluded from the
study because they did not come for their 3rd-month follow-up.

A control group of 18 patients with similar demographic characteristics, who did not use
isotretinoin, did not receive any infertility treatment, and were diagnosed with primary
infertility, who underwent initial infertility evaluation, were formed. AMH levels were
compared in both groups at the beginning of the treatment and at the 3rd month.

Results: The mean age of the patients was 22.043.0 years. When the patients were compared in
terms of study start (TO) and third-month AMH values, no statistical difference was found
between TO and T3 in the control group (2.10 ng/mL vs. 2.14 ng/mL, p=0.389); AMH values
were found to be statistically different between TO and T1 in the PCOS+treatment group (11.27
ng/mL vs. 5.39 ng/mL ; p<0.001). (Table 1) When both groups are compared regarding the
level of change in AMH values at 0. months and 3rd month, it was statistically significantly
higher in the study group (-0.03 ng/mL vs -3.66; p<0.001). (Table-2)

Control group PCOS+ isotretinoin group
Degiskenler T0 T3 p value | TO T3 p value
AMH,(ng/mL) median | 2.10 2.14 0.389 11.27 5.39 <0.001
(IQR) (1.65) (1.69) (4.98) (5.75)

Table-1: Comparison of AMH level between PCOS+ isotretinoin group and control groups at
the start of the study (T0) and 3rd month (T3)

Variables Control PCOS+ isotretinoin | p value
group group
AMH level variation , | -0.03(0.29) -3.66 (7.98) <0.001

(ng/mL) median (IQR)
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Table-2: The comparison of AMH level variation at the start of the study (T0) and 3rd month
(T3) between the PCOS+ isotretinoin group and control groups

Conclusion: The retrospective nature of our study and the evaluation of ovarian reserve only
with AMH levels are the limitations of our study, but the use of Isotretinoin seems to have a
negative effect on ovarian reserve.

Keywords: Anti-Mullerian Hormone; izotretinoin; Infertility; Ovarian reserve, Polycystic
Ovary Syndrome
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S-35 Resolution Of Fetal Atrio-Ventricular Block By Use Of Maternal Oral
Methylprednisolone In Pregnancy Without Lupus Antibodies

Havva Giileli, Osman Akdeniz*, Mehmet Obut
1 Diyarbakir Saglik Bilimleri Universitesi Gazi Yasargil Egitim Arastirma Hastanesi

Resolution of fetal atrio-ventricular block by use of maternal oral methylprednisolone in
pregnancy without lupus antibodies Havva Giilelil, Osman Akdeniz2, Mehmet Obutl 1 Health
Sciences University, Department of Perinatology, Diayarbakir Gazi Yasargil Training and
Research Hospital, Diyarbakir, Turkey 2 Health Sciences University, Department of Pediatric
Cardiology, Diayarbakir Gazi Yasargil Training and Research Hospital, Diyarbakir, Turkey
Aim: Fetal atrio-ventricular (A-V) block is a rare but life-threatening condition for fetuses. In
most fetuses with structurally normal hearts, fetal AV block is caused by maternal lupus
antibodies. Although there is no complete consensus in the literature, transplacental treatment
with fluorinated steroids is one option to prevent progression of complete A-V block in
pregnancies with lupus antibodies. However, the usefulness of steroids in pregnancies with
fetuses with A-V block and without lupus antibodies has not been demonstrated. Case: The
patient, 36 years old, gravidity: 3, parity: 1, was referred to our health center at 19 weeks of
gestation because of fetal bradyarrhythmia. The patient had no chronic or acute illness. The
patient’s routine laboratory values were normal. An obstetric ultrasound and detailed fetal
anatomic examination were performed by a maternal fetal medicine specialist. No fetal
structural or cardiac abnormalities were noted. On obstetric Doppler, the ventricular beat rate
was 80. On M-mode ultrasound, the atrial rhythm was 140 beats per minute and the ventricular
rhythm was 78. The patient was evaluated for possible causes of fetal atrioventricular block,
including lupus antibodies, medications, etc. The level of lupus antibodies was normal and there
was no other precipitating factor for the fetal atrioventricular block. The patient was advised to
undergo ultrasound examination every two weeks. At 25 weeks' gestation, the fetal heart rhythm
was similar to the first ultrasound examination. At 26 weeks' gestation, the patient turned to an
outside fetal medicine specialist, who started 4 mg/day of oral methylprednisolone. At 28
weeks' gestation, the fetal atrioventricular block had resolved, and both atrial and ventricular
rhythms were 147 beats per minute. The patient took oral methylprednisolone 4 mg/day until
delivery. No fetal atrioventricular block was detected at the patient's routine follow-up, even on
day 27.

Keywords: Antenatal Steroid, Atrioventricular Block, Lupus Antibodies
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S-36 The Relationship Between Serum 25-Hydroxyvitamin D Level And Herpes Simplex
Virus Type-2 Prevalence

Hiiseyin Avtug Avsar®, Ufuk Atlithan 2
1 Buca Seyfi Demirsoy Egitim ve Arastirma Hastanesi
2 Ozel Karatas Hastanesi

Vitamin D has an important immunomodulatory role and is associated with various infectious
diseases. Since vitamin D receptors are present in various human tissues, especially immune
cells, its immunomodulatory potential is very important. Studies investigating the relationship
between vitamin D level and Herpes Simplex Virus (HSV) infection are very limited.
Therefore, our study aimed to determine the relationship between Serum 25-Hydroxy Vitamin-
D and HSV type 2 (HSV-2) infection. Patients who applied to our hospital between January
2018 and February 2022 with HSV type-2 detected and whose serum 25-Hydroxyvitamin-D
value was checked in the hospital database in the last 3 months were compared with those who
did not have an infection and whose serum 25-Hydroxyvitamin-D value was checked in the last
3 months. The diagnosis of HSV Type-2 was made by physical examination and no biochemical
test was applied. Patients actively taking vitamin D replacement, pregnant women, patients
using immunomodulators due to autoimmune diseases, patients with malnutrition disorders,
women with other diagnosed sexually transmitted infections were excluded from the study. 932
participants were included in the analysis. In total, 864 patients were HSV negative (92.8%)
and 68 patients (7.2%) were HSV-2 positive. Serum 25-Hydroxyvitamin-D levels of HSV-2
patients were found to be significantly lower than the control group (p<0.05). Serum 25-
hydroxyvitamin D3 levels in the control group were 23.22+13.09 on average. In the HSV -2
positive group, mean serum 25-hydroxyvitamin D3 levels were 17.73+10.32. Severe vitamin D
deficiency was found in the population studied, regardless of the presence of HSV. Vitamin D
levels were found below the normal value in approximately 93% of the population. There was
no significant age difference between the groups after propensity score matching (p>0.05).
Logistic regression analysis showed that Serum 25-Hydroxyvitamin-D was negatively
associated with HSV-2 infection (JOR]=0.691, p<0.001). Vitamin D deficiency was seen as an
independent risk factor for HSV-2 (Adjusted OR 2.704, p<0.001). Low serum Serum 25-
Hydroxyvitamin-D was found to be significantly associated with increased risk of HSV-2
infection. In this direction, future interventional and pathophysiological studies should aim to
clarify the nature and mechanism of the relationship.

Keywords: herpes simplex type 2, vitamin D, immunity
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S-37 Evaluation Of Pregnancy Outcomes In Women With A History Of Hysterescopic
Myomectomy

Ufuk Atlihan?, Hiiseyin Aytug Avsar?
1 Ozel Karatas Hastanesi
2 Buca Seyfi Demirsoy Egitim ve Arastirma Hastanesi

In our study, we aimed to evaluate pregnancy outcomes in women with a history of
hysterescopic myomectomy.The data of the pregnancy outcomes of 48women who had a
history of myomectomy and who performed their pregnancy follow-up and delivery in our
hospital between 2015-2023 after myomectomy were collected retrospectively.Patients who
underwent myomectomy for submucous-myoma were included in the study.The mean age of
the 48patients included in the study was 32.56+5.19years,and the mean body-mass-index was
29.5+4.56kg/m2,10(20.8%) never delivered,9(18.7%) normal-spontaneous-
delivery(NSPD),27(56.2%) cesarean section(C/S),and 2(4.1%) both NSPD,C/S there was.The
mean operation time was 34.16+£12.7minutes,and the mean hospital stay was
1.09+0.11days.Gestational-week in which the delivery took place was found to be
37weeks,3dayst3days on average.The need for neonatal intensive care after delivery was
determined in 7patients(14.5%),and the need for blood transfusion was determined in 8(16.6%)
patients.Considering the obstetric complications, there were no complications in
23(47.9%)patients; The most common complications were premature rupture of membranes in
6 patients(12.5%),threat of premature birth in 10(20.8%)patients,and intrauterine-growth-
retardation in 9(18.7%)patients,respectively.When postoperative complications were
evaluated,no complication developed in 38(79.1%)patients.The most common postoperative-
complication was rest-placenta in 7(14.3%)patients.In 3patients,wound-infection developed
with a rate of 6.2%.Myoma was detected again during pregnancy in 8(16.6%) of the patients.
1-fibroid was detected in 6(12.5%)patients and >2-fibroids in 2(4.1%)patients.Mean week of
birth and birth weight were found to be lower in the patient group with fibroids during
pregnancy,and a statistically significant difference was found.The operation time was found to
be higher in the patient group with fibroids.There was no statistical difference between the
groups in terms of neonatal intensive care need,need for blood transfusion,amount of blood
loss,postoperative and obstetric complications.According to myoma size, there were 5(62.5%)
patients with fibroids smaller than 3cm,and 3(37.5%)patients with fibroids >3cm.When the
patients were grouped according to myoma size,the amount of blood loss was found to be higher
in those with myomas of >3cm(p<0.05).There was no statistical difference between the groups
in terms of neonatal intensive care need,need for blood transfusion,postoperative,obstetric
complications.lt has been observed that when fibroids are detected during pregnancy in patients
who have undergone myomectomy,delivery occurs earlier in the week,causes lower birth
weight and increases the duration of the operation.

Keywords: hysterescopy, myomectomy, pregnacy
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S-38 Acquired Hematologic Factors Inhibitors In Unexpected Postpartum Hemorrhage:
Surgical Treatment Duration 11 Month

Ibrahim Bugra Bahadir?, Ayse Filiz Yavuz?, Gamze Yilmaz®
1 Ankara Sincan Egitim Arastirma Hastanesi
2 Ankara Bilkent Sehir Hastanesi
3 Ankara Bilkent Sehir Hastanesi

Unexplained postpartum hemorrhage (PPH) refractory to hemostatic and surgical procedures
should raise suspicion of hematological disease.When hemostatic medical and surgical
procedures fail to control bleeding, increased morbidity, fertility loss, and death can occur.A
36-year-old patient with G4P1Y1A1D/C2 applies to our clinic with the diagnosis of intrauterine
hematoma and massive bleeding on the 7th day after cesarean section.The patient had a history
of pulmonary thromboembolism and FactorV Leiden mutation before pregnancy, used
enoxaparin and acetylsalicylic acid during pregnancy.The patient's hemoglobin level decreased
from 10.6 g/dl to 5.1 g/dl.The patient, who did not respond to medical treatment, underwent
surgical intervention and endometrial curettage and uterotonic balloon were applied.The patient
was consulted with hematology, and appropriate investigations, blood product replacement, and
treatment were planned.The patient, who had massive intra-abdominal bleeding on the 2nd day
of follow-up, total abdominal hysterectomy and right salpingectomy were performed, and
bleeding was controlled surgically.The patient was definitively diagnosed with Factor5 Leiden
mutation, protein C/S resistance, and acquired factor8 deficiency (bethesda 6 ) by the
hematology clinic.The patient took factor 7a replacement.Immunosuppressive therapy was
recommended to the patient, but she was not accepted because she was breastfeeding.
Immunoglobulin (IVIG) therapy was given.The patient, who was followed up in the intensive
care unit, was taken to re-laparotomy due to the development of acute abdomen 10 days
later.4500 cc hematoma was extracted from the abdomen and hemostatic agents such as
Floseal© and Tisseel© were applied. The fascia was left open, and the skin was closed with
retention sutures.The patient, who suffered from skin and subcutaneous necrosis during follow-
up, was left to secondary healing.Totally, the patient replaced by 51 units of erythrocyte
suspension, 36 units of fresh frozen plasma, 14 units of cryospitate, 6 units of fibrinogen and 1
human platelet in the first 20 days.Appropriate debridement and treatment took approximately
11 months.The patient was discharged in wellness.The patient is still being followed in the
hematology clinic with acquired factor8 deficiency Bethesda 2 levels.The aim of this case report
is to emphasize that the treatment of patients with PPH due to an acquired factor inhibitor is
lifesaving in this disease with high mortality.

Keywords: Postpartum Hemorrhage, Acquired Factor8 inhibitor, Massive Transfusion

INTRODUCTION

Standart hemostatik prosediirlere direngli, agiklanamayan postpartum hemoraji (PPH),
edinilmis kanama bozukluguna iliskin klinik siiphenin artmasina neden olmalidir. Hemostatik
tibbi miidahaleler ve cerrahi prosediirler kanamay1 kontrol edemediginde, ameliyat sonrasi
masif kan kaybi, artmig morbidite, dogurganlik kayb1 ve 6liim meydana gelebilir. Pihtilagsma
faktorlerine karsi bir otoantikor inhibitérii bulundugunda, hayat: tehdit eden dogum sonu
kanamanin kontrolii ve sonraki kanama ataklarinin 6nlenmesi, zamaninda ve dogru taniya, hizli
hemostatik tedavi ve faktor inhibitorlerinin ortadan kaldirilmasina ve uygun uzun siireli hasta
bakimina baglidir. Faktor inhibitoriine bagl edinilmis dogum sonras1 hemofili, PPH'nin nadir
bir nedenidir; ancak gecikmis tedavi annede morbidite ve mortalitenin artmasina neden olabilir.
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Bu vaka takdiminin amaci hematologlar ve kadin hastaliklar1 ve dogum uzmanlari/jinekologlar
arasinda, PPH'nin bir nedeni olarak Faktor8 notralize edici otoantikorlarin ortaya ¢ikist
konusunda farkindalig1 artirmak ve tanisal degerlendirme, tedavi ve tedaviyi optimize etmek
icin kadin dogum uzmanlari/jinekologlar ile hematoloji uzmanlar1 arasindaki is birliginin
onemini vurgulamaktir. Edinilmis bir faktér inhibitoriine bagh olarak dogum sonu kanama
yasayan kadinlarin uzun vadeli tedavisinin mortalitesi yiiksek olan bu hastalikta hayat kurtarici
oldugu unutulmamalidir.

CASE

36 yasinda gd4plylald/c2 olan hasta sezaryen ameliyati sonrasi 7. giinde kavite icinde hematom
ve masif kanama tanisi ile tarafimiza bagvuruyor. Dis merkezde fetal distress tanistyla acil
sezaryen olan hasta postoperatif 7. giinlinde evde ani senkop ve evde abondan kanama
Oykiisiiyle acil servise basvurdu. Hastanin gebelik 6ncesi pulmoner tromboemboli dykiisii ve
FaktorS Leiden mutasyonu oldugu, gebelik boyunca enoksaparin 6000 {iinite 1x1 ve
asetilsalisilikasit 100 mg 1x1(35.haftaya kadar) kullandig1, postoperatif 3.giiniinde cilt alt1
hematom olmasi nedeniyle enoksaparin 6000 iinite 1x1 4 giin 6nce kesildigi ve hematom takibi
yapildig1 6grenildi. Kabuliinde tansiyon:80/50 mm/hg nabiz: 70 atim/dk idi. Ultrasonda kavite
icinde yogun koagiiliim izlenmis olup vajinal muayenede abondan kanama mevcuttu. Acil
sartlarda hastaya elle halas yontemiyle kanama kontrolii saglanmaya ¢alisildi. Vajinal kanamasi
devam eden hastaya 1 ampul metilergonovin, 4 ampul traneksamik asit, 2 adet rektal
mizoprostol uygulandi. Elle halas yapildiktan sonra kavitede endometriyum ¢ift duvar kalinligt
20 mm olarak izlendi. 500 cc ringer laktat igerisine 10 {inite oksitosin uygulandi. Vajinal
kanamasi1 devam eden hastaya kan merkezi aranarak 4 {inite ES, 4 inite TDP , 2 adet
kriyopresipitat hazirlandi. Hastanin hg:10.6-8.6-5,1 mg/dl plt:484.000-469.000 1nr:0.94-1.00
fibrinojen:3.0 d-dimer:30.72 olarak goriildii. Hasta acil sartlarda probe kiiretaj ve intrauterin
hemostatik balon uygulanmasi i¢in ameliyathaneye alindi. Hastaya ultrason esliginde probe
kiiretaj islemi uygulandi. Ardindan hastaya 350 cc sisirilerek intrauterin balon yerlestirildi.
Hastaya 1 adet dren yerlestirildi. 2 g fibrinojen uygulandi. Hematolojiye danmisildi, gerekli
tetkikler istenildi. Takiplerinde major kanamasi devam eden hasta yogun bakim sartlarinda
takibe alindi ve 2 giin i¢inde 10 iinite ES, 8 {inite TDP ve 2 iinite fibrinojen replasman yapildu.
Dreninden masif kanama bulgusu gelmesi iizerine 2 giin sonra hastaya re-laparatomi planlandi.
Hastaya total abdominal histerektomi ve sag salpenjektomi operasyonu uygulandi, kanama
kontrolii saglandi. Cerrahi tedaviler boyunca enfeksiyon hastaliklari ile birlikte gerekli ve
uygun antibiyotik tedavisi verilmistir. Hematoloji klinigi tarafindan hastaya Faktor5 Leiden
mutasyonu, protein C/S rezistans1 ve edinsel faktor 8 eksikligi tanis1 konuldu. Hastaya 2 defa
faktor 7a replasmani yapildi. Immiinsiipresif tedavi dnerildi. Hasta emzirdigi igin kabul etmedi.
Immiinoglobulin (IVIG) tedavisi verildi. Yogun bakim takibine alinan hasta 10 giin sonra tekrar
batinda yaygin hematom goriilmesi ve akut batin gelismesi sebebiyle genel cerrahi klinigiyle
birlikte re-laparatomiye alindi. Batindan 4500 cc hematom bosaltilip Floseal, Tisseel gibi gibi
hemostatik ajanlar uygulandi. Fasya acik birakildi, GAM insizyon hatti, cilt ve cilt alt1 katlari
retansiyon siiturleriyle usuliine ve anatomiye uygun kapatildi. Eski pfannenstiel insizyon
hattinin altinda, cilt altina Surgicel ve Spongostan uygulanarak Jackson dren yerlestirildi ve
prolen siiturla matris seklinde kapatildi. Erken komplikasyon olmadi. Takiplerinde retansiyon
stiturleri nekroza giden hasta sekonder iyilesmeye birakildi. Hematoloji testleri sonucunda
hastanin kesin tanis1 Bethesda 6 olarak edinsel faktor 8 inhibitorii ve protein C/S rezistansi
olarak belirlendi. Batin 6n duvar total olarak nekroza ugrayan hastaya toplamda ilk 20 giin
icinde 51 iinite eritrosit siispansiyonu 36 {inite taze donmus plazma 14 {inite kriyospitat 6 iinite
fibrinojen 1 human platelet verildi. Uygun debridman ve tedavi yaklasik 11 ay siirdii. Hasta
saglikl bir sekilde taburcu edildi. Hasta halen hematoloji kliniginde edinsel faktor 8 inhibitorii
tanisi ile Bethesda 2 seviyelerinde takip edilmektedir.
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CONCLUSION

Bu vaka takdiminin amaci hematologlar ve kadin hastaliklar1 ve dogum uzmanlar1 arasinda,
postpartum hemorajinin bir nedeni olarak Faktor 8 notralize edici otoantikorlarin ortaya ¢ikist
konusunda farkindaligr artirmak ve tanisal degerlendirme, tedavi ve tedaviyi optimize etmek
icin kadin hastaliklar1 ve dogum uzmanlari ile hematologlar arasindaki isbirliginin 6nemini
vurgulamaktir. Edinilmis bir faktor inhibitoriine baglh olarak postpartum hemoraji yasayan
kadinlarin uzun vadeli tedavisinin mortalitesi yiliksek olan bu hastalikta hayat kurtarici oldugu
unutulmamalidir.
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S-39 izole Fetal Asitte Abdomino-Amniyotik Sant Uygulamasi

Raziye Torun?, Atalay Ekin®, flker Ucar!
1 Tepecik Egitim ve Arastirma Hastanesi

25 yasinda, ilk gebeligi olan hasta 21. Gebelik haftasinda izole fetal batinda asit nedenli
basvurdu. Yapilan degerlendirmede kardiyak, gastrointestinal ve iiriner sistemlere ait baska
anomali saptanmadi. Yapilan tetkiklerde hastanin kan grubu A Rh pozitif, parvoviris,
sitomegaloviriis, rubella, toxoplazma testi negatif olarak saptandi. Kordosentez yapildi, normal
karyotip olarak raporlandi. Hastaya 23. Gebelik haftasinda ultrason esliginde fetal peritoneal
kavite ve amniyotik s1vi arasina kateter yerlestirildi.

Anahtar Kelimeler: Abdomino-amniyotik sant, fetal anomali, fetal asit

OBJECTIVES
To determine the effectivenes of abdomino-amniotic shunt method applied in the treatment of
isolated fetal ascites.

METHODS
25-year-old patient with her first pregnancy presented at 21 weeks of gestation due to isolated
fetal ascites. No other anomalies related to the cardiac, gastrointestinal, and urinary systems
were detected in the assessment. In the laboratory tests; blood group was identified as A Rh
positive, and the tests for parvovirus, cytomegalovirus, rubella, and toxoplasma resulted
negative. Cordocentesis was performed for fetal karyotype analysis, and it was reported as a
normal karyotype. At the 23rd week of pregnancy, a pigtail catheter was placed under
ultrasound guidance between the fetal peritoneal cavity and the amniotic fluid.

Image 1: Fetal ascites before shunting
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Image 2: Shunt in the fetal abdominal wall after the procedure

RESULTS

After the procedure, a dramatic reduction in the amount of fetal ascites was observed in the
ultrasound performed at the 12th hour. The amount of ascites, which was measured as 22 mm
(Anterior-posterior) before the procedure, was measured as 3 mm after the procedure. The
patient's pregnancy follow-ups are ongoing at our clinic, and in the evaluation performed at the
29th week, no fetal ascites findings were detected. The shunt has been observed in its place.

-

CONCLUSION
Although isolated fetal ascites generally leads to favorable neonatal outcomes, the prognosis
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varies significantly depending on the underlying etiology. (1) There are studies in the literature
indicating that the week of detecting fetal ascites is significant in terms of prognosis and
perinatal mortality rates. It is noted that fetal ascites detected before the 24th week of gestation
is associated with a higher frequency of perinatal mortality. (2) Prenatal diagnosis is important
both for dystocia and neonatal resuscitation. Lethal complications, including pulmonary
hypoplasia and fetal hydrops, related to ascites can also emerge. Particularly, fetal ascites
appearing in early pregnancy weeks increases the likelihood of encountering these
complications. In order to prevent these complications, prenatal interventional procedures are
carried out. Abdomino-amniotic shunting has first been reported in 1984. (3) While it's
generally not recommended to apply shunt procedures for uncomplicated fetal ascites according
to the general consensus, its significant advantage lies in eliminating the need for repetitive
prenatal paracentesis. It has been demonstrated that prenatal drainage of fetal ascites extends
the duration of pregnancy and improves neonatal resuscitation outcomes. (4) In cases where
isolated fetal ascites is detected, shunt procedure can be considered as an option to prevent
lethal complications and prolong the duration of pregnancy.
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S-40 Unilateral Primary Ovarian Leiomyoma In Postmenopausal Period: Case Report

Ilkin Seda Can Caglayan'
1 Sivas Cumhuriyet Universitesi Tip Fakiiltesi

Objective:Leiomyomas are rare benign smooth muscle tumors of the ovary. Ovarian
leiomyomas constitute approximately 0.5-1% of benign tumors of the ovary. They usually occur
in reproductive age and asymptomatically. About 16% of cases occur after menopause. They
are usually unilateral, with no left or right side preference. Most bilateral cases have been
reported in young women aged 16-25 years. They are usually small in size and detected
incidentally, but cases reaching giant sizes have been reported in the literature. Ovarian
leiomyomas are primary or parasitic in origin. Primary ovarian leiomyomas are defined as
lesions arising from the ovary. From ovarian tissue, including blood vessels within the ovary,
smooth muscle fibers, or similar tissues within the ovarian stroma and tunica albuginea. In
contrast, parasitic ovarian leiomyomas are extraovarian in origin and adherent to the ovary.
Rarely, such tumors twist around their pedicle, followed by bleeding and necrosis. Although
ultrasound, which we use in the diagnosis of gynecologic pelvic pathologies, is a good
diagnostic method, it is not sufficient for the specific diagnosis of ovarian leiomyomas. Case
report: We present a postmenopausal patient who presented to our outpatient clinic with
abdominal pain and abdominal swelling that started in the last six months. Our 54-year-old
patient, who had been in menopause for 13 years, had a 5-6 cm solid lesion with borders not
clearly separated from the ovary, which was thought to be associated with the right adnexal
area. Total abdominal hysterectomy + bilateral salpingo-oophorectomy (frozen) was planned
for the patient with no abnormalities in tumor markers and other laboratory tests. The frozen
examination result was ovarian leiomyoma. No extra pelvic pathology was observed. The
patient was discharged without any postoperative problems. Conclusion: Diagnosis of ovarian
fibroids is difficult because they are usually not associated with ant specific clinical symptoms.
Misdiagnosis causes problems in teratment, especially in women reproductive age. Therefore,
keeping leiomyomas in mind especially in solid masses observed in the ovary may prevent
surgeons from performing more surgery than necessary for the patient. Young patients and are
bening lesions, ovarian sparing surgery should be preferred after excluding the possibility of
malignancy.

Keywords: Ovarian leiomyoma, solid tumour, extrauterine fibroma

INTRODUCTION

Leiomyoma, with its variants, is the most common benign mesenchymal tumor of the uterus *.
It can also be seen in extrauterine sites. The broad ligament is the most common extrauterine
site with an incidence of less than 1%.2. Other unusual sites are the round ligament, ovarian
ligament, vulva, ovaries, bladder and urethra.®. Ovarian leiomyoma is rare, accounting for
approximately 0.5-1% of benign tumors of the ovary*. They are benign in nature but definitive
diagnosis requires histopathological evaluation and differentiation from other solitary tumors
of the ovary such as fibroma, tectoma and sclerosing stromal tumor. The most likely theory is
that they take their origin from the smooth muscle of the ovarian ligaments through which they
enter the ovary or from the smooth muscle of the ovarian blood vessels. . Most cases are
asymptomatic and 85% occur in pre-menopausal women. Most common in women aged 20-65
years 47, Although their presentation and treatment are often simple, they can undergo various
forms of asymptomatic degeneration that greatly alter their appearance and blur the diagnostic
process. Most of these tumors are unilateral, small in size and usually occur in pre-menopausal
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women®.

CASE REPORT

We present a case of primary ovarian leiomyoma in the postmenopausal period. A 54-year-old
patient presented to our gynecology outpatient clinic with complaints of abdominal pain and
abdominal distension for 6 months. She went through menopause 13 years ago (gravida:5
parity:5). On gynecologic examination, a mobile mass was palpated in the douglas. Ultrasound
examination revealed a heterogeneous, smoothly circumscribed, hypoechoic, nodular lesion of
approximately 5-6 cm in size, which was thought to be originating from the right adnexa,
posterior to the uterus. There was a moderate amount of free fluid in the abdomen. No
abnormality was detected in laboratory blood values and tumor markers [Ca 125, Ca 15-3,
Cal9-9, carcinoembryonic antigen (CEA), and alpha-fetoprotein (AFP)]. The patient was
decided to operate. During laparotomy under general anesthesia, the solid mass in the right
ovary was sent for frozen examination (Figure 1). Frozen result was reported as ovarian
leiomyoma. Uterus, left tuba and ovary were atrophic. Total abdominal hysterectomy and
bilateral salpingo-oophorectomy were performed. The patient was discharged without any
postoperative problems.

Figure 1: Right oophorectomy material
DISCUSSION

We present a case of ovarian leiomyoma in a postmenopausal woman who presented with
abdominal pain. Most ovarian leiomyomas described in the literature are asymptomatic and
discovered incidentally®. Clinical findings are variable in symptomatic cases; abdominal pain,
palpable mass, hydronephrosis, elevated CA-125, hydrothorax and ascites may be detected.8. It
can also be Meigs' syndrome.®°, Meigs syndrome is characterized by the presence of ascites
and pleural effusion in the presence of solid ovarian tumors such as fibroma, tectoma and
granulosa cell tumors °. Ovarian leiomyoma associated with Meigs syndrome is extremely rare
and only two cases have been reported™*. Our patient had minimal abdominal fluid and no pelvic
effusion on chest radiography. Most of the cases are diagnosed by routine gynecologic
examination and pathologic examination of the materials in the peroperative or postoperative
period. Histologic examination is the gold standard for definitive diagnosis.

Since ovarian leiomyomas present as solid adnexal masses, they are often confused with the
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more common ovarian fibromas in the preoperative period. In some cases, elevated tumor
markers and abdominal free fluid may raise suspicion of ovarian malignancy. A good
preoperative evaluation and the addition of MR imaging may partially help in the differential
diagnosis. This is important for us in terms of the type of operation (laparoscopy/ laparotomy),
incision type and preoperative preparation. We should always keep ovarian leiomyomas in
mind in adnexal masses, even if they are very rare. This is especially important for ovarian
sparing surgery in young and reproductive age patients. In the literature, there is a 17-year-old
patient who underwent bilateral salpingoooferectomy for bilateral ovarian leiomyomas. 2.
Leiomyomas are benign lesions that should always be kept in mind when approaching ovarian
masses, especially in young women. Ovarian sparing surgery and wedge resection (especially
if a minimally invasive surgical procedure is performed) can be very difficult, especially in
primary ovarian leiomyomas because they are integrated with the ovary. Since our case was a
postmenopausal patient, we chose oophorectomy as the treatment option.
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S-41 Primary Ovarian Leiomyosarcoma With Isolated Para-Aorta-Caval Metastas: A
Rare Case Report

Hatice Kiibra Can?, ismail Baglar!, Esra Keles', Murat Api*
1 Kartal Dr. Liitfi Kirdar Sehir Hastanesi

Introduction: Primary ovarian sarcomas are an uncommon occurrence, accounting for less than
2% of all ovarian malignancies, with primary ovarian leiomyosarcoma, a rare smooth muscle
neoplasm, making up less than 0.1% of these malignancies. Initial stages of this condition often
present with no symptoms, while disease progression is rapid, and symptoms become non-
specific in advanced stages with a high degree of malignancy. Unfortunately, most patients are
diagnosed with advanced disease at the time of presentation. Herein, we present a rare case of
paraaortacaval recurrence of ovarian leiomyosarcoma. Case: A 60-year-old female, gravida 0,
was referred to the Department of Gynecologic Oncology. In 2007, she had undergone a
hysterectomy and bilateral salpingo-oophorectomy due to an adnexal mass, which was later
confirmed as leiomyosarcoma. The patient underwent chemotherapy and radiotherapy
treatment, and in 2016, a simple nephrectomy was performed due to recurrence in the right
kidney. In 2018, an excision of the left retroperitoneal mass was done due to the recurrence of
localized inferior of the left kidney, which revealed a malignant mesenchymal tumor and
leiomyosarcoma infiltration. During follow-ups, a fistula developed in the retroperitoneal area,
and a laparotomy was performed, which led to mass excision and twelfth rib excision. Magnetic
Resonance Imaging (MRI) revealed a solid mass lesion with a diameter of approximately 6 x 5
cm in the paraaortacaval area. Gastrointestinal endoscopy and colonoscopy were normal. The
decision for surgical debulking was made, and during abdominal exploration, a 6 cm in diameter
mass lesion was detected over the aorta and vena cava inferior (Figure 1). A 6*5 cm
heterogeneous mass excision in the para aortocaval region and vena cava repair was performed
with the cardiovascular surgery team, and tumors in the bowel mesentery were excised. Para-
aortic lymph node dissection was performed, and RO resection was achieved. The surgical
specimens were submitted for histopathologic examination, and the postoperative course was
uneventful. Discussion: Ovarian leiomyosarcoma is a rare malignancy that poses significant
management challenges and has poor survival rates. There is a critical need for an international
registry for this disease to collect comprehensive and reliable data that can help identify the

Keywords: ovarian leiomyosarcoma, malignant neoplasm; ovarian neoplasm
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S-42 Fearful Dream: Pregnancy And Fetal/neonatal Management In Anaphylaxis

ke Ozer Aslan', Mustafa Torehan Aslan?
1 Tekirdag Namik Kemal Universitesi Tip Fakiiltesi, Kadin Hastaliklar1 ve Dogum Anabilim
Dali
2 Tekirdag Namik Kemal Universitesi Tip Fakiiltesi, Cocuk Saglig1 Ve Hastaliklar1 Anabilim
Dal1, Neonatoloji Bilim Dali

Giris: Gebelikte anafilaksi gecirme olgular1 olduk¢a nadir goriilmekle birlikte maternal
hipotansiyon ve fetal hipoksik iskemik ensefalopati gibi olumsuz sonuglara yol acarak ciddi
morbidite ve mortalitelere sebep olabilmektedir. Ek olarak anafilaksi gelisen gebelerde yiiksek
sezaryen oranlar1 da dikkat ¢ekmektedir.Biz de nadir goriilen bu olgumuzdaki yonetimimizden
ve neonatal sonuclardan bahsederek olduk¢a nadir goriilen bu olgularin dogru yonetiminin ne
kadar Onemli oldugunu vurgulayarak literatiire katki saglamak istedik. Gebelik ve
Fetal/Neonatal Yonetim: 25 yag G4P3C1Y?2 son adet tarihine gore 32+0/7 haftalik gebeligi olan
olgumuzun gebelik 6ncesinde de iki defa ar1 sokmasi sonrasinda anafilaksi gegirme Oykiisl
bulunmaktadir. Tarafimiza bagvurusunun dncesinde yine ar1 sokmasi sonrasinda biling kaybi,
agir hipotansiyon ve nefes darligi gibi semptomlarla anafilaksi tablosu gelismesi iizerine dis
merkeze basvurmus intramuskiiler 0,5 mg adrenalin uygulanmasi sonrasinda anafilaksi tablosu
gerilemistir. Acil serviste ¢ekilen kontrol non-stres testlerde (NST) fetal tasikardi saptanmasi
iizerine tarafimiza yonlendirilmistir. Tarafimizca yapilan kontrollerde fetal kalp atimi 170
atim/dakika saptanmasi iizerine akciger maturasyonu agisindan betametazon uygulamasini
takiben yatarak izleme alinmis ve yakin NST takibine baslanmistir. Maternal IV hidrasyon ve
oksijen destegi uygulanarak resiite edilmesine ragmen NST takiplerinde fetal tasikardisi devam
eden non-reaktif bir NST paterni olan(Resim 1) fetal kalp atimlar1 185 atim/dakika ulasan
olguya acil sezaryen karari alinmistir. 1745 gram agirliginda Apgar skorlar1 1.dakika: 4,
5.dakika 7 (entiibe) olan, canli kiz bebek dogurtulmustur. Dogum sonrasinda ciddi solunum
sikintis1 ve tasikardisi saptanan yenidogan entiibe edilerek yenidogan yogun bakim {initesine
yatirtlmistir. Yenidogan yogun bakim {initesi takiplerinde hipertansiyonu olan olguya antenatal
adrenalin uygulamasi sonucu devam eden beta-mimetik etki agisindan propanolol tedavisi
baslanarak yakin tansiyon takibi yapilmistir. Tansiyon takiplerine gore antihipertansif tedavi
azaltilarak postnatal 16. giinde kademeli olarak kesilen olgu sonrasinda normotansif
seyretmistir, fetal ekokardiyografisinde ek bir patoloji saptanmamistir.Yenidoganda
intrakraniyal kanama ve neonatal ensefalopati bulgularinin olmasi olduk¢a dikkat ¢ekicidir.
Tartisma: Olgumuzdaki gibi maternal hayati tehlikeye sokabilecek diizeyde anafilaksiyle
gebelik doneminde de karsilagilmasi durumunda adrenalin uygulamasi bir¢cok kilavuzda
desteklenmektedir.Ancak olusacak neonatal sonuglar agisindan dikkatli olup, dogru yonetimi
benimsemek mutlaka hastalarin yatisini yapip yakin NST takibine almak ve multidisipliner
yaklasim olumsuz fetal ve neonatal sonuclar agisindan olduk¢a Onemlidir.Literatiirii
taradigimizda bizim olgumuz disinda maternal ar1 sokmasi sonrasit gebeliginde anafilaksi
gelisen sadece bir olgu bulunmakla birlikte onda da benzer sekilde neonatal ensefalopati
bulgular1 geligsmistir

Anahtar Kelimeler: Gebelik, ar1 sokmasi, anafilaksi, fetal tasikardi, neonatal hipertansiyon
Introduction: Although cases of anaphylaxis during pregnancy are rare, they can lead to
negative consequences such as maternal hypotension and fetal hypoxic-ischemic

encephalopathy, causing severe morbidity and mortality. High cesarean section rates in
pregnant women who develop anaphylaxis are also noteworthy. These rare cases can be
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managed safely thanks to timely and correct interventions. We wanted to contribute to the
literature by discussing our management and neonatal outcomes in this rare case and
emphasizing the importance of adequately administering these rare cases.

Pregnancy and Fetal/Neonatal Management: A 25-year-old G4P3C1Y2 patient, who was
32+0/7 weeks pregnant according to her last menstrual period, had a history of anaphylaxis
after being stung by bees twice before pregnancy. Before applying to us, she went to an external
center after developing anaphylaxis with symptoms such as loss of consciousness, severe
hypotension, and shortness of breath after a bee sting. The anaphylaxis situation subsided after
the intramuscular administration of 0.5 mg adrenaline. She was referred to us after fetal
tachycardia was detected in the non-stress tests (NST) taken in the emergency department. In
the controls performed by us, the fetal heart rate was seen as 165 beats/minute, and following
betamethasone administration, inpatient monitoring was started in terms of lung maturation,
and close NST monitoring was started. An emergency cesarean section was decided for the
case, whose fetal heart rate reached 175 beats/minute, a non-reactive NST pattern (Figure 1),
and whose fetal tachycardia continued in the NST follow-ups despite being resuscitated with
maternal 1V hydration and oxygen support. A live female baby weighing 1745 grams, with
Apgar scores of 4 at the 1st minute and seven at the 5th minute (intubated), was delivered. The
newborn, found to have severe respiratory distress and tachycardia after birth, was intubated
and admitted to the neonatal intensive care unit. During the neonatal intensive care unit follow-
ups, propranolol treatment was started, and close blood pressure monitoring was carried out in
the case of the patient with hypertension, given the ongoing beta-mimetic effect resulting from
antenatal adrenaline administration. According to blood pressure follow-ups, the patient
remained normotensive after reducing the antihypertensive treatment and gradually
discontinued on the 16th postnatal day. No additional pathology was detected in the fetal
echocardiography. The presence of intracranial hemorrhage and neonatal encephalopathy
findings in the newborn is quite remarkable.

Discussion: In our case, adrenaline administration is supported by many guidelines if
anaphylaxis that could endanger maternal life is encountered during pregnancy. However, being
careful regarding neonatal outcomes, adopting the correct management, hospitalizing the
patients, and keeping them under close NST follow-up and a multidisciplinary approach is
critical regarding adverse fetal and neonatal outcomes. When we scanned the literature, there
was only one case other than ours who developed anaphylaxis during pregnancy after a maternal
bee sting, and she also developed similar neonatal encephalopathy findings.

Keywords: Pregnancy, bee sting, anaphylaxis, fetal tachycardia, neonatal hypertension.
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Resim 1: Olgunun NST Takibi / Figure 1: NST Follow-up of the Case
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S-43 The Relationship Between Placental Location And Histopathologic Findings Of
The Placenta And Umbilical Cord

Irem Senyuva®, Sirin Kiigiik?
1 Usak Universitesi Tip Fakiiltesi
2 Usak Egitim ve Arastirma Hastanesi

Plasenta Lokalizasyonu ile Plasenta ve Umblikal Kord Histopatolojik Bulgular1 Arasindaki
Iliski The Relationship Between Placental Location and Histopathologic Findings of the
Placenta and Umbilical Cord Irem Senyuval, Usak Universitesi Tip Fakiiltesi,
iremsenyuva@yahoo.com Sirin Kiigiik2, Usak Egitim ve Arastirma
Hastanesi,ata2012irin53@yahoo.com Ozet Plasenta lokalizasyonu ile plasenta ve umblikal
kord histopatolojik bulgulart arasindaki iliskiyi arastirmak amaglandi. 2019 yili Ocak-Aralik
tarihleri arasinda Usak Egitim ve Arastirma Hastanesi Kadin Hastaliklar1 ve Dogum béliimiine
miiracaat eden hastalar retrospektif olarak incelendi. Diisiik riskli ve term de dogum yapan 52
hasta analiz edildi. Anterior ve posterior plasental lokalizasyona gore hastalar plasenta ve
umbilikal kord makroskobik bulgulari agisindan karsilastirildi ve gruplar arasinda anlamli bir
fark bulunmadi. Histopatolojik incelemede; umbilikal kord da hipoksi bulgusu
saptanmadi(p>0.05). Anterior plasental lokalizasyonlu dort, posterior lokalizasyonlu alti
olguda koranjiozis ile uyumlu hipoksi bulgusu gozlendi fakat, istatistiksel olarak anlamli
saptanmad1 (p=0.09). Bu olgularda koranjiozise eslik eden hipoksi ile iliskili farkli lezyonlar
tanimlanmadi. Anterior ve posterior plasental lokalizasyonda histopatolojik agidan anlamli
hipoksi bulgularinin gdzlenmemesi uterin arterlere yakinlik ve diyabet, hipertansiyon gibi pre
uterin vaskiiler bir patolojinin olmamasi ile agiklanabilir. Anahtar Kelimeler: Hipoksi,
lokalizasyon, plasenta Abstract The aim of this study was to examine the link between placental
location and histopathologic findings in the umbilical cord and placenta. Retrospective research
was done on patients who attended the Obstetrics and Gynecology Department at Usak Training
and Research Hospital between January and December of 2019. 52 women, term and low-risk
pregnancy, were included in this study. There was not any statistical significant between
placenta location and macroscopic histopathologic findings(p>0.05). Four women with anterior
placental location and six women with posterior placental location both had chorangiosis,
however it was not statistically significant. ( p=0.09). Furthermore, there were no other
hypoxia-overlapping lesions seen with the chorangiosis in these cases. Hypoxia was not
observed in the anterior or posterior placenta, which could be attributed to low risk pregnancy,
the absence of pre uterin vascular pathology such diabetes, hypertension, etc., and the proximity
of the uterine arteries. Key words: Hypoxia, location, placenta Intraduction: Given that uterine
blood flow is irregular, intrauterine localization of the placenta may be impacted. The aim of
this study was to examine the link between placental location and histopathologic findings in
the umbilical cord and placenta. Material-Method: Retrospective research was done on patients
who attended the Obstetrics and Gynecology Department at Usak Training and Research
Hospital between January and December of 2019. Ultrasonographic placenta location and
demographic findings were examined. Patients were divided into two groups according to
placenta location, and their histopathologic results were compared. Results: 52 women, term
and low-risk pregnancy, were included in this study. The mean age was 28.6+6.45, the mode
of delivery was vaginal 53.8% and 46.2% caserean, 28.8% of vaginal deliveries were
primiparous, and 72.2% were multiparous. The mean weight of babies were 3323,08+45.6 gr
and none of them required intensive care. The location of the placenta was found to be anterior
in 33 women (63%) and posterior in 19 women (36%). There was not any statistical significant
between placenta location and macroscopic histopathologic findings (Table-1). There was no
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evidence of hypoxia in the umbilical cord. Four women with anterior placental location and six
women with posterior placental location both had chorangiosis, however it was not statistically
significant. ( p=0.09). Furthermore, there were no other hypoxia-overlapping lesions seen with
the chorangiosis in these cases. (Figure-1). Discussion and Conclusion: Chorangiosis is
determined as hyper vascularity of terminal villus of placenta and it is related to hypoxia.
According to Altshuler criteria: > 10 capillaries in at least 10 terminal villi in > 10 non infarcted
areas in at least 3 low power fields of the placenta. On the other hand, it might be allowed to
combine with other hypoxia-overlapping lesions, such as intravillous hemorrhage, villous
infarct, ateriosclerosis of spiral arteriol etc. The uterine arteries and their anastomos are close
to the anterior and posterior placentas, providing efficient placental perfusion. Hypoxia was not
observed in the anterior or posterior placenta, which could be attributed to low risk pregnancy,
the absence of pre uterin vascular pathology such diabetes, hypertension, etc., and the proximity
of the uterine arteries. References 1- Altshuler G. Chorangiosis. An important placental sign of
neonatal morbidity and mortality. Arch Pathol Lab Med. 1984 ;108(1):71-4. 2- Stanek J.
Placental hypoxic overlap lesions: a clinicoplacental correlation. J Obstet Gynaecol Res. 2015
;41(3):358-69. 3-Duran Erdolu M, Kosiis A, Kostis N, Dilmen G, Kafali H. Relationship
between placental localisation, birth weight, umbilical Doppler parameters, and foetal sex. Turk
J Med Sci. 2014;44(6):1114-7. Table-1.Placenta location and histopathologic findings
Histopathologic findings Placenta location n Meantsd Min-Max (Median) p Placenta (gr)
Anterior 33 639,18+130,17 455-1017 (625) 0,419 Posterior 19 657,63+123,72 417-817 (661)
Placenta size(cm) Anterior 33 17,45+1,3 15-20 (17) 0,653 Posterior 19 17,32+1,29 15-20 (17)
Placenta thickness(cm) Anterior 33 3,2+0,66 2-5 (3) 0,483 Posterior 19 3,08+0,34 2,5-4 (3)
Umblical cord lenght(cm) Anterior 33 38,36+9,57 21-59 (38) 0,494 Posterior 19 37,37£11,56
23-62 (34) Umblical cord size(cm) Anterior 33 1,44+0,27 1-2 (1,5) 0,465 Posterior 19
1,42+0,36 1-2,5 (1,5) Figure-1: Capiller hypervascularity in terminal villus ,chorangiosis (
arrow) (HE x 40)

Anahtar Kelimeler: histopathology, location ,placenta

Intraduction: Given that uterine blood flow is irregular, intrauterine localization of the
placenta may be impacted. The aim of this study was to examine the link between placental
location and histopathologic findings in the umbilical cord and placenta.

