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Degerli Meslektaslarimiz;

Ege Jinekoloji ve Obstetri Dernegi' nin 2. Kongresi' nin 3-6 Kasim 2022 tarihinde Hilton
Dalaman Sarigerme Resort & Spa Ortaca/Mugla' 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 ¢alismalar ve olgularin aktarilacagi sézlii
sunum oturumlar1 da kongremizde yer alacaktir. Amacimiz her daim birlikte bilgi paylasiminda
bulunmak, biitiin pozitif enerjimiz ve heyecanimizla keyifle gegen bir kongre sunmaktadir.

Tim diinyay1 etkisi altina alan COVID 19 pandemisinde yogun c¢alismalarindan ve
ozverilerinden dolay1 hekimlerimize ve tiim saglik ¢alisanlarimiza bir kez daha tesekkiir ediyor,

hayatin1  kaybeden  kahraman  saglik  sehitlerimizi  ise  saygiyla  antyoruz.

Kongremizde sizleri aramizda gérmekten mutluluk duyacagiz.

KONGRE BASKANLARI

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

09:30- 13:30 |OTEL KAYIT

Acilis Oturumu ) )
13:00-14:00 |Oturum Baskanlari: Mehmet Ozeren, Ismail Mete Itil,
A. Ozgiir Yeniel

Acilis Konusmasi

Biilent Tirag (Online)

Kadin Hastaliklar1 ve Dogum Uzman1 Olmak
Gecmisten Gelecege

Ismail Mete Itil

Perinatoloji 1. Oturum
Oturum Baskanlari: Mehmet Osmanagaoglu, Serpil
Aydogmus

Konvansiyonel Test Yoluyla Prenatal Anoploidi
14:00-14:15 |Taramalar1
Atalay EKin

cffDNA: Giincel Uygulamalar
14:15-14:30 |Tiilin Ozcan (Inova Maternal Fetal Medicine,
Fairfax, Virginia, USA) (Online)

Prenatal Invaziv Tani Testleri (Tarama ve Teknikler)
Hiiseyin Ekici

14:45-15:00 |Tartisma

UYDU SEMPOZYUMU:
Gebelikte Beslenme Neden

14:30-14:45

15:00-15:30 | Onemli? Exeltis
' ' Moderatér: Adnan Budak Rethinking healthcare
Konusmaci: H. Giirsoy
Pala

15:30-15:45 |KAHVE MOLASI

LAPAROSKOPI 1.0TURUM
Oturum Baskanlar1: Ozgiir Harmanl,Gokhan Tosun

Laparoskopide batina giris ve konvansiyonel
15:45- 16:00 |laparoskopik histerektomi
Erdal Sak

Derin Endometrioziste Laparoskopik cerrahi
Fatih Sendag

16:00-16:15
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Gebelikte laparoskopik cerrahi

16:15-16:30 Emrah Té
) ) Robotik fertilite arttiric1 cerrahiler
16:30-16:45 Fatih Sendag

16:45-17:00 |Tartisma
17:00-17:15 |KAHVE MOLASI

Perinatoloji 3. Oturum
Oturum Baskanlar1: Babiir Kaleli, Mehmet Ozeren

Erken ve Ge¢ Baslangi¢li Preeklampsi Y onetimi

17:15-17:30 Giirsoy Pala

Preterm Dogumda Giincel Tarama Y 6ntemleri,
17:30-17:45 |Profilaktik Miidahaleler ve Tedavi
Riza Madazli (online)

Intrauterin Gelisme Geriligi Konusunda Giincel Bilgiler
Alper Tanrwverdi

Yiiksek Riskli Gebeliklerde Dogum Zamanlamasi
Hakan Timur (online)

18:15-18:30 |TARTISMA

INFERTILITE 1.0TURUM
Oturum Baskanlari: Ahmet Demir, Erbil Dogan

17:45-18:00

18:00-18:15

Infertilite Degerlendirilmesi

09:00-09:15 Nuri Peker
09:15-09:30 Ovulasy_on Indiiksiyonu: Endikasyon&Y dntemler
Alper Biler
2.0 Her yoniiyle Ui
09:30-09:45 Hasan Bulut

09:45-10:00 |TARTISMA

Folden QF Art-med

10:00-10:15 |UYDU SEMPOZYUMU:
Oturum Bagkani : Alper Biler
Konusmaci : Zeynep Yasemin Oniir

10:15-10:30 |KAHVE MOLASI

INFERTILITE 2.0TURUM
Oturum Baskanlari: Ertan Saridogan, Erbil Dogan,
Funda Gode

Fertilite Korumada Giincel Teknikler ve Se¢enekler
Volkan Emirdar

10:30-10:45
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10:45-11:00

Benign nedenlerle fertilite prezervasyonu
Funda Gode

11:00-11:15

Kanserli Kadin Hastalarda Fertilite Koruma
Volkan Turan

11:15-11:30

TARTISMA

11:30-12:00

uyYDU ‘
Santa 2\ Farma

SEMPOZYUMU:

Jinekoloji de NSATI’lerin Yeri
Moderator: Mete Ergenoglu
Konusmaci: Gokhan Tosun

12:00- 13:00

OGLE YEMEGI

Perinatoloji 2. Oturum
Oturum Baskanlari: Mete Ergenoglu, Orkun Cetin

13:00-13:15

[lk trimester Ultrasonografik Degerlendirme
Firat Okmen

13:15-13:30

Ikinci Trimester Ultrasonografik Degerlendirme
Hakan Goélbagst

13:30-13:45

Genetic Sonogramda Belirtegleri (Soft Marker)
Tanimlamak
Cagri Giiliimser (online )

13:45-14:00

TARTISMA

14:00-14:30

uYDU
SEMPOZYUMU

i N RECORDAT

Tedavisinde Floranin Onemi,
Moderator: Ali Akdemir
Konusmaci: Volkan Emirdar

14:30-14:45

KAHVE MOLASI

LAPAROSKOPI 2. OTURUM
Oturum Baskanlari: Erdin¢ Kamer, Mustafa
Emiroglu,Volkan Kurtaran

14:45-15:00

Pelvik organ prolapsusunda laparoskopik cerrahi, hasta
secimi
Cenk Yasa

15:00-15:15

Laparoskopik myomektomi
Ali Akdemir

15:15- 15:30

Laparoskopide major komplikasyonlar:Onlem ve
yonetimi
Hasan Terzi

15:30-15:45

TARTISMA
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15:45-16:15

UYDU SEMPOZYUMU:

Gebelikte Refliiye Giincel Yaklasimlar
Moderatdr: Mehmet Ozeren
Konusmact: Ilker Turan

BAYER

aAm<>w

16:15-16:30

KAHVE MOLASI

JINEKOLOJIK ONKOLOJi 1. OTURUM
Oturum Baskanlart: Aykut Ozdemir,Siikrii Budak

16:30-16:45

Servikal Kanser Taramalarinda Pap Smear ve HPV
Testi: Metodlarin Relatif Risk ve Avantajlari
Mine Daggez,

16:45-17:00

Servikal Intraepitelyal Neoplazilerin Giincel Y6netimi
Selcuk Erkiling

17:00-17:15

Adnexial Kitlesi Olan Hastaya Yas Spesifik Yaklasim:
Adolesan, Postmenapozal ve Gebe Bireyler
Aykut Ozdemir

17:15-17:30

Erken Evre Endometrium Kanseri Tedavisi
Nuri Yildirim

17:30-17:45

Non Epitelyal ve Borderline Over Kanserlerinde
Minimal Invaziv Fertilite Koruyucu Cerrahi
Cosan Terek

17:45-18:00

TARTISMA

Urojinekoloji 1. Oturum _
Oturum baskanlari: Ismail Mete Itil, Ozgiir Yeniel

09:00-09:15

Uriner inkontinans tanimlar, siniflandirma ve
degerlendirme
Bulut Varli

09:15-09:30

Baslangic tedavi yaklasimlari
Kuntay Kokanali

09:30-09:45

Uriner inkontinansin cerrahi tedavisi
Ismail Mete Itil

09:45-10:00

Asir1 Aktif Mesane Tedavisinde Stirdiirme Tedavileri
Fuat Kizilay

10:00-10:15

Asirt Aktif MesaneTedavisinde Zor Olgularin Y6netimi
Funda Giingor Ugurlucan

10:15-10:30

TARTISMA
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10:30-11:15

JYbu C = BIGCAKCILAR

Touching Lives One Device at a Time

SEMPOZYUMU:

B-FIX Miduretral Sling

Oturum Baskani: Ismail Mete Itil
Konusmaci : Ozgiir Yeniel

11:15-11:30

KAHVE MOLASI

Urojinekoloji 2. Oturum
Oturum Baskanlari: Funda Giingér Ugulucan, Kuntay
Kokanali

11:30-11:45

Pelvik Organ Prolapsusu olgularinda degerlendirme
Ozge Komiircii Karuserci

11:45-12:00

Konservatif yaklasimlar
Mine Islimiye Taskin

12:00-12:15

Pelvik Organ Prolapsusu Cerrahisinde tedavide giincel
durum: tercihler ve beklentiler
Ozgiir Harmanl (Yale School of Medicine, USA)

12:15-12:30

Transvaginal mesh cerrahilerinde neredeyiz ?
Fuat Demirci

12:30-12:45

TARTISMA

12:45- 13:30

OGLE YEMEGI

Urojinekoloji 3. Oturum i
Oturum Baskanlari: Fuat Kizilay, Ozgiir Yeniel

13:30-13:45

Uriner Inkontinans Cerrahi Tedavisinde
Komplikasyonlar ve yonetimi
Hakan Aytan

13:45-14:00

Komplikasyonlar ve yonetimi
Melike Doganay

14:00-14:15

Pelvik tabanin anatomisi: komplikasyonlarin minimize
edilmesi i¢in bilinmesi gerekenler-
Omer Liitfi Tapisiz

14:15-14:30

TARTISMA

14:30-14:45

UYDU SEMPOZYUMU:

On Duvar ve Apikal

Prolapsus Tedavisinde SRS .
Operasyonu, C RRAHI
Moderatér: Ozgiir Yeniel

Konugmaci: Fuat Demirci

12
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14:45-15:.00 |KAHVE MOLASI
Urojinekoloji 4. Oturum )
Oturum Baskanlari: Ismail Mete Itil, Fuat Demirci
Urojinekoloji video Maraton
A E- Midiiretral slingler
15:00-15:10 Funda Giingor
) ) Burch
15:10-15:20 Cenk Yasa
15:20-15:30 |7 eKtopeksi
Hasan Terzi
) ) Kolpoklesis
15:30-15:40 Ozge Komiircii Karuserci
15:40-15:50 S__akr.gsplno.z Fiksasyon
Ozgiir Yeniel
) . Sakrokolpopeksi
15:50-16:00 Ozgiir Harmanl
AN 14- Sakrospinoz Fiksasyon
16:00- 16:10 Kuntay Kokanali
16:10-16:20 Zor Yaglnal Histerektomi
Ozgiir Harmanl
Py V-NOTES Uterosakral Ligament Siispansiyonu
16:20-16:30 | Ciskay Ozgelik
16:30-16:45 | TARTISMA

Postpartum Kanama Otu rumu
Oturum Baskanlari: Yaprak Ustiin (online), Mehmet
Ozeren , Adnan Budak

09:00-09:15

Gebelikte anemi ve demir destegi
Mehmet Ozer

09:15-09:30

Medikal ve Minimal Invaziv Uygulamalar (intrauterin
Balon Tamponat, Uterin Kompresyon Siitiirleri ve
Uterin Devaskiilarizasyon)

Ismail Ozdemir

09:30-09:45

Plasenta Akreata Spektrumu
Alkim Sahingoz Yildirim

09:45-10:00

Postpartum Kanamada Acil Histerektomi Zamanlamasi
Polat Dursun (online)

10:00-10:15

TARTISMA

13
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10:15-11:00

uYDU
SEMPOZYUMU:
Genel ve kozmetik
jinekolojide PRP ve
ACRS kullanim1
Oturum

Baskanlari: Sevtap
Hamdemir Kili¢, Ozan Dogan

Konusmacilar: Sevtap Hamdemir Kili¢, Ozan Dogan

Sanakin.

e %
L]

ngqgéllorv

11:00-11:15

KAHVE MOLASI

Distosi Oturumu
Oturum Baskani:Ibrahim Uyar,Emin Ayag

11:15-11:30

Risk faktoreleri
Siileyman Cemil Oglak

11:30-11:45

Tani
Ibrahim Karaca

11:45-12:00

Obstetrisyen ve Jinekologlar i¢in Onlem Stratejileri
A.Seval Erding

Kontrasepsiyon Oturumu .
Oturum Baskanlari: Mine Islimye Taskin, Adnan
Budak

12:00-12:15

Kontrasepsiyona Giincel Bakis
Sultan Ozkan

12:15-12:30

Siddetli Menstriiel Kanamada Yeni Bakis Agilar
Giirhan Giiney

12:30-12:45

Kontrasepstyon Danigmanliginda Kadin Dogum
Uzmanlarinin Rolii ve Etkili Danismanlik I¢in
Yontemler

Rifat Goklii

12:45-13:00

Polikistik Over Sendromunda ideal Oral Kontraseptif
Ozellikleri neler olmali
Sabahattin Anil Art

13:00-13:15

TARTISMA

13:15-14:00

KAPANIS

14
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P-02 The experience of using the magnetic nature of water in medicine
U.R.Shahmaliyeva

Scientific-Research Institute of Obstetrics and Gynecology, Baku

From the point of view of magnetism, the human body is diamagnetic, its main composition is
water, therefore the effect of magnetic fields is extremely weak. Under the action of a magnetic
field, the chemical structure of water does not change, but the morphology and cohesive force
of a number of mixtures change. As is known, during magnetic treatment of water, mixtures of
calcium (CaCO3) lose their ability to settle in the form of dense stones and crystallize in the
form of a fine suspension. Upon contact of magnetized water with dissolved salts, they partially
dissolve and break down to a state of fine, easily removable sludge, which is captured by
standard filters for removing mechanical impurities. [1].

Numerous studies have shown that the magnetic field (MF) changes the physical and
chemical properties of water over several decades [2].

When water passes through the MF, it becomes a magnetic field. Han X. et al. studied the
optical properties of water between two strong magnets and found that magnetized water
changes the absorption properties of infrared radiation [3].

Holysz L. et al. concluded that the magnetic field increases water permeability and
reduces surface tension [4]. Cai R. et al. in their studies, the influence of a magnetic field on
the hydrogen bonds of water was shown, the mechanism of magnetization was discussed on the
basis of molecular dynamics modeling, and experimental and theoretical models were built [5].

Currently, opinions on the issue of treatment with magnetic water are ambiguous [3].
However, due to the change in physical and chemical properties, magnetized water has found
application mainly in agriculture, industry and construction. For example, it can purify
wastewater, stimulate plant growth, prevent scale formation on metal surfaces, and improve the
performance of concrete [6].

Although many studies have shown many properties of water under the influence of a
magnetic field, only a few studies have focused on specific heat capacity, evaporation rate and
boiling point. These properties are very important in various applications, including condensing
systems, thermal power engineering. From the results of experimental studies, it was known
that some physical properties of magnetized water, including specific heat capacity, evaporation
rate, and boiling point, change [7].

Wei H. etal. in their study, test conditions ranged from room temperature to boiling point,
and in other studies, only at room temperature. This can be explained by the acceleration of
evaporation during heating. In addition, in this work, the effect of magnetized water on the
specific heat capacity and boiling point was studied, while a decrease in the specific heat
capacity and boiling point was observed. These properties of water form the basis for its
application in industry. is an important result [6]. At the same time, the differences between the
magnetization of pure water and highly purified water were studied [8]. In general, the results
were the same, but tap water had a larger evaporation volume, lower surface tension and higher
electrical conductivity [9]. Accordingly, it can be concluded from this that dissolved solids and
ions have a very limited effect on magnetization.

Some studies have shown that magnetized water is formed between hydrogen atoms at
the expense of water molecules. However, the exact mechanisms of this effect have not been
reported [10].

Ma Y.L. et al. [11] observed physiological efficacy when magnetized water increased
glutamate decarboxylase activity by about 30%. This was interpreted as a decrease in the
interaction between the magnetized water molecules, the interaction between the enzymes and

16
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the magnetized water was enhanced by the weak magnetic field generated by the magnetized
water and therefore affected the structure of the enzymes.

Lee H.J. et al. studies have shown that electrolytes in water have a higher degree of
ionization, magnetic treatment of such water changes its physical and chemical properties. This
happens due to a change in the kinetic energy of the ions in electricity, so electrolyte ions are
activated to the extent that they can combine with others [12].

In 1998 Johnson K.E. et al. studied the cleansing effect of magnetized water in caries and
caries. studies have shown that the magnetization compared with the control group. When using
water, 64% more plaque is removed. [13].

These results are from Watt D.L. and others. was also confirmed in his studies [14].
Although previous studies with magnetized water have shown promising results in terms of
some positive effects on human and animal health, these studies are very limited and have a
poor experimental design. Well-designed double-blind studies on this topic have been rare [15].
In addition, the reported studies are mostly uncontrolled observational studies conducted 20-30
years ago, and few investigators have been active in this area. Thus, there is a need for a
thorough scientific analysis using well-designed clinical studies in the future to confirm the
beneficial effects of magnetized water on health.
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P-02 The experience of using the magnetic nature of water in medicine
U.R.Shahmaliyeva

Scientific-Research Institute of Obstetrics and Gynecology, Baku

From the point of view of magnetism, the human organism is diamagnetic, its main
composition is water, therefore the effect of magnetic fields is extremely weak. Under the
influence of a magnetic field, the chemical structure of water does not change, but the
morphology and adhesion force of a number of mixtures change. As it is known, during the
magnetic treatment of water, calcium mixtures (CaCO3) lose their ability to settle in the form
of dense stones and crystallize in the form of a fine suspension. Although previous studies with
magnetized water have shown promising results in terms of some positive effects on human
and animal health, these studies are very limited and have had poor experimental design. Well-
designed double-blind studies on this topic have rarely been conducted. In addition, the reported
studies are mostly uncontrolled observational studies conducted 20-30 years ago, and few
researchers have been active in this field. Thus, there is a need for rigorous scientific analysis
using well-designed clinical studies in the future to confirm the beneficial health effects of
magnetized water..
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P-03 The Antiadhesive Effects Of Bemiparine Sodium Vs Hyaluronic Acid On A Rat
Uterine Horn Adhesion Model: A Randomized Controlled Experimental Trial.
Avyse Filiz Gokmen Karasu

Amag: Bemiparin sodyum, hyaluronik asitin antiadezyon etkilerini sigan adezyon modelinde
makroskopik, histolojik ve immiinhistokimyasal olarak belirlemek. Materyal Metod: 20 hamile
olmayan 180-220 g agirliginda Sprague Dawley sigan dort gruba randomize edildi. .
Bemiparine group, hyaluronic acid (HA) group, bemiparine+hyaluronic and kontrol grubunun
hepsinde 5 hayvan vardi. Biitiin hayvanlarin sag uterin hornuna standart olarak 10w koter ile
lezyonlar olusturuldu. Yirmi hayvanin uterin hornlari adhezyon agirligu,yayginhgi, giicii
bakimindan makroskopik; ayrica hematoksilen-eozin ile mikroskopik ve VEGF ve TGF-beta
ile immiinhistokimyasal olarak incelendi. Bulgular: adhezyon agirligu,yayginligi, giicii
Bemiparine Na+HA grubunda hem HA hem de control grubuna gore anlamli olarak
azdi(p<0,05). Adezyon agirlig1 agisindan Bemiparine Na+HA , Ha grubu ile karsilagtirildiginda
da anlamh fark mevcuttu(p<0,01) . Adezyon yaygimlig1 agisindan Bemiparine Na+HA , Ha
grubu ile karsilastinldiginda da anlamli  fark mevcuttu(p<0,05) Mikroskopik,
immiinhistokimyasal olarak ise anlamli bir fark izlanmedi. Sonug: Bemiparin Sodyum ve HA
kombinasyonu efektif bir adezyon onleyici olarak timit vadetmektedir.

Anahtar Kelimeler: Pelvic adhezyon; Bemiparine Na; Hyaluronic acid; VEGF; TGF-B
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S-01 Surgical Approach To Adnexial Torsion In Pregnancy

Abdiilkadir Angay?, Ferruh Acet!, A. Ozgiir Yeniel', ismail Mete itil!
1 Ege Universitesi Tip Fakiiltesi Hastanesi Kadin Hastaliklar1 ve Dogum Abd

Ege University Medical Faculty Hospital Obstetrics And Gynecology Department, Izmir

ADNEX TORSION

Adnexial torsion; It can be defined as partial or complete rotation of the ovary and tube together
or on their individual ligaments. Adnexal torsion is more common on the right. (uteroovarian
ligament longer than left, Sigmoid colon on left may prevent torsion ) It is more common in
reproductive age and in cases with ovarian size larger than 5 cm.

Risk factors can be listed as follows: ovarian masses , torsion history

, ovulation induction , intense exercise.
Factors reducing torsion; endometriosis can be listed as tuboovarian abscess.
When we look at the clinical picture; stabbing and often sudden onset pain. May be localized
or widespread. It may spread to the back, sides and groin, and may be accompanied by nausea
- vomiting and fever.
Enlarged ovary on ultrasound follicles are observed in a peripheral line-up. (Venous return
arrest , Edema) Doppler blood flow may be normal, decreased or absent.

In the differential diagnosis , it is necessary to rule out ectopic pregnancy ,acute appendicitis,
ruptured ovarian cyst , Tubo-ovarian abscess and degenerated myoma.

CASE REPORT :
A 33-year-old patient with a diagnosis of hypothyroidism who applied with the complaint of
right flank pain at 26 weeks and 1 day G1P0 IVF according to embryo transfer is using 25 mcg
1x1, Oksapar 0,4 1x1, Coraspirin 100 mg 1x1

Vital: : TA 116/79 mmHg Pulse 90 /dk Fever 36.2 *C Sp0O2 %99

On physical examination, the abdomen was relaxed, there was no defense, rebound and
tenderness. KVAH (-/-) In the speculum examination, there was no active bleeding and water
leakage, and vaginitis was observed. The touch was observed in the vaginal closed view.

TA-USG : Single fetus Placenta Localization anterior , FHR(+) amniotic fluid was observed as
normal. Usg measurements are compatible with 28-29 weeks. Retroplacental pathology was
not observed. Cervical length was measured 40 mm.

Laboratory liver function test, kidney function test normal crp:18 Wbc:11420 Hb:11.5
Htc:34.8 PIt:293000 Abdominal USG and MRI of the entire abdomen were taken to the patient.

Abdominal USG :The right ovary is 6x4 cm in size and has a volumatous appearance and
parenchyma echo increased. Vascular coding in parenchyma could not be observed on Doppler
US. Swirl sign was observed. The findings were found to be compatible with ovarian torsion.

Abdomen Mr : The left ovary was selected at the level of the iliac fossa and measured 3.5x2.5
cm. Stroma signal was normal and small diameter cysts were observed in its periphery. The
right ovary was approximately 2 times larger, measuring 6.2x3.4 cm. Since the swirl pattern
was also defined in sonography, the appearance of ovarian torsion was considered. The patient
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was administered preoperative magnesium loading maintenance, antibiotic therapy,
betamethasone and proluton depot.

The case was considered as ovarian torsion. Abdomen was entered with laparotomy.

In the abdominal observation, a 7-month-old uterus was observed. It was observed that the right
ovary was purple and torsioned 3 times around itself.
The right ovary was detorsioned. Left adnex intact. The patient was discharged on the
postoperative  4th day with good general condition and stable vitals.
RESULT : Adnexal torsion is a clinical picture that should be excluded in a pregnant woman
who presents with the complaint of abdominal pain. The approach to Adnexal Torsion in
pregnancy is the same as the Nanobstetric Adnexal Torsion approach.
It has been observed that the Adnexal Detorsion Operation can be performed without harming
the mother and the fetus, and the pregnancy continues in its normal course after the operation.
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S-02 Miisinoz Borderline Over Tiimorii
Ahmet Giidiiklii!, Burcu Ceren Seferoglu®
1 Tepecik Eah

Borderline over tiimorleri, tiim epitelyal over tiimdrlerinin %10'unu temsil eder, ancak
epitelyal over tiimorlerinin aksine, ¢ok daha iyi prognoza sahiptirler. Over tiimorleri olan
hastalar i¢in yonetim stratejilerini uyarlamak icin klinik sunum, fizik muayene, radyolojik ve
biyokimyasal bulgularin degerlendirilmesi gereklidir. Preoperatif taniya yonelik farkli
yaklagimlar1 anlatmakta ve tiimdr histolojisi hakkinda bazi bilgiler getirebilecek yaklasimlari
tartismaktadir. Ayrica, giivenli cerrahi planlama saglamak i¢in borderline over tiimorlerinin
giivenilir teshisi i¢in hangi goriintiileme tekniklerinin 6nerilmesi gerektigi sorusunu giindeme
getirmektedir.