Material-Method: Retrospective research was done on patients who attended the Obstetrics
and Gynecology Department at Usak Training and Research Hospital between January and
December of 2019. Ultrasonographic placenta location and demographic findings were
examined. Patients were divided into two groups according to placenta location, and their
histopathologic results were compared.

Results: 52 women, term and low-risk pregnancy, were included in this study. The mean age
was 28.6+6.45, the mode of delivery was vaginal 53.8% and 46.2% caserean, 28.8% of vaginal
deliveries were primiparous, and 72.2% were multiparous. The mean weight of babies were
3323,08+45.6 gr and none of them required intensive care. The location of the placenta was
found to be anterior in 33 women (63%) and posterior in 19 women (36%). There was not any
statistical significant between placenta location and macroscopic histopathologic findings
(Table-1). There was no evidence of hypoxia in the umbilical cord. Four women with anterior
placental location and six women with posterior placental location both had chorangiosis,
however it was not statistically significant. ( p=0.09). Furthermore, there were no other
hypoxia-overlapping lesions seen with the chorangiosis in these cases. (Figure-1).

Discussion and Conclusion:
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Chorangiosis is determined as hyper vascularity of terminal villus of placenta and it is related
to hypoxia. According to Altshuler criteria: > 10 capillaries in at least 10 terminal villi in > 10
non infarcted areas in at least 3 low power fields of the placenta. On the other hand, it might be
allowed to combine with other hypoxia-overlapping lesions, such as intravillous hemorrhage,
villous infarct, ateriosclerosis of spiral arteriol etc.

The uterine arteries and their anastomos are close to the anterior and posterior placentas,
providing efficient placental perfusion. Hypoxia was not observed in the anterior or posterior
placenta, which could be attributed to low risk pregnancy, the absence of pre uterin vascular
pathology such diabetes, hypertension, etc., and the proximity of the uterine arteries.
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Table-1.Placenta location and histopathologic findings

Histopathologic Placenta 0 Min-Max
findings location Meantsd (Median) p
Placenta (gr) Anterior 33 639,18+130 | 455-1017
17 (625)
Posterior 19 657,63+£123 | 417-817 0,419
72 (661)
Placenta size(cm) | Anterior 33 17,45+1,3 15-20 (17) 0.653
Posterior 19 17,32+1,29 | 15-20 (17) '
Placenta Anterior 33 3,24+0,66 2-5 (3) 0.483
thickness(cm) Posterior 19 3,08+0,34 2,5-4 (3) ’
Umblical cord | Anterior 33 38,36+9,57 | 21-59 (38)
lenght(cm) Posterior 19 27,3711 15 | 9560 (34) 0,494
Umblical cord | Anterior 33 1,44+0,27 1-2 (1,5) 0.465
size(cm) Posterior 19 1,42+0,36 1-2,5(1,5) '
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Figure-1: Capiller hypervascularity in terminal villus ,chorangiosis ( arrow) (HE x 40)
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S-44 Case Presentation: Preeclampsia Developing In The Context Of Chronic
Abruption-Oligohydramnios Sequence (Caos)

ismail Aykutl, Ugur Senl, Mehmet Ozer?
1 izmir Tepecik Eah Kadin Hastaliklar1 ve Dogum

Abruptio placentae is defined as the separation of the placenta from the decidua before delivery.
The incidence of abruptio placentae is approximately 3 to 10 per 1000 births. In cases of chronic
abruption, the presence of oligohydramnios is referred to as 'Chronic Abruption-
Oligohydramnios Sequence (CAQS)'. In patients with CAOS, there is an increased risk of
developing preeclampsia, preterm birth, chorioamnionitis, low birth weight, chronic lung
disease, and the need for mechanical ventilation. To increase awareness of chronic abruption-
oligohydramnios sequence, we present a case in which a patient presented with vaginal
bleeding, and preeclampsia developed in the setting of chronic abruption placenta,
oligohydramnios, and abnormal Doppler findings.

Keywords: chronic abruption , oligohyroamnios , preeclampsia

INTRODUCTION

Abruptio placenta, defined as the separation of the placenta from the decidua before birth. The
incidence of abruptio placenta is approximately 3 to 10 per 1000 births (1,2). The early
detachment of the placenta is due to bleeding in the basal decidua. Bleeding can start with the
rupture of arterial vessels in the decidua and progress to hematoma formation. In cases of
arterial bleeding, the placenta can detach almost completely, leading to serious maternal and
fetal adverse outcomes. In chronic abruption, poorly developed early spiral arteries lead to
decidua necrosis, placental inflammation, infarction, and consequently, venous bleeding in the
placenta. In chronic abruption, bleeding usually self-limits. Intermittent, mild bleeding,
oligohydramnios, and intrauterine growth restriction can be observed. Oligohydramnios
accompanying chronic abruption cases is referred to as 'Chronic Abruption-Oligohydramnios
Sequence (CAOS)' (3). CAOS increases the risks of intrauterine growth restriction,
preeclampsia, and early membrane rupture (4). As a result, it has a poor prognosis due to serious
neonatal morbidity and mortality caused by preterm birth (3,5).

CASE

A 26-year-old, G1P0 (Gravida 1, Para 0) patient at 27+0 weeks gestation according to her last
menstrual period presented to our center with vaginal bleeding in the form of spotting. The
patient's pregnancy follow-ups have not been regular, and there is no known medical history or
surgical history.

On initial evaluation, the patient's general condition is good, blood pressure is 140/75 mmHg,
heart rate is 78 beats per minute, and temperature is 36.4°C. Her abdomen is comfortable, with
no signs of guarding or rebound tenderness. There is no fundal tenderness. Obstetric ultrasound
revealed a single intrauterine fetus with positive fetal cardiac activity. Fetal measurements
indicate a gestational age of BPD: 23+0, HC: 23+2, AC: 22+6, FL: 30+0, and an estimated fetal
weight of 450 grams. Amniotic fluid index (AFI) measures 50 mm. The placenta is noted to be
larger than normal and fundally located, with an area that could be consistent with a
retroplacental hematoma, but no evidence of placenta previa. Doppler examination showed end-
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diastolic flow reversal in the umbilical artery and a positive A wave in the ductus venosus.
Vaginal examination revealed a 1 cm cervical dilation, and there were coagulated clots
consistent with prior bleeding upon speculum examination.

Laboratory findings show hemoglobin (HGB) at 11.3 g/dL, white blood cell count (WBC) at
11.1 x10%/uL, platelet count (PLT) at 308 x10%/uL, alanine aminotransferase (ALT) at 10 U/L,
aspartate aminotransferase (AST) at 16 U/L, C-reactive protein (CRP) at 3 mg/L, and fibrinogen
at 280 mg/dL. No drainage was observed. The patient was admitted to our service for
monitoring purposes.

The patient was started on betamethasone 6 mg 2x2 therapy, with vital sign and pediatric
follow-up every 6 hours, and a planned 24-hour urine collection. Due to blood pressure readings
of 155/80, 140/80, and 140/90 on the second day of hospitalization, alpha-methyldopa 250 mg
3x1 therapy was initiated. On the second day of hospitalization, blood pressure readings were
160/90 and 150/90, and laboratory findings showed HGB: 10.6 g/dL., WBC: 14.1 x103/uL, PLT:
238 x10°%/ulL, ALT: 82 U/L, AST: 142 U/L, CRP: 5.5 mg/L, and fibrinogen: 225 mg/dL. A
control ultrasound revealed a retroplacental hematoma measuring 50x35 mm, with Doppler
examination showing end-diastolic flow reversal and a positive A wave in the ductus venosus.
The patient received 4 grams of magnesium sulfate (MgSO4) as a loading dose, and then a
continuous infusion of 1.5 grams per hour was started, while the alpha-methyldopa dose was
changed to 3x2.

On the fourth hour of monitoring, the patient reported an increase in bleeding. A follow-up
examination revealed active leakage from the cervix. Blood pressure readings were 140/90,
150/85, 140/95, and 160/90, with normal respiratory rate and pulse rate. The patient exhibited
bilateral positive deep tendon reflexes. Control laboratory results showed HGB: 9.3 g/dL,
WBC: 16.3 x10°/uL, PLT: 145 x103/uL, ALT: 134 U/L, AST: 263 U/L, CRP: 12 mg/L, and
fibrinogen: 118 mg/dL. Control ultrasound showed progression of the retroplacental hematoma
to 90x65 mm, with intermittent retrograde flow observed in the umbilical artery on Doppler
examination. The family was informed about the situation, and a decision was made to proceed
with a cesarean section due to severe preeclampsia and abnormal Doppler findings. It was
planned to administer 2 grams of fibrinogen during the cesarean section. A 412-gram male
infant was delivered with a head presentation. Brownish amniotic fluid was observed, and the
placenta had areas of necrosis. The placenta was sent for pathology examination. The infant
was evaluated with an Apgar score of 2 at 1 minute and subsequently intubated. Postoperatively,
MgSO4 maintenance therapy was continued. Postoperative laboratory evaluation showed
HGB: 8.6 g/dL, WBC: 17.1 x10*/uL, PLT: 150 x10°*/uL, ALT: 114 U/L, AST: 215 U/L, CRP:
20 mg/L, magnesium (Mg): 5.5 mg/dL, and fibrinogen: 225 mg/dL. Blood pressure readings
ranged from 125-140/70-80 during follow-up. On the first postoperative day, the patient's
general condition was stable, vital signs were normal, uterine involution was appropriate, and
bowel movements were present. Laboratory results showed HGB: 9.1 g/dL, WBC: 14.1
x10%/uL, PLT: 178 x10%/uL, ALT: 63 U/L, AST: 70 U/L, CRP: 18 mg/L, magnesium (Mg): 2.8
mg/dL, and fibrinogen: 320 mg/dL. On the third postoperative day, vital signs remained stable,
blood pressure readings were within the normal range, and laboratory findings showed an
improving AST/ALT trend, returning to normal limits. As a result, the patient was discharged
in good health.,
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CONCLUSIONS

Similar to our case, Chronic Abruption-Oligohydramnios Sequence (CAQS) is generally a
condition seen in the second trimester and carries a poor prognosis. Prolonged venous bleeding
results in the development of subchorionic hematoma, separating the amnion and chorion from
the decidua, disrupting blood flow to the amnion and chorion. Insufficient perfusion of the
amnion and chorion can lead to chorioamnionitis and early membrane rupture (6). Pathological
examination of the placenta may reveal chronic deciduitis, decidual necrosis, placental infarcts,
thrombosis, and hemosiderin accumulation (7). Inadequate placental function can result in
impaired fetal renal perfusion, leading to oligohydramnios (8). In patients with CAQS, the
average gestational age at birth has been found to be 28.1 +/- 4.5 weeks (3). Patients with CAOS
are at increased risk of developing preeclampsia, preterm birth, chorioamnionitis, low birth
weight, chronic lung disease, and the need for mechanical ventilation (4,5). Patients presenting
with recurrent vaginal bleeding, as in our case, should be carefully evaluated, associated
pathologies should be identified, and vigilant and careful management should be provided
during follow-up.
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S-45 Sol Over Torsiyonu ve Sag Over Dermoid Kisti Bulunan Olgunun Yo6netimi

Feden Kiibra Ozdilek Kirgiegit, Kaan Oztiirk®, Oktay Akgiin®
1 izmir Tepecik Egitim ve Arastirma Hastanesi

Acil servise bagvuran ve yapilan fiziki muayenede akut karin bulgular1 saptanan kadinlarda, her
yas grubu i¢in ayirici tanida over torsiyonu diisliniilmelidir. Ancak kesin taniy1 koymak, over
torsiyonunun belirtilerinin 6zgilin olmamas1 nedeniyle her zaman ¢ok kolay olmamaktadir.
Dogru ve erken tan1 koymak, 6zellikle geng yastaki hastalarda overin kurtarilmasi ve ilerleyen
yillarda fertilitenin korunmasi acisindan énemlidir. Klinigimiz acil servisine yaklasik 3 giin
once baslayan karin agris1 sikayetiyle basvuran 22 yasindaki virgo hasta degerlendirildi. Hasta
agrinin 3 giin dnce basladigini, ara ara geriledigini ancak basvuru giiniinde siddetlendigini
belirtti. Bilinen ek hastalik ve operasyon Oykiisii bulunmayan hastanin yapilan fizik
muayenesinde batinda yaygin hassasiyet, sol alt kadranda istemli defans1 mevcuttu. Yapilan
suprapubik ultrasonda sol over boyutlar1 artmis 109x94x110 mm, igerisinde 55x42x44 mm
hemorajik kist ile uyumlu alan izlendi. Korteks ve medulla ayrimi yapilamamis olup vaskiiler
akim kodlanmadi. Sag over 78x65x85mm igerisinde yaklasik 54x40mm dermoid kist ile
uyumlu heterojen hiperekojen kitle lezyonu izlendi. Douglas’ta serbest mai izlenmedi. Hastaya
tanisal laparotomi planlandi. Yapilan batin gézleminde sol tuba ve sol over normalden iri
yaklasik 8cm biiytikliikte ve 3 tur torsiyone izlendi. Sag overde yaklasik Secm dermoid kist ile
uyumlu goriiniim izlendi. Sol over ve tuba detorsiyone edildi. Sol over kanlanmasinin tekrar
basladig1 goriildii. Sol overdeki hemorajik kist wedge rezeksiyon ile eksize edildi. Sag overde
kist lojuna girilerek kistektomi yapildi. 1 hafta sonra kontrol pelvik ultrasonda sol over boyutlari
50x40x40 mm, sag over boyutlar1 30x32x35 mm boyutlarinda ve her iki over vaskiiler
kodlanma olagan izlendi.Nihai Patoloji sonucunda sag over kistetektomi materyali matiir kistik
teratom, sol over materyali torsiyona bagli hemorajik infarktiis olarak raporlandi. Hastanin
aylik ultrason kontrollerine devam edildi. Kontrollerde patolojik bulgu saptanmadi. Over ve
adneks torsiyonlarinin acil miidahalesi 6zellikle ireme ¢agindaki kadinlarda 6nemlidir. Klinik
bulgular nonspesifik olmakla beraber cerrahi 6ngorii ve klinik siiphe tan1 i¢in en 6nemli birinci
basamaktir. Cerrahi tedavide organ koruyucu yaklagimlar olabildigince ilk secenek olmalidir.

Anahtar Kelimeler: Over Torsiyonu, Dermoid Kist, Abdominal Agri

GIRIS

Acil servise bagvuran ve yapilan fiziki muayenede akut karin bulgulari saptanan kadinlarda, her
yas grubu i¢in ayirici tanida over torsiyonu diisiiniilmelidir. Ancak kesin taniy1 koymak, over
torsiyonunun belirtilerinin 6zgiin olmamasi nedeniyle her zaman ¢ok kolay olmamaktadir.
Dogru ve erken tan1 koymak, 6zellikle geng yastaki hastalarda overin kurtarilmasi ve ilerleyen
yillarda fertilitenin korunmasi agisindan 6nemlidir (1). Overin destek aldigi ligamentlerin
etrafinda donmesi ile ortaya c¢ikan over torsiyonu her yas grubunda karsilasilabilecek
jinekolojik acil bir durumdur. Infundibulopelvik ligamentin kendi etrafinda dénmesi sonucu
arterial, vendz ve lenfatik akim engellenir. Engellenen venoz ve lenfatik akim sonucu overde
o0dem gelisir ve gelisen 6dem zaten azalmis olan arterial akim {izerine daha da azaltir. Arterial
akimdaki azalma iskemiye yol agar ve iskemi sonucu nekroz, infarkt ve lokal hemoraji olusur.
Nekroza giden over dokusu fonksiyonunu kaybeder ve zaman igerisinde involiisyona ugrar.
Eriskinlerde, over torsiyonu goriilen vakalarin % 50-80’inde fonksiyonel kist ya da neoplastik
kist ile karsilagilmaktadir.(2, 3)
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Yontem

Klinigimiz acil servisine yaklasik 3 giin once baslayan karin agrisi sikayetiyle bagvuran 22
yasindaki virgo hasta degerlendirildi. Hasta agrinin 3 giin 6nce basladigini, ara ara geriledigini
ancak basvuru giiniinde siddetlendigini belirtti. Bilinen ek hastalik ve operasyon Oykiisii
bulunmayan hastanin yapilan fizik muayenesinde batinda yaygin hassasiyet, sag alt kadranda
istemli defans1 mevcuttu.

Bulgular

Yapilan laboratuvar tetkiklerinde Hemoglobin 11.7 g/dl Beyaz Kiire 6.000 , CRP 122 mg/L,
karaciger fonksiyon testleri ve bobrek fonksiyon testleri olagan, CA-125 42.6, Beta Heg degeri
negatifti. Vital bulgular stabil olarak degerlendirildi.

Y apilan suprapubik ultrasonda sol over boyutlari artmig 109x94x110 mm, igerisinde 55x42x44
mm hemorajik kist ile uyumlu alan izlendi. Korteks ve medulla ayrimi yapilamamis olup
vaskiiler akim kodlanmadi. Sag over 78x65x85mm igerisinde yaklasik 54x40mm dermoid kist
ile uyumlu heterojen hiperekojen kitle lezyonu izlendi. Douglas’ta serbest mai izlenmedi.

Hastaya mevcut bulgular ile operasyon Onerildi. Hastaya tanisal laparotomi planlandi.
Pfannenstiel insizyon ile yapilan batin gdzleminde sol tuba ve sol over normalden iri yaklagik
8cm biyiikliikte ve 3 tur torsiyone izlendi. Sag overde yaklagik Scm dermoid Kist ile uyumlu
goriiniim izlendi. Sol over ve tuba detorsiyone edildi. Sol over kanlanmasinin tekrar basladigi
goriildii. Sol overdeki hemorajik kist wedge rezeksiyon ile eksize edildi. Sag overde kist lojuna
girilerek kistektomi yapildi. Kist materyali frozena gonderildi. Frozen sonucu dermoid kist ile
uyumlu olarak bildirildi. Operasyona son verildi.

Hastanin post-operatif 2. Giin suprapubik ultrasonunda sol over boyutu 70x50x50 mm
boyutlarinda, parankimde parsiyel vaskiiler akim izlendi. Sag 40x30x45 mm boyutlarinda
izlendi.Douglas’ta serbest mai izlenmedi. Genel durumu iyi, ek sikayeti olmayan hasta post
operatif 2.glinde taburcu edildi. 1 hafta sonra kontrol pelvik ultrasonda sol over boyutlari
50x40x40 mm, sag over boyutlar1 30x32x35 mm boyutlarinda ve her iki over vaskiiler
kodlanma olagan izlendi.Nihai Patoloji sonucunda sag over kistetektomi materyali matiir kistik
teratom, sol over materyali torsiyona bagli hemorajik infarktiis olarak raporlandi. Hastanin
aylik ultrason kontrollerine devam edildi. Kontrollerde patolojik bulgu saptanmadi.
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Sekil 1 : Torsiyone sol over ve sag over dermoid kist Sekil 2 : Kistektomi sonrasi sol ve sag
over

SONUC VE TARTISMA

Over ve adneks torsiyonlarinin acil miidahalesi 6zellikle ireme ¢agindaki kadinlarda 6nemlidir.
Klinik bulgular nonspesifik olmakla beraber cerrahi 6ngorii ve klinik siiphe tan1 i¢in en 6nemli
birinci basamaktir. Cerrahi tedavide organ koruyucu yaklasimlar olabildigince ilk secenek
olmalidir.

KAYNAKCA
AMA (American Medical Association) yazim kurah
1. Bayer Al, Wiskind AK. Adnexal torsion: can the adnexa be saved. Am J Obstet Gynecol
1994;171(16):1506—11.
2. 2. Nichols DH, Julian PJ. Torsion of the adnexa. Clin Obstet Gynecol 1985;282(2):375-
80.
3. Warner MA, Fleischer AC, Edell SL, et al. Uterine adnexal torsion: sonographic findings.
Radiology 1985;154(3):773-5.

123



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

S-46 Hpv Frequency, Types And Cytology Results In Women Between 2017 And 2021 In
Kahramanmaras

Kemal Hansu*
1 Kahramanmaras Siit¢ii Imam Universitesi Tip Fakiiltesi Kadin Hastaliklar1 ve Dogum
Anabilim Dali

Obijective: Evaluation with cervical cytology results by determining the distribution of high-
risk HPV types after HPV screenings performed in Kahramanmaras Province Cancer Early
Diagnosis and Screening Training Center Methods: The study included 36420 women between
the ages of 30-65, who applied to Cancer Early Diagnosis and Screening Education Centers
(KETEM) between January 2017 and December 2021 in Kahramanmaras and had HPV DNA
test done. HPV typing was performed on women with positive HPV test, and patients with high
risk HPV type were referred to secondary and tertiary healthcare institutions and smear test was
performed. Results: HPV screening test result was positive in 1420 of 36420 women who were
screened for HPV (3.89%). 74 sample results were reported as insufficient material (0.2%).
HPV typing of the patients with positive results was performed; The most frequently isolated
HPV type was 16 (21.9%). When the results of HPV positive women were examined; Cervical
cytology was normal in 701 (49%) cases, cervical infection was reported in 378 (26.6%) cases,
and the results of 212 (15%) patients were reported as insufficient material. Cervical cytology
result of 81 (5.7%) patients is ASC-US, 7 (0.49%) patients are ASCH, 36 (2.5%) patients are
LSIL, 2 (0.14%) patients are HSIL, and 3 (0%) ,21) patients had AGC. AIS was not observed
in any patient. Conclusion: HPV prevalence and genotype distribution seem to be regionally
variable. Cervical cancer is a disease that can be prevented with appropriate screening
programs, vaccination and early treatment. Participation in screening programs should also be
increased in our region and the rate of vaccination should be increased.

Keywords: pap smear, cervical cytology, human papillomavirus,HPV screening program
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S-47 34 Weeks Gestation With Unicornuate Uterus And Associated Ectopic Kidney Case
Report

Mehmet Béliikbasi', Pmar Tugge Ozer?, Ozan Odabas!
1 Sbii Tepecik Egitim ve Arastirma Hastanesi Kadin Hastaliklar1 Ve Dogum
2 Kemalpasa Devlet Hastanesi Kadin Hastalar1 ve Dogum Klinigi

Patients with congenital uterine anomalies are at an increased risk of having renal, skeletal, or
abdominal wall abnormalities, or a history of inguinal hernias. Renal anomalies are found in 20
to 30 percent of patients with Miillerian defects. The three primary mechanisms for abnormal
uterine development are agenesis/hypoplasia, defective lateral fusion, and defective vertical
fusion. Ultrasonography, hysterosalpingography, and magnetic resonance imaging can be used
in the diagnosis of congenital uterine anomalies, with magnetic resonance imaging being the
gold standard. Our patient, a 33-year-old woman, gravida 4, parity 1, with a history of 2
abortions, and her last menstrual period occurring 34 weeks and 2 days prior, presented to our
hospital with complaints of labor pains. During NST follow-up, the patient exhibited 60
Montevideo units with 2 contractions in 10 minutes. When the patient's contractions did not
subside and recurrent decelerations were observed during follow-up, a cesarean section was
performed based on indications of oligohydramnios, previous cesarean section with pain, and
cerclage pregnancy. During the cesarean section, a right unicornuate uterus, a left ovary
adherent to the lateral abdominal wall, and a left kidney ectopic in the left lower quadrant were
observed. The right ovary and right salpinges appeared normal, while no left salpinges were
observed. Additionally, there was no cavity associated with the left rudimentary horn of the
uterus. Unicornuate uterus patients are at higher risk for endometriosis, preterm labor, and
breech presentation, and particularly, renal anomalies with a 40 percent incidence rate. In our
case, the left kidney was ectopic in the left lower quadrant. In conclusion, patients with a
unicornuate uterus have an increased risk of preterm delivery, ectopic pregnancy, and
endometriosis, and it is recommended to investigate for ectopic renal locations. In patients with
a unicornuate uterus associated with a rudimentary horn, removal of the rudimentary horn is
recommended.

Keywords: unicornuate uterus, pregnancy, ectopically located kidney
INTRODUCTION

Congenital uterine anomalies can lead to symptoms such as pelvic pain, abnormal bleeding at
menarche, recurrent pregnancy loss, or preterm birth. These anomalies can be identified in
patients, including adolescents, presenting with these disorders. Some may be suspected due to
findings on physical examination, such as a longitudinal vaginal septum, while others may be
detected during imaging studies for infertility, nonreproductive organ symptoms, or trauma.
The American Society for Reproductive Medicine's classification system for Miillerian defects,
adopted in 2021, emphasizes congenital uterine anomalies and associated anomalies of the
vagina, cervix, fallopian tubes, and renal system. It utilizes descriptive terminology instead of
the previous numerical system. This terminology includes miillerian agenesis, cervical
agenesis, unicornuate uterus, uterus didelphys, bicornuate uterus, septate uterus, longitudinal
vaginal septum, transverse vaginal septum, and other complex anomalies.

Patients with congenital uterine anomalies are at an increased risk of having renal, skeletal, or
abdominal wall abnormalities, or a history of inguinal hernias, and vice versa. Renal anomalies
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are found in 20 to 30 percent of patients with Miillerian defects. For instance, duplex collecting
systems, horseshoe kidneys, pelvic kidneys, and unilateral renal agenesis have been associated
with obstructed hemiuteri, obstructed hemivaginas, and transverse vaginal septa. Typically, a
renal anomaly is ipsilateral to the congenital uterine anomaly. The prevalence of congenital
uterine anomalies was 5.5 percent in an unselected population, 8 percent in infertile patients,
12.3 percent in patients with a history of miscarriage, and 24.5 percent in patients with
miscarriage and infertility.

The underlying etiology for abnormal uterine development is not well understood but is likely
related to polygenic and multifactorial causes. Patients with uterine anomalies usually have a
normal karyotype (46,XX). The three main mechanisms for abnormal uterine development are
agenesis/hypoplasia, defective lateral fusion, and defective vertical fusion. Ultrasonography,
hysterosalpingography, and magnetic resonance imaging can be used for diagnosing congenital
uterine anomalies, with magnetic resonance imaging being the gold standard.

CASE

Our patient, a 33-year-old woman, gravida 4, parity 1, with a history of 2 abortions, and her last
menstrual period occurring 34 weeks and 2 days prior, presented to our hospital with complaints
of labor pains. An obstetric ultrasonographic evaluation revealed an intrauterine single fetus
with fetal heartbeat, head presentation, anterior placenta, and an amniotic fluid index (AFI) of
46 mm. Antenatal measurements were as follows: BiParietal Diameter (BPD): 34+4 weeks, AC
34+2 weeks, FL 34+3 weeks, Umbilical arterial s/d ratio: 2.68, and pulsatile index: 0.77. In a
speculum examination, a cerclage rope was observed, and there was no active vaginal bleeding.
Vaginal examination indicated dilatation with no cervical effacement. The patient had
previously been under perinatology care and had undergone a cerclage procedure at 16 weeks
of pregnancy due to cervical insufficiency.

During NST follow-up, the patient exhibited 60 Montevideo units with 2 contractions in 10
minutes. Her blood pressure was 123/75 mmHg, pulse rate was 78/minute, and her temperature
was 36.20°C. Laboratory findings included Hb 12.9, leukocyte 11300, platelet 205000, and
fibrinogen 596. The patient was then transferred to our delivery room service, where hydration
treatment and continuous NST monitoring were initiated. However, the patient's labor did not
regress, and recurrent decelerations were observed, leading to a decision for a cesarean section
based on indications of oligohydramnios, painful previous cesarean section, and cerclage
pregnancy.

During the cesarean section, a right unicornuate uterus, a left ovary adherent to the lateral
abdominal wall, and a left kidney ectopic in the left lower quadrant were observed. The right
ovary and right salpinges appeared normal, while no left salpinges were observed, and there
was no cavity associated with the left rudimentary horn of the uterus. A 2144-gram live baby
girl was delivered through a transverse incision in the lower segment with a basal 1-minute
Apgar score of 7. Following the cesarean section, the cerclage rope was appropriately managed.
Postoperative laboratory values showed Hb 12.4, leukocyte 16700, and platelet 157000.

On postoperative day 2, our patient became hemodynamically and clinically stable. She was
informed about her unicornuate uterus and ectopic kidney placement and discharged with
recommendations for urology and gynecologic follow-up after 6 weeks.

DISCUSSION
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In the unicornuate uterus, a cavity is usually normally associated with the fallopian tube and
cervix, while the failed Miillerian duct may have various configurations. It may not develop at
all or only partially develop as a primitive horn or an anlage (a cluster of embryonic cells) on
the uterus. This horn (or anlage) may or may not communicate with the uterus. In our case, the
affected Miillerian duct did not develop at all. Diagnosis is typically made by ultrasound
showing a uterus deviated to one side of the pelvis; 3-D reconstructed images are particularly
useful. Care should be taken to assess the presence of a non-communicating or rudimentary
horn. In complicated cases where surgical removal of the rudimentary horn is considered, MRI
may help in surgical planning.

Patients with a unicornuate uterus are at higher risk for endometriosis, preterm labor, and breech
presentation. A review of pregnancy outcomes in patients with unicornuate uteri reported rates
of obstetric complications: 2.7 percent ectopic pregnancy, 24.3 percent first-trimester abortion,
9.7 percent second-trimester abortion, 20.1 percent preterm birth, 3.8 percent fetal demise, and
51.5 percent live births. Unicornuate uterus is associated with renal anomalies, particularly at a
high rate of 40 percent. In our case, the left kidney was ectopic in the left lower quadrant.
Patients with unicornuate uteri are not usually candidates for reconstructive procedures to
improve pregnancy outcomes, as this anomaly is typically associated with favorable pregnancy
outcomes. However, rudimentary horns that do not communicate with the endometrium are
sometimes surgically removed to prevent ectopic pregnancies.

In conclusion, patients with a unicornuate uterus have an increased risk of preterm delivery,
ectopic pregnancy, and endometriosis. Investigating ectopic renal locations is recommended in
these cases. For patients with a unicornuate uterus associated with a rudimentary horn, removal
of the rudimentary horn is recommended.
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Sag unicornuat uterus
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Sol batin yan duvarina yapisik over

REFERENCES

1. Crowther ME. Unicornuate uterus.Int J Gynaecol Obstet. 1991;34(3):281-284.
d0i:10.1016/0020-7292(91)90365-c

2. Passos IMPE, Britto RL. Diagnosis and treatment of miillerian malformations. Taiwan J
Obstet Gynecol. 2020;59(2):183-188. doi:10.1016/j.tjog.2020.01.003

3. Khati NJ, Frazier AA, Brindle KA. The unicornuate uterus and its variants: clinical
presentation, imaging findings, and associated complications.J Ultrasound Med.
2012;31(2):319-331. doi:10.7863/jum.2012.31.2.319

129



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

S-48 Differentiation Of Healthy Blood, Diseased Blood, Bloody Jaw Cysts And Urine By
Line Widths Of High Field Nmr Peaks

Mehmet Nafi Sakar!, Mehmet Zafer Koylu?, Utku Nezih Yilmaz®
1 Department Of Obstetrics And Gynecology, Faculty Of Medicine, Istanbul, Turkey
2 Faculty Of Science, Dicle University, Diyarbakir, Turkey
3 Department Of Oral-Maxillofacial Surgery, Faculty Of Dentistry, Dicle University,
Diyarbakir, Turkey

Purpose: Line width studies of high field Nuclear Magnetic Resonance (NMR) peaks have been
seen more frequently in the recent literature. The aim of this study was to compare NMR line-
widths of HOD peaks in healthy blood, cancerous blood, diabetic blood and bloody jaw cysts.
The line widths of urine samples from the same individuals were also compared. Methods: In
this study, the blood and urine of 29 cancer patients, 17 diabetic patients, 28 healthy volunteers
and 20 bloody jaw cysts were collected. Mixtures were prepared by adding 0.02 mL sample to
0.98 mL D20. Single pulse proton NMR measurements were performed at 400 MHz and line
widths were obtained from half-height of the HOD (semi water) peak. Results: Statistical
evaluations show that the mean line width of cancerous blood is different from normal blood
(P=0,032) but the mean line width of diabetic blood is not different from normal blood
(p=0.072). Other groups are completely different (p<0.05). Similar results were found for urine
groups. Line widths exhibit poor correlation width each of albumin and total protein (the
coefficient of determination, R2, around 0.3). Poor correlation was also found between some
biochemical parameters and line widths of diseased samples. The HOD molecules reducing
spin-spin relaxation (T2) distribution range of each group is responsible from the reduced
overlap between groups. Conclusion: Present data suggest that comparison of healthy and
diseased body fluids can be made by line width measurements of the HOD NMR peak in the
high Field. These results may lead to new research in MRI.

Keywords: NMR, line width, blood, urine, cyst
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S-49 Successful Microwave Ablation In The Treatment Of Twin Reversed Arterial
Perfusion (Trap) Sequence

Mehmet Ozer!
1 Saglik Bilimleri Universitesi, Tepecik Egitim ve Arastirma Hastanesi, Kadin Hastaliklar1 ve
Dogum Perinatoloji Klinigi

ABSTRACT The Twin Reversed Arterial Perfusion (TRAP) sequence is found in roughly 2.6%
of monochorionic twin pregnancies and 0.01% of all pregnancies. Historically, rates reported
were 0.003% for all pregnancies and 1% for monochorionic twins. With modern advances in
obstetric ultrasound and assisted reproductive technologies, these figures are thought to be
higher. Contrary to its name, the TRAP sequence is seldom observed in monochorionic triplets
or other higher-order gestations. In TRAP scenarios, the pump twin retains standard fetal
circulation, but retrograde deoxygenated blood flow is established to its co-twin through arterio-
arterial anastomoses. A 23-year-old G5P2Y2A2 (NSD) patient was referred to the Tepecik
Training and Research Hospital's perinatology clinic. Without any known comorbidities and no
regular medications, the patient's diagnosis was made via ultrasonographic evaluation. At the
18th week of gestation, a microwave ablation technique was applied to impede blood flow to
the acardiac fetus. Initial ultrasonographic findings revealed a positive heartbeat in the primary
fetus (CRL:60 mm, 12 weeks + 4 days) and an absence of cardiac activity in the secondary
fetus, which displayed only a torso and lower extremities. An assessment at the 18th gestation
week showed unchanged characteristics for the second fetus, while the primary fetus continued
regular development. Following an abdominal microwave ablation intervention on the
umbilical vein of the acardiac fetus at this same gestation week, halted blood flow to the
acardiac fetus was verified via ultrasound. In pregnancies, techniques such as microwave
ablation are employed for the occlusion of vascular anastomoses and selective fetal reduction.
Following a diagnosis of the TRAP sequence, due to the evidence suggesting superior outcomes
with the occlusion of the acardiac twin's cord compared to passive observation, patient referral
to specialized centers is recommended.

Keywords: acardiac fetus, microwave ablation, TRAP sequence, twin pregnancy

INTRODUCTION

The Twin Reversed Arterial Perfusion (TRAP) sequence is a rare monochorionic twin
pregnancy complication where one fetus, termed "acardiac twin", lacks a functional heart and
is retrogradely perfused by its sibling. TRAP sequence is observed in approximately 2.6% of
monochorionic twin pregnancies and 0.01% of all pregnancies 1. The pump twin, bearing the
perfusion load for itself and its acardiac co-twin, is at risk for high-output heart failure,
evidenced by cardiomegaly, polyhydramnios, and possible hydrops fetalis 23. Despite its name
implying twins, the TRAP sequence is rarely seen in monochorionic triplets or higher-order
multiple pregnancies. In TRAP, while the pump twin maintains the regular fetal circulatory
pattern, retrograde deoxygenated blood flow to its co-twin is facilitated through arterio-arterial
anastomoses >°. In this study, we present the treatment of a patient diagnosed with the TRAP
sequence.

METHOD

The patient was referred from an external center to Tepecik Training and Research Hospital's
perinatology clinic. The patient, a 23-year-old woman, came with a medical history denoted as
G5P2Y2A2 (NSD), highlighting her previous obstetric experiences and outcomes.
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On initial assessment, the patient's overall health status appeared stable. She had no reported
additional illnesses or comorbidities, which is essential in determining the possible risk factors
and intervention strategies. Furthermore, her medication history was reviewed, revealing that
she was not on any regular medications, eliminating potential drug-related influences on the
fetal conditions.

For diagnostic clarity, a comprehensive ultrasonographic assessment was conducted. This
advanced imaging technique provided detailed insights into the intrauterine environment,
enabling the medical team to understand the condition of both fetuses. It was through this
ultrasonographic evaluation that the presence of the Twin Reversed Arterial Perfusion (TRAP)
sequence became evident, underscoring the need for specialized intervention.

Based on the diagnosis and the associated risks of the TRAP sequence, a decision was made to
intervene at the crucial juncture of the 18th week of pregnancy. A microwave ablation technique
was selected as the preferred method of intervention. This invasive procedure was aimed
specifically at halting the blood flow to the acardiac fetus, thus aiming to prevent further
complications for both the healthy twin and the mother.

RESULTS
In the initial ultrasound assessment, the examination provided vital insight into the condition of
both fetuses. The first fetus exhibited positive heartbeats, suggesting a healthy circulatory and
cardiac function (CRL:60 mm, 12 weeks + 4 days) (Figure 1). The second fetus was observed
as acardiac (Figure 2). Additionally, only its torso and lower extremities were present. We
confirmed the diagnosis by demonstrating through the umbilical artery color and spectral
Doppler interrogation that the blood in the acardiac fetus flows toward its body rather than away
from it.

By the 18th week of pregnancy, a subsequent evaluation was conducted. The first fetus
continued on its path of normal development, manifesting all typical features expected at this
gestational age. The second fetus was observed to increase in size between the 12th and 18th
weeks.

To address the condition, an innovative approach was adopted. At the 18th week, a microwave
ablation procedure was performed. This intervention, targeted abdominally on the umbilical
vein, aimed to interrupt the blood supply leading to the acardiac fetus. Following this procedure,
a follow-up ultrasound was immediately performed. In the umbilical vessels of the acardiac
twin, absence of blood flow was confirmed post-procedure and in subsequent ultrasound
examinations via Doppler studies, indicating the procedure's success.

No complications related to the procedure occurred during or after the intervention. The patient
was discharged after a one-day hospital stay.

Figure 1: Doppler ultrasound imaging of the acardiac fetus and the healthy fetus.
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Figure 2: 3D ultrasound imaging of the acardiac fetus and the healthy fetus.

CONCLUSION AND DISCUSSION

Due to the presence of vascular anastomoses in these pregnancies, various techniques including
fetoscopic ligation, laser coagulation, bipolar cord coagulation, radiofrequency ablation, and
microwave ablation are employed in selective fetal reduction procedures %%. The use of
microwave ablation has been determined to potentially be a viable approach in addressing the
TRAP sequence by halting the blood supply to the acardiac fetus. After being diagnosed with
the TRAP sequence, guiding patients to specialized centers with expertise in fetal diagnosis and
intervention is advisable. Particularly in high-risk pregnancies, research indicates that blocking
the acardiac twin's cord leads to more favorable results than adopting a passive observational
strategy °.
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S-50 Metastatic Breast Signet Ring Cell Carcinoma Mimicking Peritonitis
Carcinomatosa

Melis Ozbilen?, Hatice Kiibra Can®, Esra Kelesl, Murat Apil, Emre Mat!
1 Kartal Dr Liitfi Kirdar Sehir Hastanesi

Signet-ring cell carcinoma is one of the rarest forms of adenocarcinoma that can arise from
breast. Given their similar presentations and the extreme rarity of this unusual malignancy, it
can be difficult to differentiate between peritonitisis carcinomatosa and SRCC.

Keywords: signet ring cell carcinoma, peritonitisis carcinomatosa, metastasis

Introduction: Signet ring cell carcinoma (SRCC) of the breast is very rare. Until 2003, SRCC
was placed under ‘mucin-producing carcinomas’ and separated from other carcinomas by the
World Health Organization (WHO). To date, only a few cases have been reported. Signet ring
cell carcinoma of the breast despite advances in imaging methods is challenging to recognize
preoperatively. We describe a rare case of metastatic breast signet ring cell carcinoma
mimicking peritonitis carcinomatosis.

Case: A 42-year-old female, gravida 0, was referred to the department of gynecologic
oncology. Transabdominal ultrasonography revealed an approximately 34mm left adnexal
complicated cyst. A massive ascites was noted. Endoscopic ultrasound-guided fine
needle aspiration of ascites showed acute and chronic inflammation with suspicious of
malignancy She had an elevated cancer antigen (CA) 125 level of 228.0 U/mL and CA 15-3
level of 46.0 U/mL with normal complete blood count values. Gastrointestinal endoscopy and
colonoscopy were normal. After obtaining written consent from the patient, exploratory
laparoscopy was planned with a preliminary diagnosis of peritonitis carsinomatosa. There was
a widespread miliary appearance intraperitoneally in the laparoscopic evaluation. The extensive
pelvic peritoneal thickening, with multiple miliary peritoneal implants on the anterior
abdominal wall were also present. Massive ascites was present. Laparoscopy-guided peritoneal
biopsies and ascites sampling were performed. The definitive pathology resulted in signet ring
cell carsinoma of breast.

Discussion: Signet-ring cell carcinoma is one of the rarest forms of adenocarcinoma that can
arise from breast. Given their similar presentations and the extreme rarity of this unusual
malignancy, it can be difficult to differentiate between peritonitisis carcinomatosa and SRCC.
Key Words: signet ring cell carcinoma, peritonitisis carcinomatosa, metastasis

(1) https://actaoncologicaturcica.com/jvi.aspx ?pdir=aot&plng=tur&un=A0T-64326
(2) https://dergipark.org.tr/tr/download/article-file/511893
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S-51 Gergek Dogal Siklus ile Yapilan Donma Cozme Embriyo Transferin Basarisini
Arastirmak

Meltem Sénmezer?
1 Ozel Muayenehane, Ankara Ticaret Merkezi

Amacg: Donma ¢6zme embriyo transfer sikluslarinda gercek dogal siklusun basarisini
arastirmak amaglanmistir Materyal ve Yontem : Bu retrospektif kohort analizde Ocak 2022 ile
Temmuz 2023 tarihleri arasinda ger¢ek dogal siklus ile yapilan donma ¢6zme embriyo transferi
yapilan 23 vaka degerlendirilmistir. Gergek dogal siklus embriyo transferinde hCG tetikleme
ve luteal faz destegi kullanilmamistir. Calismadaki ana amagalar, implantasyon ve klinik
gebelik oranlar1 olarak belirlenmistir. Ortalama transfer edilen embriyo sayisi, ortalama transfer
edilen menstriiel siklus giinti, LH pik giinii (>17iu/ml) ortalama en yiiksek estradiol diizeyi, ve
embriyo transferi giinii ortalama serum progesteron diizeyleri degerlendirilmistir. Sonuglar:
Ortalama transfer edilen embriyo sayisi1 1.7, ortalana imlantasyon ve klinik gebelik oranlari
strast ile %55.8 ve % 69,5 olarak saptanmistir. Hastalardan 12’sine tek embriyo, 11’ine ise 2
embriyo transferi yapilmistir. Preimplantasyon genetik analiz yapilan 8 hastaya tek euploid
embriyo transferi yapilmistir, ve bu hastalardan 7’si (%87.5) gebe kalmistir. Ortalama transfer
edilen mestriiel siklus giinii 19,38+1.67 (17-23), LH pik giinii ortalama serum estradiol
307,5+£102,5 pg/ml (78-492 pg/ml), ve embriyo transfer giinii ortalama serum progesteron
diizeyi ise 24,33+16,4 (14.5-41) olarak saptanmistir. Karar: Gergek dogal siklus ile yapilan
donma ¢O6zme embriyo transferi umut vaat eden basarili bir alternatif olarak karsimiza
cikmaktadir. Vaka sayilari az olmakla birlikte euploid embriyo transferi yapilan hastalarda
gebelik oranlar1 artmis goziikmektedir

Anahtar Kelimeler: IVF, donmus embriyo transferi, dogal siklus, gebelik orant,
implantasyon orani

Table 1. Gerg¢ek dogal siklus donmus embriyo transferi yapilan hastalarda IVF sonuclar:

Degisken Deger
(n=23)

Transfer edilen embriyo (n, mean+SD) 1.7+0.7

LH pik giinii serum estradiol (pg/ml, mean+SD) 307,5+102,5

Embriyo transferi giinii serum progesteron (ng/ml, mean+SD)  24,33+16,4

Embriyo transfer giinii (mean+SD) 19,38+1.67

Implantasyon oran1 (%) 55.8

Klinik gebelik oran1 (%) 69,5
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S-52 A Retrospective Analysis Of Patient Characteristics And Ivf Outcome Of Breast
Cancer Patients Undergoing Oocyte Cryopreservation

Meltem Sénmezer?
1 Ankara Ticaret Merkezi, Ozel Muayenehane

Objective: To assess patient characteristics and IVF outcome of breast cancer patients
undergoing oocyte cryopreservation for the purpose of fertility preservation Material and
Method: Patient datasheets of hormone receptor positive 8 single breast cancer patients with a
newly diagnosed tumor were reviewed. Tumor types, chemotherapy regimens, age, antral
follicle counts, serum AMH levels were recorded. IVF outcome parameters included duration
of stimulation, cumulative gonadotropin consumption, peak serum estradiol, number of oocytes
retrieved and number of mature oocytes frozen. Any relapse during follow up was noted.
Results: The mean age of the patients was 32,14+/-5.2 years, the mean serum AMH was 3.37+/-
1.67 ng/ml, and mean AFC was 13.6+/-3.3. All of the patients were single and underwent
letrozole-gonadotropin controlled ovarian stimulation followed by transabdominal oocyte
retrieval. Excluding one patient with a diagnosis of mixed ductal and serous tumor, all others
were diagnosed with infiltrative ductal cancer. Regarding the chemotherapy regimens 5 patients
received 6 cycles of Adriamycin + Cyclophosphamide, 2 received 4 cycles of Adriamycin +
Cyclophosphamide and the last one received only Tamoxifen + GnRH analog suppression
without chemotherapy. The mean duration of stimulation was 10.25+/-1.9 days, the mean
cumulative gonadotropin consumption was 2109.3+/-348 IU/ml, mean serum peak estradiol
was 613+/-211 ng/ml, mean number of oocytes retrieved was 13.75+/-8.31 and mean number
of oocytes frozen was 10.8+/-7.62. One of the patients returned 8 years following the initial
procedure and conceived with frozen oocytes. No cancer relapse was detected in any of the
patients during a follow up of 41.8+/-23.6 months. Conclusion: Single patients with a newly
diagnosed hormone sensitive breast cancer should not be refrained from ovarian stimulation
and oocyte cryopreservation. Transabdominal approach can be utilized safely in experienced
hands.

Keywords: Oocyte cryopreservation, breast cancer, abdominal oocyte retrieval
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S-53 Youtube'daki Uriner inkontinansa Yonelik Cerrahi Videolarimin Kalitesi ve
Giivenilirliginin Analizi

Merve Bicer!
1 Ozel Muayenehane

Amag: Bu ¢alismanin amaci, YouTube'daki tiriner inkontinans cerrahi videolarinin kalitesini,
giivenilirligini ve yararliligini degerlendirmektir. Yéntemler: "Uriner inkontinans cerrahisi ,
anahtar kelimesi kullanilarak YouTube'da bir arama yapildi. Arama sonuglari ilk 400 video ile
siirlt tutuldu. Dahil etme kriterlerini karsilayan 350 video incelendi. Operasyon videolar1
Transobturator Tape (TOT), Tension free Vaginal Tape (TVT) ve Burch operasyonlarini
icermekteydi. Begeniler, begenmeme, toplam izlenme, yorumlar ve kaynaklar gibi izleyici
parametreleri degerlendirildi. Videolarin egitim igerigi, Global Kalite Puani kullanilarak
degerlendirildi. Ayrica videolarm popiilerligi Video Gii¢ indeksi kullanilarak degerlendirildi.
Yiikleme kaynaklart akademik kurumlar ve bireysel kullanicilar olarak kategorize edildi.
Bulgular: Grup 1 (diisiik ve orta kalite videolar) 286 (%81.7) video igerirken, grup 2 (iyi ve
milkemmel kalite videolar) 64 (%18.2) video igeriyordu. Grup 1'deki ortalama izlenme,
begenme ve yorumlar sirasiyla 20233+21342, 112+102 ve 41+31 iken, grup 2'de bu degerler
sirastyla 26521+22531, 214168 ve 61+32 idi. Iki grup karsilastirildiginda, videolarin
uzunlugu ile kalitesi arasinda bir iliski bulunamadi. Iki grup arasinda begenmeme sayisi
acisindan bir fark bulunmadi. Ayrica, grup 2'deki VPI degerleri grup 1'dekilere gore istatistiksel
olarak daha yiiksekti (p = 0,005). Sonug: YouTube'daki iiriner inkontinans cerrahi videolarinin
sadece %18.2’si iyi ve milkemmel kalitededir, bu da {iriner inkontinans cerrahi egitimi sunan
videolarin 6nemli bir kisminin yetersiz oldugunu gostermektedir.

Anahtar Kelimeler: Uriner inkontinans cerrahi, egitim videolar1, youtube
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S-54 Klinigimize Basvuran Gestasyonel Trofoblastik Hastalikarin Retrospektif
Degerlendirilmesi: 10 Yillik Klinik Deneyim (Tez Sunumu)

Merve Daglaroglu®, ibrahim Uyar!
1 Tepecik Egitim ve Arastirma Hastanesi

Objective: In our study, we aimed to calculate the sensitivity of ultrasonography in predicting
histologically confirmed mole hydatiform in patients with suspected hydatidiform mole on
ultrasound. In addition, we tried to analyze the retrospective analysis of hydatiform mole cases
in our clinic and to identify possible risk factors in the formation of GTN. Materials and
Methods: 522 patients who were followed up and treated with the diagnosis of molar pregnancy
in Tepecik Education and Research Hospital between January 2011 and December 2022 were
included in our study. Approval for the study was obtained from the hospital Ethics Committee.
Inclusion criteria: Patients with suspected molar pregnancy on ultrasound, curettage for
diagnosis and treatment performed in our hospital, and patients whose pathology results could
obtained were included. Those who were not followed up and treated in our hospital, whose
pathology results could not be reached, and whose files were missing were excluded from the
study. Age, gravida, parity, obstetric histories, TSH and fT3, fT4 levels, B hCG values at
admission and after curettage, GTN development status, pathology and radiological ultrasound
results were recorded from the files of the patients and the Hospital Information Management
System (HBYS). The data obtained were evaluated with the SPSS for Windows 11 package
program. Results: 522 patients who met the inclusion criteria of the study group were recruited.
In the histopathological examination of the material after surgical evacuation of the uterus, the
overall sensitivity for ultrasound diagnosis of hydatidiform mole was 82%. In cases diagnosed
as hydatidiform mole as a result of pathology, the weeks of gestation are respectively; the
average was 7.42+2.571 in partial mole and 5.63+0.911 in complete mole, and the difference
between the two was statistically significant (p<0.001). Accordingly, patients diagnosed with
complete moles were diagnosed with ultrasound in earlier weeks. While the average age of the
mother was 25.26+7.299 in women diagnosed with complete mole; It was found to be
28.4+7.263 in women with partial mole diagnosis. The difference between the two in terms of
maternal age was statistically significant (p=0.004). In nulliparous women, the presence of mole
as a result of pathology

Anahtar Kelimeler: Gestasyonel Trofoblastik Hastalik
1. GIRIS VE AMAC
1.1. PROBLEMIN TANIMI VE ONEMIi

Gestasyonel trofoblastik hastaliklar (GTH), anormal fertilizasyonun bir sonucu olarak
gelisen, fetal trofoblastik hiicrelerin asir1 proliferasyonu sonucu endometrium ve myometrium
invazyonu ile karakterize bir hastaliktir. GTH komplet mol hidatiform, parsiyel mol hidatiform,
koryokarsinoma ve invaziv mol olarak simiflandirilmistir. (1). GTH, ilk defa Hipokrat
tarafindan tanimlanmis olup, bu hastaligin etyolojisi heniiz net olarak agiklanamamaistir (2).
Genellikle spontan rezoliisyon ile sonuclanir. Mol hidatiformdan, hayati riske atan
koryokarsinoma kadar degisen spektruma sahiptir (3). GTH olusumunda birgok risk faktorii yer
almaktadir. Bunlar; ilk gebelik yasi, daha 6nce gecirilmis mol gebelik Oykiisii, parite, erken
menars Oykiisli, onceki gebelikler arasindaki siire, genetik faktorler, viral enfeksiyonlar,
malniitrisyon (6zellikle protein ve karotenden fakir diyet), sosyoekonomik diizey ve Asya
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kokenli olmaktir (4). GTH’1n insidans1 bolgeden bolgeye degismekte olup, her 1000 dogumda
iilkemizde 0.3- 16, Avrupa ve Kuzey Amerika’da 0,6-1,2 Ortadogu iilkelerinde 3,2-5,8 ve Latin
Amerika’da 0,2-4,6 olarak bildirilmistir (5). Genellikle gebeligin 10-12. haftalarinda yapilan
rutin ultrasonografi ve birinci trimesterda olan vajinal kanama ile tan1 konulur (6). Diger klinik
bulgular ise; uterusun olmasi gereken gestasyonel haftasindan biiyiik palpasyon ve uterusun
hizl1 biiytimesi, ilk trimesterda goriilen preeklampsi ve hiperemezis gravidarumdur (7). Suction
kiiretajin kullanimi1 ve gelisimi, kontraseptif yontemler, gebelik terminasyonu, biyokimyasal
testler goriintiilleme yontemleri dogum oranlarin1 azaltmakla birlikte GTH sikligin1 da
azaltmistir. Ultrasonografi mol hidatiform gebelik 6n tanisinda gebeligin erken donemlerinde
onemli bir yer kazanmistir (8,9). Mol hidatiform gebeligin kesin tanisi, vakum kiiretaj sonrasi
alinan materyalin patolojik olarak degerlendirilmesi ile konur (10).

1.2. ARASTIRMANIN AMACI

Bu calismanin amaci; ultrasonografinin histopatolojik olarak dogrulanmis mol
hidatiformu 6ngdérmedeki duyarliligini hesaplamak ve ultrasonografi ile birlikte laboratuvar
bulgular1 temelinde mol hidatiformdan siiphelenilen tiim olgularin sonuglarini incelemektir.
Ayrica mol hidatiform tanisi ile klinigimizde takip ve tedavi uygulanmig hastalar incelenerek,
klinikopatolojik bulgular1 ile GTN gelisimindeki risk faktorleri tespit etmeye caligilarak
literatiire katki saglamak amaclanmistir.

2. GENEL BILGILER

2.1. PLASENTA

Normal miadinda olan plasenta yaklagik 15-20 cm ¢apinda, 450-650 gram agirliginda ve 1,5-3
cm kalinligindadir. Baslica bilesenleri umblikal kord, amniyon ve koryon membranlari,
maternal desidual doku ve villoz parankimdir (11,12,13). Plasentanin makroskopik goriintiisii
Resim-1’de verilmistir.

Resim 1: Plasenta makroskopik goriintimii

Term bebekte umblikal kord yaklasik 55-65 cm uzunluktadir (14). Kordon Wharton
jolesi olarak bilinen mukoid bag dokusundan olusmustur. Iki arter ve bir venden olusan
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umblikal vaskiiler yapilar interstisiyel madde i¢ine gdmiilmiistiir. Umblikal arterlerde internal
elastik lamina bulunmaz. Umblikal venin c¢ap1 artere gore daha genistir ve internal elastik
laminanin olusturdugu daha ince bir duvari vardir. Umblikal kord plasentaya santral veya
eksantrik bicimde girebilir. Eger perferden girmisse buna raket plasenta denir (Resim-2).

Plasenta

FETAL CIRCULATION ‘
- Umbical vein
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/
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MATERANAL CIACHIL ATION

Resim 2: Plasenta yapist ve dolasimi

Plasental membranlar amnion ve koryondan olusur (15,16). Amnion boslugunun en
icteki Ortiisii amnion olup, amnion tek katli yassi epitelden olusur. Bu tek katli yass1 epitel
hiicreleri bazal membran iizerine oturmustur. Koryon ise fetal damarlari tasiyan bir bag doku
membranindan olusmustur. Koryon i¢ yiizii amnionun dis tabakastyla sinirlanmistir. Koryonun
membranla birlikte olan bdliimiine koryon laeve denir ve asil plasentanin iginde yerlesmis olan
tabaka koryon frondozumdan ayrilir (17,21).

Trofoblastik villuslar blastokist olusumunun ardindan trofoektodermden gelismisir ve
plasentanin esas islevsel birimini olusturur. ilk trimesterda primitif fibroblastlar ve dagmik
makrofajlar1 igeren mezenkimal santral bir koru cevreleyen dista sinsityotrofoblast; icte
sitotrofoblast tabakasindan olusmustur. Sinsityotrofoblast human koryonik gonodotropin
(hCG), human plasental laktojen (hPL), plasental benzeri alkalen fosfotaz (PLAP), keratin ve
inhibin i¢in giiclii immiinreaktif, genis asidofilik sitoplazmali multiniikleer dev hiicrelerden
olusmustur (22,23). Sitotrofoblastlar sinsityotrofoblastin progenitorii olup, berrak sitoplazmali
momoniikleer hiicreler olup, hiicre membrani belirgindir ve keratin diginda yukarida belirtilen
belirleyicilerden higbiri ile tepkime vermez (Resim-3).
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Resim 3: Sitotrofoblastlarin  ve  sinsityotfoblastlarin  mikroskobik — goriintiisii
(Hem&Ex200)

Term bebekteki sinsityotrofoblastlar plasentada kiimelenme halinde goriiliir. Diger
trofoblast tipi ise intermediyer trofoblasttir. Bu tip villuslar ve membranlar, implantasyon
yerinin en derin ana komponenti olan ekstravilloz bolgede 6zellikle ¢ok sayidadir.

Plasentada villoz damarlar 6. haftada goriiniirthale gelir ve yaklasik 8. haftada sadece
niikeluslu eritrositleri igerir. 10-12 haftaya kadar ¢ekirdekli eritrosit oran1 %10’a diiser ve 12.
haftadan sonra bu eritrositler biitlinliyle yok olur. Desidua hem membranlarin koryona bakan
yiiziinde hem de plasental diskte bulunur. (24)

2.2. GESTASYONEL TROFOBLASTIK HASTALIK

Hidatiform mol ilk kez Hipokrat tarafindan MO 400°lii yillarda ‘uterusun siskinligi’
olarak tanimlanmistir. O zamandan beri mol gebelikler arastirmalar i¢in ilgi odagi olmustur.
Mol hidatiform gebelikler maternal doku igerisinde trofoblastik hiicrelerden koken alan fetal
hiicrelerden olusur ve uterusa invaze olup uzak metastaz yapma ihtimali vardir. Gestasyonel
trofoblastik dokudan kaynaklanan maternal bir tiimor olmasi nedeniyle GTH patogenezi
essizdir (1). Hidatiform mol iki farkli gruba ayrilir; komplet ve parsiyel mol hidatiform. Bu iki
hastalik kromozom patterni, klinik 6zellikleri makroskopik ve mikroskopik histopatolojik
ozellikleri ve prognoz agisindan faklililar gosterir (25,26,27). Molar gebelikler benign
olmalarma ragmen, malign hastaliklara doniisebilme potansiyellerinden dolayr premalign
hastaliklar olarak degerlendirilirler. Malign hastalik Gestasyonel Trofoblastik Neoplazi olarak
adlandirilir. Bu gruptaki hastaliklar ise sunlardir: koryokarsinom, invaziv mol, epiteloid
trofoblastik tiimor ve plasental site trofoblastik timor.
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2.2.1. Smiflandirma ve patogenez

2.2.1.1 Mol Hidatiform:

Mol hidatiform komplet ve parsiyel mol olarak siniflandirilan premalign bir hastaliktir.
Komplet ve parsiyel mol, histopatoloji, morfoloji, karyotip ve malignensi riski ile birbirinden
ayrilir (28). Mol hidatiform, non molar gebeligi (spontan ya da medikal abort, ektopik gebelik
ve preterm ya da term gebelik) takiben degil; aberran bir fertilizasyonu takiben gelisir. Mol
hidatiform paternal genlerin overekspresyonu sonucunda anormal trofoblastik hiperplazi
gergeklesen villoz trofoblastlardan kdken alir (29).

Komplet mol hidatiform diploid, parsiyel mol hidatiform ise triploid kromozom sayisina
sahiptir. Komplet mol hidatiform tipik olarak daha yiiksek titrede B hCG ile karakterizedir.
Malign GTN riski komplet mol hidatiformda parsiyel mol hidatiformdan daha ytiksektir. GTN,
daha siklikla invaziv mol, komplet mol hidatiformu takiben hastalarin %15-20’sinde gelisirken,
parsiyel mol hidatiformu takiben hastalarin %1-5’inde gelisir (30).

GTN hastalarinin biiyiik bir kismin1 daha 6nce mol gebelik Oykiisii olan hastalar
olusturur. GTN grubunda olan invaziv mol, koryokarsinoma, plasental site trofoblastik timor
ve epiteloid trofoblastik tiimor lokal invazyon ve metastaz potansiyelleri olmasi nedeniyle
malign hastaliklar olarak degerlendirilirler.

Komplet Mol Hidatiform:

Komplet mol hidatiformlarin yaklasik %80’ homozigot 46XX kromozoma sahiptir ve
fertilizasyon sirasinda haploid spermin duplikasyonu ve maternal kromozomlarin mayoz
boliinme sirasinda kaybolmasi sonucu olusur. Ya da iki sperm ile dollenmeyi takiben
diploidizasyon sonucu olusur (31,32,33). Komplet mol hidatiformlarin yaklasik %20’si
dispermik fertilizasyon ile olusur ve 46XX veya 46XY kromozoma sahiptir. Komplet mol
hidatiformda niikleer DNA paternal kdkenliyken, mitokondrial DNA yine maternal kdkenlidir
(34). Nadir vakalarda her iki ebeveynden gelen otozomal resesif gegisli mol hidatiform genleri
mevcuttur ve bu hastalarda tekrarlayan molar gebelikler goriiliir. Bu hastalarda saglikli gebelik
elde edebilmek icin oosit donasyonu gerekebilir (35,36,37). Hastada geg¢irilmis mol dykiisii 1
sonraki gebeliklerde mol riskini artirmaktadir (38,39,40). Yineleyen mol gebelikler genellikle
komplet tipte goriilmektedir. Ancak komplet molii parsiyel bir mol de izleyebilir (41). Yiiksek
serum [ hCG seviyeleri hastaligin klinik 6zelliklerinin bir kismin1 olusturur. Bunlar, teka lutein
kistleri ve artmis over boyutlari; hiperemesis gravidarum, 20. gebelik haftasindan once gelisen
preeklampsi ve hipertiroidizmdir (42-45).

Parsiyel Mol Hidatiform:

Parsiyel mol hidatiform triploid kromozomludur; genellikle normal ovumun iki spermle ya da
nadiren diploid kromozoma sahip bir spermle déllenmesi sonucu olusur ve 69XXX, 69XXY,
69XYY kromozoma sahip olabilir (46,47,48). Diploid parsiyel mol hidatiform olarak bildirilen
vakalarin ¢ogu yanls tan1 konmus komplet moller, hidropik abortlar ya da ikiz gebeliklerdir
(49). Fetusun goriildiigii tek gestasyonel trofoblastik hastalik parsiyel mol hidatiformdur. Fetal
kardiak aktivite de goriilebilir ancak triploidi nedeniyle intrauterin fetal kayip olasilig1 ¢ok
yiiksektir. Bu da parsiyel mol hidatiformlara siklikla missed abort, inkomplet abort olarak tani
konulmasina sebep olur; gercek tami ancak uterin bosaltim sonrasi kiiretaj materyalinin
patolojik incelenmesi sonucu konulabilir (50).

2.2.1.2. Invaziv Mol Hidatiform

Invaziv mol hidatiform terimi derin myometriumu ve/veya kan damarlarini invaze eden malign
bir mol hidatiform siifidir (¢ogunlukla komplet tip, bazen parsiyel tip) (51,52). Tiim komplet
mollerin yaklasik %16’sinda olan invaziv mol formu, normal trofoblastin implantasyon icin
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gerekli olan invazyon kabiliyetinin asir1 bir ekspresyonudur. Normal gebelikten sonra
akcigerlerde mikroskopik trofoblastik emboluslarin gosterilmesi ve plasenta akreata invaziv
moliin diger goriiniimleridir (53). Invaziv molde myometrial permeabilite yaygin olmasina
ragmen seroza genellikle intakttir. Buna bagli olarak inat¢i kanamalara neden olabilir. Bununla
birlikte uterin perforasyonu goriilebilir. Vaskiiler invazyon sonucu ekstra uterin yerlerde
(vajina, beyin, akciger ve spinal kord gibi) trofoblastik nodiiller goriilebilir (54,55). Akcigerde
nodiiller, B hCG iiretmeye devam ederler ve hemorajik komplikasyonlara egilim gosterirler.
Klinik belirtiler tutulan yere baghdir. Akcigerde kitle biiyiik de olsa hi¢ semptoma yol agmadan
kendiliginden regrese olabilir. Bazen beyinde mortal kanama gelisebilir (56,57).

Bir invaziv mol hidatiformun kendini sinirlama 6zelligi disinda, malign bir neoplazmin tiim
biyolojik 6zelliklerini gdsterdigine dikkat edilmelidir. Stromay1 invaze eder, timor emboluslari
olusturur ve uzak metastaz yapabilirler. Invaziv mol hidatiform alisiimis mol hidatiformdan
invazivligi ile koryokarsinomdan ise ‘metastatik’ odaklarda bile villuslarin bulunmasiyla
ayrilir. invaziv mol hidatiformdaki trofoblastik proliferasyon derecesi, siradan mol hidatifora
benzerdir. Invaziv mol hidatiform olan hastalar temel olarak kemoterapi ile tedavi edilirler, ama
histerektomi bazi durumlarda endike olabilir (58,59).

2.2.1.3.Koryokarsinom

Koryokarsinom, tedavi edilmedigi siirece, en aggresif seyreden trofoblast hastaligidir. Cogu
koryokarsinom olgusu, komplet hidatiform mol sonras: ortaya ¢ikar. Bu sebeple bu malign
tlimor diinyada mol hidatiformun daha sik oldugu yerlerde goriiliir. Komplet mol hidatiform
hastalarinin %1-2’sinin sonradan koryokarsinoma doniistiigii tahmin edilmektedir (60). Ayrica
gebeligin ilk trimesterinde kok villuslarin trofoblastlarindan gelisen ‘in situ’ koryokarsinom
vakalar1 da mevcuttur (61). Term gebelikte, non molar bir intrauterin abortus, parsiyel mol veya
ektopik gebelikte de koryokarsinom gelisebilir (62,63). Koryokarsinom olgularinda latent
donem c¢ogu zaman 1 yil olsa da latent donemin daha uzun oldugu vakalar da mevcuttur.
Koryokarsinom goriilen vakalarin yas ortalamasi1 29’ dur. Sonradan koryokarsinom gelisen non
molar bir abortusun mikroskopik kesitinde trofoblastik proliferasyon odaklar1 ¢ogunlukla
goriilmektedir. Bu odaklar onciil bir lezyonun varligini diigiindiirmektedir.

Bagshavve, yaptig1 bir ¢alismada koryokarsinomun insidanst ve prognozu ile kadinin
ve esinin ABO gruplar arasindaki carpici iliskiyi ortaya koymustur. Ayni gruptaki erkeklerle
evli A grubuna sahip kadmlar i¢in en yiiksek risk soz konusudur. Kendi kan grubundaki
erkeklerle evli kadinlar, bir mol hidatiform hastaligin tedavisinden sonraki en yiiksek spontan
trofoblast regresyonu insidansi gostermektedir (64).

Gross olarak, koryokarsinoma karakteristik olarak hemorajik, koyu kirmizi, yumusak, nodiiler
yuvarlak tiimor kitleleri olusturur. Mikroskopik olarak, timor karakteristik dimorfik (65)
pleksiform patern olusturan, akip giden sinsityotrofoblast kitleleriyle ayrilmis sitotrofoblast
kiimelerinden olusmustur (66). Genel olarak spontan abortuslarda da siklikla izlendigi i¢in, var
olan kanama ve nekrozun reel bir tanisal degeri bulunmamaktadir. Karakteristik olarak
koryokarsinomada villuslar yoktur. Villuslarin var olmasi, trofoblast hiicreleri atipik olsa da
olmasa da koryokarsinom tanisint disladigi s6ylenmektedir. Bu kriterin mantigin1 anlamak
biraz zordur. Sonucta, bu tip koryokarsinomlar komplet mollerden sonra olustuguna gore,
molar dokular ile koryokarsinomatdz dokularin ayni anda bir arada oldugu bir zaman kesitinin
olmas1 gerekir. Yine de uygulamada faydali bir parametre oldugu da yadsinamaz bir gercektir
(66,67).

Tedavi edilmeyen koryokarsinomun dogal gelisimi en sik akciger, beyin, bobrek, karaciger ve
bagirsaga olmak iizere hematojen metastazlardir (68,69). Klinik olarak solid yapid olabilir, en
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alisiimadik yerlerde olabilir ve siklikla masif hemoroji ile kendini gosterir. Yayilmis
koryokarsinom sebebiyle ex olan hastalarin uteruslarinda rezidiiel timoér 6nemsiz miktarda
olabilir veya hi¢ bulunmayabilir (70).

Koryokarsinom olan olgularda baska organlarda goriilen morfolojik degisikliklerin ¢ogu, timor
hiicrelerinden salman asirt hCG ve diger hormonlarin artan sekresyonuna baghidir. Bu
degisiklikler ig¢inde teka-lutein kistleriyle overlerin bilateral biiylimesi, desidual reaksiyon,
endoservikal glandlarda hiperplazi, Arias-Stella reaksiyonu ve meme lobiillerinde hiperplazi
yer alir. Bir koryokarsinom vakasinin tedavisinden ¢ok sonra bilateral overde teka-lutein
kistlerinin saptanmasi, genellikle kalict hastaligin bir isaretidir (71).

Koryokarsinom tedavisi medikal onkolojideki en biiyiik basarilardan biridir. Yalnizca cerrahi
ile kiir saglandiginda, kiir oran1 uterusa sinurli tiimorlerde yalnizeca %40, eger metastazlar eslik
ediyorsa %20 ’den daha azdir (72).

Metotreksat, klorambusil 15 ve aktinomisin D ve gibi kemoterapi ajanlarinin kullanimiyla
survive orani uterusa sinirlt olgularda %100’e yakin iken, metastaz varlig1 olan hastalarda
yaklasik %83 olmustur (73). Koryokarsinom tedavisinde erken tani, tedavinin hizl
olusturulmasi ve B hCG tiretiminin seri dlgiilerek tedavi sonuglarinin izlenmesi 6nemlidir. Fakat
hCG salgilanmas1 sadece gestasyonel koryokarsinoma 6zgli bir durum degildir. Non
gestasyonel koryokarsinomda, testis ve overin diger germ hiicre tiimorlerinde, 6zofagus,
bobrek, pankreas, mide, karaciger, akciger, uterus, mesane, siirrenal, malign lenfomada, meme
gibi bagka yerlerdeki karsinomlarda da hCG salgilanmasi olabilmektedir. Bu tiimorlerdeki ortak
ozellik, bunlarin ¢ogunda immiinohistokimyasal tekniklerle hCG igeren tiimor hiicrelerinin
bulunmasidir (74).

Timoér dokusu DNA’sindaki polimorfizmleri tanimlamak igin bolge- spesifik minisatellit
problar kullanarak yapilan genetik caligmalar, tiimoriin 6nceki bir komplet molden kdken
aldigimm  ortaya koymada ve gestasyonel koryokarsinomu non gestasyonel olan
koryokarsinomdan ayirmada ve faydalidir (75).

2.2.1.4. Epiteloid Trofoblastik Tiimor

GTN grubu igerisinde ender goriilen bir timordiir. Klinik, patolojik ve prognostik olarak
PSST’ye benzer bir formdadir. Morfolojik olarak squamoz hiicreli karsinoma benzerlik
gosterir. Histolojik olarak koryonik tip ara trofoblastlardan koken alirlar. Kalsifikasyon ve
nekrozun genellikle birlikte goriildiigli, ¢evre dokular1 derinlemesine invaze eden nodiiller
seklinde izlenirler (76).

2.2.1.5. Plasental Site Trofoblastik Tiumor

PSTT mono niikleer intermedier trofoblast hiicrelerden kdken alan ender bir GTN simifidir.
Siklikla erken evrede tani alir ve yavas biiyliylip ge¢ donemde metastaz yaparlar. Genellikle
fundus veya servikse lokalizedirler (76). Nekroz, hemoraji ve vaskiiler invazyon ¢ok nadir olup,
lenfatik metastaz yapma meyilindedirler.

2.2.2 Epidemiyoloji

Molar gebeligin sikligini ortaya koymak, hastaligin nadir goriilmesi ve farkli bolgelerde farkli
sikliga sahip olmasi nedeniyle zordur (76,77). Avrupa ve Kuzey Amerika’da diisiik ya da orta
siklikla (100000 gebelikte 66-121) goriilen GTH; Asya ve Orta Dogu ve Latin Amerika’da ¢ok
farkli sikliklarda bildirilmistir (100000 gebelikte 23-1299 arasi) (78). Mol hidatiform
insidanstyla ilgili bu bilgiler eski verilere dayanmaktadir; takip eden verilerde Giineydogu
Asya’daki verilerin bat iilkelerine benzer oldugu ortaya ¢ikmis, bu da batiya benzeyen yasam
tarz1 ve beslenme bigimleri nedeniyle olabilecegi goriisiinii desteklemistir (79,80,81,82).
Tiirkiye’de mol hidatiform gebelik insidansi bolgeler arasinda farklilik gostermektedir. Total
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insidans her 1000 canli dogumda 1-24,6 arasinda degismektedir. 2014 yilinda 28 merkezde
yapilan caligmada mol hidatiform gebelik insidanst 1000 canli dogumda 0,38 olarak
belirlenmistir. Histopatolojik olarak dogrulanmis mol hidatiform gebelik insidansi %45,1
olarak tespit edilmis ve bu hastalarin %22,3’linde Gestasyonel Trofoblastik Neoplazi

saptanmistir. Hastalarin %1,9’unda persiste hastalik gelismis ve %1,4’linde mortal seyretmistir
(83).

2.2.3. Risk Faktorleri
Mol hidatiform i¢in 6nde gelen 2 major risk faktorii; ¢ok kiiclik veya ileri anne yasinin olmasi
ve gecirilmis molar gebeliktir.

Daha 6nce mol gebelik geciren bir hastanin, sonraki gebeliginde mol gebeligin tekrarlama riski
genel popiilasyona kiyasla yaklasik %10-15 artmistir ve yaklasik yiizde 1 ile 1,5 arasindadir
(84). 1999 yilinda Tuncer ve ark. 34 gebelik tizerinde 20 farkli ¢iftle yaptig1 bir ¢alismada, daha
once 2 molar gebelik Oykiisli olan hastada niiks orani yiizde 11 ila 25 arasinda oldugunu
bildirmistir (85).

Komplet mol hidatiform riski, anne yasinin 15’ten kiiciik ve 35’ten biiyiik oldugu durumlarda
en yiiksektir. Bir vaka-kontrol ¢alismasinda komplet mol hidatiform gebelik riskinin 35
yasindan biiyiik kadinlarda 2 kat, 40 yasindan biiyiik kadinlarda 7,5 kat arttig1 bulunmustur. Bu
caligmalar, ileri yagla birlikte azalan oosit kalitesinin anormal déllenmeye kars1 daha duyarl
oldugunu diisiindiirmektedir. Ayrica komplet mol hidatiform gebeligin anne yas1 ile iliskisi,
parsiyel mol hidatiforma gore daha fazladir ve komplet mol hidatiform gebeligin anne yasi ile
iliskisi, parsiyel mole hidatiforma gore daha fazladir (86). Addlesan veya ileri yas kadinlarda
hem komplet hem de parsiyel mol hidatiform insidans1 artmis olarak izlenmistir (87).

Bunlarin yani sira daha 6nce diisiik 6ykiisii olan ve infertilite 6ykiisii olan kadinlarda komplet
ve parsiyel mol hidatiform gebelik riski artmaktadir. Daha once diisiik Oykiisii olmayan
kadinlarla, 2 ya da daha fazla diisiik 6ykiisii olan kadinlara kiyasla, komplet ve parsiyel mol
hidatiform igin risk sirastyla 3,1 ve 1,9’dur (88).

Gebe kalmada zorluk veya infertilite Oykiisii olan kadinlarda, komplet mol hidatiformve
parsiyel mol hidatiform riski sirasiyla 2,4 ve 3,2 kat artmaktadir (88,89,90).

Vaka-kontrol ¢aligmalari, karoten (A vitamini Onciisii) ve hayvansal yag tiiketiminin
azalmasiyla birlikte mol hidatiform gebelik riskinin arttigin1 vurgulamaktadir. Komplet mol
hidatiform gebelik sikliginin yiiksek oldugu bdolgeler, A vitamini eksikligi sikliginin yiiksek
oldugu bolgelerle korelasyon gdstermektedir. Bununla birlikte, parsiyel mol hidatiform diyet
faktorleriyle iliskili degildir (90).

2.2.4. Tan1 Yontemleri

Mol hidatiform gebelik tanist reprodiiktif donemde anormal vajinal kanama ile bagvuran
hastada diisiintilmesi gereken hastaliklardan birisidir. Bu hastalarda serum B hCG seviyesi
goriilmeli ve ultrasonografik degerlendirme yapilmalidir.

Serum B hCG yiiksek bulunan hastalarin nonmolar gebelik ihtimali (normal intrauterin gebelik,
ektopik gebelik, spontan abortus) daha yiiksektir. Non molar gebelik tanilar1 dislandiginda ve
ozellikle hastada molar gebelik Oykiisii varliginda mol gebelik olma ihtimali ytiksektir.

2.2.5. Anamnez
Hastanin anamnezi 6nceki gebelik ve dogum Oykiileri; tarih, gebelik siliresi ve sonuclarini
icerecek sekilde detayli alinmali, varsa mol gebelik dykiisii detaylica sorgulanmalidir. Hastanin

146



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

medikal, jinekolojik ve cerrahi dykiisii de olduk¢a 6nemlidir. Hastada mol gebelik semptomlari
sorgulanmalidir. Eger klinik 6zellikler mol gebelige isaret ediyorsa mutlaka GTN diglanmalidir.
Bu sebeple hastanin metastatik hastalik agisindan anamnezi alinmalidir. En sik metastaz olan
organlarin tutulumlart bulgulari;; pulmoner semptomlar (dispne, goglis agrisi, Oksiiriik,
hemoptizi), santral sinir sistemi bulgular1 (bas agrisi, bulanti, kusma hemiparezi), karaciger
tutulum bulgulart (sarilik, epigastrik agr1), virilizim (teka lutein kistlerinden salgilanan
testosteron nedeniyle) sorgulanmalidir.

2.2.6. Fizik muayene

Pelvik muayene tamamiyla yapilmalidir. Spekulum ile vajinal direkt bakida vajen metastaz
yoniinden degerlendirilmelidir. Bimanual pelvik muayenede komplet mol hidatiformde uterus
boyutu gestasyonel haftada beklenilenden daha biiyiikk izlenir. Bu hastalarda B hCG
stimiilasyonu nedeniyle bilateral teka lutein kistleri gozlenebilir. Tek tarafli adneksiyal kitle
baska bir ovaryen kitleye isaret eder.

2.2.7. Laboratuvar

Serum B hCG seviyesi siklikla ayn1 gestasyonel haftadaki, ektopik ya da intrauterin gebelikten
daha yiiksek izlenir. Cok yiiksek hCG seviyeleri (>100,000 mIU/mL), komplet mol hidatiform
gebelikte parsiyel mol hidatiform gebelige gore daha siklikla goriiliir (91). Hastaya kan grubu
tayininin yapilmasi ve Rh uyusmazligi durumunda Anti-D yapilmasi gereklidir. Kanama en sik
goriilen semptom oldugundan tam kan sayimi ve hipertiroidizm gelisme ihtimalinden dolay1
tiroid fonksiyon testleri bakilmasi gereken tetkiklerdendir.

2.2.8. Goriintiileme

Komplet mol hidatiform gebelikte ultrasonografide fetus ve amniyotik sivi gdzlenmez. Uterin
kavitede ¢ok sayida anekoik bosluklar iceren heterojen kitle goriiliir. Bu goriintiiye tipik ‘kar
manzarasi’ denir. Bazen bu hidropik villuslar genisleyerek anembriyonik gebelik ile uyumlu
bir goriintli olusturabilir. Ayn1 zamanda bilateral ovaryan teka lutein kistleri de goriilebilir.
Komplet mol hidatiform tanisinda ultrasonografinin sensitivitesi %70-90 arasinda
degismektedir ve gebelik haftasi ile birlikte bu oran artmaktadir (91,92,93,94). Parsiyel mol
hidatiform ultrasonografik goriintiisii vakalarin %15-60’1nda missed abortus ve inkomplet
abortus tanis1 almaktadir (95,92,96). Parsiyel mol hidatiform gebeligin ultrasonografik
bulgular1 arasinda; fetiis (siklikla intrauterin biiylime kisitliligt mevcut olarak), amniotik sivi
(oligohidramnios olabilir), plasenta (kistik bosluklar, hiperekojen goriiniim normalden biiyiik
plasenta olabilir) gozlenir. Parsiyel mol hidatiformda bilateral teka lutein kistleri genellikle
goriilmez (97,98,99).

GTN'nin tipik ultrasonografik ve Doppler 6zellikleri bulunmamaktadir. Ultrasonda ¢esitli
sonografik goriintiiler izlenebilir. Hiperekojenik, hipoekojenik veya heterojen miyometriyal
kitle bulunabilir ve genellikle endometriyum ile net bir ayrim yoktur. Doppler ultrasonda yogun
damarlanma izlenebilir (100).

GTN’de en sik olan metastaz organlariakciger (%80), vajina (%30), karaciger (%10) ve santral
sinir sistemi (%10)’dir. Vajina ve akcigerde metastaz yoksa diger alanlarda metastaz daha
enderdir (101). Metastazlar1 oldukg¢a vaskiiler oldugu ve biyopsi almak hayati risk teskil eden
kanamalara neden olabilecegi i¢in metastazlardan biyopsi dnerilmez. Vajinal metastazlar 6n
vajen mukozasinda yumugak mavi nodiiller seklinde goriiliir ve genellikle pelvik muayene ile
saptanir. Akciger metastazi tanis1 koymak igin g6glis X-ray incelemesi yeterlidir. X-ray filmi
negatif tespit edilen hastalarin %40’inda akciger bilgisayarli tomografi (BT) ile

147



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

mikrometastazlar saptanabilir; fakat bu mikrometastazlar sonuglari etkilemedigi ve risk faktorii
olarak degerlendirilmedigi i¢in BT gerekli degildir. Beyin metastaz tanist BT veya manyetik

rezonans goriintiileme ile, karaciger metastaz tanisi ise ultrasonografi veya BT ile konulabilir
(102).

Invaziv mol ve koryokarsinomda yiiksek hCG diizeyleri goriiliirken, ETT de ve PSST’de diisiik
hCG diizeyleri mevcuttur. Kiitlesel timdrlerde dahi hCG seviyesi genellikle 1000 mIU/ mL’den
azdir. Olgularin yarisina yakini metastatik hastaliga bagl gelisen semptomlar ile tani alir.
Tanida ultrasonografi yardimcidir. Ultrasonda myometrium ve endometriumu igeren solid veya
kistik ekojenik kitle goriilebilir. Tiimoriin vaskiilaritesini  belirlemek i¢in Doppler
ultrasonografi eklenebilir (103).

2.2.9. Klinik 6zellikler

Mol hidatiform hastalar1 genellikle Kadin Hastaliklar1 ve Dogum uzmanina adet rétar1, pozitif
gebelik testi, vajinal kanama, pelvik agri, hiperemesis gibi erken gebelik semptomlari ile
basvururlar (30,104,105,106). Olgularin ¢ogunda, 6zellikle parsiyel mol hidatiformda 6n tani
siklikla spontan abortustur ve hastalar kiiretaj sonrasi patoloji sonucu ile tani alirlar. Bazen de
hastalar erken donemde, semptomlar gelismeden, normalden yiiksek serum B hCG seviyeleri
ya da ultrason bulgulari ile tan1 alirlar (107). 198011 yillara kadar komplet mol hidatiform
hastalarin basvuru semptomlart ge¢ bulgulardi (hipertiroidizm, preeklampsi gibi).
Ultrasonografi ve sensitif kantitatif B hCG 6l¢limlerinin kullaniminin yayginlagmasi ile birlikte
artik daha erken tani artik miimkiin olmaya baslad1 (108-112).

2.2.10. Tedavi

Mol hidatiform tedavisinde temel basamagi, komplet ya da parsiyel, kiiretaj ile uterusun
evakuasyonu olusturulmaktadir. Fertilitesini tamamlamis hastada histerektomi de bir tedavi
secenegidir. Profilaktik kemoterapi, yiiksek riskli komplet mol hidatiform hastalarinda ya da
takibin uygun, ulagilabilir olmadig1 durumlarda faydali olabilir (91). Profilaktik kemoterapide
kullanilan metotreksat ve aktinomisin D hastalarin gelecekteki fertilite potansiyelini
etkilememektedir (113,114). Iki ajan arasinda tercih igin yeterli data mevcut degildir.
Kemoprofilaksi uygulanan merkezlerde yiiksek riskli hastalara genelde aktinomisin D tercih
edildigi bildirilmistir. Kemoprofilaksinin takipte gelisebilecek GTN riskini azalttiginmi ileri
stiren caligmalar da mevcuttur. Fakat diisiik risk grubunda yer alan hastalar i¢in kemoprofilaksi
onerilmemektedir (114-119). Anti-D immunglobulin: Rh (-) kan grubuna sahip hastalar, tedavi
zamaninda anti-D immunglobulin almalilar. Ciinkii Rh faktor trofoblastlar tarafindan eksprese
edilir

2.2.11. Komplikasyonlar

2.2.11.1. Hipertiroidizm

Mol hidatiform gebelikle iligkili hipertiroidizm, hastaligin tedavisi ile birlikte gerilemektedir.
Bazi hastalar tedavi siireci tamamlanana kadar antitiroid tedaviye ihtiya¢ duyabilirler. Anestezi
oncesinde tiroid firtinasinin metabolik ve kardiyolojik komplikasyonlarindan kaginmak i¢in 3
adrenerjik blokorler uygulanabilir (120).