Anahtar Kelimeler: over kisti, borderline tiimor, pelvik kitle, ultrason

Giris

Tiim yumurtalik timorlerinin %70-75'1 epitel kdkenlidir ve borderline over tiimdrleri bu
neoplazmalarin %10'unu olusturur (1). Borderline over tiimorleri, atipik proliferatif timorler
veya stromaya mikroinvazyon ile diisik malign potansiyele sahip tiimorler olarak
tanimlanir. Borderline over tiimdrlerinde histolojik tipler: ser6z(%65), miisin6z(%32),

endometrioid, berrak hiicreli, Brenner, farklilasmamis ve mikst tiimorler. Belirgin malignite
belirtileri olmayan kistler arasinda borderline over tiimorii insidansi yaklasik %0,6’dir (2).

Borderline over tiimorii tanist histopatolojik incelemeye dayandirilsada hastanin klinik,
radyolojik ve laboratuvar tablosunun ameliyat Oncesi degerlendirilmesi biiylik Onem
tasimaktadir. Epitelyal over kanserinden daha iyi bir prognoz ile iliskilidir (3). Lezyonun
karakteri ile ilgili dogru radyolojik bulgular cerrahi tedavinin planlanmasinda 6nemli rol
oynayabilir. Bu, hastaligin genellikle, muhtemelen daha az radikal bir ameliyat gecirerek iireme
potansiyellerini siirdiirmek isteyen geng kadinlar1 etkilemesi nedeniyle de 6nemlidir.

Olgu

20 yasinda kadin hasta karin agris1 ve ele gelen kitle sikayeti ile kadin hastaliklar1 ve
dogum poliklinige basvurdu. Fizik muayenede batin distandii idi. Defans ve rebaund
saptanmadi. Hastanin kronik hastaligi, ila¢ kullanimi ve soygeg¢misinde ek ozellik yoktu.
Hastanin diger sistem muayenelerinde patoloji saptanmadi. Labarotuar bulgularinda Hb:14,6
g/dl, Whbc:6,100 mm? , timér markerlar normal saptand1 (CA125:29,5U/M1, CA15-3:4,9U/mL,
CA19-9:2,3U/mL, CEA:1,07ng/L).

Ultrason incelemesinde mesaneden umblikusa kadar uzanan 26x12 c¢cm o6lgiilen internal
fokal septasyon alanlarin izlendigi kompleks kistik kitle izlendi. Manyetik Rezonans
incelemesinde; uterus normaldir. Sol overde 25 mm basit kistik yapt mevcuttur. Sag overden
koken alarak pelvisi dolduran ve iist batina uzanan boyutlar1 30x22x10 cm 6l¢iilen ince duvarls,
inkomplet septalar barindiran kistik kitle lezyonu izlenmistir. Belirgin solid komponent ayirt
edilmemistir. Postkontrast goriintiilerde ince duvar kontrastlanmasi gostermektedir. Bu
bulgularla benign kriterlidir (kistadenom?). Pelvik sivi veya lenfadenopati ayirt edilmemistir.
Over kaynakl1 olabilecek bir malignite diisiiniilerek laparotomi ve frozen karar1 alindi. Cerrahi
eksplorasyonda uterus ve sol adneks normal izlendi, kitlenin tiim batin1 doldurdugu, sag over
kaynakli oldugu goriildii. Sag salpingooferektomi yapildi.Frozen sonucu borderline miisin6z
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olarak bildirildi. Omentum biopsi, periton biopsi alindi. Operasyona son verildi. Patoloji sonucu
borderline miisindz over timari geldi.

Tartisma

Jinekolojik maligniteler igerisinde ikinci en yaygin yumurtalik kanseridir ve jinekolojik
kanserli kadinlar arasinda 6nde gelen 6liim nedenidir (4). Borderline over tiimoérleri epitelyal
over tiimorlerinin yaklasik %10'unu temsil eder, ancak prognozlar1 daha iyidir. Bu tiimorler
daha geng yasta ve daha diislik evrelerde tespit edilir.

Her degerlendirme diizeyinde zorluklar ortaya cikar. Gorilintiileme yOntemleri,
timorlerin bu alt grubunda tani, evreleme ve tedavide énemli bir rol oynar, ancak basit bir
algoritma Onermek zordur (5). Tan1 yonteminin se¢imi ¢ogunlukla klinik duruma baghdir
(6). Ultrason, teknik ve ekonomik agidan ilk tercih gibi goriiniiyor.

Ultrason veya diger daha gelismis yontemlerle saptanabilen borderline over tiimdrlerini
net olarak tanimlayan belirli radyolojik 6zellikler yoktur. Bu, teshis siirecini daha zor hale
getirir. Ultrason incelemesi, transvaginal ultrasonun daha 6nemli olmasiyla birlikte adneksiyal
kitlelerin saptanmasi ve tanimlanmasinda 6nemli bir rol oynar. Timér kitlelerini IOTA'nin
(Uluslararast Yumurtalik Tiimorii Analizi) 6nerdigi kadar kesin olarak degerlendirmek yeterli
degildir (7). Siklikla ortaya ¢ikan sorular sunlardir: a) hangi algoritmalar izlenecek; goriintiiler
yalnizca destekleyicidir. b) hangi hareket tarzi izlenecek ; operasyon veya takip mi? Ayrintili
degerlendirme farkli yaklasimlar saglar: IOTA'nin terimleri veya McDonald ve digerleri
tarafindan Onerilen arastirmalarini 3 tip adneksiyal kitle arti/eksi tiimor belirteci ylikselmesine
dayandirdilar (solid vs. kistik vs. kompleks + CA 125) (8) . Epitelyal over kanseri vakalarinin
%77,3"inilin tanimlanmasimndan CA125 yiikselmesi ile kati/kompleks kiitle kombinasyonunun
sorumlu oldugunu bulmuslardir. Sorun su ki, epitelyal over kanseri veya borderline over
timoriintin tipik bir ultrason resmi yoktur. Gramellini ve ark. 5 sonomorfolojik yumurtalik
tiimdriiniin timiinde borderline over tiimort buldu. Bununla birlikte, en yaygin olarak papiller
cikintilar iceren unilokiiler kat1 kistler tiim gruplar arasinda baskindi (9). Tanimlanan vakada
benzer bir lezyon tipi gézlemlemedik. MR, adneksiyal kitlelerin degerlendirilmesinde rutin bir
islem degildir. Olgumuzda borderline over tiimoriiniin preoperatif teyidi icin MR yapildi. MR
taramalarinda 4 kategoride Borderline over timorii goriiniimii tanimlandi: 1) unilokiiler
Kistler; 2) papiller projeksiyonlu minimal septali kistler; 3) plak benzeri ¢ikintilara sahip
belirgin sekilde boliinmiis lezyonlar ve 4) ekzofitik papiller ¢ikintilara sahip agirlikli olarak kati
lezyonlar (10). MRG bulgulari ultrason ¢alismalarindan elde edilenlerden farkli olmasa da,
organ ve bozukluklarin daha objektif ve kapsamli bir sekilde degerlendirilmesini sagladi (11).
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Sonug

Borderline over tiimoriinliin nihai tanist histopatolojik incelemeye dayandirilsada
hastanin klinik, radyolojik ve laboratuvar tablosunun degerlendirilmesi takip ya da ameliyat
karar1 i¢in biiyiik 6nem tagimaktadir.
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Abstract

Borderline ovarian tumors represent 10% of all epithelial ovarian tumors, but unlike epithelial
ovarian tumors, they have a much better prognosis. Clinical presentation, physical examination,
and evaluation of radiological and biochemical findings are necessary to tailor management
strategies for patients with ovarian tumors. It describes different approaches to preoperative
diagnosis and discusses approaches that may provide some information about tumor histology.
It also raises the question of what imaging techniques should be recommended for reliable
diagnosis of borderline ovarian tumors to ensure safe surgical planning.

Keywords: ovarian cyst, borderline tumor, pelvic mass, ultrasound
Bacground

70-75% of all ovarian tumors are of epithelial origin and borderline ovarian tumors constitute
10% of these neoplasms (1). Borderline ovarian tumors are defined as atypical proliferative
tumors or tumors of low malignant potential by microinvasion into the stroma. Histological
types in borderline ovarian tumors: serous (65%), mucinous (32%), endometrioid, clear cell,
Brenner, undifferentiated and mixed tumors. The incidence of borderline ovarian tumor among
cysts without obvious signs of malignancy is approximately 0.6% (2).

Although the diagnosis of borderline ovarian tumor is based on histopathological examination,
preoperative evaluation of the patient's clinical, radiological and laboratory conditions is of
great importance. It is associated with a better prognosis than epithelial ovarian cancer (3).
Accurate radiological findings related to the character of the lesion may play an important role
in the planning of surgical treatment. This is also important as the disease often affects young
women who wish to maintain their reproductive potential by possibly undergoing less radical
surgery.

Case Report

A 20-year-old female patient was admitted to the obstetrics and gynecology outpatient clinic
with complaints of abdominal pain and a palpable mass. On physical examination, the abdomen
was distended. Defense and rebound were not detected. There was no additional feature in the
patient's chronic disease, drug use and family history. No pathology was detected in the patient's
other system examinations. In laboratory findings, Hb: 14.6 g/dl, Wbc: 6.100 mm3, tumor
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markers were found to be normal (CA125:29.5U/MI, CA15-3:4.9U/mL, CA19-9:2.3U/mL,
CEA :1.07ng/L).

On ultrasound examination, a complex cystic mass with internal focal septation areas measuring
26x12 cm extending from the bladder to the umbilicus was observed. In Magnetic Resonance
examination; uterus is normal. There is a 25 mm simple cystic structure in the left ovary. A
thin-walled cystic mass lesion with incomplete septa measuring 30x22x10 cm, originating from
the right ovary, filling the pelvis and extending to the upper abdomen was observed. No
significant solid component was distinguished. It shows thin-wall enhancement on postcontrast
images. It is benign with these findings (cystadenoma?). Pelvic fluid or lymphadenopathy were
not distinguished. Considering a malignancy that may have originated from the ovary,
laparotomy and frozen section were decided. In the surgical exploration, uterus and left adnexa
were observed to be normal, it was seen that the mass filled the entire abdomen and originated
from the right ovary. Right salpingoopherectomy was performed. The frozen result was
reported as borderline mucinous. Omentum biopsy and peritoneal biopsy were taken. The
operation was terminated. The pathology result was borderline mucinous ovarian tumor.

Discussion

It is the second most common ovarian cancer among gynecological malignancies and is the
leading cause of death among women with gynecological cancer (4). Borderline ovarian tumors
represent approximately 10% of epithelial ovarian tumors, but have a better prognosis. These
tumors are detected at a younger age and at lower stages.

Difficulties arise at every level of assessment. Imaging modalities play an important role in
diagnosis, staging and treatment in this subset of tumors, but it is difficult to propose a simple
algorithm (5). The choice of diagnostic method mostly depends on the clinical situation (6).
Ultrasound seems to be the first choice from a technical and economic point of view.

There are no specific radiological features that clearly define borderline ovarian tumors that can
be detected by ultrasound or other more advanced methods. This makes the diagnostic process
more difficult. Ultrasound examination plays an important role in the detection and
identification of adnexal masses, with transvaginal ultrasound being more important. It is not
sufficient to evaluate tumor masses as precisely as suggested by IOTA (International Ovarian
Tumor Analysis) (7). Frequently asked questions are: a) which algorithms to follow; Images
are only supportive. b) what course of action will be followed; operation or follow-up? Detailed
evaluation provides different approaches: they based their research in terms of IOTA or
proposed by McDonald et al. on 3 types of adnexal mass plus/minus tumor marker elevation
(solid vs. cystic vs. complex + CA 125) (8). The combination of solid/complex mass with
CA125 elevation from identification of 77.3% of epithelial ovarian cancer cases.
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Conclusion

Although the final diagnosis of borderline ovarian tumor is based on histopathological
examination, the evaluation of the patient's clinical, radiological and laboratory conditions is of
great importance for the decision of follow-up or surgery.
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S-03 Kornual Gebeligin Laparoskopik Yonetimi: Vaka Sunumu

Alaattin Karabulut!, Sercan Kantarci?, Hamit Cetin®
1 izmir Aliaga Devlet Hastanesi Kadin Hastaliklar1 Ve Dogum Klinigi
2 Aydi Kadin Dogum Ve Cocuk Hastaliklar1 Hastanesi
3 Izmir Tepecik Egitim Ve Arastirma Hastanesi

Abstract

Cornual pregnancy, in other words interstitial pregnancy, is a rare type of ectopic pregnancy. It
can lead to serious consequences. Meanwhile, it should be well differentiated from angular
pregnancy which is very similar in early pregnancy. In this case report, laparoscopic surgical
treatment of a patient who was diagnosed with correct cornual pregnancy and who did not
respond to medical treatment is described. Since laparoscopic surgical treatment in cornual
pregnancy is open to complications, it should be performed by surgeons with high laparoscopy
experience. As a result, fatal outcomes in the case of cornual pregnancy can only be avoided
with correct and timely diagnosis and treatment.

Ozet

Kornual gebelik diger bir deyisle intersitisyel gebelik, ektopik gebeligin nadir bir formudur.
Ciddi sonuglara yol acabilmektedir. Bununla birlikte erken gebelikte oldukca benzeyen anguler
gebeligin ayirdi iyi yapilmalidir. Bu vaka takdiminde dogru kornual gebelik tanisi alan, medikal
tedaviye yanit vermeyen bir hastanin laparoskopik cerrahi ile tedavisi irdelenmistir. Kornual
gebelikte cerrahi tedavi komplikasyona ag¢ik oldugundan laparoskopi tecriibesi yiiksek
cerrahlarca gergeklestirilmelidir. Sonug¢ olarak, kornual gebelik durumunda Gliimciil
sonuglardan kaginmanin yolu zamaninda ve dogru tani ile tedaviden gegmektedir.

Keywords: Cornual pregnancy, interstitial ectopic pregnancy, laparoscopy
Anahtar Kelimeler: Kornual gebelik, interstisyel dis gebelik, laparoskopi
Introduction

Ectopic pregnancy is a pregnancy which the blastocyst implants at a site other than the
endometrium. The fallopian tube is the most common extrauterine location and accounts for 96
percent of all ectopic pregnancies®. The interstitial part of the tube is the proximal segment
embedded in the myometrium. A pregnancy implanted in this area is an interstitial pregnancy.
While the term cornual pregnancy was originally mentioned in uterine anomalies, it has become
widely used to describe interstitial pregnancy over time?. Interstitial pregnancies account for
2.410 2.6 percent of all ectopic pregnancies®®. The diagnosis of interstitial pregnancy is difficult
to be certain because of partial implantation in the endometrium. Therefore, it may be
misdiagnosed as an intrauterine pregnancy*. Although the risk factors are similar to other tubal
ectopic pregnancies, the history of ipsilateral salpingectomy is a specific risk factor for cornual
pregnancy.

Angular pregnancy is a pregnancy that is implanted in the lateral corner of the uterine cavity,
medial to the uterotubal junction, close to the proximal ostium of the tube. It is located medial
to the round ligament, while interstitial pregnancy is located lateral. On laparoscopic inspection,
uterine enlargement is medial to the round ligament in angular pregnancy and laterally in
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interstitial pregnancy®. Angular pregnancy is rare and usually does not cause major
complications like uterine rupture®.

Criteria for presumed angular pregnancy:
e Nonanomalous uterus: not unicornuate, bicornuate, or septate

e Implantation of the embryo in the lateral angle of the uterine cavity, just medial to the
uterotubal junction

e No more than 1 cm of myometrial thickness from the gestational sac to the outer border
of the uterus

e Presence of completely circumferential endometrium surrounding the gestational sac
and, therefore, diagnostic of intrauterine gestation

e Lack of an "interstitial line sign™; this is defined as an echogenic line in the upper lateral
region of the uterus bordering the gestational sac and is thought to represent the
interstitial portion of the fallopian tube®® (Figure-1)

ENDOMETRIUM

-

.N;ER;m.p:CUNE 5 Figure-1: Interstitial line sign

In the treatment of interstitial pregnancy, besides

’ systemic methotrexate (MTX); selective arterial
embollzatlon Iocal MTX injection or local injection of potassium chloride can be used®.
Laparotomy or laparoscopy is planned in patients with unstable hemodynamic situation and
MTX failure or MTX contraindications'®. If surgical treatment is necessary, salpingectomy or
removal of the pregnancy by cornuostomy (and if necessary, excision of the interstitial part of
the tube) may be preferred.

Case Report

The patient was admitted to our outpatient clinic with pelvic pain and menstrual delay for three
weeks. She was 36 years old, gravida 2 parity 2, had no comorbidity and no previous ectopic
pregnancy. The patient had a history of 2 cesarean sections. There was no significant finding
except cervical tenderness in vaginal and abdominal examination. Her vital signs were normal.
Hemoglobin value was 11,6 g/dL and 3-hCG was 1473 IU/L. In transvaginal ultrasonographic
examination endometrial thickness was 1,2 mm, uterus was normal size. There was a 21x20x16
mm heterogenic nodular solid lesion compatible with ectopic pregnancy at the point where the
right tube penetrated the myometrium.

Systemic methotrexate therapy was preferred. However, there was no expected decrease in [3-
hCG between the 4th and 7th days and the patient was offered surgical treatment. Upon the
patient's request for sterilization, laparoscopic bilateral salpingectomy was performed. We were
lucky that there was almost no bleeding, no need for suturing and the operation was completed
laparoscopically (Figure 2-3).

Figure 2-3: Preoperative and postoperative laparoscopic view
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Postoperatively hemoglobin was 11,4 g/dL. The patient was discharged without any
complication on the second day after surgery.

Discussion

Pregnancy of unknown location is always difficult to diagnose for an obstetrician. Transvaginal
ultrasound is often used in diagnosis, and magnetic resonance imaging is also helpful. It is
important to diagnose interstitial pregnancy at the right time. Historically, the surgical treatment
of interstitial pregnancies has been referred to as hysterectomy. This is due to excessive delays
in the diagnosis in the past. However, nowadays, patients can be treated with the least invasive
method if diagnosed on time!'~13, If surgical treatment is to be chosen in interstitial pregnancy,
we prefer laparoscopy firstly. However, the surgeon should be prepared for hemorrhage and
experienced to manage possible complications.
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S-04 Stress Incontinence Treatment With Laparoscopic Burch Surgery

Avybiike Kaya'!
1 Gaziosmanpaga Egitim Arastirma Hastanesi

SUMMARY: Community epidemiological studies report the prevalence of urinary
incontinence as 25-51%. The most common condition in patients with urinary incontinence
that can be treated as an outpatient is stress incontinence, which is seen in 29-75% of the
cases. As age increases, which is the most important risk factor, the prevalence of
incontinence increases regularly Some age-related physiological changes of the lower urinary
system; predisposes to incontinence, overactive bladder and other voiding disorders Obesity,
pregnancy, menopause, cognitive and functional disorders, and chronic increased intra-
abdominal pressure can be important risk factor.

CASE: The patient applied to our clinic with the complaints of coughing and urinary
incontinence with exercise for 3 years. The 47-year-old patient, who had 2 cesarean
deliveries, was diagnosed with stress incontinence after the examination and tests performed
in our polyclinic, and the decision was made to operate. A laparoscopic burch operation was
planned for the patient.. In exploration, uterus and ovaries were observed as normal. Retrius
space was entered with the help of ligasure from the intersection of the medial umbilical
ligaments from the anterior abdomen. Cooper's ligaments were exposed in front of the pubic
bone. A 1/0 prolene suture was passed through the Cooper ligamet, bilateral suture was placed
in the periurethral area, bleeding was controlled. the operation was terminated. The patient
was discharged on the 2nd postoperative day.

RESULTS: Our patient, who did not have stress incontinence in the 1th, 3th and 6th months
postoperatively, had no complaints. In conclusion, stress incontinence is a condition that
increases in prevalence with age, especially affecting women, and requires surgery, mostly
unresponsive to medical treatment with laparoscopic bush operation, smaller incision scars
and faster healing can be achieved compared to alternative treatment methods, and long-term
successful results can be obtained without using mesh.

KEYWORDS: laparoscopi, laparoscopic burch, stress incontinence, urinary incontinence,
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S-05 Olagandisi B-Hcg Yiiksekligi ile Seyreden Komplet Mol Olgu Sunumu

Aycan Siki
1 Tepecik Egitim ve Arastirma Hastanesi

GIRIS

Mol hidatiform , gestasyonel dokudan kaynaklanan, premalign gestasyonel trofoblastik hastalik
grubuna dahildir.Rapor edilen bolgesel farkliliklar nedeniyle insidansini belirlemek zordur.
Patolojik ve genetik olarak komplet mol ve parsiyel mol olarak ikiye ayrilir. Komplet mol
46X X, 46XY Kkaryotipinde olup tiim kromozomlar paternal kaynaklidir, fetal ve embriyonik
yap1 igermez. Parsiyel mol ise 69XXY, 69XYY, 69XXX karyotipinde olup ekstra kromozom
paternal kaynaklidir, fetal ve embriyonik yap1 igerir. Bhcg yiiksekligi ile seyreden komplet mol
olgusu sunulmustur.

OLGU

22 yasinda G1P0 kadin hasta kusma ve karin agris1 sikayetiyle acil servise basvurdu. Bilinen
ek hastaligir yoktu, fizik muayenede batin alt kadranlarda hassasiyet saptandi. Lekelenme
tarzinda kanamas1 mevcuttu. Ultrasonografide intrauterin kavitede 11cm Kistik, heterojen mol
gebelik ile uyumlu goriinliim izlendi. Sag overde 40*35mm sol overde 25*39mm multilokiile
kistler izlendi. Douglasta sivi izlenmedi. Bheg degeri 1,632,484 U/L saptandi. Hasta mol
gebelik 0n tanisiyla servise yatirildi.

Bilgilendirme sonrasi onamlar1 alinan hastaya; genel anestezi ile kavitedeki materyale usg
esliginde aspirasyon kiiretaj yapildi. Keskin kiiret ile kiirete edildi. Spesmenler patolojiye
gonderildi.

TSH : 0,01 sT3: 9,21 saptandi. Vital bulgular stabildi. Tiroid usg tiroid glandi parankimi
heterojen, kaba ve psddonodiiler, Doppler sonografide vaskiilaritesi artmis degerlendirildi.
Endokrinoloji onerisiyle semptom takibi, tasikardi olmasi halinde Dideral 1*1 ve iv hidrasyon
verilmesi ve 3 giin sonra tft kontrol goriilmesi Onerildi. Hastanin islem sonrast Bhcg degeri
589,057 U/L saptandi.

Hasta haftalik kontrol ve kontrasepsiyon Onerilerek, metimazol 10mg ve propranolol 40mg
recgetesiyle taburcu edildi. Kontrole gelen hastanin kanamasi yoktu. Patolojisinde komplet mol
hidatiform saptandi. Kontrol Bhcg degeri 54,742 U/L’ye geriledi. USG’de uterus normal
boyutlarda, endometrium diizenli 9mm saptandi. Bilateral adnekslerde patoloji saptanmadi,
douglasta sivi yoktu. Haftalik Bhcg ve usg takiplerine devam edildi.

SONUC

Komplet mol olgularindaki Bhcg degerindeki belirgin yiikselme bazi klinik sonuglarla
iligkilidir. Bunlar teka lutein kistleri, hiperemezis gravidarum, hipertiroidizmdir. Teka lutein
kistleri siklikla bilateral, multilokiiledir. Dolasimdaki yiiksek Bhcg diizeylerinden kaynaklanan
yumurtalik hiperstimulasyonunun sonucudur. Tedavi sonrasi birkag¢ hafta sonra diizelir. Bhcg
ile TSH arasindaki alt birimlerin benzerliginden dolay1 Bhcg tirotropik etkisine bagh T4 ve T3
toplam konsantrasyonlarinda pozitif korelasyon goriilebilir. Olagandist yiiksek Bhcg ve
ultrason bulgulari ile sliphelenilen mol gebelik olgularinin Kesin tanisi kiiretaj materyalinin
patolojik degerlendirmesiyle konulur.
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INTRODUCTION Mole hydatiform is included in the group of premalignant gestational
trophoblastic diseases arising from gestational tissue. Its incidence is difficult to determine due
to regional variations reported. Pathologically and genetically, it is divided into two as complete
moles and partial moles. Complete mole is in 46XX, 46XY karyotype and all chromosomes are
of paternal origin and do not contain fetal and embryonic structures. A case of complete mole
with high Bhcg is presented. CASE A 22-year-old G1P0 female patient presented to the
emergency department with complaints of vomiting and abdominal pain. There was no known
additional disease, and physical examination revealed tenderness in the lower abdominal
quadrants. He had spotting bleeding. On ultrasonography, an 11 cm cystic appearance
compatible with heterogeneous molar pregnancy was observed in the intrauterine cavity.
Multiloculated cysts of 40*35mm in the right ovary and 25*39mm in the left ovary were
observed. No fluid was observed in Douglas. Bhcg value was determined as 1,632,484 U/L.
The patient was admitted to the service with the preliminary diagnosis of molar pregnancy.
Under general anesthesia, aspiration curettage was performed on the material in the cavity under
the guidance of USG. TSH: 0.01 fT3: 9.21. Vital signs were stable. Thyroid USG revealed that
the parenchyma of the thyroid gland was heterogeneous, coarse and pseudonodular. With the
recommendation of endocrinology, it was recommended to monitor the symptoms, in case of
tachycardia, give Dideral 1*1 and iv hydration and 3 days later, TFT control was recommended.
The patient's Bhcg value was 589,057 U/L after the procedure. The patient was discharged with
a prescription of methimazole 10mg and propranolol 40mg, with weekly control and
contraception recommended. The patient who came to the control did not have bleeding.
Control Bhcg decreased to 54,742 U/L. CONCLUSION The significant increase in Bhcg in
complete mole cases is associated with some clinical outcomes. These are theca lutein
cysts,hyperthyroidism. Theca lutein cysts are often bilateral and multiloculated. Due to the
similarity of the subunits between Bhcg and TSH, a positive correlation can be observed in total
concentrations of T4 and T3 due to the thyrotropic effect of Bhcg.
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S-06 A Case Presented with Arrest After Rupture of Gross Granulosa Cell Tumor

Oztiirk Ayse Betiil' Tiire Fadime?, Sanct Muzaffer®

Summary

Granulosa Cell Tumor (GCT) are non-epithelial tumor, rare subtype of ovarian cancer, that
constitute 2-4% of all ovarian malignancy. Inhibin, estradiol and low FSH levels can be used
in the diagnosis of sex cord stromal tumors. Generally GCT is low malignant potential, slow
growth rate and hormone active tumor.The most common reason for admission is pelvic mass,
endometrial hyperplasia and vaginal bleeding can be seen as a result of prolonged exposure of
the patients to estrogen secretion by the tumor.In this study, a case of gross ovarian mass rupture
who was taken to emergency operation and diagnosed with GHT as a result of pathology is
presented.