2.2.11.2. Over teka-lutein kistleri

Teka lutein kistleri genellikle, uterin evakuasyonu takiben,  hCG seviyeleri diistiikge; 2-4 ay
icinde, regrese olurlar. Nadiren torsiyone veya riiptiire olabilir; boylece cerrahi tedavi ihtiyaci
dogabilir (121).

2.2.11.3. Preeklampsi
Mol hidatiform gebelikle iliskili preeklampsi, mol hidatiform gebelik tedavisini takiben hizlica
coziiliir ve genellikle ek tedavi gerektirmez.
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2.2.11.4. Kardiopulmoner semptomlar

Birinci trimesterde kardiopulmoner semptomlar ¢ok nadir goriilmektedir (122,123). Ikinci
trimesterde tahliye yapilan komplet hidatiform mol olgularinda, hastalarin yaklasik %2’sinde
kardiopulmoner semptomlar geligir. Bunlar gogiis agrisi, dispne, takipne ve tagikardidir (122).
Oskiiltasyonda genelde raller duyulurken, Akciger grafisinde bilateral pulmoner infiltrasyonlar
goriiliir. Semptomlar genellikle tahliyeyi takiben 72 saat i¢inde geriler. Respiratuar distress
durumunda trofoblastik embolizasyon mutlaka akla gelmelidir. Fakat bu durum tiroid
firtinasina, sivi yiiklenmesine bagl da gelisebilir. Bazen pulmoner infiltrasyonlar metastaz
olarak da degerlendirilebilir ve hastaya erken kemoterapi uygulanabilir. Ancak infiltrasyonlar
48-72 saat i¢inde B hCG seviyeleri diistiikce geriler. B hCG seviyelerinin distiigi durumda
mevcut olan pulmoner nodiiller tedavi gerektirmez; trofoblastik emboli spontan olarak regrese
olur(124).

3. GEREC VE YONTEM

Bu c¢alisma 2011-2022 yillarn arasinda Tepecik Egitim ve Arastirma Hastanesi Kadin
Hastaliklar1 ve Dogum béliimiinde 522 hasta incelenerek yapildi. i1k basvurularinda ultrasonda
mol gebelik siipheli olan bu hastalarin dosya bilgisine ulasildi ve olgular retrospektif olarak
degerlendirildi.

Toplam 522 mol gebelik olgusu kayitlar1 incelendi. Hastalarin dosya bilgilerine
hastanenin veri tabanindan (Probel, Probel yazilim ve bilisim sistemleri A.S- Verusa Holding)
ulasildi. Mol hidatiform tanisiyle takip edilen; fakat kiiretaj materyalinin patolojik sonucu
olmayan olgular ¢calismaya dahil edilmedi. Abortus inkompletus ve abortus insipiens On tanilar
ile tedavi yapilip histopatoloji sonucu mol hidatiform olan vakalar ¢aligmaya dahil edilmedi.
Ayrica dosyalar1 eksik olan, 15 yasin altinda olan hastalar ¢aligmaya dahil edilmedi. Mevcut
verilerden hastalarin yas, gravida, parite, abortus, B HCG, kan gruplari, serum tiroid uyarici
hormon (TSH), serbest tri-iyodotironin (T3) ve serbest tiroksin (T4), akciger grafisi ve
histopatoloji ile ilgili sonuglar1 kayit edildi. Gestasyonel trofoblastik hastaligin histopatolojik
tipi, mol gebelik Oykiisii, ektopik gebelik Oykiisii, gebelik haftasi kaydedildi. Nihai
histopatolojik sonug ile ultrason tanilar1 ve laboratuvar degerleri karsilagtirilarak incelendi.
Ultrasonun mol hidatiform tespitindeki dogrulugu hesaplanmaya calisildi. Elde edilen veriler
hastanemizin arsiv taramasi yapilarak kayit edildi. Caligma i¢in Tepecik Egitim ve Arastirma
Hastanesi Etik Kurulundan 2023/06-01 etik kurulu onay1 alinmistir.
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3.1. ARASTIRMA PLANI VE TAKVIMIi

Arastirma plan ve takvimi Tablo 1’de gosterilmektedir.
Tablo 1: Arastirmanin plani ve takvimi

Agustos
Eyliil 2022
Ekim 2022
Aralik
Ocak 2023
Subat 2023
Mart 2023
Nisan
Mayus
Haziran
Temmuz
Agustos

Kasim

Kaynak
Tarama

Planlama

On Calisma

Izinler ve
Onaylar

Veri Toplama
ve
Degerlendirme

Istatiksel
Coziimleme

Yazim

Basim

Sunum

3.2. VERILERIN DEGERLENDIRILMESIi

Veriler IBM SPSS Statistics Standard Concurrent User V 24 (IBM Corp, Armonk, New York,
ABD) istatistik paket programinda degerlendirildi. Elde edilen verilerin tanimlayici analizleri
yiizde degerleri ve ortalama (standart sapma) seklinde sunuldu. Toplanan verilerin aritmetik
ortalama ile standart sapma degerleri hesaplandi. Normal dagilima isaret eden parametrik
degerler i¢in Student T testi kullanild1. Kategorik degiskenler i¢in ki-kare testi kullanilmistir. p
<0.05 istatistiksel olarak anlamli kabul edilmistir. Gii¢ analizi i¢in G*Power istatistik programi
(ver.3.1.9.4; Faul ve Erdfelder, 1998) kullanilarak; Tip-1 hata %5, Etki biiyiikligii 0,5 alinarak
196 hasta i¢in “Testin Glicii” (Power) %80 bulundu.

3.3. ETIK KURUL ONAYI
Bu calisma Saglik Bakanligi Universitesi (S.B.U) Tepecik Egitim Arastirma Hastanesi (E.A.H.)
Girisimsel Olmayan Klinik Arastirmalar Etik Kurulu tarafindan 13/07/2023 tarihi ve 2023/06-

01 karar numarast ile onaylanmistir (Ek 1). Bu c¢aligma, Helsinki Deklarasyonu (2013)
prensipleri dogrultusunda yiiriitiilmuistiir.
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4. BULGULAR

Calismaya 522 hastanin verileri dahil edildi. Hastalar ultrasonografik olarak mol
hidatiform siipheli olarak degerlendirilmisti. Cerrahi olarak uterin kavitenin bosaltimi sonrasi
materyalin histopatolojik incelemesinde vakalarin 428(%81,9)’i mol hidatiform tanis1 almas,
93(%17,82)’1i olagan gebelik kalintis1 olarak degerlendirildi (Tablo 2).

Tablo 2: Ultrasonografik olarak mol hidatiform tanisi konulan hastalarda
histopatolojik sonucunun dagilimi

Mol/Normal gebelik Siklik(n) Yiizde (%)
Normal Gebelik Kalintisi 93 17,82

Mol Hidatiform 428 81,99
Koryokarsinom 1 0,19

Total 522 100,0

Tablo 3: Nihai patoloji sonucu dagilimlar:

Patoloji sonucu Sikhik(n) Yiizde (%)
Gebelik Kalintis1 93 17,8
Hidropik Villus 82 15,7
Koryokarsinoma 1 0,19
Komplet Mol 96 18,4
Parsiyel Mol 92 17,6

Mol (alt tipi belirtilmemis) 158 30,31
Toplam 522 100

Histopatolojik incelemede Mol hidatiform olarak degerlendirilen hastalarin (428); 92
(%17,6)’s1 parsiyel mol, 96(%18,4)’s1 komplet mol hidatiform olarak degerlendirildigi, 240
(%46,01)’1nda ise mol alt tipi belirtilmedigi goriildii. Mol hidatiformunun ultrason tanisi i¢in
genel duyarlilig1 %82 olarak saptanmistir (Tablo 2 ve Tablo 3).

151



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

Tablo 4: Patoloji sonucu mol bulgusu ile obstetrik dykii arasindaki korelasyon analizi

Obstetrik Oykii \P/zt'?IrIOJ(!yC:)(; Mol BulguquOk n (%) p degeri
Ektopik Gebelik Oykiisii?

0 319 (65,2) 170 (34,8)

1 9 (100) 0 0,031*
2 3 (100) 0

Mol Gebelik Oykiisii?

0 319 (65,4) 169 (34,6)

1 12 (100) 0 N
2 6 (100) 0 0,005

3 3 (100) 0

Gravide®

1 77 (73,3) 28 (26,7)

2 54 (69,2) 24 (30,8)

3 92 (63.9) 52 (36.1) 0,225
4+ 108 (62,10) 66 (37,90)

PariteP

0 110 (74,80) 37 (25,20)

1 78 (63,40) 45 (36,60)

2 71 (52,60) 64 (47,40) <0,001*
3+ 72 (75,00) 24 (25,00)

Abort Oykiisii®

0 247 (72,20) 95 (27,80)

1 45 (51,70) 42(48,30) <0,001*
2+ 39 (54,20) 33 (45,80)

#Fisher’s Exact Test, "Pearson Ki-Kare, *p<0,05

Patolojide mol bulgusu olmayan hastalarda ektopik gebelik dykiisii de bulunmamustir.
Ektopik gebelik Oykiisii olan hastalarin tiimiinde ise mol bulgusu gézlemlenmistir. Patoloji
sonucu mol gebelik olan 9 hastanin 1 ektopik gebelik dykiisii, 3 hastanin 2 kez ektopik gebelik
Oykiisi oldugu saptanmustir.

Ektopik gebelik dykiisii ile patolojide mol bulgusu arasindaki iligki istatistiksel olarak
anlamli olarak saptanmistir (p=0,031).

Mol gebelik Oykiisii olan tiim hastalarin patoloji sonucunda mol bulgusu vardir. Patoloji
sonucu mol gebelik oldugu goriilen toplam 12 hastanin daha 6nce 1 mol gebelik Oykiisii, 6
hastanin 2 mol gebelik Oykiisii mevcutken; 3 hastanin da daha 6nce 3 mol gebelik Oykiisii
oldugu saptanmuistir. Patoloji sonucu mol bulgusu olmayan hastalarin higbirinde mol dykiisii de
bulunmamistir. Buna gore mol gebelik Oykiisii ile patoloji sonucu mol bulgusu varlig
arasindaki iligki istatistiksel olarak anlamlidir (p=0,005).

Gravide ile patoloji sonucu mol bulgusu varligi istatistiksel olarak anlaml
saptanmamuistir (p>0,05).

Parite ile mol bulgusu arasindaki iliski istatistiksel olarak anlamlidir (p<0,001). Paritesi
0 olan hastalarin mol bulgusu orani 1 ve 2 olan hastalara gore anlamli diizeyde ytiksektir.
Paritesi 2 olan hastalarin mol bulgusu ise 3+ olan hastalara gore anlamli diizeyde daha diisiiktiir.
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Abort Oykiisii ile mol bulgusu arasindaki iliski istatistiksel olarak anlamlidir(p<0,001). Abort
olmayan hastalarin patolojide mol bulgusu orani abort 1 ve 2 olan hastalara gore istatistiksel
olarak daha yiiksektir.

Tablo 5: Patoloji sonucu mol tiplerine gore gebelik haftasi, anne yast ve f hCG
ortalama dagilimlar

Mol Tipi

Komplet Mol Parsiyel Mol p degeri

n | Ortalama+Std. Sapma n Ortalama+Std. Sapma
Gebelik haftasi® | 72 | 5,630,911 67 | 7,42+2,571 <0,001*
Anne yasi® 96 | 25,26+7,299 92 | 28,4+7,263 0,004*
B hCG Diizeyi 96 | 212964,9+194624,5 92 | 177787,6+£154991,9 0,173

°Bagimsiz Orneklem T-Testi, *p<0,05

Hastalarin tan1 anindaki gebelik haftalari; parsiyel molde ortalama 7,42+2,571, komplet
molde 5,63+0,911 olarak saptandi. Gebelik haftas1 ortalamasinin mol tipine gore gosterdigi
farkliliklar istatistiksel olarak anlamlidir (p<0,001). Komplet mol tipinde gebelik haftasi
ortalamasi parsiyel mol tipi gebelik haftasi ortalamasindan istatistiksel olarak anlamli diizeyde
daha diistiktiir.

Komplet mol tanis1 konulan kadinlarda anne yas1 ortalama 25,26+7,299 iken; parsiyel
mol tanili kadinlarda anne yas1 ortalama 28,4+7,263 olarak saptanmistir. Anne yasi
ortalamasinin mol tipine gore gosterdigi farkliliklar istatistiksel olarak anlamlidir (p=0,004).
Buna gore komplet mol tipi anne yas1 ortalamasi parsiyel mol tipi anne yas1 ortalamasindan
istatistiksel olarak anlamli diizeyde daha diistiktiir.

B hCG diizeyi ile mol tipi (komplet/parsiyel) arasindaki iliski istatistiksel olarak anlaml
degildir (p=0,173).

Tablo 6: Patoloji sonucu mol bulgusu ile anne yast arasindaki korelasyon analizi

Anne Yasi Patolojide Mol Bulgusu dederi
Var Yok p cegent

<20 68(73,10) 25(26,90)

21-40 257(64,90) 139(35,10) 0,303

41+ 21(63,60) 12(36,40)

Patolojide mol bulgusu varlig1 anne yasina gore anlamli farklilik gostermemektedir
(p=0,303).
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Tablo 7: Patoloji sonucu mol bulgusuna gére kan grubu dagilimlart

Kan Grubu Patolojide Mol Bulgusu deseri
Var Yok p desent

0 88(25,40) 56(31,30)

A 145(41,90) 71(39,70) 0.403

B 76(21,90) 35(21,10) ’

AB 37(10,80) 14(7,90)

Tablo 8: Patoloji sonucu mol alt tipleri ve kan grubu arasindaki korelasyon analizi

Kan grubuP Mol Tipi degeri
g Komplet mol n(%) Parsiyel mol n(%o) P C¢8

0 39(40,6) 16(17,4)

A 33(34,4) 40(43,5) N

B 21(21,9) 17(18,50) <0,001

AB 3(3,1) 19(20,7)

bPearson Ki-Kare, *p<0,05

Patolojide mol bulgusu kan grubuna gore istatistiksel olarak anlamli farklilik
gostermemektedir (p=0,403). Fakat mol alt tip olarak parsiyel ve komplet mol saptanmis olan
hastalar kiyaslandiginda; komplet mol tanis1 almis hastalarda en yiiksek oranla 0 kan grubu
goriiliirken; parsiyel mol tanist alan hastalarda A kan grubu goriilmektedir. Aradaki fark
istatistiksel olarak anlamlidir (p<0,001).

Tablo 9: Patolojide mol bulgusuna gore TSH, sT3, sT4 ortalamalarimin dagilimlari

o Patolojide Mol Bulgusu
Tiroid
Fonksiyon | Var Yok p degeri
Testi 0 Ortalama+Std. N Ortalama+Std.

Sapma Sapma

TSH *

. 76 1,46+0,99 47 1,97£2,99 0,039
Diizeyi
Serbest T3¢ | 76 | 3,82+1,84 4 3,69+1,05 0,487
Serbest T4 | 73 | 1,36+0,82 4 1,24+0,63 0,185

°Bagimsiz Orneklem T-Testi, *p<0,05

TSH diizeyi patolojide mol bulgusu varligina gore anlamli farklilik gostermesine
ragmen (p=0,039), serbest T3 ve serbest T4 ortalamasi patolojide mol bulgusu varligina gore
anlamli farklilik géstermemektedir (p>0,05).
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Tablo 10: Patoloji sonucu mol gebelik olan hastalarda hipertiroidi ve hipotiroidi
dagilimlar

TSH Sikhk (n) Yiizde (%)
Hipertiroidi mevcut 95 18,2
Hipotiroidi mevcut 11 2,1

Patoloji sonucu mol gebelik olan hastalarin %18,2’sinde hipertiroidi, %2,1’inde ise
hipotiroidi mevcuttur.

Tablo 11: Patoloji bulgusuna gére GTN bulgusu dagilimi

Patoloji Bulgusu | Siklik (n) | GTN sayisi (n) | GTN yiizdesi (%)
Gebelik Materyali | 93 3 3,23

Komplet Mol 96 3 3,13

Parsiyel Mol 92 1 1,09

Mol Hidatiform 240 10 4,17
Koryokarsinom 1 1 100,00

Toplam 522 18 3,44

Calismada incelenen toplam 522 hastanin 18 (%3,44)’inde GTN gelisimi saptanmuistir.
Patoloji bulgusu gebelik materyali olarak degerlendirilen 93 hastanin 3’iinde, komplet mol
hidatiform olarak degerlendirilen 96 hastanin 3’iinde ve parsiyel mol tani alan 92 hastanin
I’inde GTN geligmistir. Patoloji sonucu mol (alt tipi belirtilmemis) olarak raporlanan 240
hastanin 10’unda GTN gelismistir. Patoloji sonucu 1 hasta koryokarsinom tanisi almistir.

Tablo 12: GTN tiplerinin dagilimi

GTN siniflandirmasi Siklik (n)
Invaziv Mol Hidatiform 4
Plasental Site Trofoblastik Tiimor 2
Koryokarsinoma 1

GTN (alt tip belirtilmemis) 11
Toplam 18

Hastalarin takip ve tedavi siireglerinde toplam 4 hasta histerektomi olmus olup; bu 4
hastanin 3’iiniin histerektomi sonrasi patoloji sonucu invaziv mol olarak degerlendirilmis, 1
hasta ise komplet mol hidatiform tanisiyla kanamasi olmasi iizerine histerektomi olmus ve
ameliyat patoloji sonucunda GTN’ ye rastlanmamistir. Vakum kiiretaj sonrasinda seri f hCG
takiplerinde anlamli diisiis olan ve takiplerinde herhangi bir komplikasyon gelismeyen hastalar
taburcu edilmis, taburculuk sonrasi haftalik B hCG takibine alinmistir. Taburculuk sonrasi
takipleri sirasinda tanis1 konulan olgularla birlikte toplam 18 hasta klinik olarak GTN olarak
degerlendirilmistir. GTN olgulariin 2’si Plasental Site Tiimor, 4’l invaziv mol ve 1°1 ise
Koryokarsinoma olarak tani almistir; kalan olgular ise siniflandirilmamaistir. Siniflandirilmayan
GTN olgulari, hastalarin taburculuk sonrasi seri p hCG diizeylerinde yeterli diisiis goriilmedigi
icin klinik olarak GTN tanisi konulan olgulardir. Bu hastalara hastanemiz jinekoloji-onkoloji
boéliimiinde kematerapi protokelleri uygulanmistir.

Calismamizda bakilan tiim hastalarin akciger grafileri normal olarak degerlendirilmistir.

155



Tablo 13 : Patoloji bulgusunun GTN varligina gore korelasyon analizi

“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

GTN Varhg

Patoloji Bulgusu GTN (-) GTN (+) p degeri
Sikhik-yiizde (n%) Sikhik-yiizde(n%)

Gebelik Materyali 90(17,90) 3(16,70)

Mol Hidatiform 230(45,50) 10(55,50)

Komplet Mol 93(18,50) 3(16,70) 0,056

Parsiyel Mol 91(18,10) 1(5,55)

Koryokarsinoma 0 1(5,55)

Patoloji bulgusuna gére GTN gelisme durumu arasinda istatistiksel anlamli fark saptanmamuistir

(p= 0,056).

Tablo 14: GTN gelisimi ile obstetrik 6ykii arasinda korelasyon analizleri

Obstetrik oykiisii g?lj Yarllgl GTN- p degeri
Ektopik Gebelik+ |0 12(2,40) 0.989
Ektopik Gebelik - 18(100) 492(97,60) ’
Abort oyKkiisii+ 9(50,0) 150(29,8) 0.067
Abort oyKkiisii- 9(50,0) 354(70,2) ’

Mol (:)ykl'isii + 2(11,10) 19(3,80) 0.16
Mol OyKkiisii- 16(88,90) 485(96,20) ’

Fisher’s Exact Test, p<0,05

Ektopik gebelik oykiisii (p=0,989), abort dykiisii (p=0,067) ve mol dykiisii (p=0,16) ile GTN

varlig1 istatistiksel olarak iligkili degildir.

Tablo 15: GTN gelisimi ile hipertiroidi arasindaki korelasyon analizi

. . e . | GTN Varhg . .
Hipertiroidi varhg GTN + GTN- p degeri
Hipertiroidi + 4(22,2) 91(18,1) 0.754
Hipertiroidi - 14(77,8) 413(81,9) ’

Fisher’s Exact Test, p<0,05

Hipertiroidi varligi ile GTN varligi istatistiksel olarak iligkili degildir (p=0,754).

5. TARTISMA

Birinci trimesterde yapilan ultrason ile hastalarin %82’sine molar gebelik olarak dogru
tan1 konabilmistir. Chelli ve ark’nmin yaptig1 calismada mol hidatiform halinde ultrason
duyarlilig1 %75,86 olarak saptanmistir (125). Kirk ve ark.’nin yaptig1 calismaya gore ise tiim
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molar gebeliklerin ultrason ile tanimmma orant %44 olarak saptanmistir (126). Bizim
calismamizda diger calismalara gore duyarliligin daha yiiksek saptanmasinin nedeni
caligmamizin daha giincel olmasi olabilir. Giiniimiizde kullanilan ultrasonografik cihazlarin
teknolojisinin daha ileri seviyede olmasi1 ve goriintii kalitesinin daha iyi olmasi sayesinde fetal
imaj ve trofoblastik dokuyu daha iyi ayirt edebilme avantaji saglanmig olabilir. Ayrica diger
neden klinigimize bagvuran hasta sayisinin daha ¢ok olmasi ve gebelerin takiplerinin
klinigimizde daha sik ve diizenli yapilmasi olabilir.

Calismamizda tiim vakalara suction kiiretaj uygulanmis olup, islem sirasinda ve
sonrasinda herhangi bir komplikasyon izlenmemistir. Suction kiiretaj, gestasyonel trofoblastik
hastaliklarin tedavisinde dikkate alinan tedavi sekli olup tiim olgularda kesin tan1 ve tedavi i¢in
uygulanmalidir.

Calismamiza gore abort ykiisii olmayan olgularda abort dykiisii olanlara gére mol gebelik daha
yiiksek saptanmistir. Bruce ve ark’ninn yaptig1 bir ¢alismada spontan abortus, kiiretaj dykiisii
olan kadinlarin, spontan abortusolmayan kadinlara gére molar gebeligin 2-3 kat artis oldugu
rapor edilmistir (127). Calismamiz bu konuda literatiirden farkli sonug elde edilmistir.

Calismamizda mol gebelik Oykiisii, mol gebeligi olmayan kadinlarla kiyaslandiginda mol
hidatiform i¢in risk faktorii olarak saptanmistir. 1999 yilinda Tuncer ve arkadaslarinin 34
gebede yaptig1 bir calismada, daha once iki molar gebelik dykiisii olan hastalarda GTH niiks
orani %11-25 arasinda oldugunu bildirmistir (128). Vargas ve arkadaslarinin ¢aligmasinda
hastalarin %1,5°de rekiirren molar gebelik gozlenmistir (129). Bu konuda ¢calismamiz literatiirle
uyumlu olarak sonuglanmaistir.

Mol gebelik dykiisiiniin mol hidatiformda risk faktorii olmasinin nedeni hastada mevcut
genetik bir defekte bagl tekrarlayan mol olgularinin oldugunu da diisiindiirmektedir. Rekiirren
mol gebelik olgularinda hastalarda genetik mutasyon varlig ile ilgili aragtirmalar hala devam
etmektedir. (130)

Caligmamizda mol gebelik olgularina bakildiginda en sik mol gebelik olgusu 21-40 yas
araligindadir; fakat patolojide mol bulgusu varligit anne yasina gore anlamli farklilik
gostermemektedir. Buna ragmen komplet mol olgularinda anne yas1 ortalamasinin parsiyel mol
olgularina gore daha kii¢iikk oldugu tespit edilmistir. Palmer ve arkadaslarinin yaptigi bir
calismada 21-35 yas araliginda kadinlara gore, 35 yasindan biiylik ve 21 yasindan kiiglik
kadinlar i¢in mol hidatiform riskini daha yiiksek bulmuslardir (131). Lurain ve ark.’nin yaptigi
calisgmada GTH’1n 20 yas altinda goriilme riskinin 1,5 kat, 40 yas {istiinde ise 5,2 kat arttig1
rapor edilmistir (132). Sebire ve ark.’nin bir caligmasinda erken yas ve gec yas gebeliklerin
GTH insidansini arttirdigini rapor edilmistir (133). Benzer bir sekilde daha erken yaslarda
saptanan mol gebeliklerin GTH insidansin1 ciddi sekilde arttirdigi rapor edilmistir (134).
Calismamiz yapilan diger ¢aligmalarla uyumlu olmasa da; mevcut saptadigimiz bulgular ile 21-
40 yas araliginin reprodiiktif donem igerinde olmasi sebebiyle, bu yas araligindaki gebelik
insidans1 diger yas gruplarina gore yiiksektir. Bundan dolay1 GTH olgularinin daha fazla
gorildiigli yorumu yapilabilir.

Calismamizda nullipar hastalarda mol gebelik olgularinin daha fazla goriildigi
saptanmustir. Literatiire bakildiginda gravide ve paritenin sayist arttikca GTH gelisiminin daha
fazla oldugu goriilmiistiir. Barut ve arkadaglarinin ¢alismasinda primipar gebelik sayisini %20,2
olarak saptanmis, %51,7 olgunun da gravida sayisini 4 ve iizeri olarak tespit etmislerdir (135).

Caligmamizda mol gebelik tespit edilen ortalama gebelik haftasi 6 haftadir. Ultrason ile
birlikte GTH genellikle birinci trimesterda tan1 almaktadir (136). Karateke ve arkadaslarinin
caligmasinda mol gebelikte ortalama gebelik haftasin1 10 hafta olarak raporlanmistir (137).
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Neelakanthi ve arkadaslari ise hastalarin mol gebelik tanis1 aldiklarinda ortalama gebelik yasini
12 hafta olarak belirtmislerdir (138).

Bizim ¢alismamizda mol gebelik tespit edilen ortalama gebelik haftas1 diger ¢calismalara
gore daha erken tespit edilmistir. Buna ek olarak komplet molde gebelik haftasi ortalamasi
parsiyel molden daha diisiik olarak saptanmistir. Gebelik haftasinin daha erken doneminde
GTH tanis1 almasinin nedeni giinlimiizdeki giincel ultrason teknolojisinin daha gelismis
olmasina bagli olabilir. Ayrica komplet mol olgularinin parsiyel mole gére daha erken gebelik
haftasinda tespit edilmesinin nedeni, komplet mol olgularinda uterus boyutunun gestasyonel
yastan daha biiyik saptanmasi ve fetal dokulara ait doku bulunmamasi olarak
degerlendirilebilir.

Calismamizda komplet mol tanis1 almis hastalarda en yiiksek oranla 0 kan grubu
goriiliirken; parsiyel mol tanisi alan hastalarda A kan grubu goriilmektedir. Bagshwe ve ark.’nin
bir calismasinda mol hidatiform gebeliklerde anne A kan grubunun daha siklikla goriildiigiini
bildirilmistir (139).

Caligmamizda hastalarin tiroid fonksiyon testleri incelendiginde %18,2 ’sinde
hipertiroidi tespit edildi. Calismada mol gebelik tanisi konulan hastalarin TSH ortalama degeri
1,97 mIU/mL iken; serbest T3 ortalama degeri 3.82 ng/dl, serbest T4 degeri ortalama 1,36 ng/dl
olarak bulunmustur. Calismamiza gore hastada hipertiroidi varligi ile GTH arasinda anlamli
iliski mevcuttur. Braga ve ark.’nin yaptig1 bir calismada GTH’1n 6nemli komplikasyonlarindan;
vajinal kanama, hipertiroidizm ve preeklampsi oldugu raporlanmistir (140). Calismamizin bu
konuda literatiirle uyumlu oldugu goriilmiistiir. TSH ve f hCG hormonunun alfa alt {initesi ayn1
oldugu icin bu biyokimyasal benzerlik nedeniyle artan B hCG’nin TSH reseptorlerine
baglanarak hipertiroidizm tablosuna neden oldugu literatiirde mevcuttur (141). Buna ek olarak;
hipertirodizm tablosu GTH’ta anlamli olmasina ragmen, calismamizda GTN ile iligkisi
bulunamamigtir. Sun ve arkadaslart mol hidatiform tanis1 konulan hastalarda saptanan
hipertiroidinin post molar GTN riskini degistirmedigini raporlamislardir (142). Bu da
calisgmamizin literatiirle uyumlu sonuglarindan biridir.

Calismamizda GTN gelisme orani %3,44 olarak tespit edilmistir. Ayrica patoloji sonucu
mol gebelik olarak raporlanan hastalarda %2,68 olarak, patoloji sonucu normal gebelik
materyali olan hastalarin ise %0,57 olarak hesaplanmustir.

GTN gelisen hastalarin patoloji sonucuna bakildiginda %16,7°si normal gebelik
materyali, %77,75°1 mol hidatiform, %35,55’1 ise koryokarsinom olarak raporlanmigtir. GTN
gelisen hasta insidansi literatiirde 1/400000 olup, bu hastalarin %50°si molar bir gebelik sonrasi,
%25’1 normal gebelik (term gebelik sonrasinda gelisen trofoblastik hastaliklarin hepsi), %251
ektopik gebelik ve diisiik sonrasi olugsmustur. (143). Calismamizda ayrica komplet mol ve
parsiyel mol kiyaslandiginda GTN gelisimiyle ilgili anlaml1 bir iligki saptanmamustir. Parazzini
ve arkadaglarinin yaptig1 calismaya gore komplet ve parsiyel molden sonra postmolar GTN
gelisme riski sirastyla %15-20 ve %0,5-1°dir(144). GTN gelisimde mol tipinin literatiirle
uyumlu olmamasinin sebebi patoloji sonuglarindaki mol alt tipi belirlenmemis hasta sayisinin
fazla olmasindan olabilir.

Calisgmamizin giiclii tarafi, diger ¢alismalara gore daha ¢ok hastayla yapilmis olmasi ve
calismanm Izmir ilindeki 3. basamak en donanimli merkez deneyimini yansitiyor olmasidir.
Ancak calismamimizin eksik yonleri; bazi hastalarin epikriz bilgilerine ulasilamamasi ve
degerlendirmemizin retrospektif elde edilen verilerle yapilmasidir.
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6. SONUC

Hastalarin ilk basvurularinda ultrasonda mol hidatiform olarak tan1 alma oraninin
caligmamizda diger yapilan c¢alismalara gore daha yiliksek oldugu tespit edilmistir. Mol
hidatiform saptanan hastalarda gecirilmis mol gebelik ve ektopik gebelik Oykiisiiniin risk
faktori oldugu saptanmistir. Nullipar kadinlarda daha fazla mol gebelik goriildiigii, parite
sayistyla korele olarak mol gebelik insidansinin azaldig1 saptanmistir. Abort Sykiisii olmayan
olgularda abort Oykiisli olanlara gore mol gebelik daha yiiksek saptanmistir. Calismamizda
diger calismalara gore hastalara daha erken gebelik haftalarinda mol hidatiform tanisini
konuldugu tespit edilmistir. Komplet mol ve parsiyel mol kiyaslandiginda; komplet mol
gebelikte daha erken gebelik haftasinda mol gebelik tanis1 konuldugu saptanmistir. Komplet
mol olgular1 parsiyel mol olgularina gore daha geng kadinlarda saptanmistir. Ek olarak; komplet
mol gebelikte 0 kan grubu daha sik goriiliirken, parsiyel mol gebelikte A kan grubuna daha sik
rastlanmistir. Ayrica mol hidatiform gebelik vakalarinda tetkik ve tedavileri gz Oniine
alindiginda hastalarda subklinik hipertirodi bulgularinin daha 6n planda oldugu gézlenmistir.

Hastalikla ilgili daha detayli tan1 ve risk faktorlerinin degerlendirilebilmesi i¢in daha
genis serilerle ile yapilacak prospektif caligmalara ihtiyag vardir. Genetik ve molekiiler biyoloji
alanindaki ¢aligmalar ile literatiire daha ¢ok katki saglanabilir ve hastalik hakkinda daha fazla
bilgi elde edinilebilir.
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S-55 Approach To Incidentally Detected Unicornuate Uterus Rudimentary Horn
Anomaly

Mesut Bala!
1 S.b.ii. Gazi Yasargil Egitim Arastirma Hastanesi

ABSTRACT Unicornuate uterus with rudimentary horn is very rare congenital anatomic
anomaly of women genital truct causing many obstetrical and gynecologic complications. The
frequency of this pathology is approximately 1/100 000. Here in, we present a case of
incidentally detected this congenital anomaly and discus our approach.

Keywords: Uterin Anomally, Unicorn
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S-56 A Complication Of B-Lynch Uterine Compression Suture Which Is Resulting With
Uterus Necrosis, A Case Report

Mesut Balal, Berfin Bulut!, Emine Akkus!, Abdullah Acar?, Sedat Akgol*
1 Saglik Bilimleri University Gazi Yasargil Training And Research Hospital

introduction

Postpartum hemorrhage (PPH) is one of the leading causes of maternal mortality and morbidity
worldwide, and PPH is responsible for 25-30% of maternal deaths worldwide each year. The
most common cause of primary PPH is uterine atony. In postpartum atony cases that do not
respond to medical treatment, uterine artery ligations, internal iliac artery ligations and 'uterine
compression sutures' which are thought to be the surgical equivalent of uterine tamponade, have
been described among conservative surgical procedures. Although uterine compression sutures
are effective procedures in reducing bleeding due to atony, complications such as erosion,
necrosis, and pyometra rarely occur. In this case, we aimed to emphasize that the possibility of
complications after conservative surgical procedures should be considered in postpartum atony
cases that do not respond to medical treatment.

Case

31 years old, G2P1Y1, term pregnant giving normal delivery in an external center. On the
postpartum 6th day, she applies to another center with bleeding and B-Lynch suture is applied
to the patient in order to control the bleeding caused by atony in the patient who does not
respond to medical treatment. The patient, who was referred to us 2 days later with postpartum
bleeding, was prepared in the lithotomy position under general anesthesia after preoperative
blood preparation and hysterectomy consent forms were signed. In the vaginal examination, the
episio, skin and vaginal mucosa were intact. The abdomen was entered through the old
pfannenstiel incision. Widespread clotted hemorrhagic fluid was observed in the observation.
An old b-lynch suture was observed in the uterus. Uterus, tuba and ovaries were edematous,
fragile and necrotic. Deformations, bleeding and necrotizing areas were observed in the uterus
and hysterectomy was decided. Round ligament, uterine artery, cardinal ligament were
involved, cut and ligated. The infundibulopelvic ligament was opened, then the uterus was
removed, and the vaginal cuff was created. The ovaries were not taken. Partial omentectomy
and bridectomy were performed. Bleeding control was achieved, a drain was placed.
Antibiotherapy was applied to the patient for 7 days. He was discharged on the 8th postoperative
day.

171



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

Discussion

With the introduction of uterine compression sutures by B-Lynch in 1997, the surgical
management of uterine atony has changed worldwide. Due to the B-Lynch suture is a uterus
preservating surgery and can be applied relatively quickly and easily, it has been applied by
many obstetricians until today. Despite its worldwide use, there are very few studies evaluating
its success as well as complication rates. Our case report questions the success of the
compression suture, and also mentions its rare complications. The case series on the success
rate of these sutures is insufficient and more studies are needed.

Keywords:Postpartum Hemorrage, Uterine Atony, B-Lynch Uterine Compression Suture
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S-57 Obstetric Outcomes Of Pregnancies Diagnosed With Prenatal Hypoplastic Left
Heart Syndrome: Experience Of Gazi Yasargil Training And Research Hospital

Mustafa Firat Aydin!
1 S.b.ii Gazi Yasargil Egitim ve Arastirma Hastanesi

Abstract Objective: Evaluation of obstetric outcomes of pregnancies with prenatal diagnosis of
Hypoplastic Left Heart Syndrome (HLHS). Material and Method: The results of the
pregnancies followed up with the diagnosis of fetal HLHS in the Department of Obstetrics and
Gynecology of Gazi Yasargil Training and Research Hospital between 2022 and 2023 were
retrospectively scanned. Maternal demographic characteristics and obstetric outcomes were
evaluated. Results: 9 fetuses were diagnosed with HLHS in the prenatal period. The mean
gestational age was 28 (21-39). The mean birth weight was 2540 (1430-3850) g. One fetus was
terminated at the 21st week of pregnancy at the request of the family. Only one of the newborns
was operated. The other 7 (87.5%) fetuses died after delivery. Conclusion: Mortality rates may
be higher in fetuses diagnosed with Hypoplastic Left Heart Syndrome in the prenatal period
compared to the literature. Therefore, care should be taken in the antenatal follow-up of these
patients. Families should be informed in detail about the prognosis and births should be planned
in tertiary centers. Keywords: Hypoplastic Left Heart Syndrome, obstetric outcomes, prenatal
diagnosis,

Keywords: Hypoplastic Left Heart Syndrome, obstetric outcomes, prenatal diagnosis,

Introduction

Hypoplastic left heart syndrome includes different conditions with severe hypoplasia of the left
ventricle and decreased left ventricular outflow. Surgery and medical interventions have
improved outcomes in HLHS, but mortality and morbidity remain high. HLHS is the most
common form of functional single-ventricle heart disease, with a birth prevalence of
approximately 2 to 3 cases per 10,000 live births. HLHS accounts for 2 to 3 percent of all
congenital heart diseases. HLHS is associated with 25 to 40 percent of all neonatal heart deaths
when untreated. In this study, we aimed to evaluate the obstetric outcomes of fetuses with
hypoplastic left heart syndrome in our clinic.

Material and Methods

The results of the pregnancies followed up with the diagnosis of fetal HLHS in the Department
of Obstetrics and Gynecology of Gazi Yasargil Training and Research Hospital between 2022
and 2023 were retrospectively scanned. Maternal demographic characteristics and obstetric
outcomes were evaluated.

Results: 9 fetuses were diagnosed with HLHS in the prenatal period. The mean gestational age
was 28 (21-39). The mean birth weight was 2540 (1430-3850) g. One fetus was terminated at
the 21st week of pregnancy at the request of the family. Only one of the newborns was operated.
The other 7 (87.5%) fetuses died after delivery. Demographic characteristics and obstetric
results of the mother are given in table 1.
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Table 1:Maternal demographic characteristics and obstetric outcomes were evaluated.

Age | Gravida | Parite | Abortus | Birth | Birth | Route of | Newborn
week | weight | delivery | outcome
Casel |34 |3 2 0 39 38509 | c/s Ex
Case2 |22 |1 0 0 36 26009 | c/s Operation
Case3 |39 |4 2 1 30 15009 | c/s Ex
Case4 |25 |1 0 0 33 14309 | c/s Ex
Case5 |30 |2 1 0 38 21409 | c/s Ex
Case6 |21 1 0 0 37 28309 | c/s Ex
Case7 |34 |3 2 0 39 375049 | c/s Ex
Case8 |30 |2 1 0 38 2240 g | c/s Ex
Case9 |24 |1 0 0 - - - Termination
Discussion

Despite successful cardiac surgery, HLHS is the congenital heart disease with the highest
mortality. In the literature, the survival rate of fetuses diagnosed with HLHS is less than 40%.
In a study involving 240 fetuses with HLHS, survival rates were found to be 65-79% in the
low-risk group, while 37% in the high-risk group. In our study, the mortality rate of newborns
was 87.5%. Only one of the newborns was operated.

In conclusion, mortality rates may be higher in fetuses diagnosed with Hypoplastic Left Heart
Syndrome in the prenatal period compared to the literature. Therefore, care should be taken in
the antenatal follow-up of these patients. Families should be informed in detail about the
prognosis and births should be planned in tertiary centers.
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S-58 Evalution Of Ovarian Reserve After Three Months Of Isotretinoin Treatment

Mustafa Sengiil®
1 I1zmir Katip Celebi Universitesi

ABSTRACT Aim: To investigate the effect of isotretinoin, used in the treatment of women of
reproductive age with acne, on functional ovarian reserve by anti-Miillerian hormone (AMH),
ovarian volume (OV) measurement and antral follicle count (AFC). Methods: In this
prospective cohort study, AMH, ovarian volume (T1) before treatment (T 0 ) and after 3 months
of treatment (T 1) of 18 premenopausal patients who will use isotretinoin standard dose (0.5-1
mg/kg/day) for acne treatment. Ovarian Volume (OV) measurement and antral follicle count
(AFC) were performed. AMH at T 0 and T 1 were compared ultrasonographically and with a
series of serum samples from 18 premenopausal women not receiving isotretinoin therapy.
Results: When the treatment and study groups were compared in terms of AMH, OV, and AFC
at the start (TO) and at the study end (T1) values, no statistical difference was found between
TO and T1 in either the control group or the treatment group (Table 3a). However, the change
in AMH and AFC (T1 value-TO value) was statistically higher in the treatment group than in
the control group (p=0.007 and p=0.008, respectively, Table 3b). The change in OV was similar
between the two groups (p=0.767) (Figure 1,2,3). Conclusion: Short-term isotretinoin use was
not associated with AMH reduction and AFC. Prospective, multicenter studies with longer
follow-ups are needed to reach definitive conclusions.

Keywords: Anti-mullerian hormone; izotretinoin; Ovarian reserve

INTRODUCTION

Acne vulgaris is a self-limiting chronic inflammatory skin disease caused by hypersensitivity
of pilosebaceous units (consisting of hair follicle and sebaceous gland) to circulating androgen
levels (1). Acne vulgaris, whose prevalence is estimated to be approximately 9.4%(2) in the
general population, affects 85% of individuals between the ages of 12-24 and its prevalence
gradually decreases with increasing age(3,4). It can cause psychological problems, scarring
resulting in post inflammatory pigmentation and disfigurement(5).

Systemic isotretinoin (13-cis retinoic acid) is a retinoid that is widely used in the treatment and
acts by reducing the sebum production, follicular Keratinization concentration and
immunoregulatory properties involved in the pathogenesis of acne (6,7). There are many
cumulative dose-dependent side effects such as cutaneous atrophy and erythema, ophthalmic
and mucocutaneous dryness, palmoplantar desquamation, itching, bone marrow suppression
and hepatotoxicity, and these are temporary(8).

Although there is no definite consensus on whether it has side effects on female fertility, it is
one of the most curious subjects in the age population using the drug..

Follicle stimulating hormone (FSH), luteinizing hormone (LH), estradiol, inhibin B, Anti-
Miillerian hormone (AMH) levels, Ovarian volume (OV), Antral follicle count (AFC) are used
to evaluate functional ovarian reserve(9,10) ).

AMH is a glycoprotein hormone from the superfamily of transforming growth factor-p (TGF-
B) secreted by granulosa cells of preantral and small antral follicles with a diameter of <8
mm(11). AMH levels in the reproductive period are closely related to the pool of ovulating
follicles that have the potential to ovulate, and accordingly, AMH is the ideal marker to evaluate
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functional ovarian reserve(12).

Although AFC has more efficacy with high-tech ultrasonography and has disadvantages such
as being affected by operator variability, it is a reliable method in the evaluation of ovarian
reserve(13).

AFC and serum AMH values are the most ideal non-invasive markers of functional ovarian
reserve(14).

Studies on the effect of oral isotretinoin, which is the main drug of acne treatment, on functional
ovarian reserve are limited; Although the current results seem to affect the ovarian reserve
negatively, a definite conclusion could not be reached(15-18). These studies compared the
results after 6 months of treatment. As far as we know, it is the first study to compare the effect
of isotretinoin on functional ovarian reserve after a short-term treatment of 3 months.

This study aimed to provide clinical evidence for the relationship of systemic isotretinoin and
functional ovarian reserve and to evaluate the effects of short-term isotretinoin treatment on
serum AMH concentration.