Keywords: Granulosa cell tumor, estradiol, adnexal mass

Introduction

Granulosa cell tumors are examined in the sex cord stromal tumor group from nonepithelial
tumors of the ovary. It constitutes 3% of all ovarian tumors and 70% of sex cord stromal tumors.
There are two types as Adult (95%) and Juvenile (5%) (2). Adult type is usually seen around
the age of 52 in the postmenopausal period, while the juvenile type is seen before the age of 20.
The majority of GHT is 10-12 cm in size at diagnosis. They are hormone-active tumors that
produce estrogen (75%). Low FSH and high estradiol levels should bring this tumor group to
mind in the diagnosis.

Case Report

A 38-year-old female patient, G2P2Y2 NSD, was brought to the emergency room by ambulance
with 10 minutes of CPR performed. The patient was intubated during resuscitation and a pulse
was taken at the 15th minute after CPR. GCS: E4AM6V5. When the patient's anamnesis history
was scanned from the system, in the MRI report taken one week ago due to pelvic mass, a mass
originating from the right ovary and extending into the abdomen, measuring 164*87*180 mm,
containing large cystic areas of hemorrhagic degeneration and a small amount of fluid in the
pelvis were observed. Uterus was normal, diffuse free fluid in the abdomen and a heterogeneous
mass(12*16 cm) originating from the right adnexal area filling the entire abdomen was
observed. Since the abdomen of the patient was distended, Hgb: 4.8 g/dl, 2 units of 0 Rh
negative erythrocyte suspension + 2 g fibrinogen was given to the patient under emergency
conditions. Lab:glucose 536 , cre:2,4 ,potassium: 6.2 ,INR:2.04 ,pH: 7.13 d-dimer:32 560
AST:263, ALT:201
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A pre-diagnosis of arrest due to hypovolemic shock after pelvic mass rupture was considered.
After the patient's vitals were stable, she was taken over by the obstetrics team. The relatives of
the patient were informed and an emergency operation decision was made. The abdomen was
entered with the midline incision technique. A torsion-ruptured right adnexal mass,
approximately 25 cm in diameter, covering the entire abdomen was observed. The
infindubulapelvic ligament was involved, cut, and then tied. Approximately 500 cc of blood
was drained. A drain was placed in the Douglas cavity and the operation was terminated. Patient
was put into intensive care unit for 2 days. She was conscious and cooperatively oriented, and
was discharged on the 5th postoperative day.

Pathology result: 2645 g, 21*17*14 cm in size, solid tumoral lesion with hemorrhagic-necrotic
cross-section surrounded by a capsule containing a large perforation area.

The result is compatible with adult type granulosa cell tumor. Chemotherapy treatment
continues

Discussion

Symptoms in GHT are abdominal or pelvic pain, postmenopausal vaginal bleeding due to
hyperestrogenism (50%), menstrual disorders in the reproductive period, oligomenorrhea,
amenorrhea (3%), rarely virilizing symptoms due to androgen production, hirsutism, breast pain
and tenderness.

Estradiol and inhibin can be used in laboratory tests, although they are not specific for GHT.
They are also used in postoperative follow-up with LH and FSH. Postmenopausal low FSH
levels should be stimulating. Abdominal and pelvic USG, CT and MRI are frequently used in
diagnosis, although they have low sensitivity. The majority of GHT is 10-12 cm in size at the
time of diagnosis. Patients mostly present with a palpable mass, 85-95%. Most of the cases are
unilateral (95%) and they are usually diagnosed at Stage 1. Recurrence is most frequently
observed in the peritoneal cavity, and metastasis is most frequently observed in the liver, lung,
and bone (1). They are tumors with solid and cystic areas on pathological sections and their
surfaces are gray, white or yellow. Large areas of necrosis and bleeding can be seen.
Pathognomonic microscopic finding is “Call-Exner bodies” (2).

The treatment in GHT is primarily surgery.The malignant potential of the tumor is low.
Recurrence is rare and late. Therefore, only USO can be performed in patients who want fertility
and are diagnosed in stage 1A. If necessary,intraoperation frozen result and postmenopausal
period applied is TAH + BSO (3). In patients undergoing conservative treatment, care should
be taken against endometrial carcinoma that may develop in the endometrium due to estrogen
secreted from the tumor tissue, and endometrial carcinoma should be excluded with endometrial
biopsy when necessary.
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Again, it should be kept in mind that the tumor may be bilateral at a rate of 2% in patients
treated conservatively (unilateral salpingo-oophorectomy).

After surgery in advanced stages, adjuvant chemotherapy and radiotherapy may be considered
in selected cases. Adjuvant therapy was not applied because the cases were evaluated as Stage
1A. Routine gynecological examination, annual chest X-ray, and tumor marker follow-up are
recommended every month in the first year, every 4 months for the next 4 years, and every 6
months after the 5th year (4). Since it is difficult to distinguish GCTs from epithelial ovarian
tumors, intraoperative staging, total abdominal hysterectomy, bilateral salpingooopherectomy,
and omentectomy can also be selected as initial treatment. Tumor staging is the only prognostic
factor for survival in patients with GCT. The 5-year relative survival rate of patients with early
disease was greater than 90%, while that of patients with stage Il and stage I1l or 1V disease
was 55-75% and 22-50%, respectively [5].

CONCLUSION

GHT is difficult to diagnose because it is rare tumors and similar to epithelial ovarian cancers
preoperatively. However, it is one of the ovarian cancers that responds best to treatment with
primary surgery and adjuvant therapies. Preoperative GHT should be considered in patients
presenting with abdominal pain, pelvic or adnexal mass, endometrial hyperplasia, abnormal
uterine bleeding, secondary amenorrhea, low FSH, high estradiol clinical and laboratory
findings.
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S-07 Stres Uriner inkontinansta Otolog Fasya Sling Uygulamasi

Avyse Filiz Gokmen Karasu!, Senad Kalkan!, Caglar Cetin?
1 Bezmialem Vakif Universitesi

Ilk olarak 1942°de Aldridge’in tarif ettigi ve 1980’lerde McGuire ve Blavias’in popiilarize ettigi
rektus fasya pubovajinal slingler, 1990 larda orta tiretra aski (MUS) cerrahilerinin kullanima
girmesi ile sadece sekonder vakalarda kullanimi devam etmisti. Sentetik MUS artan
komplikasyonlar1 ve FDA in uyarilarindan sonra kullanimlarinin azalmas: PVSin tekrardan
popiiler hale getirmistir. Vaka 52 yasinda ve daha 6nceden TOT cerrahisi ge¢irmis bir hastadir.
Mesh erozyonu nedeniyle mesh eksizyonu sonrasi tekrar semptomatik SUI gelismistir. Once
pfannenstiel insizyonla otolog fasya grefti hazirlanmistir. Rektus abdominis fasya greftinin her
iki ucu 2/0 PDS ile siitiire edilmistir. Ardindan vajinal yaklasima gecilmistir. Mesaneye bir
Foley kateter yerlestirilmesini takiben balonu 15 cc sisirilerek mesane boynu belirlenmistir. On
vajinal duvarda foley balonun ortasina gelecek sekilde transvers insizyon yapilmistir.
Sonrasinda bilateral ipsilateral omuz hizasmna dogru keskin ve kiint diseksiyonla ilerlenip
endopelvik fasya ya ulasilir. Sonrasinda abdominal insizyondan TVT igneleri ( veya uzun bir
klemp ) yardimiyla mesane korunarak vajinal bolgeye ulasilir. Bu asamada sistoskopi ile hem
mesane hem mesane boynu kontrol edilir. Slingin serbest uglar1 bu tiinelden ge¢irilmis, pds
stitlir uglar1 TVT ignesi araciligityla abdominal insizyona gegirilir ve daha sonra abdominal
rektus fasya lizerine alinir. Rektus fasya para iiretral alana 3/0 vicrl ile migrasyonu engellemek
icin 2 veya 4 noktadan tespit edilir Sonrasinda vajinal agiklik kapatilir. Rektus fasya agikligi 0
numara loop pds ile kapatilir. Diiglim araya iki parmak koyarak pds ile gergisiz atilmistir.
Abdominal insizyon uygun sekilde kapatildiktan sonra vajinal rulo tampon yerlestirilerek
isleme son verilmistir.

Anahtar Kelimeler: iiriner inkontinans, stres iiriner inkontinans, otolog fasya grefti
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S-08 Primigravid Hastalarda Uterus Prolapsusu Yonetimi. Olgu Sunumu.

Avtaj Jafarzade!
1 Koru Ankara Hastanesi

Abstract

Pelvic organ prolapse during pregnancy is a rare condition. There are several case report studies
in the literature on this, especially in patients with nulliparity. We presented the management
and post-surgical follow-up of a case of pelvic organ prolapse that developed during pregnancy
and immediately after delivery in two patients. Both of our patients with descensus uteri were
young (26 and 27 years old) and had normal BMI values, with no family history, no risk factors,
and no history of trauma. Conservative treatment was preferred for our patient who was
diagnosed with descensus in the third trimester of pregnancy. Pelvic organ prolapse did not
regress after childbirth, as was expected. Although descensus occurred at the end of the third
trimester of pregnancy in the first case, it developed during and immediately after delivery in
the second case, and there was no regression there after in either case. The cervix protruded
from the hymenal os in both patients' postpartum 4th-month controls, this had a significant
impact on the patients’ sexual, social, and psychological lives. Both patients had a desire to have
children. Suspension surgeries using Mesh and Tape were not preferred because of the negative
effects of synthetic suspension materials on the next pregnancy. Both patients underwent
laparoscopic Round ligament shortening and Sacrouterin ligament plication surgery. The
patients were told that these operations were not permanent and that there was a possibility of
sagging again afterwards. After the operation, the patients were followed up for about 2 years.
In one of the patients, recurrence developed in the 19th month, 1 cm above the hymenal os.
Although descensus uteri are rarely observed in young patients, the knowledge of the literature
is quite limited. Unfortunately, there is no literature available to guide clinicians in the
management and treatment of such health problems in young patients who want to have
children. Therefore, multicenter studies including more patients are needed.

Keywords: Case report; pregnancy; primigravid women; uterine prolapse;
Introduction

Uterine prolapse that develops during the first pregnancy is a very rare condition. Its incidence
varies between 1/10,000-15,000 . Pelvic organ prolapse (POP) during pregnancy brings both
maternal and fetal health problems 2. The most important etiological cause of pelvic organ
prolapse is vaginal delivery. However, this health problem leads to psychosocial, economic and
sexual disorders . In young patients (especially those under 30 years of age), uterine prolapse,
especially matrix metalloproteinase-1 (MMP-1) expression disorder # or collagen metabolism
abnormality ® comes to mind. In both cases, pelvic organ prolapse is observed in young patients.
There are different approaches to the management and treatment of pelvic organ prolapse
(POP): conservative (pessary treatment), and surgical treatment ©. In the cases we have
presented, both patients are under the age of 30. In the first patient, uterine descensus occurred
in the third trimester of pregnancy and was successfully managed. In the second patient, it
occurred during and immediately after the delivery.

Case-1.
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A 26-year-old patient with gravida 1 parity O applied to us at the 35th week of pregnancy due
to vaginal spotting. The patient has no previous history of abdominal or vaginal surgery. Her
BMI was 23.5. No health problems were detected during the gestational period controls and
there were no accompanying diseases. When the patient was admitted to us with vaginal
spotting, she was at 35 weeks + 6 days of gestation and on ultrasound, a live fetus with fetal
biometry of 35 + 2 days, fetal heartbeats, normal amniotic fluid, and localized in placenta
fundus was observed. The applied non-stress test was reactive and no contraction was observed
in the toco. Collum close effacement was not observed in the vaginal examination, however, it
was observed that the collum hymen was eroded and bleeding due to irritation. Antibiotic
treatment and pessary treatment were recommended to the patient with uterine
prolapse/descensus. The patient did not accept pessary treatment. The pregnant patient applied
with groin and lower back pain to the clinic when she was 38 weeks and 4 days pregnant. The
examination revealed that the patient had 5-6 cm cervical dilation and 70-80% cervical
effacement. It was observed that the cervix was protruding from the hymen. The patient gave
birth to a 3260 gr baby girl with APGAR 8 in the 2nd minute without intervention. The placenta
and its appendages were separated spontaneously. The patient was called for control 1 week,
40 days and 4 months after delivery. During the controls, the cervix was found to protrude 2
cm more than the hymen (Figure 1), and medical (pessary) or surgical treatment was
recommended. The patient did not accept pessary treatment. Considering that the patient was
26 years old, sexually active and wanted a second child, laparoscopic shortening of the
ligamentum rotundum + ligamentum sacrouter plication was recommended as surgical
treatment. Ligament rotundum shortening + ligament sacrouterin plication was applied to the
patient. No recurrence was observed in the patient who was followed up for 2 years
postoperatively. Figure 2.

Case-2.

A 28-year-old patient with gravida 1 parity O applied to our clinic with a palpable mass in the
genital area. It was reported that 4 days before her anamnesis, she had a spontaneous vaginal
delivery at 39 weeks+4 days. It was learned that she did not experience any health problems
during her pregnancy controls, did not undergo pelvic or abdominal surgery, and gave birth
comfortably, in a short time, and without intervention. The patient's BMI, who had no history
of pelvic and abdominal surgery and trauma, was calculated as 22.8. The patient said that her
complaint had been present for 2 days, and that she had felt something light immediately after
giving birth, but that these complaints had increased. In her vaginal examination, it was
observed that the cervix had protruded 2 cm from the hymen line. Uterus suitable for
puerperium was observed on ultrasound and bilateral ovaries were normal. A pessary was
recommended to the patient. On the 40th day and 4th month, despite the use of pesser and
uterine involution, it was observed that the cervix protruced 1 cm from the hymenal line.
Considering the patient's age, sexual activity, and the desire for a second child, continued use
of the pessary or laparoscopic ligament Rotundum shortening + plication of the ligament
sacrouter was recommended. Since the use of pessary affected her psychologically and
negatively affected her sexual life, the patient preferred the surgical procedure and the
procedure was performed. The patient who had a recurrence in the 19th postoperative month (1
cm above the cervix hymen line) was recommended to use a pesser until she considers a new
pregnancy. (Figure 3).

Discussion
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Pelvic organ prolapse is a common condition in postmenopausal and multiparous patients. The
most important causes may be pelvic trauma, family history, advanced age, high BMI,
interventional birth, collagen metabolism disorders, matrix metalloproteinase-1 (MMP-1)
expression disorders, Marfan syndrome, Ehlers-Danlos syndrome and other causes ’. However,
in this article that we have presented, both patients are young and do not have the
aforementioned predisposing risk factors and histories. The main structure of the uterine
ligaments consists of collagen. Mutation in collagen genes can cause the ligaments of the uterus
to become very weak 8. We think that both of our patients have a gene mutation of collagen or
matrix tissue. Pelvic organ (POP) treatment is examined in two groups medical (pessary
treatment) and surgical °. Complications of uterine prolapse include the threat of fetal
miscarriage, preterm labor, maternal urinary infections, maternal and fetal death °, infection due
to cervical erosion resulting in cervical dystocia, and cervical tears that may extend to the uterus
during delivery °. For this reason, some authors argue that it would be more appropriate to
recommend cesarean delivery to patients with uterine prolapse during pregnancy. Regarding
the management of uterine prolapse during pregnancy, most authors recommend conservative
monitoring until the end of delivery and, if necessary, antibiotic treatment for cervical erosions
11 Because most of the time, with the end of the postpartum puerperium period, the descensus
uteri regresses spontaneously. Because the descensus uteri usually regresses spontaneously at
the end of the postpartum puerperium period °. There are data in the literature on performing
laparoscopic hysteropexy for the descensus uteri that occurs during pregnancy 2, however, this
issue is highly controversial. Both patients we presented had apical prolapse and there was no
regression in their 4th-month postpartum controls. The patients stated that their disease affected
their social and sexual life negatively, and both of our patients wanted a second pregnancy. For
this reason, sling surgery treatment applied to patients using tape or polypropylene Mesh was
not preferred. Round ligament shortening and sacrouter ligament plication are still controversial
issues in the literature because these procedures provide short-term benefits and the recurrence
rate is high . If longer-acting surgical methods would be preferred, it was not preferred to use
Tape or polypropylene Mesh to avoid negative effects for the next pregnancy and detailed
information was given to the patients about the situation. Unfortunately, there is still not enough
information in the literature about sling operations performed using Mesh or Tape.

Conclusion

Although there are short case reports in the literature, there is not enough information about the
management and treatment of uterine descensus during pregnancy. In addition, when we
searched the literature, we could not find sufficient information about the treatment modalities
of patients under the age of 30 with descensus uteri who want to have a child. Multicentric
studies with a large number of patients are needed in this regard.
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Figure 2. Control two years after operation ( shortening of the ligamentum
rotundum + ligamentum sacrouter plication)
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Figure 3. Recurrence in the 19th month after operation.Cervix 1 cm above the
hymenal line.
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S-09 V-Notes Histerektomi ve Total Vajinal Histerektomi Ameliyat1 Olan Hastalarin
Sonuc¢larimin Karsilastirilmasi

Batuhan Turgay?, Kuntay Kokanali?
1 Ankara Yildirim Beyazit Universitesi Ankara Sehir Hastanesi
2 Saglik Bilimleri Universitesi Ankara Sehir Hastanesi

Objective: The aim of this study is to compare the results of patients who underwent v-NOTES
hysterectomy and total vaginal hysterectomy performed in our clinic.

Material and Methods: Fourteen patients who underwent v-NOTES hysterectomy operation
and forty nine patients underwent total vaginal hysterectomy(TVH) for various indications in
2021 were included in this study. All operations were performed with benign indications by
same surgeon and patients were selected from patients who had not had previous abdominal
surgery and stage four uterine prolapsus. All operations were performed by the same surgical
method. Demographic information of the patients, surgical complications, operation time,
hospitalization time and postoperative hemoglobin differences were recorded.

Results: The mean age of the patients was 56.27+6.39 in v-NOTES group and 58.97+5.67 in
TVH group (p:0.67). The mean operation times were calculated as 69.21+11.21 and 60.12+8.21
respectively (p:0.04). The post- operative hemoglobin differences were found to be 0.86+0.18
g/dl and 0.91£0.20 (p:0.57). None of the patients were converted to laparotomy. All of the
patients in v-NOTES group were underwent also bilateral salpingo-oophorectomy and 61.2%
of patients in TVH group underwent bilateral salpingo-oophorectomy. No intra-operative
complication was observed in any of the patients but two patients had a postoperative urinary
retention and one patient had a fever and postoperative abscess in TVH group (p:0.34). (Table
1)

Conclusion: v-NOTES hysterectomy that is the newest technic for hysterectomy had a similar
results with VTH except the mean operation time and it can be useful in patients especially who
should be undergone salpingo-oophorectomy.

Keywords: v-NOTES hysterectomy, total vaginal hysterectomy
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Table 1: Features of the patients according to groups

v-NOTES TVH P
(n=14) (n=49)
Age, years; mean£+SD 56.27+6.39 58.97+5.67 0.67
BMI, kg/m?; mean+SD 29.1+£3.3 31.6+2.7 0.35
Indications for surgery, n
Adenomyosis 0 2
Adnexal mass 6 8
Endometrial pathology 8 14
Uterine prolapse 0 25
Systemic disease, n (%) 10 (71.4) 39 (79.5) 0.15
Bilateral salphingo-oophorectomy, n (%) 14 (100) 30(61.2) 0.007
Operative time, min; mean+SD 69.21+11.21 60.12+8.21 0.04
Hemoglobin drop, g/dL; mean+SD 0.86+0.18 0.91+0.20 0.57
Hospital stay, days; mean+SD 1.8+1.3 2.1+£1.9 0.47
Post-operative complication, n (%) 0(0) 3(6.1) 0.34
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S-10 Adolesan Donemde Goriilen Leiyomyosarkom

Giildeniz Toklucu®, Bilge Dogan Taymur?
1 Sancaktepe Egitim ve Arastirma Hastanesi

Amag: Leiomyosarkom uterus sarkomlarinin en sik goriilen alt tipi olup nadir goriilen diiz kas
tiimoridir. Spindle (igsi) Hiicre Leiomyosarkomu, Epiteloid Leiomyosarkom,Miksoid
Leiomyosarkom olarak {i¢ alt tipi vardir.Literatiirde ortalama goriilme yas1 40-60 yas arasidir.
Diiz kas neoplazileri, kadin genital sisteminin en sik gorillen neoplazmalaridir.
Leiomyosarkom, yetiskinlerde tiim yumusak doku sarkomlarinin %7-10'unu olusturan nadir bir
tiimordiir, ancak ¢ocukluk ¢aginda siklig1 %3 {in altindadir. Klinigimizde opere olan addlesan
cagda epiteloid tip leiomyosarkom vakasini bildirmek istedik.
Olgu: 17 yasinda virgo hasta subat 2019 tarihinde hastanemiz ¢ocuk acil servise agr1 nedeniyle
basvurdu yapilan ultrasonografisinde tiim batin1 dolduran 25*30 cm karaciger ve dalak lojuna
kadar uzananan palpasyonla mobil uterustan koken alan enfarkt alanlar1 gosteren solid kitle
tespit edildi. Operasyon karar1 verildi Batini tiimiiyle dolduran uterus fundus posterior kaynakli
sar1 renkli yer yer hemorajik alanlar1 olan frajil 6demli ovari propriumlar i¢ine alan karaciger
dalak lojuna uzanan sol pararektal alana uzandigi izlenen posteriorda barsaklara filmi
adezyonlar1 bulunan dev myom izlendi.Uterus anteriordan 1 cm lik alandan uterus riiptiire
izlendi. Adezyonlar giderildikten sonra myom pargalar halinde tiimiiyle ¢ikarildi .Cikarilan
dokular frozena gonderildi, frozen sonucu malignite potansiyeli belirsiz tiimor olarak
belirtilmesi {izerine hastanin yast goz Oniinde bulundurularak myomektomi ve omentum
biyopsi ile operasyon sonlandirildi.Son  patoloji  sonucunda  epiteloid tipte
leiyomyosarkom,omentum biopsi sonucu malign tiimdr metastazi olarak raporlandi. Hastanin
dis merkez onkoloji takibi devam etmektedir.
Sonug: Uterus sarkomlar: genel olarak 50 yas civarinda goriilen kanserlerdir.Literatiirde az
sayida adolesan ¢agda uterin leiomyosarkom vakasi bulundugundan olgumuzun ayirict tanisi
literatiire katki saglayacaktir.18 yas alt1 hastalarda dev myom tamisinda ayirict tanida
leiomyosarkom diistiniilmelidir.

Anahtar kelimeler:addlesan,leiyomyosarkom,uterus

49



“2. Uluslararasi Jinokoloji ve Obstetri Kongresi”

S-11 Vulvanin Graniiler Hiicreli Tiimorii; Olgu Sunumu

Bilge Key Emiroglu’, Emrah T6z*, Duygu Ayaz?
1 S.b.ii. Tepecik Egitim ve Arastirma Hastanesi, Kadin Hastaliklar1 Ve Dogum Anabilim Dali
2 S.b.ii. Tepecik Egitim Ve Arastirma Hastanesi, Tibbi Patoloji Anabilim Dali

INTRODUCTION

Granular cell tumors (GCTs) are rare neoplasms of peripheric neural sheath origin, the majority
of which occur in the skin, submucosal or subcutaneous soft tissue of the head and neck. GCTs
originating from Scwhann cells, are usually benign and only 1-3% of the cases have malign
behaviour. 5-15% of the cases are seen in the vulvar region. Even it is rare, GCTs also can be
seen in ovary, uterus, cervix, vagina, mons pubis and episiotomy scar. GCTs have slightly
higher incidence in women, mainly adults but have wide age range of presentation. GCTs
generally present as slowly growing papule or nodule, rarely have ulceration. Rare cases can
exhibit multiple lesions. GCTs are typically treated with wide local excision. GCTs are poorly
circumscribed and show adherence to the surrounding adipose and connective tissue.