METHOD

Our observational, prospective cohort study was carried out in Izmir Katip Celebi University
Atatiirk Training and Research Hospital, Department of Obstetrics and Gynecology, following
the principles stated in the Declaration of Helsinki, between 30 July 2022 and 30 MAY 2023.
Acne patient population:

This study included 48 women of reproductive age, aged 18 to 28 years, who were diagnosed
with acne for the first time and planned to receive standard dose (0.5-1 mg/kg/day) oral
isotretinoin treatment. Thirty-six patients were included in the study after 12 patients were
excluded from the study due to not using regular medication. Registered patients, at Izmir Katip
Celebi University Atatiirk Training and Research Hospital, obstetrics and gynecology
outpatient clinic before (T 0) and after 3 months of treatment (T 1) on the 2nd and 4th days of
the menstrual cycle, evaluated in terms of measurement of ovarian volume (OV) by
ultrasonography and antral follicle number (AFC). Venous blood samples were taken from
patients with acne for AMH levels in the follicular phase. Patients with chronic disease (eg,
diabetes mellitus, thyroid disease, hypertension or autoimmune disease), polycystic ovarian
syndrome (PCOS), smoking history, history of ovarian surgery, and using systemic retinoid and
hormonal contraceptives in the entire study population were excluded. Sociodemographic
characteristics (age, body mass index [BMI], menstrual history) and medical history of the
participants were recorded.
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Control population:

Eighteen healthy women without acne or infertility were included in the study as a control
group. In the group consisting of healthy women, ovarian volume measurement and Antral
Follicle count were performed by transabdominal ultrasonography on the 2nd and 4th days of
menstruation at T 0 and T 1 at the Izmir Katip Celebi University Atatiirk Training and
Research Hospital, obstetrics and gynecology outpatient clinic. Those diagnosed with PCOS
were excluded from the study. Blood samples were taken for AMH measurement.

Measurements:

Ultrasound scans were performed by the same physician (Mustafa Sengiil) using (Esaote
MyLabSeven, Esaote Group, Genova, Italy) with an 8-1 MHz multi-frequency AC2541
abdominal probe. Image analyzes were performed from the inner edges to the outer edges of
the ovary in the sagittal and transversal planes(19). OV was calculated for each ovary using
the formula Length (L) x Width (W) x Thickness (T) x 0.523 (20). The total number of antral
follicles was calculated by measuring the follicles of 2-9 mm in diameter in both ovaries.
Total OV (volume of both ovaries) and total AFC (number of follicles in the right + left
ovary) were calculated.

Serum samples from both populations were measured in the same laboratory. Serum AMH
concentrations were measured by ELISA using a commercial kit (ng/mL, Beckman Coulter,
Chaska, MN, USA) suitable for all patients at T 0 or T 1 to reduce interlaboratory variability
bias. The mean inter and intra-assay Coefficient of Variability (CVS) were 4.5% and 3.6%,
respectively.

Statistical analysis:

Data were entered into the Statistical Package for the Social Sciences (IBM® SPSS Statistics
for Windows, Version 23.0, Armonk, NY, USA) software package. Whether the distributions
were normal or not was determined by Kolmogorov-Smirnov analysis. Normal distributions
were calculated as mean (mean) and standard deviation (SD), non-normal distributions were
calculated as median and difference between quartiles (IQR). Student's t-test was used to
compare normal distributions. Non-parametric continuous variables that were not normally
distributed were compared using Mann-Whitney U tests. p value <0.05 was considered
statistically significant.

RESULTS

The mean age of the patients was 22.0+3.0 years and the mean BMI was 23.5+3.9 kg/m2. When
baseline (TO) values were examined between the treatment and study groups, it was observed
that there was no statistical difference between the two groups in terms of AMH, OV, and AFC
(respectively, p=0.08, p=0.214, p=0.501) (Table 1). When the study outcome (T1) values
between the treatment and study groups were examined, it was seen that there was no statistical
difference between the two groups in terms of AMH, OV, and AFC (p=0.521, p=0.481, p=0.09,
respectively) (Table 2). When the treatment and study groups were compared in terms of the
values of AMH, OV, and AFC at the start (T0) and at the study end (T1), no statistical difference
was found between TO and T1 in either the control group or the treatment group (Table 3a).
However, the change in AMH and AFC (T1 value-TO value) was statistically higher in the
treatment group than in the control group (p=0.007 and p=0.008, respectively, Table 3b). The
change in OV was similar between the two groups (p=0.767) (Figure 1,2,3).
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Table 1. Comparison of baseline (T0) values of demographic and blood routines of treatment

and study group
Variables Control Group (n=18) | Treatment Group | p value
(n=18)
Age, Year, Mean (SD) 22.6 (3.3) 21.5 (2.6) 0.252
BMI, kg/m2 mean (SD) 24.8 (3.4) 22.3 (4.0 0.06
Menstruel Irregularity 0.457
Situtation durumu, n/ % 14/77.8 12/66.7
No 41222 6/33.3
Yes
AMH, ng/mL medyan (IQR) 2.10 (1.65) 2.59 (1.97) 0.08
OV, ml medyan (IQR) 14.2 (1.7) 13.7 (0.9) 0.214
AFC, medyan (IQR) 14.0 (4.0) 14.0 (2.0) 0.501

Table 2. Comparison of the blood routines of the treatment and study group at the study end

date (T1)
Variables Control Group (n=18) | Treatment Group | p value
(n=18)
AMH, ng/mL median (IQR) 2.14 (1.69) 1.92 (1.92) 0.521
OV, ml median (IQR) 13.3(2.7) 13.2 (1.0) 0.481
AFC, median (IQR) 14.0 (5.0) 12.5 (3.0) 0.09

Table 3. a) Comparison of AMH, OV, and AFC values at the start of the study (TO0) and at the
end of the study (T1) in terms of AMH, OV, and AFC between the treatment and study
groups, b) Comparison of the changes in the treatment and study groups in terms of AMH,
OV and AFC at the start of the study (T0) and at the study end date (T1)

a) Comparison of the study start (T0) and study end date (T1) values in terms of

AMH, OV, and AFC between treatment and study groups

Control Grou Treatment Group
Variables TO0 T1 p value TO T1 p value

AMH, ng/mL median 2.10 2.14 0.261 2.59 1.92 0.531
(IQR) (1.65) (1.69) (1.97) (1.92)

OV, ml median (IQR) 14.2 13.3 0.765 13.7 13.2 0.216
(1.7 (2.7 (0.9) (1.0

AFC, median (IQR) 14.0 14.0 0.461 14.0 12.5 0.285
(4.0 (5.0) (2.0) (3.0)

b) Comparison of the changes (T1-T0) of the treatment and study groups in terms of
AMH, OV and AFC at the start of the study (T0) and at the study end date (T1)

Variables Control Group Treatment Grouo p value
AMH change, ng/mL -0.03 (0.29) -0.62 (1.57) 0.007
median (IQR)
OV change, ml -0.35 (0.62) -0.35 (0.62) 0.767
median (IQR)
AFC change , median -1.0 (1.0) -2.0(3) 0.008
(IQR)
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Bold p values indicate statistical significance; number, SD; standard deviation, IQR;
interquartile range,
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Figure 1: AMH (TO value-T1 value) between groups
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DISCUSSION AND CONCLUSION

Since the introduction of systemic isotretinoin in the treatment of acne, it has been a life-saving
treatment option for physicians and patients. However, many side effects have been described.
Its effect on female fertility caused anxiety in patients. There are conflicting reports on the
effect of retinoic acid in the literature. Aksoy H et al. showed that systemic isotretinoin use has
a significant negative effect on ovarian reserve(17). Although decreased, it was found to be
statistically similar to the initial values (16,18).

The limitation of this study was the evaluation of OV and AFC using transabdominal
ultrasonography, since the patients were virgins. Another limitation was the inability to follow-
up the patients for a long time. Besides, its strengths were the prospective design of the study.
In conclusion, our study is one of the comprehensive studies examining the effects of
isotretinoin on female fertility and contributes to the literature. Further studies are needed to
increase understanding of this issue.
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S-59 Uterus Preserving Surgical Management In A Case Of Placenta Percreta

Neslihan Ugur Demirel’
1 Saglik Bilimleri Universitesi Gazi Yasargil Egitim ve Arastirma Hastanesi

Placenta percreata It occurs due to damage to the decidua basalis and its inability to fulfill its
barrier function adequately. Chorionic villi adheres to the myometrial surface but does not
penetrate the myometrium placenta accreta , the type that does not infiltrate the myometrium
placenta increta , the type that infiltrates the entire myometrium The type in which it infiltrates
into the serosa and sometimes into neighboring organs is called placenta percreta. These cases
are delivered by cesarean section and some of them are delivered postpartum hysterectomy may
be required. Lower uterine segment resection may be a suitable option in patients requiring
fertility preserving surgery.Placenta accreta , which is the mildest form among placental
invasion anomalies , is seen in 60% of the cases, while placenta percreta is the most advanced
form, accounting for 20% of the cases. In case of placenta percreata , chorionicvillilt penetrates
completely into the myometrium and, in some cases, can spread to surrounding tissues. Placenta
accreta is frequently seen in women with a history of cesarean section, scar tissue in the uterus,
women who have had a manual abortion, and pregnant women with high parity. Placental
invasion anomalies can cause serious maternal complications and require hysterectomy.
Diagnosing placenta percreta antenatally can be difficult, and ultrasonography may not always
provide sufficient information. The classic treatment is hysterectomy. Hemodynamically stable
cases of placenta percreta can be treated conservatively with methotrexate , uterine artery
embolization .1t is another method that can be used in cases who want to preserve their fertility.
In our case, a method other than other treatment options was used, avoiding hysterectomy in
order to preserve fertility. The invaded lower segment of the placenta was removed together
with the placenta tissue, and the remaining uterine tissue was repaired.

Keywords: Placenta percreta , placenta previa , cesarean section

Introduction

Placenta percreata It occurs due to damage to the decidua basalis and its inability to fulfill its
barrier function adequately. Chorionic villi adheres to the myometrial surface but does not
penetrate the myometrium placenta accreta , the type that does not infiltrate the myometrium
placenta increta , the type that infiltrates the entire myometrium The type in which it infiltrates
into the serosa and sometimes into neighboring organs is called placenta percreta (1). These
cases are delivered by cesarean section and some of them are delivered
postpartum.hysterectomy may be required. Lower uterine segment resection may be a suitable
option in patients requiring fertility preserving surgery.

Case

The 31-year-old mother, who was 38 weeks pregnant according to her enstrual perilast mod,
had 3 live births by cesarean section out of 4 pregnancies. The patient applied to our clinic due
to pain. In obstetric ultrasonography, it was observed that there was a single live pregnancy
compatible with 38 weeks and total placenta percreata . placenta uterus. It invaded the anterior
wall and did not cover the cervix. During the preoperative preparation phase, informed consent
was obtained from the patient for cesarean section and hysterectomy surgeries. During the
observation, placenta percreta was observed in the anterior lower segment of the uterus (Figure
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into the uteruskehrAn incision was made and a 3130 g 48 cm A:8/9 male baby was
delivered. The area where the placenta invaded was removed together with the lower
segment of the uterus . Then, the excised areas were brought closer together and sutured
. Approximately 1000 cc of bleeding occurred intraoperatively. (Picture 2).
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A total of 1 unit of erythrocyte suspension was given to the patient during the intraoperative
and postoperative periods. The patient was discharged with surgical recovery on the second
postoperative day .

Conclusion

Placenta accreta , which is the mildest form among placental invasion anomalies , is seen in
60% of the cases, while placenta percreta is the most advanced form, accounting for 20% of the
cases. In case of placenta percreata, chorionicvillilt penetrates completely into the myometrium
and, in some cases, can spread to surrounding tissues. Placenta accreta is frequently seen in
women with a history of cesarean section, scar tissue in the uterus, women who have had a
manual abortion, and pregnant women with high parity (2). Placental invasion anomalies can
cause serious maternal complications and require hysterectomy. Diagnosing placenta percreta
antenatally can be difficult, and ultrasonography may not always provide sufficient information.
The classic treatment is hysterectomy. (3). Hemodynamically stable cases of placenta percreta
can be treated conservatively with methotrexate , uterine artery embolization .1t is another
method that can be used in cases who want to preserve their fertility (4). In our case, a method
other than other treatment options was used, avoiding hysterectomy in order to preserve
fertility. The invaded lower segment of the placenta was removed together with the placenta
tissue, and the remaining uterine tissue was repaired.
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: A Cross-Sectional Study
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Objective: The aim of this study is to reveal the relationship between the intraoperative
observed adnexal torsion (AT) angle and adnexal necrosis. Materials and methods: This was a
cross-sectional study conducted at a tertiary center. Between 2018 and 2023, a total of 64
patients who underwent surgery for AT in our clinic were included in this study. The cases were
classified as Group 1 (Torsiyon angle =360°; n=27, 42%) and Group 2 (Torsiyon angle > 360°;
n:=37, 58%) according to the torsion angle. The macroscopic description of adnexal necrosis
was made intraoperatively and observationally. Results: The median preoperative serum white
blood cells (WBC) of all participants was 8.8. There was no statistical difference between the
groups (p=0.4). The median neutrophil lymphocyte ratio (NLR) of all participants was 4.2 .
Although the WBC of Group 2 was higher, the groups were similar (p=0.8). The groups are
similar in terms of whirlpool sign, increased pelvic free fluid, diameter of the longest axis of
the adnexa and doopler flow (p=0.4, p=0.2, p=0.4 p=0.5; respectively). The evaluation of
adnexal appearance differed statistically between groups (p=0.04). The groups are similar in
terms of surgical management (p=0.09). Inraoperative necrosis was detected in 25% of all cases
(16/64). This rate was 14.8% in Group 1 and 32.4% in Group 2. There was no statistical
difference between the groups (p=0.1). Conclusion: Intraoperative necrosis was observed more
frequently in cases with a torsion angle greater than 360°. However, it is important to
acknowledge that other factors may also contribute to the occurrence of necrosis. Therefore, a
comprehensive evaluation, including clinical examination, laboratory tests, and imaging
methods, should be conducted. In cases of any uncertainty, laparoscopy, the current standard
approach, should be considered.

Keywords: torsion angle, adnexal necrosis, adnexal torsion

INTRODUCTION

Adnexal torsion (AT) refers to the twisting of adnexal structures, which encompass the ovary,
fallopian tube, and their associated ligamentous supports. Its occurrence in the emergency
department is relatively rare, with a prevalence rate of 2.7%!. AT is frequently observed in
women of reproductive age, although it can also manifest in postmenopausal women?. Ovarian
cysts (especially >5cm), prior tubal ligation, history of torsion and pregnancy are established
predisposing factors for adnexal torsion®#. The symptoms and clinical manifestations of AT are
frequently non-specific, rendering it challenging to distinguish from non-gynecological
etiologies. A delayed diagnosis of AT can result in adnexal loss, ovarian necrosis, subfertility,
early menopause, and peritonitis?. Timely diagnosis and prompt surgical referral are imperative
for achieving favorable surgical outcomes, which often involve the preservation of adnexal
structures.

Adnexal torsion (AT) frequently disrupts the vascular supply to the ovary and fallopian tube,
resulting in varying degrees of tissue ischemia and necrosis. Ultrasonography (US) is the
primary imaging modality of choice for the initial evaluation of women suspected of having
AT. An accurate sonographic diagnosis of AT has been reported in a range of 23% to 81% of
cases in women®. The broad spectrum of ratios documented in the literature reflects a
controversy regarding the accuracy of US in diagnosing AT. Bardin et al. reported the
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sensitivity and positive predictive value (PPV) of a preoperative ultrasound diagnosis of AT
were 84.4 % (95% CI 0.79-0.88) and 81.4 % (95% CI 0.76-0.86), respectively®. In addition,
because the clinical presentation of AT is similar to other causes of acute abdominal pain,
computed tomography (CT) scan is sometimes performed as part of the routine evaluation of
abdominal pain. If the clinical presentation is unclear, CT scan may serve as the initial
diagnostic imaging technique. A previous study showed that intraoperatively observed necrosis
only occurs when the torsion angle is >360° on CT®. It is believed that factors such as the
duration between the onset of the patient's symptoms and the surgical intervention, as well as
the extent of adnexal twisting, can impact the intraoperative presence of adnexal necrosis.

The aim of this study is to reveal the relationship between the intraoperative observed AT angle
and adnexal necrosis.

MATERIAL AND METHODS

This was a cross-sectional study conducted at a tertiary center. The institutional ethical approval
was provided. Informed consent of the patients was obtained. The study was conducted in
accordance with the Helsinki Declaration Principles. Between 2018 and 2023, a total of 64
patients who underwent surgery for AT in our clinic were included in this study. Pregnant
patients and cases with less than one full twist (<360°) of the adnexa around any ligament
observed perioperatively were excluded from the study. One full twist of AT around any
ligament was recorded as 360°. The AT angle of cases with more than one full twist around any
ligament was calculated based on intraoperative observations, taking into account the number
of twist. The cases were classified as Group 1 (Torsiyon angle = 360°; n= 27, 42%) and Group
2 (Torsiyon angle > 360°; n:=37, 58%) according to the torsion angle. Demographic features,
laboratory and imaging findings of the patients were documented. Surgical operation features
were recorded. If the pathology material was excised during the operation, it was examined
from the records.

The macroscopic definition of adnexal necrosis in intraoperative observation was made as
follows (Figure 1): The torsioned organ often exhibits enlargement attributed to engorgement,
edema, and ischemia. It typically displays a bluish-black coloration and distinctive hemorrhagic
foci. The black-blue appearance of the organ's surface can be attributed to hemorrhagic
congestion and necrosis.

Statistical analyses were conducted using IBM SPSS Statistics version 26.0 (IBM Inc.,
Chicago, IL, USA). The normality of data distribution was assessed using the Kolmogorov-
Smirnov test. Non-normally distributed variables were analyzed using the Mann-Whitney U
test. Categorical data were analyzed using the Chi-square test and Fisher's exact test.
Quantitative data were reported as median (minimum-maximum), whereas categorical data
were presented as counts and percentages (%). The p value considered statistically significant
was <0.05.

RESULTS

Table 1 presents demographic characteristics of the study groups. The median age of study
participants' was 33 years. The median age of Group 1 was 41 and Group 2 was 28 (p=0.007).
Out of all participants, 82.8% (53/64) were premenopausal women. In Group 2, 94.6% (35/37)
were postmenopausal women, whereas in Group 1, 33.3% (9/27) were premenopausal women.
A statistically significant difference was observed between the two groups in terms of
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menopausal status (p=0.006). The most common symptom was pelvic pain in both groups
(81.5% vs 86.5%). In terms of symptoms, the groups are similar (p=0.6). 12.5% (8/64) of all
participants had a history of torsion. While this rate was 3.7% (1/27) in Group 1, it was 18.9%
(7/37) in Group 2. There was no statistically significant difference between the groups.
(p=0.06). The groups are similar in terms of other demographic characteristics (p>0.05).

Laboratory and imaging findings of the patients were shown in Table 2. The median
preoperative serum white blood cells (WBC) of all participants was 8.8. There was no statistical
difference between the groups (8.8 vs 8.8, p=0.4). The median neutrophil lymphocyte ratio
(NLR) of all participants was 4.2 . Although the WBC of Group 2 was higher, the groups were
similar (3.5 vs 4.3, p=0.8). Transabdominal US was performed because 14 of 64 patients were
virgin. Virgin patients (n=14) were examined with transabdominal US, other patients (n=50)
were examined with transvaginal US. The groups are similar in terms of whirlpool sign,
increased pelvic free fluid, diameter of the longest axis of the adnexa and doopler flow (p=0.4,
p=0.2, p=0.4 p=0.5; respectively). The evaluation of adnexal appearance differed statistically
between groups (p=0.04). In group 1, both normal size, edema and cystic features were
significantly different (18.5% vs 2.7%, p=0.04; 74.1% vs 73%,p=0.04; respectively).

Table 3 shows surgical operation features of the groups. Only ovarian torsion was detected in
70.3% of all patients, and AT in 29.7%. The ovarian torsion rate was 63% in Group 1 and 75.7%
in Group 2 (p=0.2). Participants' median torsion angle was 720°. In group 2, the median torsion
angle was statistically higher than Group 1 (360° vs 1080°, p<0.0001). The groups are similar
in terms of surgical management (p=0.09). Detorsion was performed in 42.2% of all participants
(27/64). Nine of these operations were performed with laparotomy, while 18 were performed
with laparoscopy. In 10 cases, only detorsion operations were performed, whereas in 17 cases,
both detorsion and cystectomy procedures were carried out. The pathology results of the cases
who underwent detorsion and cystectomy are as follows: mature teratomas (n=5), functional
cysts (n=9), benign mucinous cystadenomas (n=2), paratubal cyst (n=1). Detorsion rate was
higher in Group 2 than Group 1 (29.6% vs 51.4%). Unilateral salpingooferectomy (USO) was
performed in 39.1% of all participants (25/64). Eight of these operations were performed with
laparotomy, while 17 were performed with laparoscopy. The pathology results of the cases who
underwent USO are as follows: functional cysts (n=12), mature teratomas (n=6), benign
mucinous cystadenomas (n=4), paratubal cyst (n=2), benign mucinous cystadenofibroma (n=1).
USO rate was higher in Group 1 than Group 2 (40.7 % vs 37.8%). Hysterectomy and bilateral
salpingoooferectomy (BSO) was performed in 18.8% of all participants (12/64). Ten of these
operations were performed with laparotomy, while 2 were performed with laparoscopy. The
pathology results of the cases who underwent hysterectomy and BSO are as follows: functional
cysts (n=5), benign mucinous cystadenomas (n=3), benign mucinous cystadenofibroma (n=2),
adult type granulous cell tumor (n=1), serous carcinoma (n=1). Hysterectomy and BSO rate
was higher in Group 1 than Group 2 (29.6 % vs 10.8%). Ligamentopexy was performed in 6
patients (9.4%), the groups were similar (3.7% vs 13.5%, p=0.1). Inraoperative necrosis was
detected in 25% of all cases (16/64). This rate was 14.8% in Group 1 and 32.4% in Group 2.
There was no statistical difference between the groups (p=0.1). Groups are similar in terms of
torsion region and location (p=0.5; p=0.5, respectively). Time to surgery was determined as 23
hours in Group 1 and 5 hours in Group 2 (p=0.001). Median hospitalization was 3 days in
Group 1 and 3 days in Group 2 (p=0.01).
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DISCUSSION

In this study, the relationship between torsion angle and necrosis in patients with AT was
evaluated. Intraoperative necrosis findings were more common in patients with a torsion angle
greater than 360°. However, this difference was not statistically significant. Regardless of
torsion, cases with suspected AT in preoperative laboratory and imaging methods are at risk of
necrosis and emergency surgery should be performed.

Adnexal torsion (AT) is one of the most common causes of acute pelvic pain in non-pregnant
women, preceded by corpus luteum rupture with hemorrhage, and followed by pelvic
inflammatory disease, malpositioned intrauterine device, and degenerating fibroids’. It is most
common in women of reproductive age but it can rarely occur in postmenopausal women®. The
cases included in our study were predominantly within the reproductive period. Approximately
one-fifth of participants were in the postmenopausal period. When evaluating the predisposing
factors for AT, such as torsion and tubal ligation, no statistically significant difference was
observed between the groups. Most patients with AT are symptomatic and the most common
symptom is acute pelvic pain®. In our study, acute pelvic pain was the most common complaint
in 84.4% of the patients. This symptom was similar between the groups.

The WBC count serves as an indicator of inflammation. Elevated WBC counts have been
documented in several studies involving AT cases'®'!. However, it's important to note that
increased WBC counts were not detected in all AT cases. For instance, Chiou et al. assessed 55
torsion cases in patients aged between 12 and 85 years and found an elevated WBC count in
64% of cases'®. In contrast, Melcer et al. reported a notably lower rate of leukocytosis. Among
111 AT cases involving women of reproductive age, the rate of elevated WBC counts exceeding
11 was 32.4%**. The median WBC of the cases in our study was <11. There was no statistically
significant difference between the groups in terms of WBC.

Kinay et al. reported the mean NLR value of AT cases as 5.9'2. The optimal NLR cut-off value
for predicting AT was 2.51 with a sensitivity of 72% and a specificity of 78%. Yilmaz et al.
reported the results of 136 ovarian cyst cases with lower abdominal pain. They found an NLR
cut-off value of 2.44 with a sensitivity of 70.5% and a specificity of 70.4% in the diagnosis of
the torsion of an ovarian cyst'®. In our study, the median NLR value of all cases was 4.2.
Although this value was higher in Group 2, this difference was not statistically different.

Moro et. al. evaluated the preoperative US findings of 315 AT cases®. The presence/absence of
ovarian stromal edema was available in the original US reports in 241/315 patients, and this
sign was reported in 167 of them (69.3%). The whirlpool sign was available in 226/315 patients
and was reported in 178/226 (78.8%) patients. The absence of doppler signals was available in
269/315 patients and it was reported in 119/269 patients (44.2%). The increased pelvic free
fluid was detected in 196/275 patients (71.6%). The whirlpool sign was available in 226/315
patients and was reported in 178/226 (78.8%) patients. The median of the largest diameter of
the twisted organ as measured on US was 8.3 cm. In our study, the whirlpool sign rate was
found to be 6.3%. In group 2, the whirlpool sign was approximately two times higher. However,
there was no statistical difference. Increased pelvic free fluid was present in half of all patients.
Although this rate is higher in Group 2, the groups are similar. Diameter of the longest axis of
the adnexa was determined as 5 cm in both groups. Interestingly, 21.9% of all patients had an
absence doopler flow. The absence doopler flow was higher in the group with higher torsion
angle. However, there was no statistical difference. The groups were statistically different in
terms of evaluation of adnexal appearance. Normal adnexa was seven times higher in Group 1
and this was statistically different. Although edema was detected at a rate of approximately
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three times higher in Group 2 and the groups were similar. Remarkably, edema and cystic
finding were higher there in Group 1, which is statistically different.

Adnexal masses prone to torsion typically comprise functional ovarian cysts, with dermoid
cysts and serous cystadenomas being the most frequently encountered pathologies®. Torsion
occurrences are uncommon in patients afflicted by endometriosis or malignant lesions, likely
owing to an elevated likelihood of local inflammation accompanied by adhesions that anchor
the mass in place®. AT also exhibits a predilection for the right side. One plausible explanation
is that the presence of the sigmoid colon in the left pelvic region reduces available space, thus
diminishing the risk of torsion on the left side’®. In our study, the right AT and twist around
ovarian ligament were highest in both groups. The groups are similar in terms of these
characteristics. The time from the onset of clinical findings to the operation was 5.5 times longer
in Group 1. However, the rate of intraoperative adnexal necrosis was approximately two times
higher in Group 2, which had a higher torsion angle. This difference was not statistically
significant.

Adnexal torsion (AT) is considered a surgical emergency, and the most common treatment
approach is laparoscopy. There are conservative (detorsion + cystectomy) and definitive
options (USO/ hysterectomy + BSO) for treatment. Age, future fertility, menopausal status, and
evidence of ovarian disease are all factors considered in the management decision. In our study,
there was no difference between the groups in terms of surgical management.

This study has several limitations, with the retrospective design being the first and foremost.
The identification of intraoperative necrosis is a subjective criterion. Unfortunately, the torsion
angle has been evaluated observationally.

In conclusion, intraoperative necrosis was observed more frequently in cases with a torsion
angle greater than 360°. However, it is important to acknowledge that other factors may also
contribute to the occurrence of necrosis. Therefore, a comprehensive evaluation, including
clinical examination, laboratory tests, and imaging methods, should be conducted. In cases of
any uncertainty, laparoscopy, the current standard approach, should be considered.
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S-61 Premature Labor In A Patient With Incidentally Detected Bicornuate Uterine
Anomaly
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Although uterine anomalies are usually asymptomatic, they may also be associated with
symptoms such as preterm labor, abnormal bleeding, recurrent pregnancy loss, pelvic pain, and
malpresentation. The fundus of the bicornuate uterus is indented more than 1 cm, and the vagina
and cervix are usually normal. It is caused by partial fusion of the Miillerian ducts. Depending
on the degree of fusion, separation of the uterine horns will be complete, partial, or minimal.
Literature reviews report spontaneous abortion in 36 percent, preterm delivery in 21 to 23
percent, and fetal survival in 50 to 60 percent of patients with bicornuate uterus. Fetal growth
restriction and malpresentation during delivery are also increased. In this case report, we will
evaluate the preterm labor encountered in the fourth pregnancy of a patient with an incidentally
encountered bicornuate uterus, following three term spontaneous vaginal delivery. Uterin
anomaliler genellikle asemptomatik seyretmekle beraber preterm eylem , anormal kanama ,
tekrarlayan gebelik kaybi , pelvik agri , malprezentasyon gibi semptomlarla da birliktelik
seyredebilir. Bikornuat uterusun fundusu 1 cm’den fazla girintilidir ve vajina ve serviks
genellikle normaldir. Miillerian kanallarin tam yerine kismi fiizyonundan kaynaklanir.
Flizyonun derecesine bagli olarak uterus hornlarinin ayrilmasi tam, kismi veya minimal
olacaktir. Literatiir incelemelerinde bikornuat uterusu olan hastalarin yiizde 36'sinda spontan
disiik, yiizde 21 ila 23'linde erken dogum ve yiizde 50 ila 60'inda fetal sagkalim
bildirilmektedir. Fetal biiylime kisitlamas1 ve dogum sirasinda malprezentasyon da artmaktadir.
Bu olgu sunumunda insidental rastlanan bikornuat uterusa sahip hastanin ti¢ miad spontan
vajinal dogumu takiben dordiincii gebeliginde karsilagilan preterm eylemi degerlendirecegiz.

Keywords: Bicornuate uterus, Miillerian canal, Preterm labor, Uterine anomaly

INTRODUCTION

Congenital uterine anomalies are usually associated with symptoms such as pelvic pain,
abnormal bleeding during the menstrual cycle, abnormal uterine bleeding, recurrent pregnancy
loss, preterm labor, preterm birth, premature rupture of membranes, intrauterine growth
retardation, fetal malpresentation. Generally, adolescent patients apply to the hospital for such
reasons.

Although the etiology underlying abnormal uterine development is not fully known, it is likely
to be due to polygenic and multifactorial causes. The karyotype of patients with uterine anomaly
is usually normal(1). The three main mechanisms of abnormal uterine development are
agenesis/hypoplasia, defective lateral and vertical fusion.

Bicornuate uterus is also often asymptomatic and is detected incidentally in any gynecological
or obstetric evaluation. Its incidence varies between 0.16% and 10%(2). The fundus of the
bicornuate uterus is more than 1 cm indented, and the vagina and cervix are usually normal(3).
It results from partial fusion of the Miillerian ducts. Depending on the degree of fusion,
separation of the uterine horns will be complete, partial, or minimal.

Two-dimensional (2D) ultrasound is the first imaging modality of choice because it is widely
available, noninvasive, relatively inexpensive, and provides information about relevant
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extrauterine structures (ovaries, kidneys, pelvic mass). HSG, 3D ultrasonography, and MR
imaging are other imaging modalities that can also be used.

There is no universally accepted classification of congenital septal anomalies (4). The
classification system accepted in America is the classification system belonging to The
American Society for Reproductive Medicine (ASRM). The classification system published by
ASRM in 2021 classifies anomalies related to the vagina, cervix, fallopian tubes and kidney
using descriptive terminology, unlike other classifications.

ASRM MULLERIAN ANOMALIES CLASSIFICATION 2021
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The European Society of Human Reproduction and Embryology (ESHRE) and The European
Society of Gynecological Endoscopy (ESGE) also published their own classification in this
way(5).
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Uterine anomaly

Cervical fvaginal anomaly

Main class

Sub-class

Co-existent class

o MNormal uterus cCo MNormal cerwvix
LT Dwsmorphic uterus a. T-shaped -
b. Infantilis C1 Septate cervix
c. Others
cz Double 'normal” cervix
w2 Septate uterus a. Partial
b. Complete c3 Unilateral cervical aplasia
u3 Bicorporeal uterus a. Partial . .
o . Complete Ca Cervical aplasia
c. Bicorporeal septate
WO MNormal vagina
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h . obstructing vaginal septum
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e Unclassified
malformations
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Associated anomalies of non-Miillerian origin:

Drawing of the anomaly
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Class UO/normal uterus Class U1/dysmorphic uterus
[A] G— .
\/ TATq
- a. T-shaped b. In‘fantilis c. Others
Class U2/septate uterus Class U3/bicorporeal uterus
\ ,/ .I“ / “ "‘ § [
a. Partial b. Complete a. Partial b. Complete c. Bicorporeal septate

Class U4/hemi uterus Class U5 /aplastic uterus

O 2 o’

a. With rudimentary  b. Without rudimentary a. With rudimentary  b. Without rudimentary
cavity cavity cavity cavity

Class U6/unclassified cases

Studies have shown that anomalies seen in infertile and fertile patients with congenital uterine
anomalies are 35% septate, 26% bicornuate, 18% arcuate, 10% unicornuate, 8% didelphis, and
3% agenesis (6).

CASE

A 24-year-old gravida 4, parity 3, living 3 patient with a history of vaginal delivery was
admitted to the emergency department with the complaint of vaginal bleeding. The
measurements of the patient whose last menstrual period was unknown and whose previous
ultrasound measurement values were not available at the time of admission were found to be
compatible with 30 weeks. There was no history of additional disease in his anamnesis. There
is no history of abortion and evacuation abortion. No drug use. The patient's physical
examination was normal, active vaginal bleeding was not observed in the vaginal examination,
and an old coagulum was observed. The patient was followed up in the delivery room.

During the delivery room follow-ups, the patient did not have active vaginal bleeding. Nst was
reactive and no contraction was observed. The patient had moderate anemia and
thrombocytopenia in laboratory values, and hematology was consulted. Existing coagulation
values were normal, fibrinogen and d-dimer were increased, Idh, bilirubin values were normal,
and the patient had iron and B12 deficiency. Peripheral smear of the patient was sent to
hematology. During the follow-ups, the patient was taken to emergency cesarean section with
the suspicion of ablation due to the onset of active vaginal bleeding and concomitant
contractions. The abdomen was entered with a Pfannenstiel incision. After the incision made in
the lower uterine segment, a 1550 gram male baby was delivered with the head. Ablation state
was observed in the placenta. The material was sent to pathology.
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In observation and palpation, the uterine cavity over the Kerr incision was observed in pairs
and it was observed that the septum extended completely to the fundus. It was observed that the
area under the Kerr incision extended to the os level of two separate cavities in the same way.
There was a complete bicornuate uterus. Bilateral tuba and ovaries were normal. After the
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bleeding control, the patient was followed up in the intensive care unit. As a result of the
peripheral smear sent, hematology 'Platelets were consistent with the hemogram, no schistocyte
was observed. In the hemogram control, it was observed that the platelets started to increase
spontaneously. The patient was advised to control hematology with oroferon and apicobal
treatment.’

In the post-operative period, the patient did not have active bleeding during the intensive care
follow-up, and laboratory values were observed at normal levels. The patient was mobilized
and followed up in the ward. Vaginal septum was not found in the vaginal examination
performed again on the 1st day. Single cervix and lochia were normal. The patient was
discharged after 48 hours of follow-up with the recommendation of hematology and gynecology
and obstetrics outpatient clinic control.

SUMMARY AND CONCLUSION

The underlying etiology of congenital mullerian anomalies has not been fully elucidated, and
these patients usually have a normal karyotype.

Its prevalence depends on the population studied and in a systematic study, the prevalence was
found to be 5.5% in a randomly selected population, 8% in infertile patients, 12.3% in patients
with a history of abortion, and 24.5% in patients with a history of abortion and infertility. In a
study conducted on patients with renal anomaly, it was observed that 29% of the patients had
mullerian anomalies. Literatiir incelemelerinde bikornuat uterusu olan hastalarin yiizde 36'sinda
spontan diisiik, yizde 21 ila 23%inde erken dogum ve yiizde 50 ila 60'inda fetal sagkalim
bildirilmektedir(6,7,8). Fetal biiyiime kisitlamasi ve dogum sirasinda malprezentasyon da
artmaktadir(9).

Many patients are asymptomatic. In some cases, findings such as vaginal septum, double cervix,
or pelvic mass in routine physical examination require further evaluation and thus enable
diagnosis. Symptomatic patients may present with pain, abnormal vaginal bleeding, or
infection. In other cases, the diagnosis of the anomaly may be made as a result of evaluation of
a gynecological problem, unfavorable pregnancy outcome, or imaging studies for kidney,
skeletal, or abdominal wall abnormalities.

Women with bicornuate uterus have been reported to have an increased incidence of preterm
delivery, fetal growth restriction, or malpresentation compared with women with normal uterus.
The pathophysiology of this condition may include unhealthy implantation of the fetus due to
abnormal uterine cavity, irregularity in uterine blood flow or cervical insufficiency(10). The
frequency of spontaneous abortion increases. In a study by Raga et al., they reported that early
pregnancy complications were seen in approximately 21% of pregnant women with uterine
anomaly. They explained the pathophysiology of this condition not only by the narrowing of
the uterine cavity, but also by local effects that disrupt embryo development in the post-
implantation period. In the study of Fedele, they argued that the ultrastructural changes in the
endometrium tissue close to the septum caused the implantation to not result in a successful
outcome(11).

As a result, bicornuate uterus may progress asymptomatically throughout life, and may occur
with conditions such as preterm birth, preterm labor, premature rupture of membranes, as well
as abnormal uterine bleeding, recurrent pregnancy losses, pelvic pain, and endometrioma.
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S-62 Ailesel Swyer Sendromlu Bir Vaka
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Oz. Giris: Swyer sendromu, primer amenore ve az gelismis sekonder cinsiyet 6zellikleri ile
ortaya ¢ikan; normal disi dig genitaller, normal Miillerian yapilar ve ¢izgi gonadlarin gorildigi
nadir bir genetik bozukluktur. Yasla beraber artan malignansi riski mevcuttur. Ailesel Swyer
sendromu ¢ok nadirdir ve litaratiirde ayni aileden primer amenoresi olan bu sendromun
gorildiigli sadece iki olgu sunumu tespit edebildik. Malignansi riski nedeni ile tan1 konulur
konmaz profilaktik gonadektomi dnerilmektedir Olgu sunumu: Swyer sendromu tanis1 bulunan
19 yasinda GOPO primer amenoreli hasta, 6 aydir devam eden karin sisligi ve alt karin agrist
nedeniyle baska bir merkezden hastanemize yonlendirildi. Fizik muayenede meme gelisiminin
Tanner Evre 4, pubik ve aksiller killanmanin seyrek oldugu goriilmiistiir. Yapilan abdominal
muayenede batin rahatt1 ve palpabl sabit abdominopelvik kitle vardi. Ultrason muayenesinde
pelvisten baglayan ve gobegin iist hizasina kadar uzanan 25x20 cm boyutlarinda solid kitle
lezyonu izlenmistir. Aile Oykiisiinde, Swyer sendromu teshisi konmus ve akabinde
gonadektomi uygulanmis bir kiz kardes oldugu bilgisi alindi. Ablaya gonadal disgenezi tanisi
konmasi tizerine hastamiza karyotip analizi 6nerilmis. Hastanin karyotipi 46,XY ile uyumlu
bulunus. Klinisyenler, gonadal malignite riskine dayali olarak profilaktik gonadektomi
gecirmesini tavsiye etmisler, ancak ailesi, gonadektomiyi ihmal etmis. Yillar sonnrasinda kitle
ile bagvuran hastaya, total abdominal histerektomi, bilateral gonadektomi, bilateral
salpenjektomi, infrakolik omentektomi ve paraaortik lenfadenektomi uygulandi. Histopatolojik
rapor sag adeksial disgerminom oldugunu gostermistir. Sonug: Swyer sendromunun erken
teshisi, erken yasta gelisebilen malign gonadal tiimoérlerin yiiksek riski goz oniine alindiginda
olduk¢a Onemlidir. Swyer sendromu tanist alan olgularin prepubertal kiz kardesleri
taranmalidir. Erken tani ve hizli profilaktik gonadektomi duygusal travmay1 azaltacak, hastanin
dogurganligim1 koruyabilecek ve sagkalimini iyilestirebilecek konservatif bir tedavi plam
saglayacaktir.

Keywords: Swyer sendromu, proflaktik gonadektomi, disgerminom
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S-63 Comparison Of Ten-Year Results Of Tension-Free Transvaginal Tape And
Transobturator Tape Operations In Terms Of Urinary Incontinence And Quality Of
Life
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1 Saglik Bilimleri Universitesi, istanbul Kanuni Sultan Siileyman Egitim ve Arastirma
Hastanesi, Kadin Hastaliklar1 ve Dogum Klinigi
2 Manisa Yunus Emre 9 No’Lu Aile Sagligi Merkezi 069 No’Lu Aile Hekimligi Birimi

ABSTRACT Objective: This study was conducted to compare the 10-year results of Tension-
free Transvaginal Tape and Transobturator Tape operations in terms of urinary incontinence
and quality of life. Material and Methods: Women who had undergone Tension-Free
Transvaginal Tape (TVT) and Transobturator Tape (TOT) operations at least 10 years ago
(before January 2013) in Istanbul Kanuni Sultan Siileyman Training and Research Hospital
Urogynecology service were retrospectively screened. The urogenital distress inventory (UDI-
6) and King's Health Questionnaire were applied to the volunteers who could be reached via
telephone between January 2023 and July 2023, to evaluate urinary incontinence and quality of
life. Results: Of the 117 volunteers who were included in the study, it was found that 28 had
undergone TVT and 89 had undergone TOT operations. A statistically significant difference in
favor of TVT was found between the two groups in terms of postoperative stress urinary
incontinence and pelvic pain (p<0,05). When TVT and TOT groups were compared according
to Urogenital Distress Inventory and King's Health Questionnaire, no statistically significant
difference was found (p>0,05). Although it is not statistically significant, it can be thought that
TOT is superior than TVT in terms of quality of life in scoring. Conclusion: Despite the fact
that no long-term difference was found in quality of life who had undergone TVT and TOT
surgery; subjectively, it was observed that TVT procedure was more successful in the long term
in terms of stress urinary incontinence and post-operative pelvic pain. Keywords: TVT, TOT,
quality of life, urinary incontinenc

Keywords: TVT, TOT, quality of life, urinary incontinence

INTRODUCTION

Urinary incontinence (Ul) is a common involuntary urinary leakage problem that affects mostly
elderly people, and is more common in women. While its prevalence is 20% under the age of
20, it rises to 50% in older ages (1).

Ul is defined by the International Continence Society (ICS) as involuntary urinary leakage that
causes social problems. Urinary incontinence is defined under three headings as stress, urge
and mixed urinary incontinence (2,3).

Stress urinary incontinence is the most common type of urinary incontinence due to urethral
hypermobility, which can also be seen during coughing, sneezing or other physical activities
which cause increased intra-abdominal pressure. Urge urinary incontinence is urination before
reaching the toilet with urgent need for micturition, which occurs due to excessive activity of
the detrusor muscles. The coexistence of stress incontinence and urge incontinence is called
mixed type urinary incontinence. Risk factors for Ul include advanced age, short urethral neck
in women, hormonal status (hypoestrogenemia), pregnancy, birth trauma (nerve, muscle,
connective tissue injury), genetic differences, recurrent resistant urinary infections, obesity,
chronic constipation, chronic coughing in lung diseases, antiestrogenic effect, gynecological
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operations, sedentary lifestyle, diabetes, peripheral vascular insufficiency, neurological
diseases and congestive heart failure (4,5,6). Although urinary incontinence is seen in all ages
and genders, it is a common problem, especially in elderly women. It affects one-third of
women and about one-fifth of men over the age of 60 in the world (2,3).

Ul negatively affects physical, social and sexual life (7,8).

Ul treatment ranges from lifestyle changes to medical and surgical methods. Determining the
type of incontinence may affect the success of the treatment, especially in cases where surgical
treatment is considered. Mid-urethral sling procedures, which have gained popularity in the last
10 years, become more prominent, replacing urethral suspension surgeries. Tension-free
transvaginal tape (TVT) and transobturator tape (TOT) are mid-urethral sling procedures (1,9).

Since, investigating the long-term success of urinary incontinence surgeries and the quality of
life of patients after the operation is important, our study aims to compare the 10-year results
of TVT and TOT operations in terms of urinary incontinence and quality of life.

MATERIAL AND METHOD

Women who had been hospitalized in the urogynecology service of Istanbul Kanuni Sultan
Siileyman Training and Research Hospital and had undergone Tension-Free Transvaginal Tape
and Transobturator Tape Operations at least 10 years ago (before January 2013) were
retrospectively screened. Between January 2023 and July 2023, 117 volunteers were included
in the study. Approval was obtained from the ethics committee of Istanbul Kanuni Sultan
Siileyman Training and Research Hospital and volunteers for the study. Urogenital Distress
Inventory (UDI-6) and King's Health Questionnaire (KHQ) were applied to evaluate urinary
incontinence and quality of life, and questions including sociodemographic characteristics and
obstetric characteristics were asked.