CASE REPORT

A 58-year-old female complained painless, slow-growing lump on the left labium majus.
Physical examination showed a two centimeter mass at left labium majus. Patient has no other
spesific features in history. Patient underwent an excision biopsy of a two centimeter mass.
Histologic examination showed clusters of cells with small central nuclei and abundant granular
eosinophilic cytoplasm. The cells were positive for S100 and CD68 immunostain and showed
positivity with PAS stain. These features were consistent with a granular cell tumor, and the
lesional cells focally involved the specimen margins. Then patient underwent second excision
biopsy. Histologic examination was the same as before and specimen margins were clear.
Patient defaulted after 6 months of follow-up. In this 6 months patient has not shown any signs
of recurrence.

CONCLUSION

Vulvar GCT is a rare tumor of the vulva and patients presenting with a mass in the vulva should
be considered in differantial diagnosis. Diagnosis can be made with histopathological
evaluation. Local surgical excision, if complete, is curative for benign GCT. Early diagnosis is
important because malignant GCTs have aggressive course and have a poor response to
radiotherapy and chemotherapy. As a result, follow-up and periodic physical examination of
the patients are required following the treatment.
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S-12 istmosel Tedavisi

Burcu Cicek!, Piar Tugge Ozer 2
1 Izmir Tepecik Egitim ve Arastirma Hastanesi Kadin Hastaliklar1 ve Dogum Klinigi
2 Izmir Kemalpasa Devlet Hastanesi

Abstract: It is a defect that occurs in the form of a fluid-filled sac in the anterior wall of the
uterus due to a cesarean section with an isthmocele. Its prevalence ranges from 19% to 84%.
Different definitions have been given to post-cesarean dehiscence: isthmocele, niche, cesarean
scar defect. The majority of patients are asymptomatic, but typical symptoms are intermittent
abnormal vaginal bleeding, pain, and infertility. Pregnancy complications related to isthmocele
are ectopic pregnancy, miscarriage and uterine rupture. MRI and transvaginal ultrasound are
the gold standard diagnostic methods, it can also be diagnosed by sonohysterography. Although
the surgical treatment of isthmocele is still controversial, surgical treatment should be offered
to symptomatic women and patients who want pregnancy. When the surgical approach is
preferred as a treatment option, laparoscopy-assisted hysteroscopy, hysteroscopy only, or
vaginal repair may be preferred depending on the character of the isthmocele and the surgeon's
experience. It was first described by Morris in 1995, first treated laparoscopically by Jacobson
in 2003. It was first reported as a scar defect by Stewart in 1975. Its prevalence ranges from
19% to 84%. According to Vander Voet et al., a higher number of patients (56%-78%) can be
diagnosed with isthmocele with sonohysterography than with transvaginal ultrasound.

Case: A 34-year-old female patient was admitted to our obstetrics and gynecology outpatient
clinic with complaints of spotting after menstrual periods. In the detailed anamnesis of the
patient, he had a history of 3 cesarean sections; She stated that her menstrual cycles were
irregular and she had abnormal spotting after 5 days of bleeding. In the examination, coll
nulliparous spotting bleeding was observed. In the trans-vaginal ultrasound, the endometrium
was irregular 21mm thick, while the myometrium layer was thinned under the cesarean section
scar line on the anterior wall of the uterus and a 4*5mm fluid-filled sac was observed. Elective
L/S isthmocele correction surgery was planned for the patient. The patient underwent
laparoscopic isthmocele excision and myometrial repair surgery. The bladder was mobilized
from the cesarean scar area. Since he had a large isthmocele defect, this patient's defect was
seen laparoscopically and the defect was removed using cold scissors. The entire defect was
removed until bloody, healthy myometrial tissue was seen. Continuity between the cervical
canal and the uterine cavity was ensured by placing a curette no. 3 into the cavity. The
myometrial repair was closed with 0 vicryl sutures at single-layer intervals. Finally, the bladder
peritoneum was closed continuously with 2/0 sutures. After the laparoscopic isthmocele
correction surgery, the patient's complaints disappeared.

Discussion: As a result of the significantly increasing cesarean section rates in the last 30 years,
pregnancy complications are increasing gradually and cause isthmocele. Although the patient's
symptoms (eg, abnormal menstrual bleeding, pain, spotting, and secondary infertility) are the
same, and in addition, myometrial thickness and defect area are evident, the concept of
isthmocele is not known to many gynecologists. Laparotomy, laparoscopy, hysteroscopy,
vaginal repair and many combined methods have been defined for isthmocele repair, which are
not statistically superior to each other. There is no consensus on defect types and treatment
benefits. In addition, there is no gold standard treatment method. Vaginal repair has similar
efficacy to laparoscopic repair. Vaginal repair is more effective than hysteroscopic repair, but
has a long operation time. The recent trend is for smaller isthmocele areas (2.5mm according
to Jeremy et al; and 3.0mm according to Marotaa et al.) to be treated hysteroscopically. On the
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other hand, larger defect areas (less than 2.5-3.0mm of remaining myometrial tissue) may be
better treated laparoscopy or vaginally because of the risk of perforation. This is especially
important in order to prevent the risk of uterine perforation in women who want pregnancy.
Therefore, the purpose, risks and benefits of the surgical intervention should be discussed in
detail with the patient. Considering the future gynecological effects, it should be discussed with
the patient that there is a preference for a no-treatment approach. Depending on the patient's
fertility request and surgical experience, a choice should be made between the vaginal or
laparoscopic method, because no method is completely superior to the other.

Result: Surgical approach is the treatment option for isthmocele and should be recommended
in symptomatic patients who want to preserve their uterus and in asymptomatic patients
planning pregnancy. We recommend laparoscopy, vaginal surgery or hysteroscopic approach
in the treatment of isthmocele. Since no significant superiority has been achieved among
surgical methods to date, the decision should be made by discussing it with the patient. As
prospective, multicenter and comparative studies are published, more accurate data will be
obtained about which treatment method will be more appropriate for which patient.

Key words: Isthmocele, laparoscopy
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S-14 Huge Atypic Sarcomatous Pelvic Mass; A Rare Case Report

Cansu Tugce Cetinbas®, Egehan Bilen?, Onur Yavuz!, Hatice Yetkiner®, Asli Akdéner?,
Mehmet Giiney?

! Dokuz Eyliil University School of Medicine, Department of Obstetrics and Gynecology,
[zmir, Turkey

Introduction

Sarcomas represent a heterogeneous group of rare malign tumors derived from embryonic
mesoderm. A sarcoma can be developed from muscle, adipose tissue, cartilage, bone,
haematopoietic or nervous tissues, with various localizations. Chondrosarcoma is a primary
bone tumor originating from chondrocytes.

It is extremely rare for it to occur as a pelvic mass. The absence of any anatomical barrier in
the pelvis to limit these masses leads to its presentation as a pelvic giant mass. Although there
are no specific symptoms, the appearance of symptoms may begin after the pelvic mass reaches
a certain size

The differential diagnosis of pelvis masses is challenging. In this report, a case of
chondrosarcoma originating from the pelvis was presented.

Case Report

The patient is a 62-year-old post-menopausal woman who presented with abdominal
pain and distension. During the pelvic examination, a mass that filled the pelvis was detected.
Ultrasonography and magnetic resonance imaging revealed a solid mass 105x115x195 mm
diameter that was highly suspicious for ovarian malignancy. The uterus was atrophic and the
endometrium thickness was 4 mm. The preoperative serum level of CA125 was elevated to 302
U/mL.

During exploratory laparotomy spontaneous rupture of the adnexal mass and massive ascites
were observed. The mass was densely adherent and had invaded the pararectal area, rectum and
descending colon. Partial resection of the omentum, total abdominal hysterectomy with bilateral
salpingo-oophorectomy, and resection of sigmoid colon with colostomy performed.

The final pathology report shows that the primary focus was the right tuba uterina. The tumor
is a heterologous carcinosarcoma with areas of chondrosarcoma and an epithelial component
which is high-grade serous carcinoma.

After the decision of the council, dose-dense paclitaxel/carboplatin chemotherapy was started.
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Figure 1. Magnetic resonance imaging shows a semisolid mass with 105x115x195 mm in
diameter including cystic degenerated and calcified areas.

Conclusion

Although it is a rare situation, pelvic sarcomas should be considered in patients who have pelvic
masses with solid components. Preoperative evaluations may be inadequate for the diagnosis.

It should be considered that these interventions should be performed at well-experienced
multidisciplinary centers. Patients with carcinosarcoma have diagnostic and therapeutic
difficulties, and even after radical removal, the disease may relapse.

Key words: Adnexial mass, chondrosarcoma, malign tumors, pelvic mass, sarcomas
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S-15 Laparoskopik Pelvik Kitle

) Ceyla Ceyhan'
1 Saglik Bilimleri Universitesi [zmir Tepecik Egitim ve Arastirma Hastanesi

61 year old patient.She is admitted to the hospital with abdominal pain and swelling in the
abdomen.The general condition of the patient is good.Her vitals are stable and her laboratory
values are normal.On usg,uterus and ovaries are in normal size and location. A 22x25 cm
internal septal cystic lesion is observed in the right adnexal lodge and 7-8 cm cystic lesion in
observed in left adnexal lodge.  and we decided to operate her. Crescent-style 3 cm incision
was made around the umblicus,and the abdomen was entered.A circular was placed on the cyst
capsule, and the cyst on the right side was aspired.A cystic mass approximately 25*30 cm in
pelvis uterus on the right lodge was 7*8 cm in diameter on the left source.A pneumoperiton
was created through the ncision site around the umblicus,with a 10 trocar and then trocars 1 no
10 and 2 no 5 were entered.and tlh bso was done.

frozen result is mucinous cystadenom,reported as mucinous cystadenofibrom.

No problem developed in the patient’s follow-up.she was discharged on the 2" postoperative
day.

CONCLUSION
Most pelvic mass surgeries are for benign masses and are typically performed with
mis.Laparoscopic surgery refers to surgical procedures that are performed through one or
multiple small incisions, rather than through a larger, usually single, incision through the
abdominal wall.

Advantages of laparoscopy over laparotomy include smaller scars, quicker recovery,
decreased adhesion formation and for some procedures , less bleeding, fewer complications,
and shorter procedure duration.The disadvantange is the potential for cancer cells to spread if
the mass is malignant.Neither preoperative clinical nor sonographic evalution nor
laporoscopic view can reliably predict which masses are malignant.However,these risks can
be minimized by appropriate patient selection.
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S-16 C-section management in term pregnant woman who presented with hereditary
angioedema attack

Fatih Sahin, ®Rezzan Serefoglu, 2Duygu Cebecik, Fikret Bayar, *Ayca Tas Tuna Sakarya
Egitim arastirma Hastanesi, Anesteziyoloji ve Reanimasyon Klinigi, Sakarya ?Sakarya Egitim
aragtirma Hastanesi, Kadin Hastaliklar1 ve Dogum Klinigi, Sakarya 3Sakarya Universitesi Tip

Fakiiltesi, Anesteziyoloji ve Reanimasyon Anabilim Dali, Sakarya

INTRODUCTIONHereditary angioedema is a rare and potentially life-threatening inherited
disease caused by C1 complement inhibitory deficiency (C1-INH). It characterizes attacks of
cutaneous and submucosal swelling (1). In this case report, we aimed to present our
management in the emergency cesarean section of a 38+4 weeks pregnant woman who applied
to our emergency service with an acute attack of hereditary angioedema.

CASE REPORT

Twenty-three years old G2P1Y1, 38+4 weeks pregnant patient applied to the emergency service
of an external center with symptoms of abdominal pain and urticarial rash. She stated that she
had a diagnosis of Type 2 hereditary angioedema in her history, and she was referred to the
Gynecology and Obstetrics clinic of our hospital after intravenous (1V) administration of 500
IU C1-esterase inhibitor. (Cynrize, Centurion Pharma, Italy)

When the patient was evaluated in the emergency department, there were complaints of
abdominal pain, nausea, and dizziness. Her blood pressure was 90/60 mmHg, heart rate was
112/min, and peripheral oxygen saturation was 95%. In the ultrasonographic evaluation, BPD:
37+6, AC:37+4, FL:37+5, TFA:3220, AFl:sufficient. Performed vaginal examination; the
cervix was closed, had no cervical dilatation or drainage, and was followed with a non-stress
test. The patient was evaluated by immunology, dermatology, and anesthesia before cesarean
section. 0.5 mg/kg prednol slow IV and 2 It/min nasal oxygen were administered to the patient
who had a relapse in the delivery room. After the patient stabilized, we planned a c-section.

Since the patient was allergic to analgesics whose names she did not know, combined spinal
epidural (BSE) anesthesia was planned, considering postoperative analgesia. Preoperatively,
2gr of Cefazolin and 2mg of midazolam for sedation were administered. The epidural area was
reached at 6 cm from the lumbar 3-4 intervertebral space with an 18 gauge epidural needle by
the isotonic resistance loss method. 12 mg bupivacaine heavy (Buvion 0.5%, Turkey) was
applied to the subarachnoid space through a spinal needle inserted through the epidural needle,
and an epidural catheter was placed in the epidural space.

500 IU of C-1 esterase inhibitor was administered intraoperatively. Three thousand one hundred
fifty grams of a male baby was delivered with the head. After the cord clamping, an IV infusion
of 20 IU oxytocin in 1000 mL Ringer's Lactate and three Cytotec were applied into the uterus.
The patient with intraoperative hypertensive attacks could not be administered
methylergonovine maleate. After the surgical operation, which lasted for 60 minutes in total,
the patient was followed up in the intensive care unit, and obstetric hemorrhage-diuresis follow-
up was performed hourly. The patient was administered 1000 U/2 vials of C1 esterase inhibitor
at the 6th hour postoperatively for prophylaxis. Epidural patient-controlled analgesia (PCA)
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was applied with bupivacaine 0.15% for postoperative analgesia, and VAS (Visual analog
scale) pain score was <4. Enoxaparin administration was not done in the first 24 hours.

DISCUSSION

It is essential to know the triggering factors of acute exacerbation of hereditary angioedema and
to prevent anxiety. Regional techniques must be prioritized in the anesthesia of cesarean
section. Avoiding the use of opioid analgesics and providing adequate postoperative analgesia
are also essential. Finally, C-1 esterase inhibitor therapy in treating acute attacks should be kept
in mind.
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S-17 Sezaryen Vakasinda Matiir Kistik Teratom Materyalinde Tiroid Papiller Ca; Olgu
Sunumu Esliginde Literatiir Taramasi

Elif Terzi'
1 Lokman Hekim Universitesi

33 yasinda 2. gebeligi olan hastanin eski CS nedeniyle yapilan sezaryen operasyonu sirasinda
sol overden kaynaklanan 6 cm biiyiikliigiindeki kitle dermoid kist diisiiniilerek total olarak
eksize edilmis ve patolojiye gonderilmistir. Patoloji incelemesi sirasinda matiir kistik teratom
zemininde geligsmis fokal tiroid papiller ca tespit edilmistir. Ailede tiroid ca dykiisii olan hasta
ileri degerlendirme i¢in endokrinoloji boliimiine gonderilmistir. Nadir olan bu olgu ile beraber
literatiir taramasini bildiride sunmak istedik.

Dermoid kist, endoderm, ektoderm ve mezoderm hiicre katmanlarindan olusan iyi diferansiye
germ hiicreli tlimorler olarak tanimlanir. Herhangi bir yas grubunda goriilebilmekle beraber
reprodiiktif yas grubunda daha sik goriilmektedir. Bu yas grubundaki ovaryan tiimdrlerin
yaklagsik olarak %10-20’sini dermoid kistler olusturmaktadir. Olgularin yaklasik olarak %90’1
unilateraldir ve malign transformasyon olasiligi olduk¢a nadirdir. Olgularin %1-2'sinde uzun
donemde karsinomatdz degisiklikler ortaya ¢ikabilir. Matiir kistik teratom biitlin germ
hiicrelerinden parcalar tasiyabildigi i¢in farkli dokulardan kaynaklanan malign degisim
goriilebilir. En sik goriilen malignite epidermoid karsinom olmakla beraber karsinoid timor,
bazal hiicreli karsinom, malign melanom, leiomyosarkom, kondrosarkom ve tiroid karsinomu
gelistigi tanimlanmigtir. Adneksiyel kitlelere gebelik sirasinda %1 oraninda rastlanabilir. Bu
kitlelerin biiyiik bir cogunlugu gebeligin 16. haftasinda kendiliginden kaybolur, ancak bazi
adneksiyal kitleler kalict olabilir ve %1-3'i malign degisilkik gosterebilir. Literatiirde gebelik
sirasinda tespit edilen adneksiyel kitlelerde histolojik tan1 olarak matiir kistik teratom en sik
goriilen histopatolojik tip olmakla beraber kistadenom ve fonksiyonel kistler siklikla izlenir.

Struma ovarii matur kistik teratomdan farkli olarak tiroid dokusunun toplam kitlenin
%50'sinden fazlasini olusturdugu germ hiicre kaynakli over tlimoriiniin nadir bir formudur.
struma ovarii tipi timorlerin yaklasik %5 ila %37'sinde tiroid karsinomunun histolojik
ozellikleri bulunurken matiir teratomlarda nadiren ortaya cikar. Matur kistik teratomdan
kaynaklanan diferansiye tiroid karsinomu histopatolojide tesadiifen bulunan istisnai bir olgudur
ve insidansi1 yaklagik %0,1 ila %0,2'dir. En sik goriilen histopatolojik tip papiller tiroid
karsinomudur ve vakalarin yaklagik yarisinda izlenir. Papiller tiroid karsinomunun folikiiler
varyanti ve folikiiler karsinom diger histopatolojik tiplerdir. Matur kistik teratom icinde ortaya
cikan tiroid karsinomunun optimal tedavisi, hastaligin nadir olmasi nedeniyle belirsizdir.
Olgularin bir kisminda tiroidektomi yapilirken bir kisminda ek bir cerrahi islem yapilmadan
hastalar takip edilmistir. Tiroidektomi over metastazli tiroid karsinomu ile matur kistik teratom
zemininde gelisen tiroid karsinomunun ayirt edilmesini saglar.

59



“2. Uluslararasi Jinokoloji ve Obstetri Kongresi”

S-18 12 Saat Vaginal Dinoproston Oviil Ile Servikal Olgunlastirma Sonrasi Indiiksiyona
Yanitsiz Kalan Olgumuzda Sezaryan Dogum Sonrasi Atoniye Yaklasimi
Degerlendirmek

Funda Genc', Ugur Pelin Pehlivan', Hakki Aytag 2
1 Tepecik Egitim ve Arastirma Hastanesi
2 Esrefpasa Devlet Hastanesi

Introduction: Atony, ablatio placenta, disseminated intravascular coagulopathy and uterine
rupture may be seen as side effects in patients who used cervical ripening with dinoprostone
vaginal ovule. There are studies that do not support the use of dinoprostone in patients with a
history of previous uterine surgery. Although uterine atony and ablatio placenta are more
common in dinoprostone use after previous cesarean section, we should be careful in terms of
atony in patients who have not given birth before.

Objective: To evaluate the approach to atony after cesarean section in our case who did not
respond to induction after cervical ripening with a 12-hour dinoprostone vaginal ovule.

The 34-year-old female glp0 patient was 39+6 weeks old according to the date of her last
menstrual period and was evaluated as fetal anomaly due to incomplete posterior urethral valve
and increased diameter in the bladder in the perinatology clinic in our unit.

The patient does not have any additional disease and does not use any medication. She had not
been hospitalized before. She states that double screening test and detailed ultrasound are
normal in antenatal follow-ups.

The patient's hospitalization vaginal examination: no dilatation, no effacement, head was
mobile. Hemogram is hgb: 11.1 gr/dL, wbc: 9400 platelet: 293000, and hospitalization vitals
are TA: 110/70 pulse: 72. Propess induction was started in the form of vaginal suppository, and
the patient was followed up in the delivery room. In the delivery room follow-up, the patient
received a 12-hour propess induction. The vaginal touch of the patient progressed to a small
degree of patency. The patient's propess induction treatment stopped and the delivery room
follow-up was continued. During the 8-hour delivery room follow-up, cesarean section was
planned for the patient because of non-progressing travail and vaginal bleeding. The pre-op
coagulation values of the patient were normal and her fibrinogen was 485 mg/dL.

3725 gram alive male baby with proper transvers insision is born with apgar 8 at zero minute.
Placenta was removed by hands, partial ablasiation state was observed. The uterus was sutured
in a single layer. Suggested that the uterus tonus is less than normal, 2 sublingual cytotec, 40
unite synpitan and 1 gr of metergine was done to the patient. Bilateral tuba and ovaries were
normally in the observation. After uterine atonia occured, uterine massage was given to patient,
additional to 40 unite more synpitan 0,5 gr transamine, 2 gr fibrinogen and 4 rectal cytotec. B
lynch compression suture applied. The Bakri balloon was inflated to 400 cc. The patient was
observed for bleeding with Bakri balloon. Bilateral uterine arterial ligation was done after the
continued superior bleeding. Extra trauma was excluded by control of the vaginal, after 1000
cc of bleeding from the Bakri balloon and the patient's bleeding did not stop.

hemodynamia was not stable. because of serious low hemoglobin level and increased base
deficit we decided emergency hysterectomy with the approval of the family. in addition
peroperative 2 gr fibrinogen 4 unite erythrocyte suspension, 4 unite fresh frozen plasma and 2
unite platelet suspension was given. The postoperative fibrinogen value of the patient was 210
mg / dl, and the patient underwent anesthesia, intensive
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transferred to follow-up care.In the patient's drain, post op 1st day 200 cc serohemaragic and
CBC detected :hgb: 8.4 wbc :11400 platelet : 217000. The patient was transferred to service
after 2 days of vital follow-up in the anesthesia intensive care unit.

Postoperative 2nd day ultrasound of the patient was normal,no active bleeding was observed.
The patient's drain removed properly. 1 more day of follow-up at the hospital no acute
pathology was observed. The patient was discharged in good condition.

Key words: dinoprostone, atoni,cesarean, hysterectomy
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S-19 Antenatal Ultrasonografide Fetal Over Kisti Tanis1 Koyulan Fetiislerin Prenatal ve
Postnatal Sonuclar

Oya Demircit, Gizem Elif Dizdarogullari*
1 Zeynep Kamil Kadin Hastaliklar1 Ve Cocuk Egitim Ve Arastirma Hastanesi

Introduction

Fetal ovarian cysts are the most common abdominal cysts in female fetuses. It is hypothesized
that these cysts are formed as a result of the stimulation of follicles by placental hormones and
maternal gonadotropins. They are generally diagnosed in the third trimester and they may be
detected in a simple or complex structure on ultrasound examination. This study aimed to
determine the natural history of fetal ovarian cysts that are diagnosed prenatally.

Materials and Methods

Pregnancies diagnosed as fetal ovarian cyst in the perinatology clinic of
our hospital between January 2018 and January 2022 were included in the study. Maternal ages,
gestational ages at the time of diagnosis, antenatal follow-ups, prenatal fetal ultrasonography
reports, and perinatal outcomes were obtained from the electronic medical record system of our
hospital.

Results

A total of 31 cases were diagnosed as fetal ovarian cyst in 5 years. (Figure 1) Three of these 31
cases were excluded because their follow-up examinations were performed in other hospitals.
28 cases were included in the study group. The mean gestational age at the time of diagnosis
was 32 (range, 20-38 weeks) weeks. The average size of fetal ovarian cysts at the time of
diagnosis was 43,2 mm (range, 15-88 mm). Eighteen (64.3%) cysts were simple cysts and 10
(35.7%) were complex cysts. In the prenatal period, spontaneous resolution occurred in
5/18(27.2%) cases with a simple cyst and in 2/10 (20.0%) cases with a complex cyst. Surgical
treatment was required in five (27.8%) cases in the simple cyst group and four (40%) cases in
the complex cyst group. Salpingo-oophorectomy was performed in six (66.7%) cases and
cystectomy in three (33.3%) cases.

Conclusion

Fetal ovarian cysts may regress spontaneously in the neonatal period or in utero. On the other
hand, the fetus with ovarian cysts is at risk for rupture of the cyst, intracystic hemorrhage, or
torsion. These situations can cause ovarian damage in the newborn and may require surgical

intervention. In the absence of these complications, the prognosis is favorable.

Keywords: fetal abdominal cyst, fetal ovarian cyst, prenatal diagnosis, prenatal ultrasound,
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Figure 1. Flow chart of fetal ovarian cysts included in the study.

I's

Fetal ovarian cyst
detected
(n=31)

J

Study group
In=24)

Lot of allow-up
(n=3)

\
y \
4 N
Simple cyst Complex eyst
(=18} {n=10}
5 \
AN / N
\ / \
\ / 5\
¥ bl / u
e :
Postnatal spontaneous s Postnatal spontaneous %
resolutian (n=8) . :u"hl. resalution (=4}
-Prenatal spontaneous '”“’“‘el”l'““ Prenatal
- In-5
resolutian (n=5) .

resalution fn-2)

Figure 2.Sonogram of a simple fetal ovarian cyst.
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S-20 Ug Kere._Terme Ulasan Uterin Didelfis: Olgu Sunumu
Giilsiim Damla Onal Erdemir’, Adnan Budak!, Kaan Okan Alkan!
1 Saglik Bilimleri Universitesi Izmir Tepecik Egitim ve Arastirma Hastanesi

Introduction:

Congenital anomalies of the female reproductive tract are of special interest because of their
association with various reproductive difficulties: impaired possibility of natural or assisted
conception, increased rate of first and second trimester miscarriages, preterm birth, placental
abruption, lower birth weight and fetal growth restriction, malpresentation at delivery, and
perinatal mortality [1].