UDI-6 assesses life quality and symptom distress in women suffering from urinary incontinence.

The Urogenital Distress Inventory includes three sub-dimensions: irritative symptoms, stress
symptoms, obstructive/disturbing or voiding symptoms, and consists of 6 questions. In the
scoring of the scale, there are options from 0 to 3. A minimum of 0 to a maximum of 18 points
can be obtained from UDI-6. A rise in the score indicates a deterioration in the quality of life
(10).

KHQ is an assessment of health-related quality of life related to a specific condition (bladder
problems). 21 items about urinary tract symptoms yield scores in 9 domains (general health
perception, incontinence impact, role limitations, physical limitations, social limitations,
personal relationships, emotions, sleep/energy & severity of symptoms). Each item is rated
using a 4 or 5 points likert scale. Domain scores range from 0 (best) to 100 (worst). There are 2
single-item domains (general health perceptions, and incontinence impact) and the severity of
symptoms domain, is scored using a scale from 0 (best) to 30 (worst). As the score increases,
the quality of life decreases (11).

Statistical Analysis

SPSS 21.0 was used to evaluate the data. In the analysis of data, numerical and percentage
distribution, mean, standard deviation, Kolmogorov-Smirnov test for comparison between
groups and t test for independent groups were used when normal distribution was achieved.
Chi-square test was used in the analysis of categorical variables. The probability of statistical
error was accepted as p<0,05.
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RESULTS
Table 1: Sociodemographic characteristics of the patients
TVT (n=28) TOT(n=89) p
Age 63,39 63,92 0,959
BMI (kg/m?) 26,89 26,79 0,554
Menopause 19 (%67,9) 69 (%77,5) 0,418
Hormone Replacement Therapy None None 0,160
22 (%78,6) 59 (%66,3)
Urinary incontinence problem None None 0,146
18 (%64,3) 45 (%50,6)
Urinary incontinence in daily Exists Exists 0,016**
activities such as coughing 8 (%28,6) 48 (9%653,9)
Urgent need and involuntary None None 0,572
leakage before going to toilet 15 (%53,6) 48 (%53,9)
POP None None 0,370
16 (%57,1) 56 (%62,9)
Problems during sexual intercourse None None 0,537
14 (%50,0) 39 (%43,8)
Post-operative pelvic pain Exists Exists 0,044**
16 (%57,1) 68 (%76,4)

*Chi-Square Tests -BMI: Body mass index, POP: Pelvic organ prolapse
**p<0,05

When the sociodemographic characteristics of the patients were examined among the patients
who had undergone TVT and TOT at least 10 years ago, in terms of age, BMI, menopause,
hormone replacement therapy, urinary incontinence problem, sudden incontinence when rushed
to toilet, uterine/bladder/intestinal prolapse, and problems during sexual intercourse, no
statistically significant difference was found (p>0,05).

When study population were asked about the presence of urinary leakage in daily activities such
as coughing, it was determined that 53.9% of the patients who underwent TOT surgery had
urinary incontinence, and 71.4% of those who had TVT did not, and a statistically significance
was found (p<0,05).

When the pelvic pain that continued intermittently for 10 years after the operation was
compared, it was determined that 76.4% of the TOT group had pain and 57.1% of the TVT
group had pain, and there was a statistically significant difference between them (p<0,05).
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Table 2: Comparison of Urogenital Distress Inventory-6 (UDI-6) between TVT and TOT

group
TVT (n=28) | TOT(n=89) p
(mean+SD ) | ( mean+SD
)

Frequent Urination 2,394+0,87 2,41+0,75 0,901
Urine leakage related to urgency 2,2540,88 2,31+0,82 0,734
Urine leakage related to physical activity 2,28+0,97 2,21+0,87 0,728
(walking, running, laughing, sneezing, coughing)
Small amounts of urine leakage (drops) 2,214+0,91 2,07+0,95 0,503
Difficulty emptying your bladder or Difficulty 2,14+0,80 2,03+0,92 0,548
urinating
Pain or discomfort in your lower abdominal, 2,25+0,88 2,12+0,90 0,516
pelvic, or genital area
UDI-6 Total Scores 13,54+5,02 13,18+4,83 | 0,743

*Independent Samples Test

The comparison of Urogenital Distress Inventory between TVT and TOT shows no difference
statistically in terms of long-term quality of life (p>0,05).
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Table 3: Comparison of King’s Health Questionnaire (KHQ) between TVT and TOT

groups

TVT (n=28) TOT(n=89) D

( mean£SD ) ( mean£SD )
General Health 41,07£16,96 41,29+16,89 0,952
Perceptions
Min-Max. Score (25-75)
Incontinence Impact 58,32+28,14 55,42+22,99 0,623
Min-Max. Score (0-100)
Role Limitations 41,66+35,85 38,57+29,36 0,646
Min-Max. Score (0-100)
Physical Limitations 42,85+34,96 38,38+31,22 0,549
Min-Max. Score (0-100)
Social Limitations 42,85+32,66 37,45+£29,74 0,440
Min-Max. Score (0-100)
Personal Relationships 39,28+36,06 29,96+29.42 0,169
Min-Max. Score (0-100)
Emotions 37,69+27,76 32,83+27,05 0,420
Min-Max. Score (0-100)
Sleep/Energy 39,87+32,18 32,95+24.61 0,232
Min-Max. Score (0-100)
Severity Measures 54,514+26,17 53,474+21,50 0,850
Min-Max. Score (0-100)
Symptom Severity Scale 18,14+5,92 16,19+6,48 0,144
Min-Max. Score (0-30)

*Independent Samples Test

In terms of KHQ, there is not statistical significance for long-term quality of life between TVT
and TOT surgeries in all domains (p>0,05).
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Table 4: Comparison of Urogenital Distress Inventory-6 (UDI-6) and King’s Health
Questionnaire (KHQ) total scores between TVT-TOT groups

TVT (n=28) TOT(n=89) p

( mean£SD ) ( mean£SD )
UDI-6 13,54+5,02 13,18+4,83 0,743*
KHQ 49,64+15,93 46,89+14,00 0,417*

*Independent Samples Test

Overall results for quality of life on UDI-6 and KHQ are not different statistically for TVT and
TOT patients at long-term (p>0,05). Although there was no statistically significant difference,
it was seen that TOT impairs quality of life less than TVT when compared in terms of scores.

DISCUSSION AND CONCLUSION

Although urinary incontinence is a problem with increasing prevalence by age in the society;
recently, it is seen as a problem that impairs the quality of life among patients and the search of
need for treatment has increased. There is not enough data in the literature regarding the 10-
year results of mid-urethral sling operations performed in the treatment of stress urinary
incontinence.

In a meta-analysis comparing TVT and TOT operations, the evaluation of pain and quality of
life with VAS ve UDI-6 scoring showed the change in VAS score and UDI-6 score before and
after the operation were larger in TOT group than in TVT group, but without statistical
significance. Similar results were found in our study for UDI-6 ,which TVT group had higher
scores than TOT after 10 year follow-up yet the difference was not statistically significant.
Additionally, in that meta-analysis there was no significant difference in cure rate and
satisfaction rate between the groups (12). After a 4-year comparison of two procedures in
another study no significant difference was found between the procedures in terms of
continence results and quality of life. But the complication rate was significantly higher with
the TVT procedure when compared to TOT procedure (13). In randomized trials comparing
two procedures, pelvic pain was greater in TOT in 1 year follow-up but at 5 years, pain in the
groin and pelvic pain were reported higher in TVT group (14,15). By contrast, our study found
that at 10-year follow-up pelvic pain was greater in patients who have undergone TOT. Also in
the trial comparing 5-year results there was no statistical difference according to stress urinary
incontinence as our study says, yet results differ in urge urinary incontinence. In 5-year follow-
up urge incontinence statistically higher in TVT group (15). Our study which shows 10-year
results, revealed no difference according to urge urinary incontinence between TVT and TOT
patients. UDI-6 score difference was marginal between TVT and TOT in 5-year follow up (15).
Despite in 10-year follow-up UDI-6 and King’s Health Questionnaire results were not
statistically different between two groups, total scores slightly higher in TVT group. This may
indicate that long-term quality of life of TVT patients may be worse than that of the TOT group.

A strength of our study is that obtaining the long-term results. Yet, several limitations are worth
pointing, which are difficulty reaching patients after more than 10 years, small TVT population
and one center study.

As a result, although there was no long-term difference in the quality of life due to urinary
incontinence in patients who had TVT and TOT surgery; subjectively, the TVT procedure
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seemed to be more successful with regard to stress urinary incontinence and postoperative
pelvic pain in long-term.

10.

11.

12.

13.

14.

15.
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16.
S-64 The Surgical And Subjective Outcomes Of High Uterosacral Ligament Suspension
With Vnotes Technique: A Median Follow-Up Of 17 Months

Pmar Birol {lter!, Murat Yassa?, Cihan Kaya 3
1 Kartal Dr. Liitfi Kirdar City Hospital
2 Bahcesehir University Medical Faculty, Vm Maltepe Medical Park Hospital
3 Acibadem Bakirkoy Hospital
Objectives

Vaginally Assisted Natural Orifice Transluminal Endoscopic Surgery (vNOTES) is one of the
most innovative surgical techniques which is currently under the spotlight(1). vNOTES is
improving its usage areas day by day towards gynecology, pelvic floor and prolapse surgeries
including hysterectomy, adnexial procedures, sacrocolpopexy, meshless anterior repair,
posterior rectus fascia prolapse repair surgeries and high uterosacral ligament suspension
(HUSLS)(2-6)

Methods

This multi-centred prospective study investigated the postoperative objective and subjective
outcomes of vNOTES high uterosacral ligament suspension (vNOTES-HUSLS) technique.

Results

A total of 102 patients with various benign gynecologic indications underwent VNOTES-
HUSLS following VNOTES hysterectomy between 1 January 2021 and 1 January 2022. All
procedures were performed by or under the direct supervision of surgeons (M.Y. or C.K.) with
an adequate experience in vNOTES. The median follow-up was 17.07 months with range of
12-27.5 months (IQR=4). Duration of total surgery was found 76.64+29.13 minutes.

VNOTES-HUSLS was performed in 56 (54.9%) patients due to apical prolapse. The prolapse
level in apical, anterior and posterior compartments were found to be improved (p=<0.001). in
addition, apical prolapse was not detected in the follow-up of patients who perfoming
prophylactic VNOTES-HUSLP after hysterectomy performed without the purpose of prolapse.
The satisfaction rate was 98% at 1st year of follow-up in the all patients.

Intraoperative complications were detected in 3 (2.9%) patients, including bladder injury in 2
patients and hemorrhage from the colpotomy line in 1 patient. The bladder injury was repaired
intraoperatively without a long-term complications. There was not any conversion to
laparoscopy or laparotomy. Recurrence in apical prolapse was not detected in any patient.
Colporrhaphy anterior was performed concomitantly in 2 (1.9%) patients due to anterior
compartment prolapse and denovo urge incontinence was detected in 2 (1.9%) patients during
the postoperative follow-up period. Sexual pain/dyscomfort was found to be improved at 1%
year(FSFI pain subdomain score,p<0.001).

Conclusions

VNOTES has the potential to provide faster recovery and higher patient satisfaction(4,7). In
recent years, some scholars have reported the advantages of VNOTES-HUSLS, which include
no incisional pain and a better cosmetic outcome, as well as direct visualization of key
structures, such as the ureters and rectum(8,9) Hence, VNOTES-HUSLS is associated with a
reduced risk of ureteral obstruction, less incidence of intraoperative complications(10). Long-
term results of vNOTES-HUSLS are unknown, but short-term results did not detect serious
complications and prolapse recurrences(11)
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VNOTES-HUSLS resulted in marked improvement in both anatomical prolapse without cases
of conversion or severe complications. In addition, VNOTES-HUSLP is safely performed to
support the vaginal apex prophylactically after a hysteroctomy.

During the ‘minimal mesh’ era, VNOTES-HUSLS may be the first choice in either native tissue
repair of apical prolapse for whom uterus needs to be removed, or as a prophylaxis technique
following vaginal or VNOTES hysterectomy.

Keywords: vaginally assisted natural orifice transluminal endoscopic surgery, vYNOTES, high
uterosacral ligament suspension
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S-65 Split Hand Malformation Diagnosed In The Prenatal Period

Raziye Torun*
1 S.b.u. Tepecik Egitim ve Arastirma Hastanesi

Objective:

Ectrodactyly; It is a rare limb malformation manifested by medial clefts, syndactyly and
phalanx, metacarpal and metatarsal hypoplasia and/or aplasia in the affected extremity. It can
be unilateral or bilateral and can involve hands and feet. It can be an isolated anomaly or it can
be a part of a syndrome by showing association with various anomalies. It is possible to
diagnose with ultrasonographic examination of the extremities in the prenatal period. We aimed
to emphasize the importance of evaluating the extremities in the ultrasonographic examination
of the fetus through our case.

Method: 24 years, G1P0, 22 weeks pregnant was referred to our perinatology center due to
fetal extremity anomaly. There was no comorbidity or medicine use. There was no
consanguinity between the spouses. Ultrasonography showed a single bone in the right forearm,
and two bones in the left forearm, one camptomelic and the other hypoplasic. Only two-fingered
structure and deep cleft in the middle of both hands were seen, it was evaluated in favor of
ectrodactyly(Picture 1, 2). Cordocentesis was performed in the patient who did not find any
additional anomaly. The karyotype of the fetus was 46,XY, no pathology was detected in the
chromosomal array examination. The patient was consulted with the Department of Medical
Genetics, and the family was informed about the negative prognosis and it was decided to offer
the option of termination of pregnancy. Family didn’t want termination option.

Ml 1.0 17-05-2022

Tib 0.1 11:08:15

2nd Trimester /CA1-7A /FR33Hz /12.0cm 15/12/2021, 21wéd LS/a1
[2D]

1

NB 056 cm’
Pctl. 3.68* %

Picture 1: In the USG image of the case, a single bone in the right forearm and 2 finger-like
structures are observed in the hand.
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Picture 2: In the USG image of the case, two bones, one camptomelic (upper) and the other
hypoplasic (lower), appear in the left forearm.

Results: A 3200 gr single live male baby with an APGAR score of 8 at the 1st minute was
delivered by cesarean section at the 39th week of the pregnant woman who started labor. No
problems developed in postnatal follow-ups. The case was transferred to plastic and
reconstructive surgery for further examination and treatment.
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Picture 3: postpartum photo of the case

Conclusion: If ectrodactyly is suspected in the ultrasonographic evaluation, a detailed
evaluation of the fetus should be performed in terms of additional anomalies, especially cleft
palate-lip. With 3D ultrasonography, the severity of the anomaly can be better determined and
better quality counseling can be given to the family about the prognosis. Cases diagnosed
prenatally should be evaluated with a multidisciplinary approach.

Keywords: split hand, ectrodactyly, prenatal diagnosis, fetal anomaly
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S-66 Clinical Outcomes Of Sacrospinous Ligament Fixation In The Treatment Of Pelvic
Organ Prolapse And Evaluation Of Recurrent Cases

Reyyan Gokgen Iscan®, Aysel Ocall, Defne Sayici, Sultan Seren Karakus®, Resul Karakus®,
Cetin Kiliget?, Pimar Kumru!
1 Zeynep Kamil Kadin Ve Cocuk Hastaliklar1 Egitim Ve Arastirma Hastanesi

Sacrospinous Ligament Fixation (SSLF) is a safe and effective procedure in the surgical
treatment of Pelvic Organ Prolapse (POP). We aimed to present the subjective and objective
outcomes of SSLF procedure, performed by four surgeons and to evaluate the recurrent and
reoperated cases. 44 of 89 patients who were diagnosed with POP and underwent SSLF in our
clinic between January 2019 and March 2022 were included in the study. Objective success
was evaluated using POP-Q (Pelvic Organ Prolapse Quantification) system. Patients who
answered the PGI-I (Patient Global Impression of Improvement) as 'better' or ‘much better' were
considered subjectively successful. Postoperative stage Il or 1V and reoperated stage 11 POP
cases were considered as recurrence.The average age of the patients was 58.34+ 8.9 (min-max;
34-74), the average BMI was 28.2+ 3.92 kg/m? (min-max; 19.7-36.3), gravida and parity
average was found to be 3.7+ 1.67 (min-max; 1-8) and 2.8 + 1.07 (min-max; 1-5), respectively.
Vaginal hysterectomy was performed in 95.5% (n=42) of the patients, colporrhaphy anterior in
86.4% (n=38), and colporrhaphy posterior in 52.3% (n=23) simultaneously. The median follow-
up period was found 32+11 months (min-max; 6-44). In the preoperative period, 68% (n=30)
of the patients were found to have stage Il POP, and 32% (n=14) had stage IV POP. At 32
months follow-up period, 91% (n=40) of the patients were objectively cured and subjectively
succesful. Significant improvement was found in all cases at point C. All quality of life surveys
showed significant improvement in the postoperative period compared to the preoperative
period (Table 1). Recurrence was observed in the anterior compartment in all cases (n = 4).
Three of the patients were reoperated; One was due to stage Il Ba prolapse at the 6th
postoperative month, and the other two were due to the development of complications and stage
I1 Ba prolapse and accompanying stress urinary incontinence, respectively. In conclusion, SSLF
is an effective and safe surgical method for the treatment of apical prolapse. Since the risk of
recurrence is higher in cases accompanied by anterior compartment prolapse, the addition of
reconstruction procedures of the tissues that provide anterior wall support should be considered
to reduce the risk of recurrence.

Anahtar Kelimeler: Sacrospinous ligament fixation, pelvic organ prolapse, anterior
compartment prolapse
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Table 1
YASAM KALITE MEDIAN P value
ANKETI
Preop 13,5 (0,0 - 21,0) <0,001
nQ-7
Postop 0,0 (0,0 - 16,0)
Preop 7,0 (2,0 - 18,0) <0,001
UDI-6 Total
Postop 1,0(0,0-11,0)
Preop 3,0(0,0 - 6,0) <0,001
UDI-6 (5 ve 6)
Postop 0,0 (0,0 - 4,0)
Preop 458,0 (150,0 - 764,0) <0,001
P-QoL Postop 17,0 (0,0 - 486,0)

Wilcoxon signed-rank test

216




“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

S-67 A Case Of Acute Abdomen And Simultaneous Fetal Distress That Developed
Spontaneously At The Beginning Of The Latent Phase In A Mid-Term Pregnant
Woman Diagnosed With Primigravid And Small For Gestational Age (Sga)

Sadettin Oguzhan Tutar?, Deniz Taskiran?

1 Giresun Universitesi Tip Fakiiltesi Kadin Hastaliklar1 ve Dogum Anabilim Dal,

2 Giresun Kadin Dogum ve Cocuk Hastaliklar1 Egitim ve Arastirma Hastanest,

Adnexal torsion is a rare pathology and is very important because it is the cause of acute
abdomen that is difficult to diagnose in the late stages of pregnancy. A 28-year-old, g1 p0, mid-
term pregnant woman, who was within 40 weeks of mid-term gestational age according to her
last menstrual period, was being followed up in the delivery room upon detection of an
unreliable fetal heartbeat trace in her nst, and spontaneously developed both an acute abdomen
clinic and a late-developing deceleration. Upon diagnosis of fetal distress, an emergency
cesarean delivery decision was made for the pregnant woman. In the abdominal exploration
performed on the patient during cesarean delivery; Both the left and right ovaries were observed
in a torsional appearance for 2 rounds. A cystic structure of 10 x 10 cm in size was observed in
the left ovary and a cystic structure of 8 x 8 cm in size was observed in the right ovary. The left
and right ovaries were first detorsioned for 2 rounds, then a cystectomy was performed without
compromising the integrity of the cyst, and primary suturing was performed on the left and
right ovaries, and the detorsion and cystectomy procedures were completed without any
problems. A live male baby weighing 2830 grams was delivered head-on, with an Apgar score
of 8 at the 1st minute and an Apgar score of 8 at the 5th minute, with thick meconium. One true
node structure was observed in the umbilical cord structure. As a result of the final pathology,
it was reported that the cystic structure removed from the left and right ovaries as a whole was
a mature cystic teratoma. The primary cesarean section operation was completed smoothly and
without complications from both maternal and fetal perspectives.

Keywords: Pregnancy, acute abdomen, adnexal torsion, mature cystic teratoma, fetal distress
INTRODUCTION

The incidence of acute abdomen during pregnancy has been reported as 1 in 500-635
cases (1). Acute appendicitis is the most common cause of acute abdomen during pregnancy,
excluding obstetric reasons (1). 25-30% of the cases who underwent surgery due to acute
abdomen are pregnant women diagnosed with acute appendicitis (1).

Non-obstetric causes of acute abdomen include; Acute cholecystitis and intestinal
obstruction are also the most common clinical conditions after acute appendicitis (2). The
frequency of non-obsteric intra-abdominal surgery has been reported as 1 in every 451-635
births (2).

As a picture of acute abdomen; Adnexal torsion is a rare clinical condition and occurs
in 2.7% of all gynecological emergencies (3). Adnexal torsion is more common in women of
reproductive age; It is an emergency gynecological clinical condition that is difficult to
diagnose preoperatively and involves the tuba, ovary and adjacent structures separately or
together.
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Its incidence during pregnancy is 1/5000 and it is frequently seen in the 1st trimester

3).

Cases usually present with sudden onset of dull-persistent or intermittent, sharp lower
quadrant pain. In differential diagnosis; ovarian cyst rupture, acute appendicitis, ectopic
pregnancy rupture, pelvic inflammatory disease, intestinal surgical pathologies, urolithiasis and
acute cystitis should be considered (4). In preoperative diagnosis; Doppler ultrasonography is
the gold standard and the diagnosis is usually made during exploratory laparotomy/laparoscopy
performed due to acute abdomen (5).
In diagnosis and treatment, the pregnancy should not be harmed and the fetus should not be
negatively affected. In addition, women in reproductive age should not be harmed in terms of
fertility (6).

METHOD

This case is presented as a case report due to the development of a sudden onset acute
abdomen clinic and fetal distress in the non-stres test (nst) in a pregnant woman at 40 weeks of
mid-term gestation who was followed in the latent phase.

CASE

A 28-year-old, g1 p0, mid-term pregnant woman, who was within 40 weeks of mid-term
gestational age according to her last menstrual period, was being followed up in the delivery
room upon detection of an unreliable fetal heartbeat trace in her nst, and spontaneously
developed both an acute abdomen clinic and a late-developing deceleration. Upon diagnosis of
fetal distress, an emergency cesarean delivery decision was made for the pregnant woman. In
the last vaginal examination findings of the pregnant woman before cesarean delivery; There
was 2 cm cervical dilation, 50% cervical effacement, fetal head level -3, pouch positive and no
amniotic fluid drainage. In the abdominal exploration performed on the patient during cesarean
delivery; Both the left and right ovaries were observed in a torsional appearance for 2 rounds.
A cystic structure of 10 x 10 cm in size was observed in the left ovary and a cystic structure of
8 x 8 cm in size was observed in the right ovary. The left and right ovaries were first detorsioned
for 2 rounds, then a cystectomy was performed without compromising the integrity of the cyst,
and primary suturing was performed on the left and right ovaries, and the detorsion and
cystectomy procedures were completed without any problems. A live male baby weighing 2830
grams was delivered head-on, with an Apgar score of 8 at the 1st minute and an Apgar score of
8 at the 5th minute, with thick meconium. One true node structure was observed in the umbilical
cord structure.
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Figure 1: The first image of the dermoid cysts in the left and right ovary after detorsion

The postpartum patient was discharged from the hospital on the second postoperative
day with good general condition, normal laboratory findings, and stable vital signs.

As a result of the final pathology; The pathologist reported that the cystic structure
removed as a whole from the left and right ovaries was a mature cystic teratoma.

DISCUSSION and CONCLUSION

Adnexal torsion is an acute gynecological emergency that can be seen in 70-80% of
women in the reproductive period (3).
Since ovarian torsion is usually accompanied by tubal torsion, it is more commonly defined as
adnexal torsion in the literature (4). Approximately 20% of patients with adnexal torsion are
pregnant. Although it is more common in the 1st trimester and early 2nd trimester of pregnancy,
adnexal torsion can occur at any time during pregnancy.

It is very rare to see adnexal torsion during the 3rd trimester (6). Torsion of the right
adnexal is more common (7). Our case; It was the development of torsion in the left and right
ovaries in a full-term pregnant woman. The presenting complaints of the patients are groin and
lower quadrant pain, and nausea and vomiting may accompany the condition. Physical
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examination reveals tenderness, guarding and rebound, which are signs of localized peritonitis
(8). In our case, there was a sudden onset of defense and rebound in the left and right lower
quadrants. Although adnexal torsion does not occur very frequently, a delay in diagnosis and
treatment can lead to serious clinical problems such as ovarian necrosis, abscess, peritonitis and
sepsis. Therefore, this possibility should be taken into consideration in the differential diagnosis
of acute abdomen associated with pregnancy (9).

Nowadays, the laparoscopic approach is the primarily preferred method in the surgical
intervention of acute abdomen in pregnant women. There are studies showing that laparoscopy
is safe even in the 3rd trimester (3).

It is obvious that there will be difficulties in laparoscopy as the pregnancy progresses
(10).

In our case, laparotomy operation was preferred because the diagnosis of adnexal torsion
could not be made directly in the preoperative period and a simultaneous emergency cesarean
delivery decision was made. Detorsion is a form of treatment (4). Oophorectomy is required in
necrosed ovaries where blood flow does not improve after detorsion of the adnexal (11).

In our case, the left and right ovaries were first detorsioned for 2 rounds, and since the
improvement in blood flow and color change in the tissue occurred very quickly and the ovarian
tissue returned to normal, cystectomy was performed after detorsion, followed by primary
suturing, and protective surgery was performed on the left and right ovaries.

In conclusion; Despite all technological developments, it is very difficult to diagnose
adnexal torsion, especially in pregnant women in the last trimester. Adnexal torsion, which is
difficult to diagnose, is one of the gynecological emergency diagnoses that should be kept in
mind because it can cause fetal loss in addition to organ loss.
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S-68 The Investigation Of Motor Imagery Ability In High-Risk Pregnant Women: A
Case-Controlled Pilot Study

Seda Yakat Yesilyurt®, Tansu Birinci?, Seda Ayaz Tas®, Gokhan Tosun*
1 izmir Ekonomi Universitesi
2 Istanbul Medeniyet Universitesi
3 Bolu Abant izzet Baysal Universitesi
4 Saglik Bilimleri Universitesi Izmir Tepecik Egitim ve Arastirma Hastanesi

Introduction: The ability to perform motor imagery has been shown to influence the acquisition
of motor skills. This study aimed to investigate motor imagery ability in high-risk pregnant
women. Methods: High-risk pregnant women (n=44; mean age: 27.89+5.63 years; mean body
mass index: 30.58+6.49 kg/m2) and age and sex-matched healthy controls (n=44; mean age:
27.1244.19 years; mean body mass index: 23.66+2.84 kg/m2) were included in the study.
Turkish version of Vividness of Movement Imagery Questionnaire-2 (VMIQ-2) (Cronbach
0=0.94 and ICC=0.74 for external imagery; ICC=0.77 for internal imagery; ICC=0.82 for
kinesthetic imagery) was used to assess motor imagery ability. The total score of VMIQ-2
subscales ranges from 12 to 60, lower scores indicate better motor imagery ability. Results: The
mean external imagery score was 29.68+15.35 in high-risk pregnant women and 25.86+8.56 in
age and sex-matched healthy, without a significant difference (p=0.15). The mean internal
imagery score was 29.43+14.28 in high-risk pregnant women, and 24.82+8.81 in age and sex-
matched healthy, without a significant difference (p=0.07). The mean kinesthetic imagery score
was 33.23+14.28 in high-risk pregnant women, and 27.02+10.94 in age and sex-matched
healthy, with a significant difference (p=0.02). There is no statistically significant correlation
between pregnancy week and external imagery, internal imagery, and kinesthetic imagery
subscale scores (r=0.02, p=0.85; r=0.008, p=0.95, and r=-0.17, p=0.25, respectively).
Conclusion: Physical activity may be restricted in high-risk pregnancies, sometimes by the
obstetrician and gynecologist, and sometimes because of "fear of something will happen™. The
thought of "I should not move" may negatively affect motor imagery ability in terms of
kinesthetic perception of movement in high-risk pregnant women. Motor imagery, which is the
mental execution of a movement without any overt movement or any muscle activation, has
shown that motor imagery leads to the activation of the same brain areas as an actual movement.
Thus, motor imagery has the potential to be a therapeutic method to decrease the detrimental
effect of inactivity with an imagery scenario that mainly consists of internal and external
imagery elements for pregnant women with restricted activity.

Keywords: High-risk pregnancy, Motor imagery, Physical activity
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S-69 Psychometric Properties Of The Turkish Version Of The Cervical Cancer
Knowledge Scale

Selcan Zeynep Ergoz Aksoy’, Dilek Bilgic?
1 izmir Ekonomi Universitesi Saglik Bilimleri Fakiiltesi Hemsirelik Boliimii
2 Dokuz Eyliil Universitesi Hemsirelik Fakiiltesi

Obijective: The aim of this study was to examine the psychometric properties of "The Cervical
Cancer Knowledge Scale”, which was developed to measure the level of cervical cancer
knowledge of women in the cervical cancer screening period, and to determine its suitability
for Turkish women. Materials and Methods: A descriptive, methodological and cross-sectional
design was used. Data were collected by online survey method between July and August 2023
using the "Data Collection Form" prepared by the researchers and the Turkish version of the
"Cervical Cancer Knowledge Scale" measurement tool. The sample of the study consisted of
women aged 21-65 years (n=307) who met the inclusion criteria and agreed to participate in the
study. Language and content validity and confirmatory factor analysis were used to assess the
validity of the scale. The reliability of the scale was assessed using Cronbach's alpha, item-total
correlations and test-retest. Results: The content validity index of the Cervical Cancer
Knowledge Scale was found to be 1.0 with excellent sensitivity. Confirmatory factor analysis
showed that the model had a good fit (x2/df=2.200; GFI1=0.96; CFI=0.96; RMSEA=0.063).
Cronbach's alpha value of the Turkish version of the scale was found to be 0.80. Conclusion:The
Cervical Cancer Knowledge Scale is a valid and reliable tool for measuring the knowledge level
of Turkish women about cervical cancer. This scale can be used to determine women's level of
knowledge about cervical cancer and their educational needs.In addition, it can be useful as a
pre-test and post-test in evaluating the effectiveness of educations on cervical cancer. Thus, this
scale may help to identify women who lack knowledge about cervical cancer prevention at an
early stage. Keywords:Cervical cancer, gynaecological cancer, validity, reliability,
psychometric measurement.

Keywords: Cervical cancer, gynaecological cancer, validity, reliability, psychometric
measurement
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S-70 Gebelikte Guillain-Barre Sendromu: Vaka Sunumu

Sena Ozcan®, Fadime Tiire 2
1 T.c. Saglik Bilimleri Universitesi [zmir Tepecik Egitim ve Arastirma Hastanesi
2 Izmir Demokrasi Universitesi Buca Seyfi Demirsoy Egitim ve Arastirma Hastanesi

GIRIS Guillain-Barré Sendromu (GBS), akut gelisen inflamatuar demiyelinizan nadir bir
polindropatidir. Genel popiilasyonda siklig1 1-2/100.000 ve erkeklerde kadinlardan daha sik
goriiliir. GBS’ nin gebelik sirasinda arttig1 ve komplike olmayan hastaligin gebeligi ve dogumu
etkiledigi gosterilmemistir. GBS igin ilerleyici ve simetrik kas zayifligi ve derin tendon
reflekslerinin yoklugu karakteristiktir. Parestezi ve otonom fonksiyon bozuklugu eslik edebilir.
Enfeksiyon, asilama ya da cerrahi ile tetiklendigi bilinmekle birlikte etiyopatogenezi hala
belirsizdir. VAKA 28 yasinda, nullipar ve son adet tarihine gore 35 haftalik hamile kadin hasta,
cocukluk c¢aginda koroziv madde igme ve 6zofajektomi Oykiisii bulunmaktadir. Hasta gebelik
takiplerinde patoloji saptanmadigini bildiriyor. Acil servise abondan vajinal kanama ile
basvuran hasta ultrasonda bradikardi goriilmesi iizerine ablasyo plesanta endikasyonuyla acil
sezaryana alindi. 2900-gram erkek bebek APGAR 6 ile diinyaya geldi ve pediatristlere teslim
edildi. Postoperatif hastane takiplerinde hastanin son bir aydir olan bacaklarindaki gii¢siizliigiin
arttig1 ve ylirliyedigi izlenmistir. Hasta mobilize edilememistir. Son dort haftadir herhangi bir
enfeksiyon hastalig1 dykiisii yok, Toxoplazma, CMV, Rubella, Herpes IgM sonugclar1 negatif
cikti. Rutin biyokimya tetkikleri, tam kan saymmi ve BI2 vitamini degerleri normal
siirlardaydi. Norolojiye konsiilte edilen hastanin alt ekstremite proksimal kas giicti 3/5 (0-5
Tibbi Arastirma Konseyi [MRC] 6l¢egine gore) ve distal kas giicii 5/5 (0-5 Tibbi Arastirma
Konseyi [MRC] 6lcegine gore). Ust ekstremite derin tendon refleksleri normoaktif, oysa alt
ekstremite derin tendon refleksleri hipoaktifti. Klinik, MRI ve EMG bulgular ile hastaya GBS
tanis1 konuldu. IVIG tedavisi ve plasmaferez baslandi. Hasta ilerleyen solunum fonksiyon
bozuklugu ile yogun bakim {iinitesine alind1 ve entiibe edildi. Postoperastif 9. giinde yogun
bakim {tnitesinde otonom disfonsiyon ile kardiyak arrest gelisen hastaya kardiyopulmoner
reslisitasyon protokolii baslandi. Ancak hasta exitus oldu. SONUC VE TARTISMA Guillain-
Barré Sendromu (GBS) etyopatogenezinde gebeligin rolii olmadigina inanilmaktadir ve
prognozu dnemli olgiide etkilemez. Gebelikte GBS ile nadiren karsilagilir. Kuadripleji gelisen
ve hareket edemeyen gebeler i¢in sezaryan dogum onerilmektedir. Ayrica GBS’ nin enfeksiyon,
asilama ya da cerrahi ile tetiklendigi bilinmektedir. Ancak vaka sayilarinin yetersiz olmasi
nedeniyle obstetrik yaklasim i¢in standart protokol olusturulamamastir.

Anahtar Kelimeler: Gebelik, Guillain-Barré Sendromu, Sezaryan
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S-71 Ovarian Germ Cell Tumor Dysgerminom

Serap Mutlu Ozcelik Otcu'
1 S.b.ii. Gazi Yasargil Egitim Arastirma Hastanesi

ABSTRACT Germ cell tumors arise from the primordial germ cells of the ovary. They can also
arise from undifferentiated germ cells of the gonad, and from extragonadal regions such as the
mediastinum and retroperitoneum. Germ cell tumors are a model of curable cancers. Most of
the management experience has been derived from the management of testicular germ cell
tumor men. The most common cellular type is dysgerminoma. Serial LDH (lactate
dehydrogenase), PLAP (Placental alkaline phosphatase) were elevated in 95% of patients. Up
to 3% of dysgerminomas have elevated HCG levels, typically less than 100 IU. Approximately
70% of ovarian tumors in the first two decades of life are of germ cell origin, and one-third of
them are malignant. Since our patient was young and had fertility requests, limited surgical
staging and unilateral salpingoopherectomy were performed. Since it was stage 1c3,
chemotherapy was started with the BEP regimen. Karyotype analysis is awaited. Since the
tumor diameter is greater than 10 cm and younger than 20 years of age, the patient has a
tendency to recurrence, and close follow-up with tumor markers and imaging will be performed.
Germ cell ovarian tumor should be considered in young patients with solid masses and surgical
planning should be performed with diagnostic tests.

Keywords: Ovarian Tumor, Dysgermimom

INTRODUCTION

Germ cell tumors arise from the primordial germ cells of the ovary. They can also arise from
undifferentiated germ cells of the gonad, and from extragonadal regions such as the
mediastinum and retroperitoneum. Germ cell tumors are a model of curable cancers. Most of
the management experience has been derived from the management of testicular germ cell
tumor men. The most common cellular type is dysgerminoma. Serial LDH (lactate
dehydrogenase), PLAP (Placental alkaline phosphatase) were elevated in 95% of patients. Up
to 3% of dysgerminomas have elevated HCG levels, typically less than 100 1U. Approximately
70% of ovarian tumors in the first two decades of life are of germ cell origin, and one-third of
them are malignant.

A CASE

The patient was 19 years old, single, and on ultrasonography performed for abdominal pain, a
20 cm solid mass extending to the umbilicus was observed in the abdomen. In magnetic
resonance imaging: Intense heterogeneous contrast enhancement in the solid component after
contrast injection, which fills the pelvic region, and which is selected separately from the uterus,
with a size of 16x14x11 cm at its widest point, hypointense in the lobulated contoured T1W
images, hypointense, slightly hyperintense in T2W, and showing cystic degeneration in the
central part. A mass lesion is present. Minimal free fluid was observed in the abdomen. Distant
metastasis and lymphadenopathy were not observed. Tumor markers bHCG: 112 , CA125:59,
other tumor markers (AFP, CEA,CA 19-9) were measured as normal. Pathology result: It came
as stage 1C3 (limited, malignant ascites fluid in the left ovary). 5% of dysgerminomas occur in
individuals with abnormal gonads who are phenotypically females. Since the patient had pain,
an operation plan was made without waiting for the result of the karyotic analysis. Left
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salpingoopherectomy, omental biopsy, abdominal fluid sampling, peritoneal surfaces and
retroperitoneal lymph nodes were carefully palpated and peritoneal biopsy was taken. The
contralateral ovary was carefully examined and no implant or metastasis was observed.
Dysgerminoma is a single germ cell ovarian tumor that tends to be bilateral. In 5-10% of
patients with dysgerminoma with preserved one ovary, dysgerminoma will develop in the other
ovary within the next 2 years. Although sensitive to radiotherapy, it is used in selective patients
with recurrent disease because of the risks of loss of fertility and secondary malignancy. It is
very sensitive to platinum and has a high cure rate. The most commonly used chemotherapy
regimen is BEP (Bleomycin, Etoposide, Cisplatin).

RESULTS

Since our patient was young and had fertility requests, limited surgical staging and unilateral
salpingoopherectomy were performed. Since it was stage 1c3, chemotherapy was started with
the BEP regimen. Karyotype analysis is awaited. Since the tumor diameter is greater than 10
cm and younger than 20 years of age, the patient has a tendency to recurrence, and close follow-
up with tumor markers and imaging will be performed. Germ cell ovarian tumor should be
considered in young patients with solid masses and surgical planning should be performed with
diagnostic tests.
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S-72 Gold Standard Surgery For Pelvic Organ Prolapse: Laparoscopic
Sacrohysteropexy

Erdogan Giil', Serta¢ Aycicek!
1 Saglik Bilimleri Universitesi Diyarbakir Gazi Yasargil Eah

INTRODUCTION: Sacrohysteropexy/sacrocolpopexy is still the gold standard surgical method
in pelvic organ prolapse (POP) surgery, especially in apical prolapse surgery. CASE: The 47-
year-old patient has no previous history of surgery. She has 5 normal vaginal deliveries. In the
gynecological examination; According to the POP-Q classification, stage 3 anterior, apical and
posterior prolapse was observed. There is no significant finding in USG and the smear result is
benign. L/S Sacrohysteropexy+Colpography anterior+Colpography posterior was performed to
the patient in GAA. The mesh was fixed from the posterior to the promontorium of the uterus.
While 2.0 prolene sutures were used during fixation, 2.0 vicryl sutures were used for peritoneal
closure. 1 suture was used for the promontorium and 3 sutures were used for the uterus
posterior. The patient was discharged without any complications after the operation. The aim
of this case-poster study is to show that performing laparoscopic sacrohysteropexy by
preserving the uterus is still a frequently used and gold standard surgical method in POP surgery
within the appropriate patient and indications. CONCLUSION: The most common apical
prolapse surgery performed laparoscopically is sacrohysteropexy, and there are not as many
studies in the literature as this technique about other POP surgical methods.

Keywords: Laparoscopic sacrohysteropexy, Minimally Invasive Surgery, Pelvic Organ
Prolapse

INTRODUCTION: Pelvic organ prolapse (POP) is defined as pelvic organs descending from
their normal position due to pelvic floor dysfunction (1). A woman's lifetime risk of undergoing
POP surgery is 11% (2). Laparoscopic sacrohysteropexy is an effective, safe and conservative
procedure in the treatment of uterine prolapse (3).

CASE: The 47-year-old patient had a history of five normal vaginal deliveries. The patient
came to our clinic with the complaint of uterine prolapse. In the gynecological examination,
stage-3 apical prolapse, stage-3 anterior and stage-3 posterior POP were observed according to
POP-Q staging (figure-1). The patient has no SUI complaint. There is no significant pathology
in USG. There is no pathology in the patient's smear.
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Figure-1: Preoperative gynecological examination image.

The patient was entered into the abdomen with a 10-gauge trochear directly under general
anesthesia and three 5th auxiliary trochears were inserted. Pneumoperitoneum was created with
12-14 mmHg throughout the operation. The peritoneum was dissected from the uterus posterior
to the sacrum pneumontorium, and the retroperitoneum was exposed by paying attention to the
right ureter (figure-2). The promontorium and uterus were fixed posteriorly with 2.0 prolene
suture with prolene mesh.
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Figure-2 : Revealing the retroperitome from the right lateral and fixing the uterus posteriorly
with the sacrum promontorium with prolene mesh.

Figure-3: 2.0 vicryl closure of the retroperitoneum.

Later, anterior and posterior colpography was performed vaginally (figure-4).
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Figure-4: Colpography anterior and posterior.

The operation was terminated after bleeding control and the gynecological examination was
normal on the 1st and 10th days post-op.

DISCUSSION AND CONCLUSION: Laparoscopic sacrohysteropexy is a variant of the
abdominal method in which the uterus is suspended over a mesh to the sacral promontory (4).
It has been reported that laparoscopic sacrohysteropexy has a high success rate (5,6). In a
prospective observational study of 51 women who underwent laparoscopic sacrohysteropexy,
the procedure had an objective success rate of 98% without resorting to hysterectomy (7,8). In
addition, subjective improvement in prolapse symptoms and sexual health was noted. In this
study, two patients reported abdominal discomfort and colic pain, and a second laparoscopy
was performed. intraoperatively; adhesions were found between the bowel and the theme in
both patients (9,10,11). After this finding, the authors performed complete peritonization of the
mesh to prevent adhesions (12). In our case, we performed complete peritonization of the mesh.
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S-73 Serous Borderline Ovarian Tumors Analysis

Sevgi Ayhan!
1 Ankara Sehir Hastanesi

Background: The aim of this study was to evaluate the characteristics of serous borderline
ovarian tumours (BOT), the recurrence rates and the factors affecting recurrence. Methods: A
retrospective evaluation was made of 165 patients diagnosed with BOT between 2004 and 2019
in a single centre. The patients were evaluated in respect of age, parity, preoperative CA-125
level, tumour histological type, FIGO grade, bilaterality of the tumour, tumour size, largest
tumour diameter, the presence of stromal micro-invasion, desire of the patient for fertility,
surgical procedures applied, the number of lymph nodes removed, follow-up duration,
recurrence rates, and the prognostic risk factors affecting disease-free survival (DFS). Results:
Early stage BOT (Grade 1-2) were determined in 149 patients (90.3%) and late stage (Grade 3-
4) in 16 (9.7%). The mean follow-up period was 120 months, and recurrence was observed in
8 (4.8%) patients. Conservative surgery was applied to 57 (34.5%) patients, non-invasive
implant in 19 (11.5%) patients, and micro-invasion was determined in 31 (18.8%) patients.
Non-invasive implants, advanced stage, and a high preoperative CA-125 level were determined
at a statistically significantly higher rate in the group with micro-invasion (p<0.001 for all). The
risk of recurrence was determined at a statistically significantly high level in patients with
stromal micro-invasion, nulliparity, and who had undergone a second operation (re-staging).
The 5-year DFS of serous BOT was 95.2% and the 10-year DFS was also 95.2%. The results
of the univariate analysis showed that preoperative elevated CA-125 level and the presence of
micro-invasion were associated with poor DFS results. In the multivariate analysis, the presence
of micro-invasion was determined to be the only independent poor prognostic factor for DFS.
Conclusion: The risk of recurrence is high in patients with serous BOT determined with micro-
invasion. The presence of micro-invasion was found to be the only poor prognostic factor
affecting DFS.

Keywords: Serous borderline ovarian tumour, recurrence, micro-invasion

Background: The aim of this study was to evaluate the characteristics of serous borderline
ovarian tumours (BOT), the recurrence rates and the factors affecting recurrence.

Methods: A retrospective evaluation was made of 165 patients diagnosed with BOT between
2004 and 2019 in a single centre. The patients were evaluated in respect of age, parity,
preoperative CA-125 level, tumour histological type, FIGO grade, bilaterality of the tumour,
tumour size, largest tumour diameter, the presence of stromal micro-invasion, desire of the
patient for fertility, surgical procedures applied, the number of lymph nodes removed, follow-
up duration, recurrence rates, and the prognostic risk factors affecting disease-free survival
(DFS).

Results: Early stage BOT (Grade 1-2) were determined in 149 patients (90.3%) and late stage
(Grade 3-4) in 16 (9.7%). The mean follow-up period was 120 months, and recurrence was
observed in 8 (4.8%) patients. Conservative surgery was applied to 57 (34.5%) patients, non-
invasive implant in 19 (11.5%) patients, and micro-invasion was determined in 31 (18.8%)
patients.

Non-invasive implants, advanced stage, and a high preoperative CA-125 level were determined
at a statistically significantly higher rate in the group with micro-invasion (p<0.001 for all). The
risk of recurrence was determined at a statistically significantly high level in patients with
stromal micro-invasion, nulliparity, and who had undergone a second operation (re-staging).
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The 5-year DFS of serous BOT was 95.2% and the 10-year DFS was also 95.2%. The results
of the univariate analysis showed that preoperative elevated CA-125 level and the presence of
micro-invasion were associated with poor DFS results. In the multivariate analysis, the presence
of micro-invasion was determined to be the only independent poor prognostic factor.
Conclusion: The risk of recurrence is high in patients with serous BOT determined with micro-
invasion. The presence of micro-invasion was found to be the only poor prognostic factor
affecting DFS.
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S-74 Recurrent Neural Tube Defects

Sevim Tuncer Can'
1 Saglik Bilimleri Universitesi, [zmir Tepecik Egitim ve Arastirma Hastanesi, Kadin
Hastaliklar1 ve Dogum Ana Bilim Dali, Perinatoloji Boliimii

OBJEKTIVE Most isolated neural tube defects (NTDs) appear to result from folate deficiency,
possibly with genetic or other environmental risk factors. NTDs have also been associated with
certain genetic syndromes, amniotic band sequence, hyperthermia in early pregnancy,
pregestational diabetes (including type 2), and obesity. The recurrence risk of isolated NTDs is
2-4% if there is a history of an affected sibling. METHODS The patient who was referred to
Izmir Tepecik Training and Research Hospital Perinatology Clinic due to her poor obstetric
history was evaluated in detail. RESULTS The patient, who was 29 years old, G5P4Y2, 19
weeks and 1 day pregnant according to the last menstrual period, was referred to our clinic for
further examination and treatment. There was no history of additional disease or teratogenic
drug use. There was no history of febrile illness during pregnancy. Body mass index was 22.1
kg/m2. She had a consanguineous marriage. Since there were unplanned pregnancies, the
patient did not have a history of regular folic acid use. Her first pregnancy was in 2010, female
fetus, healthy. 2nd pregnancys in 2012, male fetus, encephalocele, no additional anatomical
abnormality, normal karyotype for chromosome analysis, terminated. 3rd pregnancy, in 2016,
male fetus, healthy. 4th pregnancy in 2018, male fetus, encephalocele, chromosomal analysis
normal karyotype, no additional anatomical abnormality. When the patient was admitted to our
clinic in her 5th pregnancy, a detailed ultrasonographic examination was performed. The gender
was female. The bilateral ventricles were 11 mm and the brain parenchyma was thinned.
Thalamic nuclei were discrete and the third ventricle was dilated. Toxoplasma, rubella,
cytolomegalivirus infection panel was negative. Chromosome analysis result showed normal
karyotype. CONCLUSION Isolated encephalocele is not familial; If there are associated
anomalies, it may be part of specific genetic syndromes. High-dose folic acid (4 mg) is a safe
and effective treatment for the prevention of NTDs. Since partial trisomy 2p22-pter and 20p
resulting from maternal derived-translocation may be responsible for recurrent NTDs, genetic
counseling should be given to parents in this direction.

Keywords: encephalocele, neural tube defects, folic supplementation
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S-75 3. Trimester Gebelerde D Vitamini Eksikligi ile Uriner inkontinans Iliskisinin
Belirlenmesi

Sezer Giil'
1 Erzurum Hinis Sehit Yavuz Yiirekseven Devlet Hastanesi

Amag: Uriner inkontinans, hastalarin yasam kalitesini énemli dlciide olumsuz etkileyen bir
saglik sorunudur. D vitamini pelvik taban fonksiyonlar1 agisindan kritik bir dneme sahiptir. Bu
caligmanin amact; 3. trimester gebelerde D vitamini eksikligi ile iiriner inkontinans iligkisini
arastirilmasidir. Gere¢ ve Yontem: Arastirmamiza Izmir Katip Celebi Universitesi Atatiirk
Egitim ve Arastirma Hastanesi gebe poliklinigine Ocak 2021-Kasim 2021 tarihleri arasinda
basvuran 28 hafta iizeri gebe kadinlar dahil edildi. Gebeler rutin izlem sirasinda inkontinans
acisindan sorgulandi. Inkontinans tanimlayan gebelere Uluslararasi inkontinans Siddet Indeksi
uygulandi. Tiim katilimcilardan 5 cc vendz kan alinarak -80 °C de saklandi. Olgu sayisi
tamamlandiginda alinan kan 6rneklerinde D vitamini diizeyi ¢aligildi. D vitamini eksikligi olan
210 olgu ¢alisma grubu, D vitamini diizeyi normal olan 40 olgu kontrol grubu olarak belirlendi.
Calisma ve kontrol gruplari uygulanan inkontinans 6l¢eginde aldiklar1 ortalama puan agisindan
karsilastirildi. Gruplar arasi karsilastirmalar normal dagilim gosteren degiskenlerde bagimsiz
iki orneklem t testi, normal dagilim gostermeyen degiskenlerde Mann-Whitney U testi ile
yapildi. p<0.05 anlamli olarak kabul edildi. Bulgular: Calismamiza dahil edilen gebelerin
%40’1inda Ul dykiisii oldugu ve %84’iinde D vitamini eksikligi oldugu belirlendi. D vitamini
eksikligi olan ve D vitamini diizeyi normal olan gebeler Ul deneyimi agisindan
karsilagtirildiginda gruplar arasinda anlamli bir fark olmadigi belirlendi. Calisma grubu (D vit.
eksikligi olanlar) ve kontrol (D vit. normal) grubundaki nullipar hastalardan inkontinans
tanimlayanlara inkontinans siddet indeksi uygulandi. D vitamini eksikligi olan nullipar
gebelerde iiriner inkontinans siklig1 ve siddetinin anlamli diizeyde yiiksek oldugu belirlendi.
Sonug: Caligmamizda nullipar gebelerde D vitamini eksikliginin Ul gelisimi ile anlamli
bicimde iliskili oldugu sonucuna varildi. Anahtar kelimeler: Vitamin D, Gebelik, Uriner
Inkontinans

Anahtar Kelimeler: Vitamin D, Gebelik, Uriner Inkontinans
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S-76 Subcutaneous Immunoglobulin Therapy During Pregnancy In A Woman With
Hyper-lgm Syndrome

Sinem inan’, Papatya Bayrak Degirmencil
1 Izmir Tepecik Egitim ve Arastirma Hastanesi

RATIONALE: The hyperimmunoglobulin M (HIGM) syndromes which is a subtype of
primary immunodeficiencies(PID) include a heterogeneous group of conditions characterized
by defective class-switch recombination, resulting in normal or increased levels of serum IgM
associated with deficiency of IgG, IgA, IgE and poor antibody function.

IGRT strategies should be developed during pregnancy, taking into account physiological
factors such as maternal placental transfer of IgG, fetal gestational age, increased plasma
volume and catabolism. Subcutaneous immunoglobulin (SCIG) and intravenous
immunoglobulin (IVIG) are similarly effective at preventing infections. Advantages of SCIG
compared with IVIG include fewer systemic reactions, more consistent serum IgG levels, and
ease of home infusion.

We present a successful management strategy for SCIG maintenance therapy during two
consecutive pregnancies in a patient with HIGM.

METHODS: A 34-year-old woman had a 3-4/year history of lower respiratory tract infections
and sinusitis since childhood. In her family history, her parents were third degree relatives and
one of her siblings had died at the age of 7 years due to infection. Her tests revealed low
1gG(0.34 mg/L) and A(0.26g/L) levels and high 1gM(7.33g/L) levels. Activation-induced
cytidine deaminase (AID) gene mutation was found in genetic analysis and the patient was
diagnosed as HIGM syndrome.Beginning in the first month of pregnancy, total serum IgG
levels were monitored monthly and weekly. SCIG doses were increased as clinically indicated
and adjusted to approximately 700 mg/dL.

RESULTS: Incremental dosage increases of 3 to 5 grams of SCIG were required beginning in
the second trimester of both pregnancies. She gave birth twice at the ages of 30 and 32. The
first was born by cesarean section(C/S) at 32. week due to fetal distress, and the other was born
by C/S at term. She continued the final SCIG dose for 4 weeks post-partum and then resumed
the ante-partum dose.

The first child has fetal cardiac anomaly, which we do not attribute to IGRT; the second child
has no discernible development defects

CONCLUSIONS: Pregnancy with PID involves careful consideration of IGRT dosage. Both
IV and SC IGRT is generally considered safe during pregnancy. Follow-up of these patients
should be multidisciplinary with allergy-immunology physicians.

KEY WORDS: Hyperimmunglobulin M syndrome, SCIG, pregnancy
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S-77 Onarilmis Maternal Fallot Tetrolojisi Olan Gebe Dogum Siireci Olgu Bildirimi

Tugkan Duran®, Alper {leri!
1 Tepecik Egitim ve Arastirma Hastanesi

Fallot Tetralojisi (ToF) ventrikiiler septal defekt, desktrapoze aorta, pulmoner stenoz ve sag
ventriil hipertrofisi goriilen; sagdan sola santli konjenital kalp defektleri arasinda en sik
rastlanilan patolojilerden biridir ve toplam konjenital kalp hastaliklar1 i¢inde %5-8 oraninda
goriilmektedir. Yapilan calismalarla gosterilmistir ki erken yapilan cerrahi diizeltmelerle
beraber yaklasik 20’ li yaslarda hastalarda olusan kardiak yetmezlik, pulmoner regiirjitasyon ve
supraventrikiiler aritmi gibi durumlar azalmistir. Calismamizda amacimiz daha 6nceden 2 kez
diizeltme cerrahisi gecirmis TOF’u bulunan GI1POAO bir annenin sezaryen olarak
gerceklestirilen dogum stirecini olgu olarak sunmaktir. 23 yasinda gravidal parite 0 abort 0,
son adet tarihine gore 38+3 haftalik, dating 15+3 haftaya gore 37+3 olup vajinal muayenesi 3
cm agiklik ve %30 effasman ile hastanemize basvurdu. Ozge¢misinde hastamiz 2004 yilinda (4
yasinda) vsd agisindan 2017 yilinda (17 yasinda) pulmoner kapak degisimi agisindan opere
olmus. Kardiyoloji tarafindan hipovolemiden kaginilarak sezaryen Onerilen hastamiz
postoperatif 2. Giiniinde hemodinamik ve klinik olarak stabil olarak 1 hafta sonra kardiyoloji
ve 6 hafta i¢inde jinekolojik kontrol Onerilerek taburcu edildi. Yapilan c¢aligmalarda
gosterilmektedir ki TOF’lu annelerde erken gebelik kaybi ile trikiispit regiirjitasyonu ve
semptomatik kalp yetmezligi gibi kardiyolojik komplikasyonlar artis gostermektedir.
Sundugumuz olguda gebeligi siiresince bahsedilen komplikasyonlar gelismemistir. Dogum
kardiyoloji 6nerisine uyularak ¢ok daha fazla komplikasyon icermesine karsin sezaryen olarak
uygulanmistir. Ciinkii sezaryen dogumun dakikalik voliim yiiklenmesi normal doguma oranla
daha azdir. (%300%50) Bu olgumuzda da oldugu gibi kardiyolojik durumu kontrol altinda olan
gebeligi planli olarak geceklestirilen ve perinatoloji-kardiyoloji tarafindan takip edilen anne
adaylarinda gebelik siireci sorunsuz gecebilmektedir.

Anahtar Kelimeler: Fallot Tetroloji, gebelik, konjenital kalp defekti.

CASE

Our patient was 23 years old, gravida 1, parity 0, abortion 0, 38+3 weeks according to the
last menstrual date, 37+3 weeks according to dating 15+3 weeks and presented to our
hospital with a vaginal examination of 3 cm cervical dilation and 30% effacement. Our
patient, who had 80 Montevideo unity 2 contractions in 10 minutes in NST follow-up, was
followed up by perinatology and had regular follow-ups by cardiology before Patient had
no complaint, her blood pressure, pulse rate and temperature were 125/78 mm/hg,
81/minutes and 36.70 C respectively. The ultrasonographic assessment showed intrauterine
single fetus, fetal heartbeat +, head presentation, placenta anterior right lateral, and
amniotic fluid index (AFI) 158 mm. Antenatal measurements were observed as it follows:
BiParietal Diameter (BPD):. 37+4 weeks AC(abdominal circumference) 37+2 weeks,
FL(femur lenght) 37+3 weeks, estimated fetal weight: 3200 grams, Umbilical arterial s/d
ratio: 2.68 and pulsatile index: 0.77. Laboratory findings were Hb 12.9 g/dL leucocyte
11200/uL thrombocytes 174000/uL fibrinogen 505 mg/dL d-dimer 1990ug/L +2 leucocyte
+1 erythrocyte +1 protein in the urine. In her detailed anamnesis we found 2 cardiac
surgeries, first was in 2004 due to ventricular septal defect (VSD), second was in 2007 due
to pulmonary valve replacement. The patient who had no symptoms was followed up
closely by cardiology during regular follow-up. The patient was consulted by cardiology
after a prenatal ECG. Cardiology consultation was observed as: "Electrocardiogram (ECG)
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sinus rhythm right bundle branch block 85 beats/minute no symptoms of failure. The
patient with moderate right ventricular dilatation and pulmonary stenosis is recommended
to be checked 1 month after delivery. A cesarean section is recommended. It is important
to avoid hypotension in cesarean delivery." In the echo report of our patient, it was stated
that ejection fraction was 66%, right cavities were slightly wide, Ao had mild regurgitation
jet flow and moderate pulmonary stenosis, and it was recommended that the delivery
should be performed by c/s. After a cesarean section, the Male newborn’s weight was 3158
g with APGAR 8 in the first minute and APGAR 9 in the 5th minute. On examination
performed by pediatrics, height was 50 cm and head circumference was 35 cm. CVS
examination revealed s1+s2+ rhythmic murmur. Femoral and brachial pulses were equal.
The newborn with neonatal transient tachypnoea was transferred to the mother after 1 hour
of noninvasive ventilation and clinical improvement. Postoperative laboratory values: hb
10.2 g/dL leucocytes 10700/uL thrombocytes 137000/uL. Our patient, who became
hemodynamically and clinically stable on the 2nd postoperative day, was discharged with
the recommendation of cardiology control after 1 week and gynecological control in 6
weeks.

DISCUSSION

Studies have shown that cardiological complications such as tricuspid regurgitation and
symptomatic heart failure increase with early pregnancy loss in mothers with TOF. In the
present case, these complications did not develop during pregnancy. In addition, the patient
did not use any extra medication. The delivery was performed by cesarean section in
accordance with the cardiological recommendation although it involves more
complications. Because the cardiac minute volume loading of cesarean delivery is less than
normal delivery. (30%-[1 50%) As in our case, the pregnancy process can go smoothly in
expectant mothers whose cardiological status is under control, and whose pregnancy is
planned and followed up by perinatology-cardiology. In multicentric retrospective studies,
supraventricular and ventricular arrhythmias may develop in mothers with repaired TOF.
The most common obstetric complications are early pregnancy loss and postpartum
hemorrhage due to PPROM. Neonatal outcomes include high mortality due to prematurity
and low birth weight. This condition is frequently associated with negative cardiovascular
status during pregnancy and subsequent placental insufficiency.

In conclusion, the incidence of these complications decreases when expectant mothers with
repaired TOF undergo a planned pregnancy process with close multidisciplinary follow-

up.
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S-78 Management Of Borderline Ovarian Tumors: A Single Tertiary Center Experience

Caner Kose!, Biisra Korpe!, Ugur Kemal Oztiirk?, Mustafa Erkin Sarsu®
1 Etlik Ziibeyde Hanim Kadin Saglig1 Egitim ve Arastirma Hastanesi
2 Zeynep Kamil Kadin ve Cocuk Hastaliklar1 Egitim ve Arastirma Hastanesi
3 Ozel Cagsu Hastanesi

Introduction: Borderline ovarian tumours (BOT) account for 10-15% of epithelial ovarian
neoplasms and the incidence is 1.4-4.8 per 100,000 women. The treatment protocols of BOT
are controversial in the literature, and many single-center studies have been conducted to
examine this issue. This study aimed to analyze the management protocols, surgical approaches,
and outcomes of women with BOTSs in a tertiary center. Method: This retrospective study
includes 177 patients diagnosed with serous and mucinous BOT, who were operated on at the
Etlik Zubeyde Hanim Women's Health Training and Research Hospital Gynecological
Oncology Clinic between 2014-2021. Demographic, clinical, and pathological data were
retrospectively reviewed from medical records. The patients were divided into two groups
according to the surgical interventions, as laparoscopy and laparotomy. Outcomes were
assessed and compared between the groups. Statistical analysis was performed using IBM SPSS
for Windows, Version 26.0. Results: Laparoscopy was performed in 57 (32.2%) patients, while
laparotomy was initially chosen for 120 (67.8%) patients. Conservative treatment was
administered to 107 (60.5%) patients (Table 1). The laparotomy group had a higher mean age
at diagnosis (48.69+£12.52 vs. 41.1£11.66, p < 0.001), larger tumor size (84.13+51.85 mm vs.
67.1£34.78 mm, p = 0.013), and a greater number of postmenopausal patients (55 vs. 9, p =
0.002). Rates of recurrence (8% vs. 7.1%, p = 0.76) did not differ significantly between the two
groups. Disease-free survival was also similar between the groups (Table 2). Recurrence
occurred in 13 patients and the recurrence rate was 0.7% (Table 3). Conclusion: This study
presents the experiences and treatment modalities of borderline ovarian tumors in a tertiary
center. There were no significant differences observed between radical and conservative
surgery or between laparotomy and laparoscopy in terms of recurrence rates.

Keywords: Borderline ovarian tumor; laparoscopy; laparotomy
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S-80 A Rare Cause Of Persistent Constipation In Pregnancy; A Case Of Ovarian
Mucinous Cystadenoma

Zercan Kali*, Serhat Ocal®, Pelin Ocal®
1 Gozde Hospital

Introduction: GIS (gastrointestinal system) problems are quite common during pregnancy.
The most common complaint is nausea and vomiting, and the second most common complaint
IS constipation (1). Since constipation is defined among physiological changes, there is little
information in the literature about its differential diagnosis. Ovarian cysts during pregnancy are
generally asymptomatic (4). Although very rare, it can be detected in emergency situations such
as acute abdomen and torsion. This is the first case in the literature in which the clinical
presentation of ovarian cyst during pregnancy is persistent constipation. If constipation during
pregnancy does not improve despite treatment recommendations, ovarian masses should be
considered in the differential diagnosis.

Case report :Our case was admitted to our clinic at the 36th week due to her third pregnancy.
It was pregnancy, her previous pregnancy was delivered by cesarean section as a live birth
weighing 3200 g, and there was a history of 1 abortion in her past history. She stated that she
had painful and hard stools every 3 days, which started for about 10 days. There was no feature
in the patient's medical history other than previous cesarean section. First of all, his diet was
adjusted, fluid intake was increased and exercise was recommended. Laxative treatments were
recommended to the patient whose complaints did not go away, but despite all suggestions and
treatments, her complaints did not go away and gradually increased. The patient was consulted
to the internal medicine department with persistent constipation. Abdominal ultrasonography
(USG) was requested. A cyst was detected for the first time in our patient, who had no previous
history of cysts, on USG. The cyst was thought to be of possible ovarian origin and was reported
as having anechogenic bilobed cystic appearance. In the abdominal USG performed 2 weeks
later, the cyst was monitored as having grown to 75x82 mm. During the follow-up, the effect
of the enlarged uterus could not be visualized more clearly by cyst sonography after the size of
14-15cm. When her gestational age was 38 weeks and 3 days, she underwent elective cesarean
section due to a previous cesarean section. A 3500g healthy baby was delivered. During the
cesarean section, a giant cyst, approximately 21x19x5 cm in size, with a smooth surface and
jelly-like content, was observed originating from the left adnexa (Figure 1). The ovary also
could not be visualized. A left salpingo-oophorectomy was performed. Pathological
examination reported a corpus luteum in the fibrotic ovarian stroma and a cystic structure with
single-layered mucous columnar epithelium on the inner surface, with nuclei located at the base.
The appearance of the cyst removed during cesarean section and persistent constipation has an
important place among the gastrointestinal problems frequently seen during pregnancy.
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In our country, the incidence of constipation during pregnancy has been found to be 13-38%
(1). It is thought to be secondary to the relaxing effect of progesterone on smooth muscles
during pregnancy and the slowing down of intestinal peristalsis by the growing uterus putting
pressure on the GIS (2). Although there is no clear definition of constipation; a system
consisting of simple criteria has been created to define constipation during pregnancy.
According to this system; constipation is defined as a pregnant woman defecating less than
three times a week, along with hard stools and/or the feeling of incomplete evacuation (3).
When the causes of constipation are examined; It is stated in the literature that the most common
cause is the use of iron supplements, with a rate of 85.3%. Later, in 32.9% of the cases, history
of surgery, fluid consumption, diet, and stress-related situations can be considered among the
reasons (4). In treatment, preventive measures such as a high-fiber diet, exercise, and fluid
intake are recommended for pregnant women. Education on nutrition and exercise has an
important place in treatment. However, in case of persistent constipation, laxative treatments
should also be recommended. The incidence of ovarian tumors detected during pregnancy and
complicating pregnancy is known to be 1% to 2%. Most commonly with benign ovarian
neoplasm; serous or mucinous cystadenomas and mature cystic teratomas (5). It has been
observed that this incidence is gradually increasing; the most important reason for this is
thought to be the increase in imaging techniques. Ovarian cysts during pregnancy generally
remain asymptomatic and most of them regress spontaneously (6). Those that do not show
regression may present with complications such as rupture and torsion. Fetal complications are;
1t may present as premature birth triggered by fetal growth restriction and high intra-abdominal
pressure. Cases of permanent supine hypotension secondary to the size of the mass in the
presence of mucinous cystadenoma during pregnancy have also been reported (7). Our case did
not cause hypotension in the clinical sense, but it is the first case in the literature that raises
suspicion and is detected due to constipation. Risk factors for adnexal masses include previous
surgical history. Adhesions may occur due to abdominal or pelvic surgery or inflammation. The
possible mechanism is the formation of a dead space secondary to these adhesions and the
formation of adnexal masses due to the filling of the fluid content secreted from the ovarian
surface. However, this is more common with inclusion cysts and hormone receptor-negative
mucinous cystadenoma.
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Mucinous cystadenomas usually originate from the ovary. However, mucinous cystadenomas
arising from ectopic ovarian tissue in organs such as omentum, appendix or pancreas have also
been reported (8,9). Therefore, in case of doubt, these cysts should be consulted with the
relevant branches regarding their gastrointestinal origin.

Risk factors for adnexal masses include previous surgical history. Adhesions may occur due to
abdominal or pelvic surgery or inflammation. The possible mechanism is the formation of a
dead space secondary to these adhesions and the formation of adnexal masses due to the filling
of the fluid content secreted from the ovarian surface. However, this is a theory that is mostly
valid for inclusion cysts and hormone receptor negative mucinous cystadenomas. It is clearly
known that mucinous cystadenomas show a growth pattern during pregnancy. In our case, it
showed a gradual growth pattern in line with the literature and reached 21x9x5 cm in size at
term. Although we primarily thought of a cystic structure due to adhesions secondary to
previous cesarean section, we moved away from this diagnosis with the increasing growth
pattern and the possibility that it was a hormone-sensitive cyst became certain with the
pathology report (10,11).

Conclusions: Although obstetricians' perspective on constipation during pregnancy is
considered as physiological findings of pregnancy, an abdominal mass should be considered in
the differential diagnosis in the management of persistent constipation, especially in the early
weeks of pregnancy, and abdominal ultrasonography should be requested.
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S-82 Bladder Exstrophy: A Case Report

Ece Ocal!, Ihsan Bagh?
1 Perinatoloji Ozel Klinik
2 Gazi Yasargil Egitim Arastirma Hastanesi Kadin Hastaliklar1 ve Dogum Klinigi

Abstract: Bladder exstrophy is a rare complex congenital malformation. Its frequency is
reported as one case per 30,000 live births. The rate of prenatal diagnosis is approximately 15%.
We are presented a case of bladder exstrophy which diagnosed at 20 th week of pregnancy by
us. Amniocentesis and termination of fetus were recommended to the patient who did not
undergo screening tests, but the patient refused. Cesarean delivery was performed at 37 weeks
of gestation, a 2900 gram baby boy was admitted to the neonatal intensive care unit with 8-9
apgars and bladder exstrophy external sexual organ abnormalities. Despite postnatal repeated
reconstructive surgeries, urinary continence problems persisted. Antenatal diagnosis is
important in order to provide early information about the situations that will occur in the future
child of the family and to offer a termination option.

Keywords: Bladder Exstrophy, Antenatal Diagnosis

Intorduction: Bladder exstrophy is a rare complex congenital malformation. It is seen equally
in male and female fetuses. Its frequency is reported as one case per 30,000 live births. Although
it is thought that both environmental and genetic factors play a role in the pathogenesis, the
underlying cause is not fully known.

It mostly occurs as an isolated malformation without other major anomalies. The most
important and only reported risk factor is advanced maternal age. Due to various difficulties in
diagnosis, the rate of prenatal diagnosis is approximately 15%. The diagnosis can be made
before the 20th gestational week if the bladder fullness is not observed along with the lower
abdominal wall defect in the ultrasonographic examination. However, this finding may be
overlooked during sonographic examination, since the appearance of a full bladder is not always
visible due to limited fetal urine production during early pregnancy. Other USG findings are
lower abdominal protrusion, anteriorly displaced scrotum with small phallus in male fetuses,
low-lying umbilical cord and increased angulation of the iliac bone. The amniotic fluid level is
usually normal, as the fetal kidneys and urine production are normal.

Case: Gravida 1 parity 0, 32 years old, 21 weeks pregnant was referred to us from an external
center with a preliminary diagnosis of fetal abdominal anomaly. In the ultrasonography
performed, a single live fetus for 20 weeks and 6 days was observed, a well-defined solid area
of 20x19 mm in size just inferior to the umbilical insertion and protruding into the amniotic
fluid (Figures). Since bladder fullness could not be observed during the 40-minute sonographic
evaluation, the existing pathology was evaluated as bladder exstrophy. Epispadias and phallus
size in external genitalia were observed in a small state. Concomitant fetal anatomical pathology
was not observed. Amniocentesis was recommended to the patient who did not undergo
screening tests, but the patient refused. After consultation with pediatric surgery, postnatal
evaluation and operation were recommended. There was no decrease in amniotic mai levels in
antenatal follow-ups. Cesarean delivery was performed at 37 weeks of gestation due to
premature rupture of membranes and breech presentation. A 2900 gram male baby was admitted
to the neonatal intensive care unit with 8-9 apgars. Small phallus with bladder exstrophy and
epispadias in the initial evaluation of the newborn (figures)
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Discussion: Bladder exstrophy is usually diagnosed on ultrasound examination in the second
trimester of pregnancy. Despite postnatal repeated reconstructive surgeries, it can cause urinary
continence problems, reproductive and sexual problems in advanced ages. Antenatal diagnosis
is important in order to provide early information about the situations that will occur in the
future child of the family and to offer a termination option.
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S-83 Hyperthermic Intraperitoneal Chemotherapy (Hipec) Administration In A Case
With Recurrent Epithelial Ovarian Cancer

Inci Baran Malgaz®, Behzat Can 1, Siileyman Cemil Oglak®, Sedat Akgol
1 Gazi Yasargil Egitim Ve Arastirma Hastanesi Kadin Hastaliklar1 ve Dogum

Hyperthermic intraperitoneal chemotherapy (HIPEC) administration in a case with recurrent
epithelial ovarian cancer inci Baran Malgaz,Behzat Can,Siileyman Cemil Oglak,Sedat Akgol
Gazi Yasargil Training and Research Hospital, Gynecology and Obstetrics Clinic introduction:
Epithelial ovarian cancer is the seventh most common cancer in women and the eighth cause
of cancer death. Ovarian cancer is the cancer with the highest mortality among all gynecological
cancers. Since there is a lack of effective screening methods and nonspecific initial symptoms
of these patients, approximately 2/3 of cases admit in the advanced stages at the diagnosis time,
with a five-year survival rate under 45%. It includes platinum-based combination chemotherapy
after optimal cytoreductive surgery (no visible tumor). Intraperitoneal administration of
chemotherapy improves the distribution of the drug to the peritoneal surface and can more
effectively eliminate residual microscopic peritoneal disease, increasing patient survival. In the
treatment of ovarian cancer, HIPEC application can be applied together with interval
cytoreductive surgery after neoadjuvant chemotherapy, but there is insufficient information in
the literature about the effect of this treatment. Case report: 41-year-old patient was operated in
an external center for acute abdomen.. Widespread tumoral lesions were observed in the
abdomen. Total abdominal hysterectomy and bilateral salpingooopherectomy was performed.
Histopathological examination revealed high grade serous ovarian carcinoma.. Postoperative 6
cycles of carboplatin + paclitaxel adjuvant chemotherapy was administered. The patient who
underwent PET-CT 11. months after chemotherapy was admitted to the Gazi Yasargil Training
and Research Hospital Gynecological Oncology clinic after widespread residual disease was
detected. After optimal secondary cytoreductive surgery, HIPEC was applied simultaneously
to the patient. The follow-up process of the patient, who did not have any postoperative
complications, continues. Conclusion : It is known that HIPEC application together with
interval cytoreductive surgery performed after neoadjuvant chemotherapy increases the overall
survival and disease-free survival of the patient. In this case, we aimed to increase the survival
of the patient with HIPEC after interval cytoreduction.

Keywords: hipec,over ca
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S-84 Sinir Koruyucu Radikal Histerektomi (Nerve Sparing Radical Hysterectomy)

Hiimeyra Elif Ates Eminoglu’
1 S.b.ii. Gazi Yasargil Egitim Arastirma Hastanesi

ABSTRACT Cervical cancer is the most common gynecological malignancy in
underdeveloped countries. An average of 2500 new cervical cancer diagnoses are diagnosed
annually in Turkey and it is accepted that approximately 1250 of these women die from cervical
cancer. Cervical cancer occurs after a period of high-risk HPV infection and preinvasive
disease. Screening and treatment of preinvasive lesions reduce the disease rate. With the routine
vaccination program started in developed countries in recent years, the World Health
Organization plans to eradicate cancer in the next century. Pelvic floor dysfunctions such as
bladder, sexual dysfunction, colorectal motility disorders may develop in the postoperative
period in patients who underwent traditional radical hysterectomy in the treatment of early-
stage cervical cancer (Stage IA1-Stage I1A). Nerve-sparing radical hysterectomy has been
defined to reduce the frequency of these complications. In this study, we aim to explain our
clinical experience with a patient who underwent nerve-sparing radical hysterectomy, who was
diagnosed with at least Stage 1B1 cervical cancer in Diyarbakir Gazi Yasargil Training and
Research Hospital, Gynecology and Obstetrics Clinic. We wanted to point out that it does. We
wanted to emphasize the importance of this surgery.

Keywords: Serviks Kanseri, Sinir Koruyucu Radikal Histerektomi

A CASE

The patient was 32 years old, Gravida 2, Parity 2, and cervical smear result was HSIL and HPV
16 (+).In the physical examination, the perineum, vulva, and vagina (pvv) were normal and the
collum was clear.No space-occupying formation was observed in the cervical canal and uterine
cavity in ultrasonography.Uterus was normal, endometrium was regular, right ovary was not
observed, left ovary was observed in natural appearance.When extensive acetowhite areas and
atypical vascularization were observed in colposcopic examination, SEE and TREAT protocol
was applied to the patient.Loop Electrosurgical Excision Procedure (LEEP) and Endocervical
Curettage (ECC) were deemed appropriate.Pathology result was reported as moderately
differentiated squamous cell carcinoma with positive surgical margin.The tumor is
approximately 1.2x0.8 cm in size and the depth of invasion is 8 mm at its deepest
point.Horizontal width is about 5 mm.The tumor is accompanied by a diffuse high-grade
squamous intraepithelial lesion (CIN3) and the tumor is continuous at the 10 o'clock position
at the endocervical and ectocervical surgical margin.No lymphovascular invasion was
observed.The clinical stage was found to be at least stage 1B1.PET-CT and full abdominal MRI
were planned for the patient after LEEP for radiological staging.Nerve-sparing radical
hysterectomy was recommended to the patient who did not have distant or local
metastases.Since the patient was fit, nerve-sparing radical hysterectomy with Pfannenstiel
incision was performed, bilateral pelvic, level 3 paraaortic lymph node dissection was
performed.Residual urine was measured as 50 cc on the 3rd postoperative day.Bladder
dysfunction was not detected. The patient was discharged on the 4th postoperative day.
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RESULTS

In this study, it is aimed to demonstrate the bilateral superior and inferior hypogastric nerves
formed by the sympathetic nervous system emerging from the T10-L2 level and the splanchnic
nerves that provide parasympathetic innervation originating from S2-S4, to perform a nerve-
sparing radical hysterectomy, to protect these nerves during surgery functionally without
affecting the surgical success of the patient. We have prepared our report in order to indicate
that it provides a good postoperative surgery and to present the surgical technique we routinely
apply to our patients with a video.
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S-85 Are There Immunohistochemical Changes Occurred In Microsatellite Instability,
Er/pr, And P53 Expression In Recurrent Endometrial Carcinomas

Zeliha Giizeloz *, Ozce Kutlu?, Ozgiir Erdogan ®
1 University Of Health Science Turkey, Tepecik Training And Research Hospital,
Department Of Radiation Oncology
2 University Of Health Science Turkey, Tepecik Training And Research Hospital,
Department Of Pathology
3 University Of Health Science Turkey, Tepecik Training And Research Hospital,
Department Of Gynecologic Oncology

Objective: The aim of this study is to determine the microsatellite instability and
immunohistochemical changes in cases of recurrent endometrial cancer following primary
surgery and assess the impact of these changes on prognosis. Patients and Methods: Thirty-one
patients who underwent surgery for endometrial cancer between 2009 and 2023 and whose
recurrences were pathologically verified were evaluated. Paraffin blocks containing tumor
tissue samples obtained after primary surgery and recurrence from these patients were evaluated
for mismatch repair proteins (MMR) including MLH1, PMS2, MSH2, and MSH6; Estrogen
receptor (ER)/Progesterone receptor (PR); and p53 expression using the immunohistochemical
staining method. MMR proteins were categorized as proficient MMR (pMMR) and deficient
MMR (dMMR). Results:The mean age was 62.2+9.8. Among the patients, 81% (n=25) were in
Stage I. Adjuvant external radiotherapy was administered to 52% of the patients. After primary
surgery, the positivity rates for MLH1, PMS2, MSH2, and MSH6 staining were 54% (n=17),
51.5% (n=16), 100% (n=31), and 100% (n=31), respectively. In the evaluations of recurrence
materials, there were four cases where MLH1 staining changed from positive to negative, and
four cases where it changed from negative to positive. For PMS2 assessment, four cases
changed from positive to negative, and seven cases changed from negative to positive. There
were two cases where MSH2 staining changed from positive to negative, and no changes were
observed in MSH6 staining. Staining after primary surgery, the rates of pMMR and dMMR
were 61% (n=19) and 39% (n=12), respectively. Four cases transitioned from pMMR to
dMMR, and two cases transitioned from dMMR to pMMR (p=0.687). Following recurrence,
changes in ER were observed in seven patients, changes in PR in three patients, and changes in
P53 status in three patients (p=0.125, p=0.250, p=0.250). There was no significance observed
between cases showing MMR changes and prognostic factors. The median overall survival is
80 months. No difference was observed in terms of MMR changes in recurrence-free
survival(p=0.072). Conclusion: While individual variations were observed, statistical
significance was not detected due to the small number of cases. Recurrences should be
pathologically verified to evaluate immunohistochemical changes and salvage treatment should
be adjusted accordingly.

Keywords: Endometrial cancer, radiotherapy, microsatellite instability, ER/PR, p53,
recurrence
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S-86 Dogum Indiiksiyonu Uygulanan Gebelerde Trans-Labial Ultrasonografi ile Vajinal
Muayenenin Vajinal Dogumun Basaris1 Gostermedeki Etkinligi

Emine Oztiirk"
1 Ozel Muayenehane

Giris: Bu ¢alisma, dogum indiiksiyonu yapilan gebelerde trans-labial ultrason ile vajinal
muayene kullanarak vajinal dogum basar1 oranini karsilastirmay1 amaglamaktadir. Yontem: Bu
caligma, Nisan 2021 ile Haziran 2023 tarihleri arasinda gergeklestirildi. Calismaya tekil gebelik
olan gebelik haftas1 37 ila 42 hafta arasinda olan gebeler alindi. Gebelerin tamaminda fetus bag
presentasyonda ve ultrasonografik goriintiillemede normal morfolojide idi.4000gr lizerinde olan
fetiisler, daha dnce sezeryan Oykiisii bulunan gebeler ve ¢calismaya katilmak istemeyen gebeler
calismadan cikarildi. Dogum Indiiksiyon baslanan gebeler trans-labial ultrasonografi ve vajinal
muayene grubu olarak ikiye ayrildi. Bulgular: Calismaya toplamda 80 hasta dahil edildi ve bu
kadinlar rastgele iki gruba ayrildi. "Trans-labial plus vajinal muayene™ grubundaki
katilimcilarin yas ortalamasi 27.8 £7.1 yil iken vajinal muayene grubunda 27.1+6.6 y1l idi. Iki
grup arasinda yas acisindan anlamli bir fark yoktu. Ayrica, annelerin egitimi (P=0.7), gebelik
haftalar1 (P=0.7) ve gravida (P=0.4) a¢isindan da iki grup arasinda anlamli bir fark saptanmadi
Analizi sonuglari, vajinal muayene ile vajinal dogumun tahmininde sensivitenin %69.5 ve
trans-labial ultrasonografi ile %87.6 oldugunu gostermektedir. Son olarak, trans-labial ultrason
grubunda ilerleme agis1 Olgiildiigiindeilerleme Angle of Progression (AoP) acis1 130 derecede
fazla olan kadinlar i¢in vajinal dogumun gergeklestigi Ayrica, vajinal dogum grubundaki
kadinlarin ¢gogunlugunun (%62.5) fetal basin final doniis acisinin 60 ila 90 derece arasinda
oldugu, sezaryen grubundaki kadinlarin ¢ogunlugunun ise (%45.1) final aginin 0 ila 30 derece
arasinda oldugu gosterilmistir. Sonug: Genel olarak, bulgular, trans-labial ultrasonun dogum
stirecinde dogru kararlar alinmasina yardimer oldugunu gostermektedir. Bu nedenle, trans-
labial ultrason ile dlgiilen Ilerleme Agis1 (AoP) ve Rotasyon Agist (RA), dogum siirecinde
vajinal dogumu veya sezaryen dogumu tahmin etmek i¢in etkili faktorlerdir.

Anahtar Kelimeler: Trans-Labial Ultrasonografi

Yontem:

Bu caligsma, Nisan 2021 ile Haziran 2023 tarihleri arasinda gerceklestirildi. Calismaya tekil
gebelik olan gebelik haftas1 37 ila 42 hafta arasinda olan gebeler alindi. Gebelerin tamaminda
fetus bas presentasyonda ve ultrasonografik goriintiilemede normal morfolojide idi.4000gr
iizerinde olan fetiisler, daha Once sezeryan Oykiisii bulunan gebeler ve ¢alismaya katilmak
istemeyen gebeler calismadan ¢ikarildi. Dogum Indiiksiyon baslanan gebeler trans-labial
ultrasonografi ve vajinal muayene grubu olarak ikiye ayrildi.

Bulgular:

Calismaya toplamda 80 hasta dahil edildi ve bu kadinlar rastgele iki gruba ayrildi. "Trans-labial
plus vajinal muayene" grubundaki katilimcilarin yas ortalamasi 27.8 +7.1 yil iken vajinal
muayene grubunda 27.1£6.6 y1l idi.

Iki grup arasinda yas acisindan anlamli bir fark yoktu. Ayrica, annelerin egitimi (P=0.7),
gebelik haftalar1 (P=0.7) ve gravida (P=0.4) acisindan da iki grup arasinda anlamli bir fark
saptanmadi
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Analizi sonuglari, vajinal muayene ile vajinal dogumun tahmininde sensivitenin %69.5 ve
trans-labial ultrasonografi ile %87.6 oldugunu gostermektedir.

Son olarak, trans-labial ultrason grubunda ilerleme agis1 Olgiildiigiindeilerleme Angle of
Progression (AoP) acis1 130 derecede fazla olan kadinlar i¢in vajinal dogumun gerceklestigi

Ayrica, vajinal dogum grubundaki kadinlarin ¢ogunlugunun (%62.5) fetal basin final doniis
acisiin 60 ila 90 derece arasinda oldugu, sezaryen grubundaki kadinlarin ¢ogunlugunun ise
(%45.1) final acinin O ila 30 derece arasinda oldugu gosterilmistir.

Sonugc:

Genel olarak, bulgular, trans-labial ultrasonun dogum siirecinde dogru kararlar alinmasina
yardimei oldugunu géstermektedir. Bu nedenle, trans-labial ultrason ile dlciilen ilerleme Agist
(AoP) ve Rotasyon Agist (RA), dogum siirecinde vajinal dogumu veya sezaryen dogumu
tahmin etmek i¢in etkili faktorlerdir.
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S-87 A Case Of Fibrothecoma In A Woman Without Ovary : A Rare Case

Hayriye Varnah!, Ozgiir Erdogan®, Goksever Akpinar?
1 Sbii [zmir Tepecik Egitim ve Arastirma Hastanesi

Sex cord-stromal tumors are always found in ovary, but the occurrence of this kind of tumor at
extraovarian locations is extremely rare . Fibrothecomas are benign sex cord-stromal tumors
which rarely originate outside of the ovary. The etiology of how a fibrothecoma develops in an
extraovarian location is unknown and its histogenesis remains speculative.Regardless of their
origin, these extraovarian fibrothecomas are histologically indistinguishable from their ovarian
counterparts. A fifty eight-year-old female patient, who had undergone total abdominal
hysterectomy and bilateral salpingo-oophorectomy 15 years ago,was referred to our department
with intermittent lower abdominal pain for about 4 years. On examination, both
ultrasonography and magnetic resonance imaging revealed she had a left pelvic mass.Surgical
exploration was decided.Histopathological examination revealed a spindle cell proliferation
typical of a fibrothecoma and the cells had oval to round nuclei and large amphophilic
cytoplasm In this study, we emphasize that fibrothecoma should be considered as a differential
diagnosis in patients diagnosed with a pelvic mass after total abdominal hysterectomy and
bilateral salpingo-oophorectomy.

Keywords: Sex cord-stromal tumor; extraovarian fibrothecoma ; pelvic mass

Introduction

Sex cord stromal tumors (SCST) are rare heterogeneous tumors of the ovary that exhibit
different clinical findings and behaviors and may have different morphological features.