The prevalence of congenital uterine anomalies in the general populationis 5.5%, 8.0% in
women with infertility, 13.3% of the population with abortions, and reaches 24.5% in patients
with abortions and infertility [2].

Most women with uterus didelphys experience no symptoms, although some may experience
dyspareunia as a result of a vaginal septum. Reproductive outcome of women with this anomaly
is better than that of women with unicornuate malfor- mation due to better vascularity.
Approximately 60% of women with uterus didelphys have suc- cessful full-term
pregnancies.[3]

Case:
A 27 year-old patient at the 37th week of her third pregnancy

presented to our clinic first time, and also it was the only appointment to a medical facility
during her pregnancy .

The measurements recorded in the ultrasound examination of the patient, whose first hospital
admission was in the third trimester, were consistent with the gestational week.Uterine
didelphys could not be detected in the ultrasound.Our patient who had two previous cesarean
deliveries had no knowledge of her rare condition; uterine didelphys.Cervical dilatation and
effacement were not observed in the vaginal examination.Vital signs which include blood
values and blood pressure measurement were within normal ranges. The patient's non-stress
test was reactive and uterine contraction was not observed.The patient was given an
appointment for the day of cesarean section

During the c-section , it was revealed that the patient had Uterine didelphys.

A heathy infant was delivered by primary low-transverse cesarean section at 38 weeks, 6 days.
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Discussion:

Basically The pathogenesis of uterus didelphys is a failure of the Mullerian (or
paramesonephric) ducts to fuse.

The pregnancy outcome of women with uterus didelphys is comparatively good, but they still
be- long to a high-risk group.[4]

In our case the patient had two term pregnancy and two healthy births which were delivered by
cesarean operation before. So we made the third and final surgical operation.

As it is seen obviously from the surgical per-op pictures (pic 1,2,3) the non functional uterus is
almost 10% percentage of the bigger one which includes the fetus and plasenta. It is easily can
not recognized by the physician before the operation , especially at the third trimester because
of the physiological hypertrophy and the hyperplasia of the uterus which carries a fetus.
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ABSTRACT

Endometrial polyps are hyperplastic overgrowths of the endometrium that contain both
glands and stroma. Myoma uteri is the most common benign tumor of the female pelvis and
uterus. It is the most common of all soft tissue tumors. It occurs in 20-30% of women of
reproductive age. HOXA-10, which is involved in the organogenesis of the uterus in the
embryonic period; It is expressed in the endometrial gland and stroma in response to estrogen
and progesterone during the menstrual cycle. Studies have revealed that HOXA genes are
essential transcription factors for endometrial differentiation during the developmental process
that provides endometrial receptivity for embryo implantation. The aim of this study was to
compare the expression levels of infertility related genes (HOXA10 and prokineticin gene
family) in endometrial tissue taken from patients with endometrial polyp and myoma uteri and
from healthy controls.

A total of 36 patients, including 15 women with endometrial polyp and 21 women with
myoma uteri, and 23 healthy controls were enrolled in the study. All patients were evaluated
by transvaginal ultrasonography. Endometrial tissue samples were taken from the patient and
control groups between the 19th and 21st days of the menstrual cycle. Expression levels of the
receptivity markers PROK1, PROKR1, PROK2, PROKR2 and HOXA10 genes were
determined by RT- PCR.

When the patients diagnosed with endometrial polyp and the healty controls were
compared, it was observed statistically significantly that the expression of PROKR1 increased
in endometrium tissue of patients with endometrial polyp (p<0,05). There was no statistically
significant difference between the two groups in terms of expression levels of other genes
studied (p>0,05). In patients diagnosed with myoma uteri, gene expression levels of
endometrial PROKR1 was statistically significant increased and gene expression levels of
PROK1, PROKR2, HOXA10 were found to be statistically significantly decreased compared
to the controls. No difference was determined between the two groups in terms of PROK2 gene
expression levels.

Changes in the endometrial expression of the HOXAL0 and prokineticin gene family
in patients with myoma uteri and endometrial polyps may explain some aspects of infertility in
these patients.

Keywords: Myoma uteri, endometrial polyp, infertility, gene expression, HOXA-10,
prokineticin 1, prokineticin 2, prokineticin receptor 1, prokineticin receptor 2.
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Introduction

Endometrial polyps (EP) are mostly benign masses. Its frequency increases with age,
but the most common age group is the fifth decade [1]. The frequency of detection of
endometrial polyps in endometrial biopsy and hysterectomy materials is between 10-24%.
Endometrial polyps were found in autopsy materials with a frequency of 8-10% [2]. The
frequency of endometrial polyps can be observed up to 15% in asymptomatic infertile women
[3]. Polyps between 0.7 and 1.3 cm detected in premenopausal women without any complaints
may regress spontaneously [4]. Endometrial polyps are benign endometrial tumors of unknown
etiology. However, premalignant and malignant changes can be observed. They are not true
neoplasms, but they can be observed in endometrial hyperplasia areas [1]. Transvaginal
ultrasonography, sonohysterography, saline infusion sonography, hysterosalpingography are
used in the diagnosis of endometrial polyps, while the gold standard diagnostic method is
hysteroscopy [5]. EP can be sessile or pedunculated, as well as in multiples or singly. It may be
associated with cervical polyps [5]. It can cause menstrual cycle irregularities, can be
asymptomatic or can sometimes be detected in patients who apply to infertility clinics with the
desire to have a child. EP was detected in 25% of patients who underwent hysteroscopy due to
unexplained infertility [6]. Myoma uteri is the most common benign tumor of the uterus. It
occurs in 20-77% of women in the premenopausal period. It is the cause of 30% of all
hysterectomies [1]. HOX genes are regulated at the receptor level under the influence of various
hormones [7-10]. HOXA 10 is a member of the homeobox (HOX) gene family. Hox proteins
are also able to regulate genes in adult tissues that have completed their development [11, 12].
Four HOX genes play an important role in the development of the reproductive tract (HOXA
9, HOXA 10, HOXA11, HOXA13) [13].

During the mestrual cycle, HOXA 10 and HOXA 11 are expressed in the endometrial
gland and stroma. In the midluteal period, the expression of both HOX genes increases
markedly during the implantation period and continues to remain high throughout the luteal
phase. This increase correlates with the known development of endometrial receptivity of
HOXA 10 [7, 8, 14]. Endocrine gland-derived vascular endothelial growth factor (EG-VEGF),
also known as Prokineticin 1 (PROK1), is known to have a wide range of functions, including
tissue-specific angiogenesis, modulation of the inflammatory response, and regulation of
hematopoiesis [15]. The expression of PROK1 is mainly limited to steroidogenic organs (ovary,
testis, adrenal gland and placenta) and is related to the physiological functions of the male
reproductive and female reproductive system [15, 16].

Expression of endometrial EG-VEGF and prokineticin receptor 1 (PROKR1) is highest
in the luteal phase of the menstrual cycle and becomes higher as pregnancy progresses and
continues between the 8th and 10th weeks of pregnancy decreases after a week. Its expression
in the early pregnancy period is mainly localized in syncytiotrophoblasts and cytotrophoblasts
[17-19]. Prokineticin-2 (PROK?2), also called Bv8. It shows angiogenesis effect in testicles [7].
Recently, PROK-1 has been recognized as a marker of uterine receptivity and has been shown
to regulate a group of genes that are critical for the implantation of the embryo and the
continuation of pregnancy [20-23]. PROKZ1 acts through the activation of two G protein-
coupled receptors (GPCR), PROKRL1 and prokinetisin receptor 2 (PROKR2). PROKR1 and
PROKR2 are encoded on 2pl13.1 and 20pl12.3 different human chromosome regions,
respectively. The two receptors share an 85% amino acid identity and are mainly separated
from each other by N-terminal sequences. The structure of GPCRs includes an extracellular N-
terminal domain, a 7-transmembrane domain and an intracellular C-terminal domain. It can
detect molecules outside the cell and activate intracellular signal transduction pathways through
modification of the transmembrane structure and binding to different G proteins [15, 24-32].

The aim of this study is to compare the expression levels of infertility-related genes such
as PROK1, PROKR1, PROK2, PROKR2, HOXA10 and prokineticin gene family in
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endometrial tissue taken from patients diagnosed with endometrial polyps and myoma uteri
with healthy controls and to investigate the effect of these genes on fertility.

Material and methods
Subjects

This study was planned as a prospective case-control study. A total of 36 patients,
including 15 patients with histopathological diagnosis of endometrial polyps and 21 patients
with myoma uteri, who applied to the Inonu University Faculty of Medicine, Department of
Obstetrics and Gynecology between June 2019 and November 2020, were included in this
study. Twenty-three patients without endometrial polyp and myoma uteri pathology were
included in the control group. A standard form was prepared and the information and physical
examination findings of each patient and control group were recorded. As the patient group
inclusion criteria; The patient is between 20-49 years old, between the 19th and 21st days of
the menstrual cycle, it is determined by hysteroscopy or saline infusion sonography or
transvaginal USG that there is an endometrial polyp or myoma uteri in the uterine cavity, and
the diagnosis of endometrial polyp or myoma uteri is confirmed histopathologically after
surgery. The control group inclusion criteria are; The controls were between 20 and 49 years of
age, between the 19th and 21st days of the menstrual cycle, no history of infertility, no evidence
of endometrial polyp and myoma uteri by imaging methods, no finding of endometrial polyp
or myoma uteri in the endometrial sampling results. Age, gravida, parity, abortion and number
of living, chronic disease, education level, birth control method used, if any, and infertility
duration of the patients included in the study were questioned. Patients who were outside the
age range of 20 to 49 years, were not in the reproductive period, had a history of previous
myomectomy or polypectomy, and were outside the 19-21 days of the menstrual cycle were not
included in the study. After the bladder was emptied in the lithotomy position after the
gynecological examination, ultrasonographic examinations of all patients were performed by a
single clinician using the IC5-9-D 7 MHz transducer of the Voluson (GE Healthcare,
Milwaukee, WI, USA) ultrasonography device. Patients with suspected endometrial polyps and
myoma uteri were tried to confirm the diagnosis by performing saline infusion sonography or
hysteroscopy or transvaginal USG. The diagnosis of endometrial polyp was made by
hysteroscopy performed after transvaginal ultrasonography. The obtained materials were sent
for pathological evaluation, and the diagnosis of polyps was confirmed histologically. All study
participants were included in the study after obtaining a signed informed consent form after
explaining the purpose and content of the study. The study was designed and performed in
accordance with the Declaration of Helsinki, and was approved by the local ethics review board
(approval number: 2019/77).

The samples

Endometrial tissue samples from patients with myoma uteri diagnosis and control group
were taken by probe curettage (P/C), and endometrial samples from patients diagnosed with
endometrial polyp were taken between the 19th and 21st days of the menstrual cycle by
hysteroscopy. Then the samples were divided into two groups . First, samples were stored in 1
ml RNA-later solution at -80 °C until assay for real-time quantitative polymerase chain reaction
(RT-PCR) and second the they were fixed in 10 % buffered formalin for immunohistochemistry
analysis. The timing of the biopsy was dated according to the last menstrual period indicated
and was confirmed by histological evaluation according to the criteria set by Noyes et al and
Karaer et al [32, 33].

Clinical measurement
RNA extraction / cDNA Synthesis Protocol
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Total RNA was extracted using the RNeasyJ Plus Mini Kit (Qiagen INC, Germantown,
MD, USA) according to the manufacturer’s guidelines. For the reverse transcription process
(RT?), the cDNA transcription kit RT? kit, produced by Qiagen, was used. cDNA synthesis was
performed in accordance with the protocol proposed by the company. In summary, 2.0 pg total
RNA, 1 pl primer (4 pmol genspecific primer), 1 ul ANTP (10 mM) and bidistilled water were
added to a 100 pl PCR tube with a total volume of 14 pl, mixed and heated in a PCR device at
65 °C for 15 minutes. 4 pl 5x first strand buffer, 2 ul DTT, 1 ul distilled water, 1 pl RT2 reverse
transcriptase enzyme were added to this mixture and mixed and heated in the PCR device at 50
°C for 60 minutes and then at 70 °C for 15 minutes, then stored at -20 °C until analyzed [32].

Real-Time PCR Protocol (RT-PCR)

As a real-time PCR device (RT-PCR), the analysis was performed on the Qiagen
Rotorgene Q (Qiagen, Hilden) model. SYBR Green Master Mix (Qiagen) was used. The
reactions were performed in a total volume of 25 pul and the Rotor-Disc was carried out in 72
discs. The mixture consisted of 5 ul cDNA, 1 pl advanced primer (10 pmol/ul), 1 pl reverse
primer (10 pmol/ul), 6.5 uL DNase/RNase-free distilled water and 12.5 pl 2x SYBR Green
Master Mix. PCR conditions after optimization of primers; initial denaturation; 2 minutes at 95
°C, denaturation at 94 °C for 15 seconds, annealing at 60 °C for 30 seconds, and the number of
cycles was 40 [32]. ACTB was used as the reference gene. The GenBank sequences for the
respective primers are given in Table 1.

Table 1. Human gene (RT? Primer Assays Qiagen).

Position Ref Seq Number Symbol Description

1 NM_032414 PROK1 Prokineticine 1

2 NM_138964 PROKR1 Prokineticine receptor 1
3 NM 021935 PROK2 Prokineticine 2

4 NM_144773 PROKR2 Prokineticine reseptor 2
5 NM_018951 HOXA-10 Homeobox A10

6 NM_001101 ACTB Actin beta

Statistical analysis

The data were analyzed by using the Statistical Package for Social Science Software
26.0 for windows software (IBM/SPSS, Inc). The Kolmogirov-Smirnov test was used to
determine normally distributed of data. The age variable was expressed as mean+standard
deviation (SD) for the patient and control groups. The p<0.05 value was considered statistically
significant in statistical decisions.

Results
Demographic Findings
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A total of 36 (61%) patients, including 15 patients (25.4%) diagnosed with endometrial
polyps and 21 patients (35.5%) diagnosed with myoma uteri, were included in this study. It was
carried out with a total of 59 patients, 23 (38.9%) healthy people in the control group. The mean
age of the patients with the diagnosis of endometrial polyp was 38.07 & 6.57 years, while the
mean age of the patients with the diagnosis of myoma uteri was 42.67 + 3.83 years. The mean
age of the control group was 37.65 £ 6.03 years, while the mean age of the study group was
40.75 £ 5.56 years. A statistically significant difference was found between the mean age of the
patient group diagnosed with myoma uteri and the control group (p=0.01)

The Gene expression levels of PROK1, PROKR1, PROK2, PROKR2, HOXA10 and
ACTB in the endometrial tissue of patients with endometrial polyps and control groups.

PROK1, PROKR1, PROK2, Decr2, HOXA10 and ACTB gene expression levels
between patients diagnosed with endometrial polyps and control groups are presented in Table
2. In this study; It was observed that the expression of PROKR1 increased 8.66 times
(p=0.001925) in patients diagnosed with endometrial polyps, and this increase was statistically
significant (p<0.05). When the cases diagnosed with endometrial polyps were compared with
the control group, it was found that the expression of PROK2 increased 5.91 times (p=0.13603)
in patients with endometrial polyp, but this increase was not statistically significant (p>0.05).
In addition, when the patients diagnosed with endometrial polyps and the control groups were
compared, it was observed that the level of PROKR2 gene expression decreased by 0.37
(p=0.054276) times in the patient group with endometrial polyp, but this decrease was not
statistically significant (p>0.05). When the patients diagnosed with endometrial polyps and the
control group were compared, no statistical difference was found between the groups in the
expression levels of PROK1, HOXA10 and ACTB genes (Figure 1).

Table 2. Comparison of PROK1, PROKR1, PROK2, PROKR2 and HOXA10 mRNA
expression between women with Endometrial polyps and controls (fold change).

Group 1 (Endometrial polyps)  Fold change (comparing to control

group)

Position Gene Symbol Fold change P* value

1 PROK1 1.04 0.827463
2 PROKR1 8.66 0.001925
3 PROK?2 5.91 0.136303
4 PROKR?2 037 0.0054276
5 HOXA10 0.55 0.149883
6 ACTB 1.00 non

*p <0.05.
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Figure 1. The Comparison of fold changes in the expression levels of PROK1, PROKR1,
PROK2, PROKR2, HOXA10 and ACTB genes in control groups and patients diagnosed with
endometrial polyps.

Group 1: Group of patients diagnosed with endometrial polyps
Control group

Gene expression levels of PROK1, PROKR1, PROK2, PROKR2, HOXA10 and ACTB
in the endometrial tissue of patients with myoma uteri and control groups

PROK1, PROKR1, PROK2, PROKR2, HOXA10 and ACTB gene expression levels
between patients diagnosed with myoma uteri and control groups are presented in Table 3.

Table 3. Comparison of PROK1, PROKR1, PROK2, PROKR2 and HOXA10 mRNA
expression between women with myoma uteri and controls (fold change).

Group 2 (Myoma uteri) Fold change (comparing to control group)

Position Gene Symbol Fold change P” value
1 PROK1 0.10 0.026141
2 PROKR1 5.42 0.010739
3 PROK?2 2.41 0.565634
4 PROKR2 0.14 0.001909
5 HOXAL10 0.28 0.004209
6 ACTB 1.00 non
*p < 0.05.

In this study, it was observed that the expression level of PROKRL1 in patients diagnosed
with myoma uteri increased 5.42 times compared to controls (p=0.010739). Compared to the
control group, the expression levels of the genes PROK1 0.10-fold, PROKR2 0.14-fold,
HOXAZ10 0.28-fold genes were decreased in patients diagnosed with myoma uteri (p=0.026141,
p=0.001909 and p=0.004209, respectively). There was a statistically significant difference
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between women with myoma uteri and controls regarding PROKR1, PROK1, PROKR2 and
HOXAUL0 expressions (p <0.05). PROK2 mRNA levels were 2.41 times (p=0.565634) higher
in women with myoma uteri than controls, but this increase was not found statistically
significant (p > 0.05) (Figure 2).
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Figure 2. The Comparison of fold changes in the expression levels of PROK1, PROKR1,
PROK2, PROKR2, HOXA10 and ACTB genes in control groups and patients diagnosed with
myoma uteri.

Group 2: Group of patients diagnosed with myoma uteri
Control group

Discussion

To this study; A total of 36 patients, 15 of whom were diagnosed with EP and 21 with
the diagnosis of myoma uteri, and 23 healthy controls were included. The patients were
evaluated with transvaginal USG. Endometrial tissue samples were taken from the patient and
control groups. Patients with EP were removed by hysteroscopic polypectomy. Endometrial
tissue samples were examined by hysteroscopy on the 19th-21st days of the menstrual cycle.
taken between the days. Expression levels of receptivity markers PROK1, PROKR1, PROK2,
PROKR2, HOXA10 and ACTB genes were determined by RT-PCR and analyzed with
Kolmogirov Smirnov Test. It was investigated whether there was a difference between the
expression levels of infertility-related genes (HOXA-10 and prokineticin gene family) in the
endometrial tissue of healthy controls of patients diagnosed with endometrial polyps and
myoma uteri. A statistically significant increase in PROKR1 gene expression was observed in
the endometrial tissue of patients diagnosed with endometrial polyps and myoma uteri. There
was no statistically significant difference between the two groups in terms of expression levels
of other genes, whereas PROK1, PROKR2 and HOXA-10 gene expressions were found to be
statistically significantly decreased in the endometrial tissue of patients diagnosed with myoma
uteri. No statistically significant difference was observed in terms of PROK2 and ACTB gene
expression levels. In the light of these data; endometrial polyps and myomas were found to
cause changes in the gene expressions of HOXA-10 and prokineticin, which are genes
associated with infertility, in the endometrium of the uterus. Endometrial polyp is the name
given to a single or multiple tumoral formation of various sizes that originates from the
endometrium and is connected to the endometrium by a stalk. Its histological appearance is
similar to the endometrium, with a central vessel and glandular hyperplasia surrounding the
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vessel. The effects of asymptomatic endometrial polyps on infertility are not clear. However,
endometrial polyps can cause infertility by disrupting sperm and embryo transport by
mechanical effect, preventing embryo attachment, or reducing endometrial receptivity. In
addition, the number, size and localization of the polyp may affect reproductive outcomes [34].
There are few studies investigating the relationship between endometrial polyps and infertility,
and no study can reach a definite conclusion. Different studies have reported that polyps are
frequently seen especially in young infertile cases and may cause infertility [29, 30, 35-37].
Myoma uteri is the most common benign mass in women in the reproductive period, and there
are studies reporting that its prevalence is higher in infertile women [38]. Approximately 5 to
10% of patients who apply to the clinic with the complaint of infertility have 1 or more fibroids
[38, 39]. In studies, it has been reported that the cumulative pregnancy rate decreased by 40-
50% in a 1-year period in women with fibroids [40, 41]. Apart from the presence of myoma
uteri, other parameters such as the size and number of myoma uteri have critical importance in
terms of fertility [42]. As shown in previous studies, the most prominent effect of myoma uteri
on fertility is that it adversely affects implantation [43, 44]. The HOXA-10 gene plays a role in
the development of the uterus, endometrium and endometrial stroma. The expression of the
HOXA-10 gene, whose expression is regulated by estrogen and progesterone, in adult human
endometrium continues throughout the menstrual cycle in both epithelial and stromal cells, and
its peak level occurs in the midluteal phase, during the period corresponding to the implantation
window [45]. This suggests that the HOXA-10 gene may have a role in implantation and may
be a potential marker in uterine receptivity [45]. This gene regulates their transcriptional
expression by binding to regulatory regions of downstream target genes related to endometrial
development [46]. One of the main causes of implantation failure in infertile cases is impaired
endometrial receptivity, and it has been suggested to be responsible for approximately 2/3 of
implantation failures [47, 48]. In humans, impaired expression of HOX genes has been reported
in cases of unexplained infertility, PCOS, endometriosis, and recurrent pregnancy loss [14, 49,
50]. All these studies show the importance of HOX genes in embryo implantation. Changes in
HOXA gene expression in endometriosis cases are interesting. In this study, when the patients
diagnosed with endometrial polyps were compared with the control group, no statistically
significant difference was found between the two groups in terms of expression levels of the
HOXA-10 gene. However; A statistically significant decrease in HOXA-10 gene expression
was found in the endometrium of patients diagnosed with myoma uteri compared to the control

group.

In the present study, a decreased PROKR1 was found in endometrium of women with
RIF at both mRNA and protein levels. Although there was a significant elevation in PROK1
MRNA levels in women with RIF compared to controls, this difference was not verified at
protein levels. There was no statistically significant difference regarding PROK2 and PROKR2
between women with RIF and controls. The EG-VEGF gene, also known as prokineticin 1, is
known to have a wide range of functions, including tissue-specific angiogenesis, modulation of
inflammatory responses, and regulation of hematopoiesis [27]. PROK2 is mainly expressed in
the central nervous system and nonsteroidogenic cells of the testicles [51, 52]. PROK1 and
PROK?2 are predominantly expressed in a number of organs, including the brain, ovary, testis,
placenta, adrenal cortex, peripheral blood cells, intestines, heart, and bone marrow [53, 54].
PROK1 is predominantly expressed in steroidogenic organs such as ovary, testis, adrenal
cortex, and placenta [16]. In terms of human reproduction, PROK1 has been reported to have
a regulatory effect on the gonads [31]. In contrast, PROK2 was not detected in human ovarian
tissue [51]. PROK1 has also been detected in endometrial tissue in addition to the ovary, and
it has been reported that women of reproductive age reach their maximum expression level
during the “implantation window” [54, 55]. In contrast, PROK2 expression in the endometrium
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remains constant throughout the menstrual cycle [55]. Recent studies show that PROK1 plays
a role in the immune response of endometriosis, ectopic pregnancy and pregnancy [56, 57-60].
Several studies demonstrated that PROK1 play a major role in the success of embryo
implantation [20]. PROK1 can also be used as a potential biomarker to predict endometrial
receptivity in IVF patients [21, 60]. Studies conducted in the last decade have focused on the
roles and molecular mechanisms of PROK1 and its receptors PROKR1 and PROKR2 after
implantation, especially in the placenta. In the literature reviews, no study was found on the
expression of the mechanism of action and its roles in the uterine tissue during the
preimplantation process of this factor, which plays an important and essential role in placental
development. As a result, the fact that the expression of PROKRL1 especially increases on the
4th day before implantation, decreases on the 5th day of the implantation, and starts to increase
again from the 7th day after implantation shows that this protein is involved in the processes
necessary for a healthy pregnancy. In addition, the fact that PROK1 and PROKRL1 proteins are
expressed preimplantation, during and after implantation suggests that these proteins play
important roles in these periods. The PROK1/PROKRL1 signaling system also coordinates the
expression of key genes for implantation processes. In agreement with this study, some studies
reported that polymorphism in PROK1 and PROKR1 genes was associated with recurrent
abortion [15].