It is a group of non-epithelial tumors that can show different characteristics. SCST is the fifth
most common ovarian tumor, with an incidence of approximately 5% to 8%.[1]

While in most cases tumors tend to grow slowly, in some cases aggressive tumors that grow
very quickly may be encountered. Even within a single tumor type, morphology can be highly
variable. Additionally, the tumor may have mixed morphological and immunohistochemical
features of other SCST subtypes. This situation causes difficulties in diagnosis. [2]

According to WHO, in the most current SCST classification, there are 3 major groups according
to cell origin. These are pure stromal tumors originating from ovarian stromal cells, pure sex
cord tumors originating from the sex cord, and mixed tumors originating from both sex cord
and stromal cells. Microcystic stromal tumor and sclerosing tumors were added to this
classification in 2014.

Two new tumors in the form of luteinizing thecoma associated with peritonitis have been added.
Gynandroblastoma has been removed from this classification. [3]

Sex cord-stromal tumors are always found in ovary, but the occurrence of this kind of tumor at
extraovarian locations is extremely rare [4]

Fibrothecomas are benign sex cord-stromal tumors which rarely originate outside of the ovary.

The etiology of how a fibrothecoma develops in an extraovarian location is unknown and its
histogenesis remains speculative.Regardless of their origin, these extraovarian fibrothecomas
are histologically indistinguishable from their ovarian counterparts. [5]
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Case Report

A fifty eight-year-old female patient, who had undergone total abdominal hysterectomy and
bilateral salpingo-oophorectomy 15 years ago,was referred to our department with intermittent
lower abdominal pain for about 4 years. On examination, both ultrasonography and magnetic
resonance imaging revealed she had a left pelvic mass. Medical background and family history
were unremarkable. Serum concentrations of the tumor marker cancer antigen (CA)-125 was
elevated.A other laboratory parameters were normal. On physical examination, there was a
palpable mass of approximately 10 centimeters in the abdomen.Magnetic resonance imaging
(MRI) finding;in the form of hypointense mass lesion with cystic components thought to be
pelvic origin ,approximately 9 * 12 * 6 cm in size in the low T2-weighted signal (Figure
1,2).Surgical exploration was decided.During the surgical exploration,a 25 centimeters solid
mass lesion adhered to the surrounding tissues was observed adjacent to the left side of the
bladder.Laparotomy was performed for transabdominal approach.There were no complications
after operation and the patient was discharged on the 5™ postoperative day. Histopathological
examination revealed a spindle cell proliferation typical of a fibrothecoma and the cells had
oval to round nuclei and large amphophilic cytoplasm (Figure 3). Cytologic atypia and tumor
necrosis were not identified. No ovarian tissue was identified in association with the tumor. The
neoplastic cells were diffusely positive for vimentin, calretinin , CD99 and BCL2 .The
neoplastic cells were negative for the following markers: pankeratin and cytokeratin ; CD34
and DOGL1 (a panel used to rule out gastrointestinal stromal tumor); desmin, smooth muscle
actin a (panel used to rule out smooth muscle proliferation); S-100 (a marker of neural and
melanocytic differentiation); Phosphohistone H3 (PHH 3 ).Ki67 proliferative index was <%1.
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Figur;: 1. Coronal MRI image of a 58-year-old female patient. Solid white arrows show a
hypointense solid mass with cystic components in the upper part of the bladder.
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Figure 2.Axial T2-weighted magnetic resonance image.
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Discussion

There are a few studies showing that fibrothecomas, which are generally known to originate
from the ovary, rarely originate from outside the ovary.

In the study conducted by Yanjun Chen et al., it was observed that there was fibrothecoma of
the broad ligament with minor sex cord elements, and it was said that the natural course of this
tumor was unclear. Long-term follow-up was thought to be extremely important in all patients
diagnosed with broad ligament and minor sex cord fibrothecoma.

In the study of retroperitoneal extraovarian fibrothecoma mimicking malignant epithelial
ovarian carcinoma by Patrick Roberts et al, the importance of obtaining histological evidence
of malignancy before initiating neoadjuvant chemotherapy for presumed ovarian cancer was
emphasized.

In this study, we emphasize that fibrothecoma should be considered as a differential diagnosis
in patients diagnosed with a pelvic mass after total abdominal hysterectomy and bilateral
salpingo-oophorectomy.
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S-88 Adnexal Torsions During Pregnancy ; A Rare Case Ovarian Torsion And
Management In Second Trimester Pregnancy

Burak Demirdelen®
1 Istanbul Kanuni Sultan Stileyman Egitim Aragtirma Hastanesi

Ovarian torsion is a gynecological emergency that develops when the support structures of the
ovary rotate around itself, suppressing the arterial, venous and lymphatic flow to the ovary.
This situation may also occur during pregnancy. Case management becomes stronger in
correlation with the week of pregnancy. Limitations in the use of imaging methods, surgical
method preference, ensuring the continuation of the current pregnancy and routine post-
operative complications are the main difficulties. While most adnexal torsions occur in the first
trimester, they can rarely be seen in the second and third trimesters, as in this case. Management
in accordance with the principles of minimally invasive approach, organ-preserving surgical
approach and post-operative enhanced recovery after surgery (ERAS) are emphasized in this
case.

Keywords: Adnexial torsions, over torsion, detorsion, pregnancy and torsion

GIRIS

Adneksiyal torsiyonlar tiim yas gruplarinda jinekolojik acil vakalarn biiyiikk kismini
olusturmaktadir (1). Gebe ve gebe olmayan hastalarda insidans benzer olup %3.5-5 oranlarinda
goriiliir. Bu torsiyonlar izole tuba kaynakli olabilecegi gibi tubaovaryan kompleks, ovarian kitle
torsiyonu ve broad ligament torsiyonu gibi farkli varyasyonlarla karsimiza ¢ikabilir. Genellikle
spesifik olmayan belirtiler vermesinden dolay1 tan1 koymak zor olabilir. Gebelikte hastaligin
yonetimi daha zordur. Zorluk taniy1 koyma ile baslar. Ilk trimesterde abortus imminens, 2. ve
3. trimesterlerde preterm eylem gibi durumlar ile benzer semptomlar1 gosterecegi i¢in
adneksiyal torsiyon tanisi klinik siireci uzatacaktir. Ayni1 zamanda gebe olmayan hastalarda
bilgisayarl1 tomografi (BT) gibi yardimci goriintileme yOnteminin gebe hastalarda
kullanilmamasi da tanidaki diger zorluk sebebidir. Cerrahi miidahele, anne ve bebek i¢in ciddi
risk olusturabilmektedir. Konservatif tedavilerde ise torsiyone dokunun nekrozu veya timor
gelisimi de obstetrik komplikasyonlara yol agabilir (2).

VAKA ve YONETIMIi

Yirmisekiz yas, G1PO, son adet tarihine gore 17.1 haftalik canli gebeligi olan hasta kasik
ve karin agrisi ile acil kadin dogum poliklinigine basvurdu. Spekulum muayenesinde serviks,
vulva ve vajen dogal izlendi, herhangi bir kanama goriilmedi. Transvaginal ultrasonografide
(TVUSG) servikal kanal uzunlugu 42 mm o6lgiildii. Kollum hareketleri minimal agrili idi.
Transabdominal USG'de fetusta belirgin bir anomali saptanmadi. Sag adneksiyal bolgeden
douglasa uzanim gosteren yaklasik 7 cm boyutlarinda konglamere kitle izlendi. Laboratuar
degerlerinde hafif 16kositoz (16.200) disindaki degerleri ve tam idrar tahlili (TIT) normal
izlenmedi. Vajen ve idrar kiiltiirleri alind1.

Intermittan agr tarifleyen hastada ilk etapta erken dogum tehdidi agisindan miisaadeye
alindi. Hidrasyon tedavisine baslandi, toko monitorizasyonunde kontraksiyon izlenmedi ancak
grilar1 devam etti. Gebelik oncesi jinekoloji takibi yoktu. Iki saatlik izlem sonrasi servikal
uzunluk degismedi. Adneksial bolgedeki kitlenin jinekolojik onkoloji tarafindan
degerlendirmesinde net bening-malign ayirimi yapilamadi.

Kitlenin Doppler ultrasonunda siipheli kanlanma olmasi nedeniyle over torsiyonu 6n
tanis1 diislinerek operasyona karar verildi ve gebelik nedeniyle laparatomi yapildi. Phannesteil
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insizyonla batina girildi ve yaygin koagiiliim ile beraber kan ile dolu olarak izlendi. Sag
adneksin 3 tam tur torsiyone over dokusu douglasa kadar uzandigi goriildii (Fotograf 1).
Oldukca koyu renkli alanlar goriildii ve over detorsiyona edildi (Fotograf 2).

Fotograf 1: Ug tam tur torsiyone olmus Fotograf 2: Bol nekroz ve kanama alanlar1
adneks izlenen over

Detorsiyone ettikten sonra over dokusu kanlanma nedeniyle koyu renkten pembe renge dondii.
Over dokusu, kanamalar nedeniyle yapisik oldugu alalardan keskin ve kiint diseksiyonlarla
ayrildi, 2-0 veyrl siitiirlerle over iizerindeki kanamalar durduruldu. inraoperatif komplikasyon
gelismeyen hasta servise alindi, 4x100 mg indometazin supozituar tedavisi baslandi. Hizli bir
sekilde enhanced recovery after surgery (ERAS) protokollerine uygun mobilizasyonu
tamamlandi. Takipte servikal uzunluk degismedi. Ameliyat sonras1 12. saatte diisiik molekiil
agirlikli heparin basland1 ve ti¢lincii giinde hasta taburcu edildi, komplikasyonsuz bir sekilde
klinigimizde takibi yapilan hasta 38. haftasinda canli bir dogum gergeklestirdi.

TARTISMA

Adneksiyal torsiyona sebep en onemli faktor adneksiyal kitleler olup gebelikte cogu
zaman rastlanti sonucu tani almaktadir (3). Cogu, hicbir klinik bulgu vermemektedir. Bu
vakalarda patofizyolojiyi iyi bilmek gerekir. Torsiyon ile birlikte 6ncelikle infindibulopelvik
ligament ¢evresinde vendz ve lenfatik akim ilk dnce kaybolur. Geri doniisiin tikandig1 bu ilk
asamada adneksial alandaki yapilarda renk ve ddematéz degisiklikler izlenir. Over caplari
arasinda belirgin farklilasma USG’de taninabilir. Bu asamada spontan detorsiyon olabilir,
ancak birkag tur torsiyon olmasi durumunda arterial akim bozulur, over ve tubalara giden kanin
azalmasi ya da kesilmesi nedeniyle nekroz ve lokal hemorajileler meydana gelebilir. Sag overin
sola gore torsiyona maruz kalma olasili§i daha yiiksektir; muhtemelen sag utero-ovaryan
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ligamentin soldan daha uzun olmasi ya da sol pelviste sigmoid kolon nedeniyle o tarafta
torsiyon olmasina izin vermemesi neden olabilir (4,5).

Risk faktorlerine bakildiginda, torsiyonda adneksiyal kitleler en sik sebeptir (3).
Ovarian kitlelerin de baz1 karakteristik Ozellikleri torsiyona yatkinlik gostermektedir. Bes
cm’den biiyiik kitleler genelde torsiyona daha sik sebep olmaktadir (6-8). Bir calismada 84 over
torsiyonunda overyan kitleler ortalama 9.5 cm Olglilmiistiir (8). Ovariyan Kkitlelerin natiirii
torsiyone olmasini etkiler. Ornegin bir endometrioma kitlesi serdz kist adenoma gore daha zor
torsiyone olur. Ayirici tan1 yaparken kistin natiiriine incelemek énemlidir. En 6nemli diger risk
faktorii daha 6nce adneksial torsiyon Oykiisiidiir. Bir ¢aligmada 216 ovarian torsiyon vakasinin
yaklasik %11’inde (n<0.23) tekrar torsiyon izlemislerdir (9).

Adneks torsiyonu olan hastalar klinige en sik pelvik agri ile bagvurur. Gebelikte pelvik
agr1 etyolojisine bakildiginda ilk trimesterda abortuslar akla gelir. Tkinci ve 3. trimesterlerinde
ise erken dogum eylemi ilk diisiiniilen 6n tanidir. Bu sebeplerden dolay1 gebe hastalarda taniy1
koyma siiresi uzayabilir. Ciinkii 6ncelikle bu 6n tanilar1 diglamak gerekir. Fizik muayene her
hastaligin tanisinda oldugu gibi adneksiyal torsiyonu olan hastalarda da ¢cok énemlidir. Ancak
gebe hastalarda batin muayanesi gebe olmayan hastalara gére ¢ok daha zordur. Clinkii gravid
bir uterus derin palpasyona izin vermeyebilir. Kitleler siiperpoze olup gerek palpasyonda
gerekse goriintiilemede gizlenebilir. Gravid bir uterus ve fizyolojik olarak gerilen ligamanlar
istemli defansa sebep olabilir. Goriintillemede USG ¢ok yardimeidir. Akim kaybina bagh
degisiklikler, asimetri, torsiyon olan over boyutlarinin artmasi taniya yardimci olabilir.

Fotograf 3: Torsiyone ve ovarian akim kayb1 olan gebe hastanin over
Doppler USG goriintiisii

*Courtesy of Charles C Kilpatrick MD, and Francisco J Orejula MD

USG’de periferal dizilim gostermis folikullerin bir dizi sira ile izlenmesi bilinen bir
torsiyon bulgusu olsa da retrospektif bir calismada 153 over torsiyonu olan hastalarin 139’unda
girdap isareti adi1 verilen vaskiiler pedikiillerin biikiilmesini temsil eden ovaryen damarlarin
hipoekoik seritlenme gdsterdigi boru seklindeki whirlpool sign izlenmesi de tanida 6nemli
olabilir (10). Ancak vakamizda oldugu gibi 2. trimester bir hastada veya son trimester hastada
USG incelemesi, adneksler agisindan suboptimal olabilir. Iyi bir ultrason muayenesi gravid bir
uterus nedeniyle giictlir. Gebe olmayan ve teknik nedenlerden dolay1 efektif USG yapilamayan
hastalarda kullandigimiz BT gibi goriintiileme cihazlarini gebelikte kullanilamadigindan tani
giiclesmektedir.

Torsiyon tanist konmus reproduktif cagdaki hastalarin primer tedavisi cerrahidir.
Cerrahi laparatomi, laparoskopi ve natiirel orofis transluminal endoskopik cerrahi (vNote)
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tercih edilebilir. vNote, gebe hastlalarda kolpotomiyi imkansiz kildigindan tercih edilmez ancak
laparoskopi tercih edilebilir. Laparoskopinin gebelikte potansiyel riskleri vardir. Batina giriste
kullanilan veress ignesi veya direkt trokar uterusu tramvatize edebilir, perfore edebilir ve
durumda fetal etkilenme kaginilmazdir (11). Pnoémoperitonum sirasinda intraabdominal
basingtaki artig, utero-plasental kan akisini azaltabilir ve fetal hipoksiye neden olabilir (11). Bu
riskler gebelik haftasi ile orantili olarak artar. Cerrahin laparoskopi tecriibesi bu potansiyel
riskleri minimize etmede onemlidir. Alternatif tedavi segenekleri iyi degerlendirmeli ve bunlar
hasta ile paylasilmalidir.

Cerrahi esnasinda uterusa minimum temas birincil kuraldir. Uterin travmalarin
kontraksiyonu tetikledigi bilinen bir gercektir. Vakamizda batina girdikten sonra 1slak batin
kompres ile uterus sarilmis minimum traksiyonla cerrahi gerceklestirilmistir. Torsiyonlarda
eskiden siiregelen yonetimden farkli olarak reprodiiktif ¢agda organ koruyucu yaklasim 6n
plana ge¢mistir. Torsiyon olan organ ne kadar nekroze olmus gibi goziikse de Oncelikle
detorsiyon islemi yapilmalidir. Bu bolgedeki olast hemorajik alanlarin koagiilasyonu sarttir.
Tablo 1°de adneksial torsiyon algoritmasi 6zetlenmigdir. Bizim vakamizdan da 6rnek verecek
olursak hem organ kaybinin hastaya verecegi morbiditeden kaginmak hem de minimal invaziv
yaklagim geregi sadece detorsiyone edilip kanlanan over iizerindeki kanama alanlarin
koagulasyonu yapilmistir (Fotograf 2).

Hasta premenapozal m1?

%/et h;ylr
Overde kbnlanma

(9]
vdar 1111 !
evet haglr

Herhangi bir malignite var mi1?

}
i !

hafr evet
Bening karakterde kitle veya
biiyiik kist

evet hayir

Salpingo-ooferektomi

Kistektomi velya Sadece

kist drenaji detorsiyone et ‘

Tablo1: Yetigkin hastada konturlateral overin dogal oldugu durumlarda takip edilecek algoritma
Graphic 130487 Version 1.0
© 2023 UpToDate, Inc. and/or its affiliates. All Rights Reserved.

260



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

Gebelik haftasiyla iligkili olarak viabilite sinirin1 gegen gebelere batin cerrahisi dncesi
kortikosteroid profilaksisi onerilir. Post operatif cerrahi vendz tromboemboli profilaksi saglik
bakanlig1 rehberine gore hasta degerlendirilir ve diisiik molekiil agirlikli heparin baslanilabilir
(12). Gebeligin 32. haftasindan sonra non steroid anti inflamatuar ilaglarin uzun siire
kullanilmamas1 Onerilmektedir. Duktus arteriozusun kapanmasi potansiyel risktir. Son
trimesterde analjezi amacli opioid kullanimi1 6nerilmektedir (11). Ancak 2. trimesterde olan bu
hastamizda doz giinde ikiye diisiiriilerek bir hafta boyunca non steroid antiinflamatuar ajan
verildi.

Batin cerrahisi gecirmis gebelerin diger sezaryen sebepleri dislandiginda sezaryen
endikasyonu yoktur. Normal vajinal dogum yapabilir. Bizim vakamizda dogum eylemine
girmesiyle birlite takip ettik ve vajinal yoldan dogum gergeklesti.

SONUC

Adneksiyal torsiyonlar kadin dogum pratiginin akut batin sebepleri arasinda 6nde gelen
nedenlerinden biridir. Bu duruma gebelik eklendiginde ise siire¢ zorludur. Tanida gecikme
morbiditeyi artirabilir. Bu durum hem anne hem de bebek i¢in risk teskil edebilir. Tan1 sonrasi
hasta bazli degerlendirme ve cerrahi yontem tercihi dnemlidir. Optimum bir operasyon sonrast
ilk giinler gerek erken dogum gerekse abortus acisindan kritik giinlerdir. Uygun medikal destek
ve postoperatif bakimla bunlar minimize edilebilir. Tek bir cerrahi se¢enegin olmadigi ve
bunlarin i¢inde giincel literatiiriin de destekledigi minimal invaziv yontemler tercih edilmelidir.
Multidisipliner yaklagimla, bu vakalarin yonetiminde anne ve bebek Oliimlerinin azalmasi
hedeflenmelidir.
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S-89 Comparison Of Continuous And Separe (3 Suture) Techniques For Subcutaneous
Fascia Closure In Cesarean Section Operation

Onder Ercan’
1 Ozel Sular Akademi Hastanesi

Comparison of continuous and separe (3 suture) techniques for subcutaneous fascia closure in
cesarean section operation Objective: In cesarean section, the subcutaneous fascia is often
closed separately with 3 sutures because of its fast closure. We aimed to compare the closure
of the subcutaneous fascia continuously and separately (3 sutures) in cesarean section operation.
Methods: A total of 199 cesarean section patients were randomized into 2 groups: 100 patients
with continuous technique and 99 patients with separated technique (only 3 sutures). Pregnancy
complications such as preeclampsia, DM, preterm labor, preterm member rupture were
excluded from the study. Mean age, parity, body mass index (BMI) and wound site
complications were evaluated between both groups. Wound site complications were evaluated
as both major and minor complications (seroma, minor wound dehiscence, wound infection,
hematoma). Mann Whitney-U and Chi-square tests were used for statistical analysis. Results:
There was no significant difference in mean age, BMI and parity in both groups (table 1). All
complications were 8 (8%) in the continuous group and 22 (22%) in the separated group with
a statistically significant difference between the two groups (p= 0.005). Conclusion: In cesarean
section, subcutaneous fascia closure is often performed separately with 3 sutures because of its
rapidity. However, in our study, we found that continuous closure of the subcutaneous fascia
resulted in a decrease in minor wound complications. Therefore, we recommend more effective
continuous closure of the subcutaneous fascia.

Keywords: cesarian section, subcutaneous fascia,

Comparison of continuous and separe (3 suture) techniques for subcutaneous fascia closure in
cesarean section operation

Objective: In cesarean section, the subcutaneous fascia is often closed separately with 3 sutures
because of its fast closure. We aimed to compare the closure of the subcutaneous fascia
continuously and separately (3 sutures) in cesarean section operation.

Methods: A total of 199 cesarean section patients were randomized into 2 groups: 100 patients
with continuous technique and 99 patients with separated technique (only 3 sutures). Pregnancy
complications such as preeclampsia, DM, preterm labor, preterm member rupture were
excluded from the study. Mean age, parity, body mass index (BMI) and wound site
complications were evaluated between both groups. Wound site complications were evaluated
as both major and minor complications (seroma, minor wound dehiscence, wound infection,
hematoma). Mann Whitney-U and Chi-square tests were used for statistical analysis.

Results: There was no significant difference in mean age, BMI and parity in both groups (table
1). All complications were 8 (8%) in the continuous group and 22 (22%) in the separated group
with a statistically significant difference between the two groups (p= 0.005).
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Table 1: Comparison of continuous and separated techniques for subcutaneous fascia closure
in cesarean section

Separe
Continue (3 sutures) P
n 100 99
age (average) 28,5+5,9 29,4+6,6 0,396
BMI (average) 31+£3,4 30,7+4,2 0,435
parity (average) 1,2+1 1,2+1,1 0,707
complications (n/%)* 8 (% 8) 22 (% 22) 0,005

* Complications: Seroma, minor wound dehiscence, hematoma, infection

Conclusion: In cesarean section, subcutaneous fascia closure is often performed separately with
3 sutures because of its rapidity. However, in our study, we found that continuous closure of
the subcutaneous fascia resulted in a decrease in minor wound complications. Therefore, we
recommend more effective continuous closure of the subcutaneous fascia.
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S-90 Uterine Didelphys Undiagnosed Despite Two Deliveries With C-Section In A
Somali Woman

Adil Barut?
1 Mogadishu Somali Turkey, Recep Tayyip Erdogan Training And Research Hospital

A 31-year-old pregnant woman (gravida 5, para 4) was referred because of suspected abdominal
pregnancy and a 2-day history of severe lower abdominal pain. She did not remember her last
menstrual bleeding and did not report any problem about her prior full-term pregnancies, which
ended up with normal vaginal deliveries for the first two, and with cesarean section for the latter
two. Physical examination was unremarkable except for abdominal pain on palpation and a
nonstress test. Pelvic examination showed a soft and 2-cm dilated cervix. Transabdominal
ultrasonography revealed two adjacent uteri, one of which was empty (Panel A, arrow), and the
other bearing a fetus of approximately 1,100 grams at 28 weeks and 1 day of gestational age,
with cephalic presentation and severe oligohydramnios (Panel A). Magnetic resonance imaging
substantiated ultrasonographic findings of two uteri, with a single fetus in the left one having
cephalic presentation, findings consistent with intrauterine pregnancy (Panel B). A diagnosis
of uterine didelphys was made, a congenital disorder in which a female develops two uteri
instead of one. The patient underwent cesarean section under general anesthesia and the
newborn was transferred to the newborn intensive care unit. The mother had an uneventful
postoperative course and was discharged home in very good condition.

Keywords: Uterine didelphys,C-section

A 31-year-old pregnant woman (gravida 5, para 4) was referred because of suspected abdominal
pregnancy and a 2-day history of severe lower abdominal pain. She did not remember her last
menstrual bleeding and did not report any problem about her prior full-term pregnancies, which
ended up with normal vaginal deliveries for the first two, and with cesarean section for the latter
two. Physical examination was unremarkable except for abdominal pain on palpation and a
nonstress test. Pelvic examination showed a soft and 2-cm dilated cervix. Transabdominal
ultrasonography revealed two adjacent uteri, one of which was empty (Panel A, arrow), and the
other bearing a fetus of approximately 1,100 grams at 28 weeks and 1 day of gestational age,
with cephalic presentation and severe oligohydramnios (Panel A). Magnetic resonance imaging
substantiated ultrasonographic findings of two uteri, with a single fetus in the left one having
cephalic presentation, findings consistent with intrauterine pregnancy (Panel B). A diagnosis
of uterine didelphys was made, a congenital disorder in which a female develops two uteri
instead of one. The patient underwent cesarean section under general anesthesia and the
newborn was transferred to the newborn intensive care unit. The mother had an uneventful
postoperative course and was discharged home in very good condition.

265



“3.Uluslararas: Jinokoloji ve Obstetri Kongresi”

Panel A
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Panel B
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P-04 Sentinel Lymph Node Sampling Experience Of Our Clinic In Endometrial Ca
Patients (A Tertiary Hospital Experience)

Emine Akkus®, Abdullah Acar', Mustafa Firat Aydlnl, Behzat Can?, Sedat Akgél1
1 Saglik Bilimleri University Gazi Yasargil Training And Research Hospital

Introduction

Endometrium ca is the most common gynecological cancer in developed countries and in our
country. After appropriate staging, radiotherapy to intermediate and high-risk patients or
chemotherapy in advanced disease increases disease-free time and overall survival. Due to the
comorbidities of the patients, sentinel lymph node sampling instead of systemic
lymphadenectomy provides the same survival and staging success in both low and high risk
patients, and it is a more minimally invasive approach. Sentinel lymph node sampling is
performed with indocyanine green as standard. Methylene blue is an alternative method that
can be used when indocyanine green is not available. In our clinic, sentinel lymph node
sampling is performed using methylene blue via laparoscopy or laparotomy for patients who
are evaluated radiologically (with pet-CT or MRI) to be non-metastatic.

Results

The data of our patients who were operated for endometrial ca and sentinel lymph node
dissection in the last 1 year in our clinic were analyzed retrospectively and compared with the
literature data. Sentinel lymph node dissection protocol was applied to 15 patients in the last 1
year. The mean age of our patients was 59.73 years, and they ranged from 47 to 69 years old.
13% of the patients were operated in the premenopausal period and 87% in the postmenopausal
periodLaparoscopy and laparotomy were used as surgical methods and laparotomy was
preferred in 70% and laparoscopy in 30%. Methylene blue was used for sentinel lymph node
mapping. Lymph node dissection was successfully performed in 13 patients. Lymph node
dissection could not be performed in one patient due to the presence of widespread adhesions
in the pelvis and fragile and bleeding tissues. In another patient, sentinel lymph node was not
observed because there was no staining with metilen blue. Histopathological examination
resulted in 80% of the patients as endometrioid adenocarcinoma, 6.6% as serous carcinoma,
and 13.3% as endometrial hyperplasia with atypia. Myometrial invasion was <50% in 69.2%
of 13 patients who had successfully sentinel lymph node dissection, myometrial invasion was
>50% in 23.07%, and no myometrial invasion was detected in 7.6%.

Conclusion

Especially in the last 5 years, many studies show that sentinel lymph node applications can be
performed successfully in cases of endometrial ca. As a result of these studies, new techniques
for detecting sentinel lymph nodes are defined, and it has been shown that the sensitivity is over
90% in patients with bilateral sentinel lymph nodes. The procedures performed in our clinic
have proven to us that we are in same line with these data and demonstrated that sentinel lymph
node dissection using methylene blue is acceptable as a viable method in patients with
endometrial ca.

Keywords: Endometrium Ca, Sentinel lymph node dissection, Metilen blue
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P-06 Burch Colposuspension Surgery In The Treatment Of Stress Urinary Incontinence

Erdogan Giil', Serta¢ Aycicek!
1 Saglik Bilimleri Universitesi Diyarbakir Gazi Yasargil Eah

SUMMARY : INTRODUCTION: Burch Colposuspension was a surgical procedure that was
successfully applied in the treatment of Stress Urinary Incontinence before the Transobstructive
Type operation. CASE: Our patient is 42 years old and has a history of 3 vaginal deliveries.
The patient has a history of urinary incontinence with physical activity and coughing for about
4 years. In the physical and gynecological examination of the patient; Stage 1 anterior prolapse
was observed according to POP-Q classification. It was observed that the patient had urinary
incontinence from his half-full bladder by coughing. The patient did not have any co-morbid
disease and routine examinations were normal. The patient underwent Laparoscopic Burch
Colposuspension operation and did not have incontinence symptoms afterwards.
CONCLUSION: With the spread of Minimally Invasive Surgery, this procedure can also be
performed more comfortably Laparoscopically.

CASE: Our patient is 42 years old and has a history of 3 vaginal deliveries. The patient has a
history of urinary incontinence with physical activity and coughing for about 4 years. In the
physical and gynecological examination of the patient; Stage 1 anterior prolapse was observed
according to POP-Q classification. It was observed that the patient had urinary incontinence
from his half-full bladder by coughing. The patient did not have any co-morbid disease and
routine examinations were normal. The patient underwent Laparoscopic Burch
Colposuspension operation and did not have incontinence symptoms afterwards.

CONCLUSION: With the spread of Minimally Invasive Surgery, this procedure can also be
performed more comfortably Laparoscopically.

Keywords: Stress Urinary Incontinence, Burch Colposuspension, Minimally Invasive Surgery

INTRODUCTION: Stress Urinary Incontinence (SUI) is a common clinical entity that affects
35% of women in the United States (USA) (1).

The Burch procedure was first introduced laparoscopically in 1991 (2). While the long
operation time and higher complications were disadvantageous at first, the rates and advantages
of laparoscopic buch colposuspension started to increase due to the increase in the learning
curve and the decrease in the post-op discharge time, the decrease in blood loss and the shorter
recovery period (3,4).

CASE: The 42-year-old patient has a history of 3 vaginal deliveries. He had a history of urinary
incontinence with physical activity and coughing for about 4 years. No significant pelvic organ
prolapse was observed in the gynecological and physical examination of the patient. In the
cough test performed on the patient, urinary incontinence was observed with a half-full bladder
detected by ultrasonography (USG). The patient did not have any additional co-morbid disease.
The patient had no pathology in the laboratory and USG.
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After the premedication of the patient was completed, the operation was started under general
anesthesia. Direct trochear access was preferred as the entrance to the abdomen. Entered from
the umbilicus to the west. Then, 3 auxiliary 5-gauge trochears were inserted. The bladder was
then inflated approximately 300 cc (figure-1).

Figure-1 : Inflating the bladder with 300 cc isotonic.

Then, as seen in figure-2, the peritoneum of the anterior abdominal wall was dissected with the
inflated bladder border becoming prominent, and the ileopectineal ligament was exposed. The
muscle tissue over the pubic arch and bladder was exposed.

Figure-2: Revealing the ileopectineal ligament and anterior bladder.

Then, an assistant's hand was placed on the right and left lateral parts of the vagina to expose
the lateral parts of the bladder, and the bladder was suspended from both laterals to the pectineal
ligament with 2.0 prolene sutures (figure-3).

The peritoneum was closed with 2.0 vicyl. The bipolar Ligasure instrument was used as the
energy modality. Intraperitoneal pressure was adjusted as 12-14 mmHg throughout the
operation.

In the first, tenth, and first months post-operative examination and questioning of the patient, it
was observed that there were no complaints of incontinence.
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Figure-3 : Two prolene sutures placed laterally on the bladder neck.

DISCUSSION AND CONCLUSION: In two recent large randomized controlled studies, no
difference was found between laparotomy and Burch procedures performed with laparoscopy
(5). In a cohort study with 200 patients diagnosed with SUI, no difference was observed in
terms of laparotomy and laparoscopy in follow-up up to 5 years (6).
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P-07 Extraperitoneal Laparoscopic Burch Colposuspension

Avyse Betul Ozturk?, Selcuk Erkilinc?, Ilker Cakir?, Sena Ozcan®
1 Izmir Tepecik Training And Research Hospital, Izmir, Turkey
2 lzmir Democracy University Buca Seyfi Demirsoy Training And Research Hospital, 1zmir,
Turkey

The case of a 42-year-old female patient with a history of difficult birth, gravida 2, para 2, and
Vaginal Birth 2. She had no surgery or any significant medical history. After urodynamic tests,
she was diagnosed with stress urinary incontinence (SUI), and it was decided to perform an
extraperitoneal laparoscopic Burch colposuspension. Burch colposuspension is a widely
accepted technique for the treatment of stress urinary incontinence. Laparoscopic Burch
Colposuspension offers advantages over others open Burch colposuspension. The laparoscopic
Burch colposuspension is a minimally invasive technique compared to the laparotomic Burch
colposuspension, there is less blood loss in the patient, the patient is quickly mobilized after the
operation and the patient will be discharged quickly. However, the operation time can be longer.
In our patient, we performed the Extraperitoneal Burch colposuspension technique, and total
surgical time was 37 minutes. Skipping the steps of opening and closing the peritoneum and
directly entering the space of Retzius allow to save significant time. An appropriate dissection
strategy allows to clearly visualize anatomical landmarks. The patient was operated in the low
lithotomy position. The bladder catheter was inflated. A 10 mm bladeless trocar was inserted
into the hub. After that Dissection was started by creating a space between the peritoneum with
pressure by using the camera. Since there was sufficient space, two 5 mm trocars were placed
on each side. Bladder tissues were dissected until the pubocervical fascia was reached. The
urinary catheter balloon was held with the fingers. Fingers are also used dissection in the
paraurethral region was checked. Cooper's ligaments run along the pectineal line and fuse with
the lacunar ligament. The important thing at this stage is not to pass through the periosteum as
this can cause post-operative pain. It is important that the seams are tension-free. During the
process, The vagina was evaluated using the fingers. After adequate dissection By obtaining
strong tissues in desired anatomical structures procedure completed. Post-operative results The
operation time was 24 minutes and there was no blood loss. She was discharged on the 1st
postoperative day.

Keywords: stress urinary incontinence, laparoscopy, Burch Colposuspension
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P-12 Undifferentiated Endometrial Carcinoma: An Extremely Rare Case Presentation
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Introduction: Undifferentiated endometrial carcinoma of the uterus is a rare, highly aggressive,
and under-recognized subtype of endometrial cancer. The prognosis is often poor, with
approximately 50% of patients presenting with advanced stage disease and 75% of patients
dying of their disease. Herein, we present a rare case of undifferentiated endometrial carcinoma.
Case: A 49-year-old female, gravida O, was referred to the department of gynecologic oncology
with the complaint of abnormal uterine bleeding. The fractional curettage result was resulted in
FIGO grade Il endometrial carcinoma. She had an elevated cancer antigen (CA) 125 and CA
15-3 levels with normal complete blood count values. Magnetic Resonans Imaging revealed
solid mass lesions with a diameter of approximately 6 cm filling the supravesical area and the
midline-left half of the pelvis, approximately 8 x 5 cm in size including the corpus anterior and
cervix level, and approximately 4.5 cm in diameter in the paracervical area with an atypical
signal pattern, showing peripheral postcontrast enhancement. Gastrointestinal endoscopy and
colonoscopy were normal. The decision for surgical debulking was made. During abdominal
exploration, a mass lesion with a diameter of approximately 10 cm was detected on the anterior
surface of the bladder and the bladder dome (Figure 1). The tumor was removed with a partial
cystectomy, total abdominal hysterectomy, bilateral salpingo oophorectomy with bilateral
double J stenting were performed. Bilateral pelvic and paraaortic lymphadenectomy was
performed. The specimen was submitted to frozen section. Frozen was reported that no
malignant lesion was observed in the bladder, the solid mass originated from the uterus and was
of epithelial origin. Situreductive surgery was performed. RO resection was achieved. The final
histopathology resulted in undifferentiated endometrial carcinoma. The postoperative course
was uneventful. The patient had administered chemotheraphy and radiation therapy.
Discussion: The undifferentiated e endometrial carcinoma is high-grade epithelial endometrial
carcinomas and are aggressive cancers. Considering the highly invasive nature of the disease,
timely detection of this cancer using characteristic imaging and pathology findings is of extreme
importance to improve the patient’s survival.

Keywords: Endometrium, FIGO Grade 3, High grade, Undifferentiated endometrial
carcinoma

Introduction: Undifferentiated endometrial carcinoma of the uterus is a rare, highly
aggressive, and under-recognized subtype of endometrial cancer. The prognosis is often poor,
with approximately 50% of patients presenting with advanced stage disease and 75% of patients
dying of their disease. Herein, we present a rare case of undifferentiated endometrial carcinoma.

Case: A 49-year-old female, gravida 0, was referred to the department of gynecologic oncology
with the complaint of abnormal uterine bleeding. The fractional curettage result was resulted in
FIGO grade I1l endometrial carcinoma. She had an elevated cancer antigen (CA) 125 and CA
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15-3 levels with normal complete blood count values. Magnetic Resonans Imaging revealed
solid mass lesions with a diameter of approximately 6 cm filling the supravesical area and the
midline-left half of the pelvis, approximately 8 x 5 cm in size including the corpus anterior and
cervix level, and approximately 4.5 cm in diameter in the paracervical area with an atypical
signal pattern, showing peripheral postcontrast enhancement. Gastrointestinal endoscopy and
colonoscopy were normal. The decision for surgical debulking was made. During abdominal
exploration, a mass lesion with a diameter of approximately 10 cm was detected on the anterior
surface of the bladder and the bladder dome (Figure 1). The tumor was removed with a partial
cystectomy, total abdominal hysterectomy, bilateral salpingo oophorectomy with bilateral
double J stenting were performed. Bilateral pelvic and paraaortic lymphadenectomy was
performed. The specimen was submitted to frozen section. Frozen was reported that no
malignant lesion was observed in the bladder, the solid mass originated from the uterus and was
of epithelial origin. Situreductive surgery was performed. RO resection was achieved. The final
histopathology resulted in undifferentiated endometrial carcinoma. The postoperative course
was uneventful. The patient had administered chemotheraphy and radiation therapy.
Discussion: The undifferentiated e endometrial carcinoma is high-grade epithelial endometrial
carcinomas and are aggressive cancers. Considering the highly invasive nature of the disease,
timely detection of this cancer using characteristic imaging and pathology findings is of extreme
importance to improve the patient’s survival.

Keywords: Endometrium, FIGO Grade 3, High grade, Undifferentiated endometrial carcinoma
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P-13 Giant Ovarian Tumor Serous Cystadenoma Case Report

Ozlem Yerlioglu'
1 Tepecik Egitim ve Arastirma Hastanesi

72 year old patient{GO9P6A3Y3Ex3 (NSD *3)] came to us with abdominal distension and a
widespread palpable mass. On physical examination, there was a pelvic mass that reached
above the umbilicus and filled the entire abdomen . Pelvic MRI evaluation: It is 29x26x16 cm
in size, densely proteinaceous , and fills the entire abdomen. A giant, thin-walled cystic mass
was observed. Irregular, protruding from the mass walls into the wall , with no obvious contrast
papillary areas and incomplete septa were present. Normal ovarian tissue could not be selected.
Malignancy could not be ruled out, the patient was evaluated in council by the gynecology
oncology team. Anesthesia consultation, L/T decision was made with ASA 2 risk. Total
abdominal hysterectomy , bilateral Salpingo-oophorectomy and appendectomy were planned.
It was decided to take an omentum and parietal peritoneal biopsy and send the removed mass
for frozen examination. The abdomen was entered through subumbilical and supraumbilical
incisions . There was an approximately 30 cm mass thought to originate from the left adnexa .
The mass was excised and sent for review frozen . Total abdominal hysterectomy bilateral
salpingoophorectomy performed. Hysterectomy material Frozen was sent for examination. The
frozen result was reported as benign . Appendectomy was performed with general surgery
included in the operation . Inside the right ureter a mass of approximately 2 cm in the location
where it crosses the vaginal cuff was observed.Approximately 2.5 cm of stone was removed
from the ureter through an incision . Including per -op urology team was placed a double j
catheter in the ureter. The last operation was terminated due to the absence of of early bleeding
and complications. Post-op 6th Hour Blood Pressure:121/ 67 Pulse :86 Fever:36.4 Diuresis :
55cc/ h Drain:50cc Follow-up was taken at the service on the 1st post-op day The patient
applied to the urology clinic 3 weeks later to have the double j catheter removed.. Final
pathology result; atrophic endometrium , right tube and ovary normal, left ovary serous
cystadenoma , obliterated reported as appendix .

Keywords: OVARIAN TUMOR SEROUS CYSTADENOMA HYSTERECTOMY
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P-16 An Unique Presentation Of Pseudomyxoma Peritonei In Stump Appendectomy

Hatice Kiibra Can', Beyzanur Kahyaoglu®, Esra Keles', Murat Api’
1 istanbul Kartal Dr. Liitfi Kirdar Sehir Hatanesi

Pseudomyxoma peritonei (PMP) is an uncommon disease with a relatively low incidence of 1
to 2 per million individuals. Low-grade appendiceal mucinous neoplasm (LAMN) is a rare
malignancy accounting for 1% of gastrointestinal neoplasms and is found in less than 0.3% of
appendectomy specimens. A 56-year-old women, gravida 4, reported to gynecological
oncology outpatient department with a clinical history of pain in the abdomen, with abdominal
distension. She had a history of appendectomy. Pelvic ultrasonography revealed the presence
of abdominal free fluid suggestive of massive ascites. MRI consisted with diffuse peritoneal
carcinomatous. She had elevated cancer antigen (CA) 125 level of 80.1 U/mL and CA 15-3
level of 12.7 U/mL with normal (CA)19-9 levels. Peroperative examination revealed ruptured
cystic mass with a diameter of 25x20 cm in size with adherent mucus material, attached to the
peritoneal cavity. Surgical debulking, excision of the subserosal appendicular stump of about
2 cm, and extensive removal of gelatinous material was taken up. Low-grade mucinous
neoplasm is very rare in stump appendectomy with a very few reported cases previously.
Treatment varies based on the cellularity of mucin ranging from hemicolectomy to close follow-
up as advised as in our case. Further studies and prolonged follow-up will add to the
management of LAMN. Patient education about the case and the follow-up plan is crucial in
high-risk patients for pseudomyxoma peritonei.

Keywords: Pseudomyxoma peritonei, low grade mucinous neoplasm, Appendix, Mucinous
neoplasm, LAMN

Introduction: Pseudomyxoma peritonei (PMP) is an uncommon disease with a relatively low
incidence of 1 to 2 per million individuals. Low-grade appendiceal mucinous neoplasm
(LAMN) is a rare malignancy accounting for 1% of gastrointestinal neoplasms and is found in
less than 0.3% of appendectomy specimens. LAMN differs from other gastrointestinal
neoplasms in that it can cause pseudomyxoma peritonei (PMP) without significant invasion of
the appendix wall. We present an unusual case of a postmenapousal women found to have
LAMN status post appendectomy 25 years ago.

Case: A 56-year-old women, gravida 4, reported to gynecological oncology outpatient
department with a clinical history of pain in the abdomen, with abdominal distension. She had
a history of appendectomy. Pelvic ultrasonography revealed the presence of abdominal free
fluid suggestive of massive ascites. MRI consisted with diffuse peritoneal carcinomatous. She
had elevated cancer antigen (CA) 125 level of 80.1 U/mL and CA 15-3 level of 12.7 U/mL with
normal (CA)19-9 levels. Peroperative examination revealed ruptured cystic mass with a
diameter of 25x20 cm in size with adherent mucus material, attached to the peritoneal cavity.
Pools of mucin were seen within the peritoneal fat and on the serosal surface of the viscera
(Figure 1). Frozen was reported that mucinous cystadenoma. No gross abnormality was
visualized in the retroperitoneal organs. Surgical debulking, excision of the subserosal
appendicular stump of about 2 cm, and extensive removal of gelatinous material was taken up.
Subsequently, the peritoneal washing with normal saline was done. The final pathology
resulted low grade mucinous neoplasia in both right ovary and the appendix. Extensive
mucinous pools and implants containing mucinous neoplasia were identified pseudomyxoma
peritonei. The patient was discharged on the 4™" postoperative day in a satisfactory condition.
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Discussion: Low-grade mucinous neoplasm is very rare in stump appendectomy with a very
few reported cases previously. Treatment varies based on the cellularity of mucin ranging from
hemicolectomy to close follow-up as advised as in our case. Further studies and prolonged
follow-up will add to the management of LAMN. Patient education about the case and the
follow-up plan is crucial in high-risk patients for pseudomyxoma peritonei.
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