Conclusion

In conclusion, in the present study, a statistically significant increase was found in the
expression of endometrial PROKR1 in patients diagnosed with endometrial polyps. A
statistically significant increase in the level of PROKRL1 in the endometrial tissue in patients
diagnosed with myoma uteri, while a statistically significant decrease in the gene expression
levels of PROK1, PROKR2, HOXAL0 was detected. In agreement with this study, some studies
reported that polymorphism in PROK1 and PROKR1 genes was associated with recurrent
abortion [15]. The available information in the literature has been reported in cases of impaired
expression levels of HOXA-10 and prokineticins, such as unexplained infertility, PCOS,
endometriosis, and recurrent pregnancy loss. Although the HOXA-10 and prokineticin gene
family are known to be genes associated with infertility, there is insufficient data on the
mechanisms by which these genes affect fertility. Clarifying the roles of related genes in the
normal implantation process in the literature and increasing the information about the
implantation process of diseases such as myoma uteri and endometrial polyps and their
relationship with infertility may guide the development of new treatment methods to increase
implantation after both spontaneous and assisted reproductive techniques treatment.In women
with future gene expression disorders, gene therapy will be a spot-on treatment compared to
current empirical treatment approaches. It will increase pregnancy rates by excluding the
implantation failure, which is an important cause of infertility in both spontaneous and IVF
treatment, at least due to endometrial causes
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Hakan Golbasi', Ceren Golbasi?
1 Bakirgay Universitesi Cigli Egitim ve Arastirma Hastanesi, Perinatoloji Anabilim Dall,
[zmir, Tiirkiye
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Abstract

Aortic coarctation is one of the most difficult cardiac defects to diagnose prenatally. It is the
cause of approximately 4-6% of all cardiac anomalies and occurs in approximately 1 in 10,000
live births. Prenatal diagnosis of aortic coarctation increases neonatal survival. We report a case
of aortic coarctation diagnosed prenatally at 32 weeks of gestation. Fetal heart was evaluated
as normal in the second trimester anomaly scan of this case. However, in the cardiac evaluation
performed at 32 weeks of gestation, a disproportion was found between the ventricles in the
four chamber sections. In addition, narrowing of the aortic isthmus was detected in the three-
vessel trachea section. In the longitudinal aortic section, narrowing of the isthmus 'shelf sign'
was detected after branching of the left subclavian artery. Findings were consistent with aortic
coarctation and the pregnant was referred to a tertiary center for delivery.

Key words: aortic coarctation; congenital heart disease; prenatal diagnosis

Intraduction

Coarctation of the aorta (CoA) is narrowing of the descending aorta at the insertion site of the
ductus arteriosus just distal to the left subclavian artery. This defect can cause an increase in
left ventricular pressure. CoA is the cause of approximately 4-6% of all cardiac anomalies and
occurs in approximately 1 in 10,000 live births (1,2). Among the genetic causes, there is a
family history as in cardiac anomalies including other left ventricular outflow tract obstructions.
In addition, 5-15% of girls with CoA have Turner Syndrome (3,4). CoA is usually associated
with another cardiac lesion. Less than 1/4 of the cases have isolated CoA (5). A newborn is
asymptomatic if there is persistent patent ductus arteriosus (PDA) or if CoA is mild. In cases
with severe CoA and large PDA, cyanosis occurs due to a right-to-left shunt. In neonates with
severe CoA, closure of the PDA can lead to heart failure and/or shock.

CoA is difficult to detect by prenatal ultrasonographic evaluation, as only 10 percent of
fetal cardiac output flows through the defect. In addition, the presence of PDA limits the ability
to detect any pressure gradients in the AoA region and may also make anatomical narrowing
less obvious (6). Disproportionate size of the cardiac ventricles (right ventricle larger than left
ventricle), inconsistency in large artery sizes (pulmonary artery larger than aorta), and absolute
diameter measurement of the aortic isthmus are prenatal findings consistent with CoA (7).
Prenatal diagnosis can be made at the earliest between 16 and 18 weeks of gestation. In a study
of 90 infants with isolated critical CoA, only three cases were diagnosed prenatally, although
97 percent of pregnant women in Sweden had a second trimester ultrasound (8). The presence
of long segment coarctation or other cardiac findings may increase the rate of prenatal
diagnosis.

Case presentation:

A 31-year-old pregnant woman ( gravida 2 parity 1) was admitted to the perinatology outpatient
clinic because of proteinuria in the spot urine at 32 weeks of gestation. She did not have any
known additional disease (hypertension, diabetes, etc.), and had no family history of congenital
cardiac diseases. No structural anomaly was detected in the second trimester fetal anomaly
screening. A disproportion in the dimensions of fetal cardiac ventricles was detected in the
pregnant woman who underwent routine ultrasonographic examination (Figure 1). Contractility
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of both ventricles was normal and there was no evidence of regurgitation of both
atrioventricular valves (mitral, tricuspid) (Figure 2). It was of normal size at the aortic outlet
and the valve structure had normal but slightly turbulent flow (Figure 3). There was segmental
stenosis in the aortic isthmus in the three-vessel trachea section (Figure 4). In the longitudinal
section of the aorta, narrowing at the isthmic level, which is expressed as a shelf sign, was
observed after the left subclavian artery branching (Figure 5). Findings were consistent with
aortic coarctation. The pregnant at 32 weeks of gestation was referred to another tertiary center
for perinatology council and delivery.

Conclusions

It is known that prenatal diagnosis increases neonatal survival in CoA (9). It is difficult to
diagnose prenatally because CoA usually affects the fetus mildly. Our findings show that
although the second trimester cardiac evaluation is normal, at least the evaluation of the 4-
chamber view of the fetal heart in the third trimester can increase the diagnosis of prenatal CoA.

Figure Legends

Figure 1. Disproportion in fetal cardiac ventricles

Figure 2. Ventricular filling in diastole via both normal atrioventricular valves
Figure 3. Normal-sized aortic outlet in five chamber sections

Figure 4. Narrowing of the aorta in the isthmus in the three-vessel trachea section

Figure 5. Isthmus narrowing 'shelf sign’ in longitudinal aortic section
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Figure 3

Figure 5
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S-24 First Trimester Uterine Rupture: A Case Report and Literature Review

Hatice MERT, Omer BASOGUL, Ozden Sila KILINC GONULLU

Department of Obstetrics and Gynecology, University of Health Sciences Tepecik Education
and Research Hospital, izmir, TURKEY

Introduction

Rupture of the pregnant uterus, similar to rupture of any internal organ, can be life-threatening.
Both the mother and fetus are at risk for serious morbidity and mortality. Most uterine ruptures
occur in patients who have had a previous transmyometrial surgical incision, typically for
cesarean birth.Rupture of the unscarred uterus is rare, but the incidence is increasing and the
rate of maternal and neonatal serious morbidity is higher than that after rupture of the scarred
uterusRupture of the unscarred pregnant uterus is a rare event, estimated to occur in 1 in 5700
to 1 in 20,000 pregnancies A study from the United States reported rupture of the unscarred
uterus in 4.54 per 100,000 births, or approximately 1 in 22,000 births.The incidence of rupture
of both scarred and unscarred uteruses has increased in recent decades

RISK FACTORS

Exposure to uterotonic drugs (oxytocin, prostaglandins) — Exposure to uterotonic drugs is a
consistent risk factor for rupture of the unscarred uterus and more commonly associated with
rupture of the unscarred uterus than the scarred uterus. High parity (mean parity 3.6 in one
study).Uterine anomaly, advanced maternal age, dystocia, macrosomia, multiple gestation,
abnormal placentation (eg, placenta accreta spectrum), short interpregnancy interval, prior
cerclage etc.Pain is the major sign of antepartum uterine rupture. In one series, all eight
antepartum complete ruptures among over two million patients with an unscarred uterus
presented with acute abdominal pain.Constant abdominal pain accompanied by signs of intra-
abdominal hemorrhage (eg, hypotension, tachycardia, increasing abdominal girth) are
consummate signs and symptoms of uterine rupture.The diagnosis of uterine rupture is typically
made at laparotomy by visualization of complete disruption of all uterine layers with active
bleeding and hemoperitoneum. Over 90 percent of uterine ruptures occur in the anterior lower
uterine segment, but the corpus, cervix, vaginal wall, posterior uterus, or parametrium may be
involved.

Case Report

29 years old female patient gravida 4 parity 3 abortion 1 (normal spontaneous vaginal delivery)
previous operation: Is cystectomy.The patient admitted to the obstetrics and gynecology
emergency department with sudden onset of abdominal pain. General condition moderate. The
patient's vital values are hypotensive and tachycardic. Abdominal defense (+) on physical
examination. In the vaginal examination, cervix multipar vulva vagina usual active vaginal
bleeding not observed, but old coagulum observed.On transvaginal ultrasound, the
endometrium thickness was 14 mm in the anteverted position of the uterus, and a diffuse
hematoma was observed in the douglas. Laboratory Hb:6.3 PT: 18.4 INR:1.54 Fibrinogen: 135
Bhcg: 26017. Emergency laparotomy planned for the patient. Under general anesthesia, a
Pfannenstiel skin incision made, and then the patient's anterior abdominal wall opened in
layers.With approximately 2.5 liters of coagulum, bleeding in the abdomen and an area
compatible with the gestational sac observed. The material sent to pathology. In the observation,

84



“2. Uluslararasi Jinokoloji ve Obstetri Kongresi”

bilateral adnexa were normal. A ruptured area of approximately 4 cm was observed in the
uterine fundus. The perforation area was duly repaired.In the perioperative 4 units ert 2 units
tdp 2gr fibrinogen was given to the patient.Postoperative pathology result of the patient: crl 2.5
cm in a 3.5x3x1 cm gestational sac; Extremity and finger counts were normal and otolytic
internal organs were observed in the fetus.

Discussion

The diagnosis of uterine rupture is typically made at laparotomy by visualization of complete
disruption of all uterine layers with active bleeding and hemoperitoneum. Over 90 percent of
uterine ruptures occur in the anterior lower uterine segment, but the corpus, cervix, vaginal
wall, posterior uterus, or parametrium may be involved.The uterus must be removed or repaired
after rupture. Additional surgical goals are to control hemorrhage, identify damage to other
organs (eg, urinary tract), and minimize early postsurgical morbidity.A reasonable approach is
to repair the uterine defect in two or three layers with an absorbable suture, similar to repair of
any hysterotomy. If the laceration extends to the bladder or there is any suspicion of ureteral
injury from the laceration or its repair, we suggest an intraoperative consultation with an
experienced urologic surgeon (eg, urologist, gynecologic oncologist).Uterine rupture can lead
to multiple adverse and interrelated maternal outcomes, including sequelae of severe
hemorrhage, bladder laceration, hysterectomy, and death. Perinatal complications include death
or serious morbidity from prolonged intrauterine hypoxia. Risk of recurrent rupture — Data on
future pregnancies after repair of a ruptured uterus are derived from small case series largely
comprised of patients who have undergone repair of a ruptured scarred uterus. The risk of
recurrent rupture in these publications ranges from 22 to 100 percent. The risk of recurrence
appears to be highest when the uterine fundus was involved in the rupture.A short
interpregnancy interval following cesarean birth appears to be associated with a higher risk of
uterine rupture.There is an increased probability of recurrent rupture in a future pregnancy. The
risk is related to the site of rupture, with the highest risk likely associated with fundal rupture.
We suggest an interpregnancy interval of at least 18 months for women who desire pregnancy
following repair of rupture of the unscarred uterus.In future pregnancies, cesarean birth should
be scheduled before labor. We suggest delivery at 36+0 to 37+0 weeks.
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S-25 Postpartum Uterine Dehiscence: Case Report

Hazal Deniz Yavuz, Gokay Ozceltik, Ismet Hortu

Ege University Department of Obstetric and Gynecology, Izmir

AIM: Postpartum uterine dehiscence is a rare and important problem after cesarean section. In
the postoperative period, it is manifested by clinical signs such as suprapubic tenderness,
vaginal bleeding, vaginal discharge, hypotension, to be appeared fever and tachycardia with
spread of infection into the peritoneal cavity.

The aim of this case report is to examine two cases of postpartum uterine dehiscence we
encountered in our clinical practice, to compare the diagnosis-treatment and recovery processes,
to integrate the results obtained in previous studies on the subject and to transfer the experiences
we encountered to the professionals.

CASES: Case 1: 36 years, 38 weeks 5 days G6P4 (4 cesarean section deliveries), elective
cesarean section and bilateral tubal ligation was performed under spinal anesthesia, admitted to
our hospital with complaints of nausea and abdominal pain on the 7th post-op day. Despite a
long-term broad spectrum antibiotic, fever developed in the follow-up and the complaints did
not regress despite the revision of the antibiotic treatment. And the patient was discharged on
the 58th day after the operation has been done diagnostic laparoscopy, hysterectomy with
laparotomy, appendectomy, bladder repair, intestinal serosa repair, double J stent application.

Case 2: 33 years, 37 weeks, 3 days G5P2 (2 cesarean section deliveries), after applying to the
emergency department with a complaint of labor pain, cesarean section and bilateral tubal
ligation was performed under spinal anesthesia. The patient, who was admitted to us with the
complaint of abdominal pain on the 12th post-op day and has been done diagnostic laparoscopy,
right salpingectomy, dehiscence repair, infected uterine tissue excision on the 15th day, and
was discharged on the 6th day after the operation.

RESULTS: In cases of uterine dehiscence, follow-up with antibiotic treatment may be
appropriate in patients with no signs of active bleeding and infection.

Diagnostic laparoscopy and laparotomy should not be delayed in patients whose clinical
condition does not improve despite antibiotic therapy.

Although we benefit from various imaging methods in the diagnosis process in uterine
dehiscence, the early application of diagnostic laparoscopy and laparotomy in case of clinical
suspicion is of great importance in providing source control.

Key words: postpartum uterine dehiscence, post-cesarean surgical site infection, postpartum
hemorrhage, abdominal sepsis.
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S-26 Eklampsi Erken Teshis ve Miidahalenin Onemi: Olgu Sunumu
Hilal Unal', Esra Soylemez!
1 Ege Universitesi Hastanesi Kadi Hastaliklar1 ve Dogum Boliimii

27 yasinda kadin hasta, gravida 1, parite 0 28+5 haftalik gebelik hipoplastik miyelodisplastik
sendrom, uterus didelfis, situs inversus totalis tanilari ile vajinal kanama sikayeti ve erken
dogum tehdidi nedeniyle interne edildi. Hastanin yatisinda tansiyon arteriyel degeri 110/70idi.
Hastanin laboratuvar incelemesinde Hb 10.5 g/dl, platelet 41bin, bobrek ve karaciger fonksiyon
testleri normal siirlarda, TIT nde protein negatif izlendi. EDT tanisi ile hastaya fetal akciger
matiirasyonu i¢in betametazon, néroprotektif MgSO4 inflizyonu uygulandi. Trombositopeni
icin Dahiliyeye danisildi, hipoplastik MDS tanili hastaya ek tedavi onerilmedi. Sikayetleri
gerileyen ve vajinal kanamasi olamayan hasta 1 hafta sonra Hematoloji poliklinik kontrolii ile
taburcu edildi. Taburculugundan 2 giin sonra 29hf3g gebelik haftasinda bas agris1 ve nefes
darlig1 ile acil servise basvuruyor. Giris vitalleri 133/88 mmHg nabiz 65, platelet 66bin, TiT
protein negatif. Acil servisi kendi istegi ile terk eden hasta 12 saat sonra semptomlarinin
siddetlenmesi, biling bulaniklig1 ve anlamsiz konusmalarin olmasi tizerine yeniden bagvuruyor.
Tansiyon 138/87. Oryantasyon ve kooperasyon bozuklugu olan hasta olas1t SVO ve pulmoner
emboli? On tanis1 ile norolojiye danisiliyor. Cekilen MRG akut radyopatolojik bulgu
izlenmiyor. Tarafimiza danisilan hastanin tansiyonu 140/80 olmas iizerine istedigimiz TiT nde
protein 30+, Spot idrar prot/cre 0,59, platelet 30bin gelince preeklampsi tanisi ile hasta
tarafimiza interne ediliyor. 2 gr/s MgSO4 tedavisi baslandi. Yatisi sonras1 40. Dk da TA 154/95
ve art arda 2 defa jeneralize tonik klonik ndbet sonrasi diazem yapildi. Eklampsi tanisi ile acil
C/S ile doguma alindi. Anestezi yogun bakiminda yer olmadig: i¢in hasta ekstiibe edilerek
Kadin hastaliklar1 ve Dogum yogun bakim servisinde izleme alindi. Monitorize edildi. MgS04
tedavisi devam edildi. Oksijen destegi verildi. Postiktal donemde non-oryante non-koopere
glaskow e3m4v2 hastaya Noroloji Onerisi ile 2000mg Levetirasetam [V yiikleme tedavisi
verildi. Postop 4. saatte Ege Universitesi Noroloji yogun bakima sevk edildi. Sonug: Eklampsi
tanisinda hipertansiyon temel bulgudur. Fakat goreceli oldugu durumlarda (eklamptik
hastalarin % 20’si) normotansif seyretmektedir. Eklampsi genelikle belirgin proteiniiri ile
birliktedir. Buna karsilik eklampsi tanis1 i¢in proteiniirinin varlig1 sart degildir. Yapilan bir
calismada eklampsi konviilziyonlardan 6nce en sik gozlenen semptomlari, basagnsi (% 82.5),
gorme bozukluklar1 (% 44.4) ve epigastrik agri (%19) olarak bildirilmistir. Eklampsi, her zaman
onlenebilir bir olgu degildir ve uygun zamanda dogumun gerceklestirilmesiyle en iyi yaklagim
saglanabilir.

Anahtar Kelimeler: preeklampsi, eklampsi
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S-27 Serviksin Nadir Bir Yumusak Doku Tiimorii: Agresif Anjiomiksoma
Hilmi Tasdemir!, Cagdas Demiroglu?
1 Nizip Devlet Hastanesi
2 Sanko Universitesi Tip Fakiiltesi

Introduction: Angiomyxoma first described in 1983. That masses is rare in litreature and that
type masses grows slowly. Angiomyxomas have higly local recurrence probabilitiy. it seems
between 30 and 45 ages in patients. That masses generaly ocur in pelvic and perineal organs

Case Report: Our patient is 52 years old. She have 5 normal vaginal delivery. She doesnt have
any surgery before. Her first complaint is vaginal mass which come out vaginal entrance. Than
patients ultrasonographig examination is clear.

Discustion: Angiomyxomas is mass which have mezenkimal origins and generaly develop
pelvic and perineal organs. its pathophysiology is unknown. That masses get mixed lots of
pelvic and perineal masses. its diagnosis is patological. First treatment choice is surgical.
Alternativly treatments are GnRH analogs and arterial embolism

Conclusion: Angiomyxomas developing age is between 30 and 45. That masses are rare tumors
in litreature. Angiomyxomas get mixed easily other pelvic and perineal masses.

Keywords: Angiomyxoma, Cervical Mass, Vaginal Neoplasms
Introduction

Angiomyxoma was first described in 1983. (1). Angiomyxoma are soft tissue mesenchymal
tumors that can be seen in the perineum and vulva.

(2). Cases seen in the literature are usually patients in the 3rd and 4th decades.. These masses
are seen 6 times more in women than in men.

(3) . In general, distant metastases are very rare and local metastases are more likely.Local
recurrence rates in cases are around 50% within a few years after surgery. The general treatment
approach is surgical wide excision.(4,12). In this article, we aimed to evaluate a rare case of
angimyxoma with vaginal prolapse in the literature.

Case Report

Patient 52 years old, There was a history of five normal births. The patient had no history of
previous surgery.The patient applied to our clinic with a mass protruding from the vagina
causing pain and bleeding.The mass was approximately 10x5x5 cm in size. When the mass was
observed, there were necrotic areas containing irregular cystic structures.(Resim 1). Speculum
examination could not be performed because the mass covered the vaginal entrance.The mass
was thought to originate from the cervix in the vaginal examination. No pathology was detected
in the ultrasound examination.

. The mass hanging out of the vagina was excised by ligating the stem part and sent to pathology.
In the pathological evaluation, actin, desmin, CD34, vimentin were stained positive,
s100protein stained negative.

. In microscopic evaluation; The lumens are clear and contain thick-walled vessels, containing
spindle cells myxoid hypocellular stroma was observed. Less mast cells and muscle cells were
seen in packs. Cellular atypia was not observed. The pathological diagnosis was reported as
aggressive angiomyxoma.The patient underwent total abdominal hysterectomy after the report.
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Then, the patient was followed up with ultrasound and vaginal examination at 3-month
intervals.

Discussion

Angiomyxoma usually originates from the pelvic or perineal organs.

,originating from mesenchymal tissues, they are rare masses that develop slowly but have a
high local recurrence rate.(5). Although it is thought that estrogen hormone has an effect on the
growth of these masses,the pathophysiology of these masses is not fully known.(6)These
masses have been reported in the literature between the ages of 11 and 70, it is usually seen
between the ages of 30-45.(3)In our case, a 52-year-old mass was observed.

Angiomyxoma polyps, easily confused with lipomas, fibroids and bartholin's cysts. Therefore,
many cases of angiomyxoma are easily misdiagnosed. In angiomyxoma cases, the definitive
diagnosis can only be made by pathology. macroscopically; it can be seen as masses with solid,
soft consistency, hemorrhagic areas. When viewed microscopically

spindle cells, extravasated erythrocytes, fibroblasts and myofibrobalsts, stromal collagen
structures are observed.(7,8). Immunohistochemical examinations have an important place in
the pathological differential diagnosis of angiomyxomas. Desmin and vimentin are generally
positive in immunohistochemical studies. Cytokeratin and S100 are negative. In particular,
desmin and vimentin are positive, while S100 negativity is highly determinative in
immunohistochemical diagnosis. Actin, CD34 and SMA can be detected as negative or positive
in cases(8,9,10). In our case, desmin, vimentin, CD34 and actin were found to be positive, but
S100 was found to be negative.

The first and most effective treatment option for angiomyxomas is surgical removal of the
masses. When choosing the type of surgery, the age of the patient and the extent of the mass
should be considered(8,10). Local excision should be preferred as the first option in surgical
treatment. In masses surgically removed by local excision only, local recurrence rates increase
in cases with positive tumor tissue at the surgical margin

Angiomyxomas have a high local recurrence capacity. There are reports in the literature that
some aggressive angiomyxomas show multiple recurrences(11). Even after adequate surgery,
recurrence rates are reported as 50% (12).

As an alternative to surgical treatment, GnRH agonist treatment has been applied in many
studies in the literature and successful results have been achieved. Significant shrinkage of
tumor tissue has been demonstrated in these studies (11,13). The issues to be kept in mind when
applying GnRH agonist treatment are menopausal complaints and osteoporosis that may
develop in long-term use. As an alternative treatment method, interventional radiological
methods are another option in arterial embolization(7). Arterial Embolization can be used to
increase the success of surgery in patients whose borders cannot be determined clearly before
surgery.

Today, surgical treatment is generally the first-line treatment approach in angiomyxomas.
Adjuvant GnRH agonists and radiological arterial embolization can be used in addition to
surgical treatment in some aggressive and recurrent cases or in cases where surgical margins
cannot be determined precisely (14,15). In our case, the patient's mass originated from the
cervix and was prolapsed out of the vagina. First of all, the mass was excised from the thinnest
part of the stalk for pathological diagnosis

. After the pathological diagnosis was made, considering the age of the patient, the risks and
the possibility of recurrence were discussed with the patient, and total abdominal hysterectomy
was decided. Total abdominal hysterectomy was performed and the patient was followed up at
three-month intervals
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Conclusion

Angiomyxoma is a rare mass of mesenchymal origin that can be seen between the ages of 30
and 45 and develops in the pelvic or perineal region

. Although it grows slowly, the probability of local recurrence is quite high

. Although the definitive diagnosis is made pathologically, it can be easily confused with many
pelvic and perineal masses. Although surgical treatment is the first choice in treatment, GnRH
agonists and arterial embolization can be used as an alternative
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S-28 Urge Uriner Inkontinans I¢in Kullanilan Solifenasinin Premenopozal ve
Postmenopozal Kadinlarda Cinsel Fonksiyon Uzerindeki Etkisi: Prospektif Gozlemsel
Bir Calisma
Ipek Evriike!, inci Sema Tas?

1 Akcakoca Devlet Hastanesi
2 Arnavutkdy Devlet Hastanesi

Amag: Bu caligmanin amaci, urge lriner inkontinans ic¢in kullanilan solifenasinin cinsel
fonksiyonu iyilestirip iyilestirmedigini ve iyilestirmenin premenopozal ve postmenopozal
kadinlar arasinda farklilik gosterip gostermedigini belirlemektir. Yontemler: Calismaya 48
premenopozal ve 72 postmenopozal olmak iizere 120 kadin dahil edilmistir. Hastalar urge
iiriner inkontinans i¢in solifenasin Smg tedavisinden Once, tedavi sonrasi 3.ay ve 6. ayda Kadin
Cinsel Fonksiyon Indeksi (FSFI) anketi doldurmustur. Sonuclar premenopozal ve
postmenopozal olarak iki grupta yorumlanmistir. Baslangi¢ ve tedavi sonrasi FSFI skorlart her
iki grup icin ve birbirleriyle karsilastirilmistir. Sonuglar: Solifenasin kullanimi ile orgazm
disindaki tiim FSFI alt gruplarinda iyilesme oldugu goézlenmistir. Toplam FSFI skorlari,
medyan degerler + standart sapma, baslangigta 17.14+5.40 ve 3. ayda 19.11+5.01 idi (p<0.01).
Tedavi Oncesi ve sonrast cinsel istek i¢in sirasiyla 2.51+0.89 ve 2.96+0.86 (p<0.01), uyarilma
icin 2.86£1.08 ve 3.17+1.10 (p<0.01), lubrikasyon i¢in 3.07+1.43 ve 3.41+1.35 (p<0.01),
orgazm icin 2.16£1.81 ve 2.11£1.10 (p=0.75), memnuniyet i¢in 2.49+1.02 ve 2.78+0.95
(p<0.01), agr1 i¢in 4.322+1.07 ve 4.68+0.82 (p<0.01) olarak saptanmistir. Baslangicta toplam
FSFI skorlari, medyan degerler + standart sapma, 17.69+4.81 ve 6 aylik takipte 20.12 +4.40 idi.
Tedavi Oncesi ve sonrasi cinsel istek i¢in sirastyla 2.58 +£0.80 ve 3.10 £0.76 (p<0.01), uyarilma
icin 3.01 £0.98 ve 3.44 £0.97 (p<0.01), lubrikasyon i¢in 3.25 +1.32 ve 3.67£1.20 (p<0.01),
orgazm i¢in 2.22 +1.88 ve 2.17 £1.06 (p=0.83), memnuniyet i¢in 2.53 £0.95 ve 2.90 +0.82
(p<0.01), agr i¢in 4.41 +0.93 ve 4.84 + 0.67(p<0.01) olarak saptanmistir. Orgazm disindaki
tim FSFI alt gruplarinda solifenasin kullanimi ile iyilesme gozlemlenmistir. Solifenasin
kullanom1 ile orgazm orani azalmis bulunurken, bu azalma istatistiksel olarak anlamli
bulunmamuistir. 3 aylik (n=110) ve 6 aylik (n=65) solifenasin kullanimindan sonraki ortalama
FSFI skorlari, hem premenopozal hem de postmenopozal hastalarda baslangi¢c degerinden
anlamli derecede yiiksektir. FSFI skorlarindaki bu iyilesme premenopozal ve postmenopozal
gruplar arasinda anlamli farklilik géstermemektedir. Sonug: Alt iiriner sistem semptomlar1 i¢in
solifenasin tedavisi cinsel fonksiyonu iyilestirmektedir, ancak bu iyilesme premenopozal ve
postmenopozal kadinlar arasinda farklilik gostermemektedir.

Anahtar Kelimeler: iiriner inkontinans; sikisma; cinsel fonksiyon; antikolinerjik
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S-29 Darier Hastaligi: Vulvar Belirtiler ile Seyreden Bir Olgu Sunumu

Ipek Merve Evriike', Funda Giingdr Ugurlucan?
‘ 1 Akgakoca Devlet Hastanesi
2 Istanbul Universitesi Istanbul Tip Fakiiltesi

Darier disease, also known as keratosis follicularis, is an autosomal dominant disorder ,
presents with hyperkeratotic papules affecting primarily seboreic areas of the chest, upper back,
forehead, scalp, nasolabial folds, and ears and less frequently the oral mucosa. Involvement of
the female genital tract by Darier’s disease is highly unusual. The typical eruption consists of
keratotic and crusted skin-coloured plaques and papules. Pruritus occurs %80 of patients, pain
is unusual. Lesions can be triggered by sunlight, heat or stress. Secondary infections of the
lesions may be seen as a common complication. Biopsy is necessary for a definitive diagnosis
and histologically it is characterized by acantholysis which forms suprabasal clefts and also
formation of “corps rond and grains” superficially. The most effective treatment is systemic
retinoids, which may reduce hyperkeratosis and effective in almost 90% of the patients.

37-year-old woman admitted to gynecology clinic with more than 3- months of pruritic
erythematous rash affecting the vulva, perineum and groin. She had no concomitant medical
conditions.She had no history of smoking and her body mass index (BMI) was 35.There was
no family history of skin disease and no similar symptoms were found in the family members.
On physical examination, pruritic hyperkeratotic papuler lesions were noted diffusely on the
vulva and perineum. (Figure 1,2.) Papules were also present on her forehead, nails,chest,gluteal
and axillary area ( Figures 3,4,5 and 6). She pointed out that her lesions were specifically
triggered by heat and aggravated during spring and summer. A vulvar biopsy was obtained
under local anesthesia and histopathologically revealed superficial dermatitis with diffuse
dyskeratoses and suprabasal and intraepidermal separation characteristic of Darier disease. The
patient was referred to the dermatology department after the results and diagnosed with Darier
disease. Oral acitretin treatment was initiated and a marked improvement on the lesions was
observed.

Figure 1 and 2. Hyperkeratotic papuller lesions on vulva and perineum.
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Figure 3 and 4. Similar papules were present on the chest and gluteal area.

Figure 5. Lesions on the forehead and scalp.

Figure 6. Lesions on the axillary area.
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S-30 Postpartum Hemorajilere Yaklasim: Olgu sunumu
Dr. irem Ozerol, Prof. Dr. Mustafa Cosan Terek?®, Dog. Dr. Ali Akdemir?,
Dog¢. Dr.Cagdas Sahin® ,Dog. Dr. ismet Hortu! ,Uzm. Ogr. Dr .Gokay Ozgeltik *
Uzm. Ogr. Dr. Rabia Ogultarhan

1 Ege Universitesi Hastanesi Kadin Hastaliklar1 Ve Dogum Abd,izmir

PURPOSE:Maternal postpartum hemorrhage (pph) is defined as bleeding of 1000 ml or more
or accompanied by symptoms and signs of hypovolemia, occurring within the first 24 hours
after vaginal or cesarean delivery.Bleeding in the first 24 hours after birth defined that primary
PPH and bleeding between 24 hours postpartum and 12 weeks postpartum defined also that
secondry PPH.Primary postpartum hemorrhage occurs in 4-6% of deliveries.remains the
leading cause of maternal mortality worldwide .Additional important secondary sequelae from
hemorrhage exist and include adult respiratory distress syndrome, shock, disseminated
intravascular coagulation, acute renal failure, loss of fertility, and pituitary necrosis .In this
paper, A 29-year-old multiparous patient with an hmg value of 3 when referred to our clinic,
which developed postpartum hemorrhage in the second hour.It is aimed to review the approach
to postpartum hemorrhages.

METHOD:29 years old - 0 Rh (+)-g4p4y3 patient diagnosed with NSPD on 29.08.22 at 05.30
in an external center 3000 g live male baby has given birth.The patient described rectal pain in
the 2nd hour postpartum and than presyncope developed.When the patient was evaluated, a new
hematoma of 12-13 cm was found in the abdomen, and than she was transferred to our clinic.the
patient was evaluated again,there was edematous appearance in the mucosa and vulva due to
hematoma.Spontaneous drainage from thinned mucosa was observed.Contrast-enhanced
abdominal CT was performed immediately.Paravaginal active extravasation was observed at
CT, but the vascular origin could not be determined.Embolization was recommended.The
patient with Hb:3.2, plt:62000 embolization was not considered.The patient was taken to
laparotomy.this case report has been prepared about the operation performed on the patient

FINDINGS:The most common etiologic causes in patients diagnosed with postpartum
hemorrhage (4T Tonus: uterine atony, Trauma: laceration-hematoma-rupture, Tissue: placenta
accreta spectrum-incompletely separated placenta, Thrombin: coagulopathies)should be
evaluated.After the cause of bleeding is found, intervention and stabilization of the
patientshould be provided.

RESULTS:Postpartum hemorrhages, one of the obstetric emergencies, managed with
interventions with many effective medical and surgical procedures.Medical and minimally
invasive approaches are the primary treatment of choice in patients with PPH.laparotomy is
usually preferred when other interventions fail

KEYWORDS:obstetric hemorrhages,postpartum hematoma,laparoscopy
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S-31 Tubal Seroz Karsinomun Endometrium ve Servikse Yayilimi

Isik Sozen'
Department of Gynecologic Oncology, Basaksehir Cam ve Sakura State Hospital

Introduction: Endometrial cancer is the most common gynecological malignancy but serous
subtype of endometrial cancer is an aggressive and rare form composing 10% of all endometrial
cancers. Ovarian/tubal serous carcinoma is similar in behavior and prognosis to the endometrial
serous carcinoma. In some cases both adnexial mass and uterine pathology appear together and
a detailed investigation should be performed to clarify the origin.

Material-methods: 61 year old patient was referred to the gynecologic oncology department for
further evaluation due to a 3 cm complicated cyst and she had postmenoposal bleeding for about
1 year.

Results: Endometrial biopsy was performed and pathology report revealed that together with
histomorphological findings and immunohistochemistry staining results, it was suggestive of
mixed type adenocarcinoma (serous + endometrioid carcinoma), but the possibility of
extrauterine serous carcinoma spread could not be excluded. In the USG examination left
adnexial mass was detected and tumor markers were within the normal limits. In MRI there
was focal contrast uptake around the uterine cavity and the complicated cystic mass of 3 cm on
left adnex with contrast uptake. Pet-ct showed primary hipermetabolic lesion area in the uterus
(suv max23.7) focal fdg uptake in cervix uteri (suvmax 4.9)and also hipermetabolic lesions in
the area between left internal iliac level and left parauterine region.(metastatic
lympadenopathy? adnexial pathology?) (suvmax 17.8) Surgery was performed with total
hysterectomy,  bilateral  salpingooophorectomy, bilateral pelvic and paraaortic
lymphadenectomy, omentectomy and peritoneal lavage. Pathology report stated high grade
serous carcinoma in the left tuba, serous carcinoma in the endometrium (5.5x4x2.5 cm,
myometrial invasion less than 50%) and also superficial cervical adenocarcinoma in papillary
morphology. Finally it was concluded that left tubal serous cancer spreading to endometrium
and cervix.

Conclusion: Endometrial serous cancer may metastasize to the ovaries/tubes however it should
be kept in mind that tubal serous cancer may spread to the endometrium.
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S-32 Vaka Sunumu: Bilateral Dev Dermoid Kist Yonetimi

Ismail Aykut *, Alpay Yilmaz?
1 Saglik Bilimleri Universitesi Izmir Tepecik Egitim ve Arastirma Hastanesi
2 {zmir Katip Celebi Universitesi

Dermoid cyst (mature cystic teratoma) are benign germ cell tumors that can originate from the
endoderm, mesoderm and ectoderm layers of the ovary (1). Dermoid cysts constitute 95% of
ovarian teraromas and are the most common ovarian tumor in women aged 20-40 years (2).
0.2-2% may show malignant transformation (3,4). Dermoid cysts are mostly unilateral, 10-17%
of them are seen bilaterally (5). Clinically, it is mostly asymptomatic and may cause symptoms
such as pain and pressure symptoms and a palpable mass. Torsion, rupture, hemorrhage,
infection can be seen. They may cause torsion more frequently than other ovarian tumors. They
can cause infertility. It uses ultrasonography first as imaging in diagnosis. In ultrasonography,
hyperechoic areas due to structures such as bones, teeth, hair, and hypoechoic areas due to fat
and fluids are seen. It may show Rokitansky protuberans (posterior acoustic shadowing, dense
echogenic nodule protruding into the lumen of the cyst) on ultrasound. If ultrasonography is
insufficient, magnetic resonance and computed tomography also help in the diagnosis. Tumor
markers such as Ca 125, Ca 19-9, Ca 15-3 and alpha fetal protein can be used in the differential
diagnosis, but there is no specific tumor marker for dermoid cyst. Dermoid cysts tend to grow
slowly. Dermoid cysts can reach large sizes in asymptomatic patients. Up to 15% can reach
sizes larger than 10 cm. The rate of malignant transformation increases in patients over 45 years
of age and in cysts larger than 10 cm (6,7). In the definitive treatment of dermoid cysts,
cystectomy is preferred to establish the definitive diagnosis at the same time. In patients who
have completed their fertility, oophorectomy can also be selected.

Case

A 36-year-old G2P1Y1A1l (NSD) patient was admitted to our clinic with complaints of
abdominal pain and bloating for 6 months. There is no previous history of regular gynecological
examination. On physical examination, a mass of approximately 25 cm, slightly exceeding the
level of the umbilicus, was palpated in the abdomen. Laboratory examinations, complete blood
count, biochemistry were normal. Tumor markers were normal. On ultrasonography, a
heterogeneous cystic mass of 250X200 mm on the left and 80 x90 mm on the right was
hypoechoic, with localized hyperechoic areas. Bilateral dermid cyst was considered as a
preliminary diagnosis. The patient was informed about his condition and the decision for
laparotomy was taken. During the operation, a cystic mass of approximately 8 cm on the right
and approximately 25 cm on the left was observed, adhering to the tuba. Left
salpingoopherectomy and right ovarian cystectomy were performed on the patient. In the
postoperative period, the general condition was good, vitals were stable, and the patient had
urine and gas discharge. The patient was discharged with recovery on the 2nd postoperative
day. The pathology report was reported as bilateral dermoid cyst.
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Discussion

Dermoid cysts are the most common ovarian tumor in the reproductive period.(2) They are
mostly benign, asymptomatic, and tend to grow slowly. They can cause symptoms such as pain,
palpable mass, swelling. As in our case in asymptomatic patients, they can reach bilateral and
large sizes. In a case series in the literature, the largest was 21-22 cm, in another study 40 cm,
in another study, the cyst was measured as 25 cm in decompressed state and weighed 42
kg(8,9,10). Ultrasonography in imaging aids in diagnosis. There is no tumor marker specific to
dermoid cyst. Definitive diagnosis and treatment is made by surgical removal of the cyst.

1-David M Gershenson MD Ovarian germ cell tumors: Pathology, epidemiology, clinical
manifestations, and diagnosis — Uptodate

2- Ayhan A, Bukulmez O, Genc C, et al. Mature cystic teratomas of the ovary: case series from
one institution over 34 years. Eur J Obstet Gynecol Reprod Biol 2000; 88:153.

3- Westhoff C, Pike M, Vessey M. Benign ovarian teratomas: a population-based case-control
study. Br J Cancer 1988; 58:93.

4- Singh P, Yordan EL, Wilbanks GD, et al. Malignancy associated with benign cystic
teratomas (dermoid cysts) of the ovary. Singapore Med J 1988; 29:30.

5- Gang S, Yang HB, Kim HY. A 17-year experience on bilaterality of ovarian germ cell tumors
in pediatric population and its clinical implications: A single-center study. J Pediatr Surg 2022;
57:1221.

6- Hackethal A, Brueggmann D, Bohlmann MK, et al. Squamous-cell carcinoma in mature
cystic teratoma of the ovary: systematic review and analysis of published data. Lancet Oncol
2008; 9:1173.

7- Dos Santos L, Mok E, lasonos A, et al. Squamous cell carcinoma arising in mature cystic
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9-Hesham A.F. Salem Laparoscopic excision of large ovarian cysts J. Obstet. Gynaecol. Res.
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S-33 Myoma Uterideuterin Arter Embolizasyonu

Kaan Okan Alkan?, Can Ata?
1 Izmir Tepecik Egitim ve Arastirma Hastanesi
2 Buca Seyti Demirsoy Egitim ve Arastirma Hastanesi

ABSTRACT: Uterine leiomyomas (also called fibroids) are the most common pelvic neoplasm
in women. They are non-malignant monoclonal tumors arising from smooth muscle cells and
fibroblasts of the myometrium. Myomas are classified according to their location in the uterus.
Intramural myomas (FIGO type 3, 4, 5) Submucosal myomas (FIGO type 0, 1, 2) Subserosal
myomas (FIGO type 6, 7) Cervical myomas (FIGO type 8)

CASE: 42-year-old female patient; gravida 3, parity 3 . The patient has not undergone
abdominal surgery. There is no additional disease. The patient was admitted to the gynecology
outpatient clinic with complaints of menometrorrhagia and dysmenorrhea.In the gynecological
examination, the vulva-vaginal natural collum appears multiparous. Transvaginal ultrasound
performed: An area compatible with the fibroid core of approximately 10 cm was observed in
the uterine corpus anterior, and the endometrial thickness was 4 mm. No ovarian pathology was
observed. MRI of the lower abdomen of the patient shows that a myoma core of 94*88*72mm,
located intramural in the right anterolateral aspect of the uterine corpus, is observed. The
patient's blood tests are normal. Since the patient did not want laparoscopic and laparoscopic
surgery, uterine artery embolization was recommended to the patient. After the necessary
preparations, the patient underwent uterine artery embolization. The patient was discharged on
the 2nd postoperative day. The patient was called for control at 3 months. A reduction of
approximately 50% in the size of myoma was observed in the pelvic MRI performed. The size
of myoma was measured as 48*35*33 mm. The patient stated that his complaints regressed.

CONCLUSION: Approximately one out of every four women has fibroids. When uterine
leiomyomas are symptomatic, they typically present with symptoms of abnormal uterine
bleeding and/or pelvic pain/pressure. Treatment of symptomatic fibroids is generally medical,
surgical, (myomectomy, hysterectomy) and uterine artery embolization. The most
advantageous aspects of uterine artery embolization compared to other surgical methods are
that it can be performed with local anesthesia, protection of the uterus, many fibroids can be
treated at the same time, the procedure takes approximately 45 minutes, and the expected
hospital stay is shorter.
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S-34 26 Hafta Dikoryonik Diamniyotik Ikiz Gebelikte Erken Dogum Tehditi Olan
Olgunun Yonetimi

Kaan Oztiirk®, Mehmet Rifat Gokli?
1 Izmir Tepecik Egitim ve Arastirma Hastanesi
2 Diyarbakir Gazi Yasargil Egitim ve Arastirma Hastanesi

Births between 20 0/7 and 36 6/7 weeks of gestation are defined as preterm birth. The diagnosis
of preterm labor is based on clinical criteria such as cervical dilatation or change in effacement
accompanying regular uterine contractions, or regular contractions and cervical dilation greater
than 2 cm at first presentation. It is difficult to identify women in preterm labor who will give
birth prematurely. Approximately 30% of preterm labor resolves spontaneously and 50% of
patients hospitalized for preterm labor deliver at term. Interventions that reduce the probability
of delivery should be applied to women in preterm labor who are in gestational weeks when
delaying delivery will benefit the newborn.

Aim
It is the delay of preterm labor and the initiation of treatments that will benefit the fetus.
Prevention of acute preterm labor is less likely to be successful as labor progresses to the point

where cervical dilation is greater than 3 cm. Tocolysis may still be effective in these situations,
especially if the goal is to safely transport the mother to a tertiary care center.

Case

30-year-old female patient, Gravida 1 parity 0, spontaneous dichorionic diamniotic twin
pregnancy, 26+2 weeks according to the last menstrual period, dating 12+4 —>26+3, 2-way
screening test low risk, fetal anomaly screening normal 75 mg OGTT it's normal. He has a
history of excision of pilonidal sinus and fibroadenoma from the left breast.

Complaint

Regular contractions in the abdomen, groin pain

Story

The patient, who applied to the external center with inguinal pain and pain, was started on a
12mg betamethasone and 200mg indomethacin suppository dose at 20:00 in the external center,
and the patient was admitted to the delivery room of our hospital at 02:00 at night.

In the ultrasonography performed in the delivery room:

1. Fetus: Head Arrival/FKA +/ Pl Post./ AFI: Sufficient r:26/27/26 efw: 1100gr UASD: 3.04
PI:1.02 2.Fetus: Transverse Arrival/[FKA+/Pl Ant./AFI Sufficient r: 27/26/26 efw: 983gr
UASD: 4.02 PI:1.83. In the physical examination, vitals were normal, fever 36.7 °C, vaginal
examination 3 cm opening, 60% effacement, positive pouch, no increase in vaginal temperature,
no fundal tenderness, no drainage was observed. A complete blood test, biochemistry panel,
coagulation panel and complete urinalysis were sent from the patient. The prom test was
performed on the patient and it was negative. WBC:10,000 Hb: 10.2 g/dl in CBC, PIt: 200,000,
CRP: 7 mg/L in biochemistry panel, +3 leukocytes in full urine analysis. VValues were observed
in the normal range on the coagulation panel. In the non-stress test, regular contractions of the
patient reaching 40 Montevideo units, once in 10 minutes,
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were observed. Fetal heartbeats were observed as 150 beats/min and variable for both fetuses.

Approach and Treatment

The patient was consulted to the perinatology with the examination and laboratory results. As
a result of the perinatology consultation, it was decided to carry out MGSO4 4 g loading
followed by 1 g/hour maintenance treatment, Betamethasone 2nd dose and continuation of 4x1
oral 25mg maintenance treatment of Indomethacin, close vital and NST follow-up to the patient.
Perinatology was consulted again, since the patient's vaginal examination performed at 08:30
was 7 cm and her effacement was 70%. The patient was decided to have a cesarean section with
the indication of early gestational week and multiple pregnancy in active labor. During the
cesarean section of the patient, both babies were delivered with the head. The 1st minute
APGAR score was evaluated by the neonatal team as 5 for both babies. When the pouch was
opened, it was observed that the amnion main was foul-smelling, with dense particles and
increased temperature. Macroscopic changes due to inflammation and infected appearance were
observed on the maternal surface of both placentas. Placenta was sent to pathology. No ablation
condition was observed.

Conclusion and Discussion

The etiology is mostly unknown in patients with a threat of preterm labor. Chorioamnionitis
should be kept in mind in patients whose preterm labor cannot be stopped despite treatment,
and the patient's vitals, examination and NST should be followed closely.

As in our case, the possibility of chorioamnionitis should be considered in cases of progressive
labor in patients who do not have chorioamnionitis findings in physical examination and
laboratory results.
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S-36 Transobturatuar Tape Operasyonu Deneyimlerimiz

Kenan Yalcin®
1 Tokat Medikal Park Hastanesi

Amacg

Kadin stres iiriner inkontinans tedavisinde uygulanan transobturatuar tape (TOT) cerrahisinin
sonuglarini degerlendirmektir.

Materyal-Metod

Temmuz 2011- Nisan 2022 tarihleri arasinda stres tiriner inkontinans nedeniyle TOT uygulanan
107 hastanin sonuglar1 retrospektif olarak degerlendirildi. Hastalara ameliyat oncesi fizik
muayene, Q-tip test, stres test, gerekli hastalarda lirodinamik inceleme yapildi. Operasyon
sirasinda komplikasyon gozlenmeyen hastalarin postoperatif 1. giin vajinal tamponlar1 ve foley
sondalar1 alind1. Taburculuk dncesi stres test ve tiroflowmetrileri tekrarlandi. Stres testi negatif

olan ve iiroflowmetri sonucunda rezidii idrar miktart 100 ml’nin altinda olan hastalarda sonug
basaril1 olarak kabul edildi.

Bulgular

Hasta grubumuzun yas ortalamasi 56 (43-67) olarak hesaplandi. Ugiincii ay kontrollerinde
hastalarin 96 (%89.7) hastanin sikayetleri tamamen gegerken, 105 (%98.1)hastanin ameliyatin
sonuglarindan memnun oldugu goriildii. 2 (%1.8) hastanin ise cerrahiden fayda gordigiinii fakat
sik idrara c¢ikmasini oldugunu ifade ettiler. Antikolinerjik tedavisiyle sikayetleri diizeldigi
gozlendi. Higbir hastamizda mesh komplikasyonu veya mesane yaralanmasi goriilmedi.

Sonug¢

TOT cerrahisi stres liriner inkontinans da yiiksek basar1 oranlar1 ve diisiik komplikasyon
oranlar ile etkin ve giivenilir bir tedavi yontemidir.
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S-39 Fetal Over Kisti
Maide Selin Cakir', Bulut Varli}, Acar Kog!
1 Ankara Universitesi Kadin Hastaliklar1 ve Dogum Abd

Introduction: Fetal ovarian cysts are the most commonly diagnosed intra-abdominal masses.
Duplication cyst, enteric cysts, common bile duct cyst, fetal pelvic kidney, umbilical vein
varices should be considered in the differential diagnosis. Its frequency is approximately
1/2600. Fetal hypothalamo-pituitary-ovarian axis becomes active after 29 weeks, and it appears
in the 3rd trimester. We aimed to discuss the approach to fetal abdominal masses through our
case in which we found a fetal abdominal mass in the third trimester.

Case: In the obstetric ultrasonographic examination of a 23-year-old G2P1Y1 34 weeks
pregnant patient, a 31x31mm, well-circumscribed, anechoic lesion was observed adjacent to
the bladder. In the differential diagnosis, fetal ovarian cyst was considered by considering the
gender of the fetus. No anomaly was detected in the routine follow-ups of the patient in our
clinic. Combined screening test Tr 21 risk was 1/21300. No change in lesion size or structure
was observed during follow-up. At 37 weeks and 6 days of age, a 2460g female baby was
delivered vaginally with APGAR 9/10. She did not have any symptoms in her postpartum
follow-up. In the ultrasonographic evaluation of the newborn on the postpartum 16th day,
17x11 mm cyst in the right ovarian locus, with a relatively echogenic wall, dense content, no
internal bleeding and indistinguishable from the right ovarian tissue was evaluated in favor of
torsion, but control was recommended due to the absence of acute abdomen findings.

Discussion: Fetal ovarian cysts are the most

commonly diagnosed intra-abdominal masses. Duplication cyst, enteric cysts, common bile
duct cysts, fetal pelvic kidney, umbilical vein varices should be considered in the differential
diagnosis. Its frequency is approximately 1/2600. It is thought to be formed by the action of
fetal gonadotropins, maternal estrogen and placental human chorionic gonadotropins.
Activation of the fetal hypothalamo-pituitary-ovarian axis after the 29th week causes these cysts
to appear in the 3rd trimester. Simple cysts are >20 mm, well-circumscribed, anechoic, thin-
walled, uniloculated while complex cysts are thick-walled, heterogeneous, and
fluid/debridement levels are seen in the cyst content. Complex cysts often indicate ovarian
torsion. The most important complication of ovarian cysts is torsion. Subsequently, it may lead
to necrosis and adhesion. The common approach to an ovarian cyst is follow-up. However, it is
important for ovarian torsion to monitor the progression of the lesion from simple to complex
cystic structure with close ultrasonography follow-up. Intrauterine aspiration may be protective
against necrosis in cysts that reach 30-50 mm in size.

Keywords: fetal abdominal mass, fetal ovarian cyst, torsion
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S-40 8 Hafta Riiptiire Olmamis Ovaryan Ektopik Gebelik: Vaka Sunumu

Mehmet Boliikbasi, Mehmet Ozer!
1 Izmir Tepecik Egitim ve Arastirma Hastanesi

INTRODUCTION

An ectopic pregnancy is a pregnancy outside of the uterine cavity. The most common
extrauterine location is the fallopian tube, which accounts for 96 percent of all ectopic
gestations. but other possible sites include cervical, cornual, hysterotomy (cesarean) scar,
ovarian, or abdominal. . The most common clinical presentation of ectopic pregnancy is first-
trimester vaginal bleeding and/or abdominal pain.The clinical diagnosis of ectopic pregnancy
is based on a combination of serum quantitative human chorionic gonadotropin levels and
transvaginal ultrasound findings. the risk factors an ectopic pregnancy is Previous ectopic
pregnancy, Pelvic inflammatory disease, Infertility, Tubal reconstructive surgery and
Contraceptive methods. Ovarian pregnancy occurs in 1 to 3 percent of ectopic.In contrast with
tubal pregnancy, a history of pelvic inflammatory disease or the use of an intrauterine
contraceptive device does not increase the risk of ovarian pregnancy. Ovarian pregnancy
appears to be a random event that is not associated with a history of infertility or recurrent
extrauterine pregnancy.The three approaches to the management of ectopic pregnancy are
surgery (salpingostomy or salpingectomy), methotrexate (MTX) treatment, or expectant
management.In this case report, we aimed to discuss an unruptured ovarian ectopic pregnancy
case diagnosed at the 8th week.

CASE

A 24-year-old patient with gravida 2 parity 1 applied with complaints of pelvic pain and vaginal
bleeding. It was learned that the patient had an 8-week menstrual delay. The patient had no
previous surgery. In the physical examination of the patient, tenderness was observed in the
right lower quadrant. On vaginal examination, menstrual-like bleeding was observed. Uterine
antevert anteflex on transvaginal ultrasonography, endometrium thickness 7mm, A 17 mm
hypoechoic area was observed, which may be compatible with the gestational sac, which was
evaluated to be in the ovary or in the tube, no free fluid was observed in Douglas and abdomen.
In the laboratory evaluation, hemoglobin was observed as 12.1 b-hcg 2367. On the same day,
revision curettage was performed for the differential diagnosis of incomplete abortion.
Methotrexate treatment was started in the patient whose b-hcg value was observed as 2756 1
day later. On the 3rd day of methotrexate treatment, the b-hcg value was 4586, and the second
dose of methotrexate treatment was administered on the same day. Laparotomy was planned
for the patient because b-hcg: 6551 came on the 4th day of the treatment and the patient wanted
to leave the hospital persistently due to her socioeconomic status. Approximately 2 cm
gestational sac was seen in the ovarian material of the patient who underwent right
salpingoopherectomy at laparotomy. The patient was discharged after being followed in the
service for 2 days. She was called for a checkup in terms of b-hcg value follow-ups after
discharge. The patient came for control 10 days later and her b-hcg level was found to be 98,
and the patient did not apply to the clinic for follow-up again.
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CONCLUSION

Ovarian ectopic pregnancies account for 1-3 percent of ectopic pregnancies. It is very difficult
to diagnose ovarian pregnancies by USG alone. Instead, serum B-HCG levels and USG findings
should be evaluated together. . As a general rule, ectopic pregnancy should be suspected if the
serum BHCG level is above 1500 mIU/ml but no intrauterine gestational sac is observed by
transvaginal USG. The sonographic diagnosis of an ovarian pregnancy is difficult. An ovarian
ectopic pregnancy can be mistaken for a corpus luteum. Laparoscopy and pathologic analysis
are often necessary to make the diagnosis.In the presented case, ovarian ectopic pregnancy was
suspected and medical treatment was applied. Laparotomic salpingoopherectomy was
performed on the patient because medical treatment could not be successful. The patient was
definitively diagnosed with the pathology result. The management of ectopic pregnancy are
surgery (salpingostomy or salpingectomy) or methotrexate (MTX) treatment. Methotrexate can
be given intramuscularly or injected into the ectopic pregnancy mass under the guidance of
transvaginal USG.MTX is contraindicated and surgery is required when these are available
Hemodynamic instability, Intrauterine pregnancy, Clinically important abnormalities in
baseline hematologic, renal, or hepatic laboratory values, Breastfeeding, Hypersensitivity to
MTX. Ovarian sparing surgery according to the fertility desire of the patient in the surgery of
ovarian ectopic pregnancy or oophorectomy may be preferred(ovarian cystectomy or wedge
resection). Generally, laparoscopy is preferred to open surgery however, in the presented case,
laparotomy was preferred due to the clinical conditions. Ovarian ectopic pregnancies, which
are seen rarely, have caused problems for physicians because they are difficult to diagnose.
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Transvaginal image of right ovarian ectopic pregnancy
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S-42 Lower Limb Lymphedema And Treatment Mechanisms In The *Sentinel’ Lymph
Node Assessment Era

Mine Daggez*
1 Tekirdag Sehir Hastanesi

Lower limb lymphedema(LLL) is a chronic, often irreversible condition which may
affect many patients treated for gynecologic malignancies. It affects approximately 20
million people worldwide, published rates as high as 70% in select populations. LLL
causes discomfort, morbidity, and financial burden which affect quality of life in cancer
patients that has been shown by multiple quality of life metrics.

LLL is characterized by accumulation of interstitial fluid leading to soft tissue swelling,
chronic inflammation, reactive tissue fibrosis, and abnormal adipose deposition.
Secondary lymphedema is our focus in this presentation which is much more common
and generally occurs when the lymphatics are damaged by underlying condition such as
cancer, obesity, surgery, trauma, infection, radiation, and other therapies. The most
common surgical cause is lymphadenectomy and adjuvant radiation therapy. The
diagnosis of lymphedema can be difficult, especially in its early stages and under-
diagnosis is often. It is important to note that some of these comorbidities are also risk
factors and may occur concomitantly.

Table 1, Diseases that can mimic LLL

Disease states that can mimic lymphedema

e Morbid obesity

« Chronic venous insufficiency

» (Cardiac/renal failure
Hypoalbuminemia

Complex regional pain syndrome Type 1|
Infection

Musculoskeletal injury

Myedema

May—-Thurner syndrome

Obstructive sleep apnea
Medication-induced peripheral edema
e Lipedema

Sentinel lymph node mapping has been shown to decrease the risk of LLL to less than
10% across gynecologic malignancies (Cormier JN, Askew RL, Mungovan KS, et al.
Cancer 2010;116:5138-49.) LLL decreased from 42% to 8.7% using sentinel lymph
node mapping algorithm (Niikura H, Okamoto S, Otsuki T, et al. Int J Gynecol Cancer
2012;22:1244-50.)Sentinel ~ lymph  node mapping compared  with  full
lymphadenectomy, the rates of lymphedema (as prospectively diagnosed by a
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physiotherapist) were significantly lower: 1.3% vs 18.1% (P=0.0003)(Geppert B,
Lonnerfors C, Bollino M, et al. Sentinel lymph node Gynecol Oncol 2018;148:491-8).

Prevention may be accomplished by careful operative planning, use of sentinel lymph
node mapping if available, appropriate use of adjuvant therapies, increased extremity
mobility and prophylactic physiotherapy, prophylactic compressive garments,
prophylactic lympho-venous anastomosis and shunts, omental (gastroepiploic) free
flaps in inguinofemoral lymphadenectomy and educating patients for early symptoms.

Treatment modalities may be summarized as elastic hosiery or non-elastic compression
leggings in patients with stage 0 or mild stage 1 LLL. Multiple layers of short-stretch
compression bandages and manual lymphatic draining and intermittent pneumatic
compression for more persistent cases.(Badger CM, Peacock JL, Mortimer PS. Cancer
2000;88:2832-7.), complete decongestive treatment (Lasinski BB, McKillip Thrift K,
Squire D, et al Pm R 2012;4:580-601.), surgical methods, restoration of normal
lymphatic drainage, whether by anastomoses. (lymphatic-lymphatic, lymphovenous,
lymphaticovenular ~ anastomosis)and  vascularized lymph  node  bundle
transplantation(aveage reduction in limb circumference 57%) (Garza R, Skoracki R,
Hock K, et al. BMC Cancer 2017;17:468.) and liposuction & surgical excision.

LLL causes Significant morbidity & decrease in QoL for gynecologic cancer survivors.
There is a signficant lack of uniform assessment and diagnostic models. Early
identification of high risk populations and patient education may help in this cliinical
scenario. Surgical techniques that place patients at the lowest possible risk should be
utilized in appropriate clinical settings. Early referral in the early stages has a greater
chance of treament success.More research is needed to better understand
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S-43 Kronik Adneksiyal Torsiyon: Olgu Sunumu
Mustafa Ogiit!, Bora Bozgeyik®
1 Tepecik Egitim ve Arastima Hastanesi

,Adnexal torsion is a rare but important emergency situation in terms of its consequences.Any
portion of the adnexa, either the tube or the ovary may undergo torsion. The classic presentation
is the acute onset of abdominal pain with clinical evidence of peritonitis and an adnexal mass.
But unfortunately, the presenting findings in most patients are nonspecific and
unimpressive. The clinical findings of torsion are usually nonspecific, for this reason, delays in
diagnosis and surgical intervention may be substantial.In this report, a case of an adult patient
diagnosed with chronic adnexal torsion is presented.

INTRODUCTION:Adnexal torsion is defined as at least one full turn of the adnex, ovary, or
rarely just the tube around the midline, involving the infundibulopelvic and tubo-ovarian
ligaments.

Adnexal torsion, which is the fifth most common cause in patients operated for gynecological
emergencies, constitutes 2.7% of gynecological emergencies.

adnexal torsion is more common in women of reproductive age

Early diagnosis is important to preserve ovarian and/or tubal function and prevent other
associated morbidity.

CASE REPORT: 27-year-old female patient: g3p2y2al (NSD), Last menstrual period: 5 days
ago and her periods are regular, There is no additional disease, no regular medication, no
previous operation. The patient applied to the emergency department with the complaints of
sudden onset of abdominal pain, nausea and vomiting on 10.11.2021. The patient was consulted
to general surgery. Abdominal tomography report requested from the patient: A 98x75 mm cyst
was observed in the right adnexal region, consistent with the age of the internal genital organs.
In the gynecological evaluation of the gynecology and obstetrics consultation, the vulva and
the vagina are normal, and in the speculum, the collum is multiparous and clean. TVUSG:
uterus anteverted anteflexed endometrium 7mm

and bilateral vascularization was observed in the ovaries. A conglomerated 90*70 mm cyst
was observed in the right adnexal area. No free fluid was observed in Douglas.

Physical Examination: General condition is good, vitals are stable. No defense, no rebound.
Emergency gynecological pathology was not considered in the patient. The patient was
discharged with the recommendation of outpatient clinic control. The patient states that her pain
continues for 1 week at home and is relieved by using painkillers and gradually decreases and
disappears completely. The patient applied to the obstetrics and gynecology outpatient clinic 6
months later.

TVUSG: In the midline of the uterus in anteverted anteflex position, the dimensions are normal,
endometrium is 9 mm, there is a thick-walled avascular cyst of 65*60 mm with dense content
in the right adnexal area. There is an appearance in the right adnexal area that may be
compatible with the hydrosalpenx surrounding the right ovary. The left ovary is normal. There
is no free fluid in Douglas.

The patient's tumor markers (Ca -125, Ca 19-9, CEA and Ca 15-3) results were normal.
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Contrast diffusion MRI of the lower abdomen was requested from the patient.

MRI report: A thick-walled cystic mass reaching 10 cm in size was observed in the pelvis, and
it was considered suspicious for torsioned right ovary.

The operation was planned for the patient within the framework of these findings. In the pre-
op examination, the abdomen is comfortable, there is no defense, there is no rebound. Vitals
are stable Collum multiparous is clean. TVUSG: Devascularized mass lesion of approximately
8 cm in the right adnexal area. Pre-operative WBC: 6200 CRP: Negative Hb: 13.5. L/S right
salpingo-oophorectomy was planned for the patient. Torsion of the right adnexa was observed
in the operation.

right ovary, right infundibulopelvic ligament, right ovarian proprium ligament, and right tuba
uterina were all turned 3 turns and were seen as necrotic.

The left adnexa was normal. Right salpingo-oophorectomy was performed on the patient.

On the 1st post-operative day, the general condition is good. The vitals are stable. Urine-gas
output is available. The patient was discharged.

DISCUSSION AND CONCLUSIONS : Chronic adnexal torsion with complete occlusion of
ovarian blood flow may result in necrosis of torched tissues and loss of ovarian function.
Necrotic tissue may self-limit over time and may form pelvic adhesions.

This condition can cause pelvic pain or tubal infertility.

There is no specific time period after the onset of symptoms that predicts ovarian necrosis.
Some patients may have intermittent adnexal torsion.

Although it is a rare condition, if these patients describe nausea, vomiting and severe lower
quadrant pain, the preliminary diagnosis of torsion should always be considered.

It is important that the diagnosis is not delayed or missed, especially in order to protect the
organ.
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S-44 Uciincii Trimester Ayna Sendromu: Nadir Bir Olgu

Mustafa Sengiil', Halime Sen Selim ?, Serpil Aydogmus *
1 Izmir Katip Celebi Universitesi
2 Izmir Katip Celebi Universitesi Atatiirk Egitim Ve Arastirma Hastanesi

Mirror syndrome is a rare clinical condition associated with fetal and maternal complications
characterized by maternal edema, fetal hydrops, and placental edema. Although the
pathogenesis is unknown, the most widely accepted hypothesis is that a dysfunctional placenta
releases anti-angiogenic factors into the maternal circulation. In 1892, John W. Ballantyne
suggested that the cause of fetal hydrops was Rhesus isoimmunization, and this fetal condition
was defined as Ballantyne syndrome. O'Driscoll described mirror syndrome in 1956. Because
it is rare and underdiagnosed, its exact incidence is not known clearly. Mirror syndrome occurs
in later gestational weeks (22-28 weeks) compared to pre-eclampsia, which is diagnosed with
edema (80-100%), hypertension (57-78%), and proteinuria (20-56%). Mirror syndrome has
been associated with a high rate (up to 67.2%) of fetal mortality.

We want to emphasize the importance of early diagnosis of this disease, which is one of the
rare causes of high maternal and perinatal mortality, with the diagnosis of late-onset Mirror
syndrome mimicking preeclampsia in our case at 32 weeks of gestation.

Keywords: Ballantyne syndrome, maternal edema, hydrops fetalis
Introduction

Mirror syndrome is a rare clinical condition associated with fetal and maternal complications
characterized by maternal edema, fetal hydrops and placental edema. Our aim is to discuss the
case associated with high fetal mortality risk and included it in the differential diagnosis of
preeclampsia.

Case

Gravida 5 Parity 4, 36 years old, was referred to us with the preliminary diagnosis of severe
preeclampsia from the peripheral hospital, where she applied with headache and hypertensive
crisis and 12 kg of excessive weight gain in the last ten days at the 32nd gestational week. In
the patient's history, he was normotensive in antenatal follow-ups, the risk of combined test
screening was low, and laboratory abnormalities were not detected; he was not followed up
after the 14th gestational week, he did not apply to any health institution until he had
complaints, and his mother's blood group was: 0 Rh(-); paternal blood group: A Rh(+) but she
did not have alluminization prophylaxis. In the evaluation of the patient at the time of
admission, anasarca-like edema, blood pressure: of 140/90mmHg, and three positive proteins
were recorded in the urinalysis. The patient's fundal height was palpated eight weeks greater
than the gestational age compared to the first-trimester dating. The heart rate of the hypertensive
patient was 108/min, and the respiratory rate was 24. in complete blood count analysis,
Hemoglobin: 7g/dl; hematocrit: 18 wbc:12000 Platelet: 156000. In the obstetric ultrasound
evaluation, a polyhydramnios single fetus with generalized hydrops (scalp edema-(Picture 1));
pleural effusion, ascites (Picture 2), generalized skin edema, and 95.9mm thick placentomegaly
(Picture 3) was observed with the head presentation. The patient was taken magnesium sulfate
treatment for eclampsia prophylaxis. Her pregnancy was terminated with section abdominals
because fetal distress developed in NST. On the 2nd day of his life, the newborn died due to
heart failure. Six weeks later, the mother was turned normotensive.
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Discussion

Although the pathogenesis is not clearly known, the most widely accepted hypothesis is that
the dysfunctional placenta releases anti-angiogenic factors into the maternal circulation (1). In
1892, John W. Ballantyne suggested that the cause of fetal hydrops was Rhesus
isoimmunization, and this fetal condition was defined as Ballantyne syndrome. Mirror
syndrome was defined by O'Driscoll (2) in 1956. Since it is rare and underdiagnosed, its exact
incidence is not known clearly (3). In the systematic review of Allarakia et al, 113 cases were
examined between 1956 and 2016(4). In Ballantyne syndrome meta-analysis studies, Rhesus
isoimmunization (29%), twin-twin transfusion syndrome (18%), viral infection (16%) and fetal
malformations, fetal or placental tumors (37.5%) are included in the etiology(5).We think that
the cause of fetal hydrops of this case is Rhesus isoimmunization; also the patient's failure to
attend antenatal follow-ups and not to have second-level fetal anatomical screening delayed the
early diagnosis of the case.

Mirror syndrome is diagnosed with edema (80-100%), hypertension (57-78%) and proteinuria
(20-56%) at later gestational weeks (22-28 weeks) compared to pre-eclampsia. Mirror
syndrome has been associated with a high rate (up to 67.2%) of fetal mortality(4). As in our
case, hemodilution (decrease in hematocrit and hemoglobin) may be the most important feature
that distinguishes mirror syndrome from preeclampsia (6). Although the fetal prognosis is poor
in Mirror syndrome, the choice of treatment depends on the etiology of fetal hydrops, and case
series report that early diagnosis of the syndrome, such as fetal anomaly and fetal anemia, which
can be corrected, is critical for reducing the fetal mortality rate(7,8). When the fetus cannot be
treated, maternal recovery can be achieved by terminating the pregnancy.Also early treatment
is very important to obtain the best outcome in terms of maternal complications (such as
pulmonary edema, pericardial effusion, renal failure and postpartum hemorrhage).

Conclusion

Early diagnosis of mirror syndrome can reduce the risk of maternal and fetal mortality.
Recognition of this syndrome may prevent hemoglobin and hematocrit decrease from being
incorrectly evaluated as maternal bleeding. Since the risk of maternal and fetal morbidity and
mortality may be higher in this syndrome, its differential diagnosis with preeclampsia should
be made well.
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S-45 Laparoscopic Excision Of The Eroded Trans-Obturator Tape Mesh

Nihat DEMIRKOL, MD*, Cenk YASA, MD*, Savci Bekir TELEK, MD*, Tibet
KASAPOGLU, MD*, Serdar TURAN, MD?, Funda GUNGOR UGURLUCAN, MD!?

1 Istanbul University Istanbul Medical Faculty, Department of Obstetrics and Gynecology,
Istanbul

2 Istanbul University Istanbul Medical Faculty, Department of Urology, Istanbul

Introduction

Transobturator tape surgery is an effective surgical approach for stress urinary incontinence.
Mesh erosion is a common complication of the approach with the rates reaching up to 5%.(1,2)
Although most of the erosions are seen on vagina, bladder could be effected.(3)

Case

A 51 year old lady with one previous vaginal birth presented to our urogynecology outpatient
clinic with occasional dysuria, frequent urinary tract infections and chronic pelvic pain.At her
examination, a suspicious area resembling mesh erosion at the base of the bladder was identified
at the transvaginal ultrasound. She has undergone a total abdominal hysterectomy with bilateral
salpingectomy in 2010 for abnormal uterine bleeding and a previous transobturator tape (TOT)
and cystocele repair surgery in 2019 in another hospital. After the TOT operation, two
diagnostic cystoscopy and two operative cystoscopy procedures was performed for her
symptoms in previous 2 years in different medical centers and mesh erosion was detected. A
diagnostic cystoscopy, bilateral mono j stent placement and laparoscopic excision of the eroded
mesh with cystotomy was performed without any peri-operative complication in November
2021.

At the cystoscopy eroded areas were identified and bilateral mono j stents were placed. At
the laparoscopy prevesical and paravesical spaces were dissected and cystotomy was performed
with cold knife.Eroded areas which were at the dome of the bladder were excised with partial
cystectomy. Eroded mesh at the base of the bladder was excised from the surrounding bladder
mucosa. Bladder mucosa was sutured with 3.0 rapid vicryl continuosly. Muscular and serosal
layer were sutured with 2.0 vicryl.

Mono j catheters were taken out at the post-operative 3rd day and her abdominal drain was
taken out at the post-operative 4th day.She was discharged from the hospital without any
complications with oral antibiotics at the 5th day. At the 1st and 6th months after the surgery,
her symptoms were reduced significantly and she has not had any urinary tract infection after
the operation.

Discussion

Mesh erosion is a relatively common complication seen after TOT surgery. Partial
cystectomy with resection of the mesh with healty bladder tissue margin is an effective
procedure to alleviate patient symptoms.
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S-46 18 Haftalik Gebelikte Abortus Sonrasi Atoni
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Giris

Kiiretaj Sonrasi Kanama, Kiiretajlarin Yiizde 1'inden Az Goriiliir . Kanama; Uterus Atonisi,
Servikal Laserasyon, Uterus Perforasyonu Veya Tutulan Dokudan Kaynaklanabilir. Dogum
Veya Abortus Sonrasi Kanamanin Diger Nedenleri Arasinda Enfeksiyon, Artmis Miyometriyal

Vaskiilarite, Plasenta Akreta Spektrumu, Vajinal Laserasyon Ve Koagiilopati Yer Alir. Kiirteaj
Sonras1 Kanamanin Tedavisi, Vajinal Dogumdan Sonraki Dogum Sonu Kanamaya Benzer.

Bleeding After Curettage Occurs In Less Than 1% Of Curettages. Causes Of Bleeding; Uterine
Atonia Can Cause From Cervical Laseration, Uterus Perforation, Or Implied Tissue. Other
Causes Of Bleeding After Breeding After Breeding Or Abortion Includes Infection, Increased
Myometrial Vascularity, Placental Acreata Spectrum, Vaginal Laseration, And Coagulopathy.
Treatment Of Bleeding After Curtetage Is Like Postpartition Bleeding After VVaginal Delivery.

Olgu

Son Adet Tarihini Bilmeyen 41 Yasindaki 5 Vajinal Dogumu Olan Hasta. Ultrasonografik
Hesaplamaya Gore 18+2 Haftalik Gebeligi Vardir. Hastanin “Double Screening Test”Inde
Sonug Yiiksek Riskli Gelmistir. Hasta Ve Esi Istegi Uzerine A/S Yapildi. Sonucunda Trizomi
21 Gelmistir . Gebelik Sonlandirilmasi Onerilmistir. Gebelik Sonlandirilmas: I¢in Onaylari
Alindiktan Sonra Hastaya 3*200 Mg Misoprostol Vajinal Yoldan Verildi. 18 Saat Sonunda
Lekelenme Kanamasi Oldu. Ardindan 2 Saat Sonunda Plasenta Ile Birlikte Abort Etmistir.
Hastaya 20 Unite Oksitosin Infiizyonu Takilarak D/C I¢in Miidahaleye Indirildiginde
Kanamasinin Normalden Fazla Oldugu Goriildii. Sedyeden Asagi Dogru Damlar Sekilde
Kanamasi Oldugu Goriilmiistiir. Fetal Ve Plasental Doku Kalmadigin1 Kontrol Etmek Igin
Genel Anestezi Altinda Aspirasyon Ve Kiiretaj Yapilmistir. Hastaya Bimanuel Masaja
Baglanmistir. Damar Yolundan 2000 Cc Sivi, Metilergonovin 0.2 Mg Ve Traneksamik Asit
Verilmesine Ragmen Kanamasi Devam Etmekteydi. Uterus Involiisyonunu Saglayamadig
I¢in Uterin Kavite Icine Foley Balon Kateter Yerlestirilmistir. 60cc Sisirilmistir. Hastanmn
Kanamas1 60 Saniye Icinde Menstruasyon Kanamasi Vasfina Gerilemistir. 2ii Eritrosit
Replasmani Planlanarak Islem Sonras1 Yogunbakim Unitesinde Gdzlendi. Hemoglobin Degeri
Abortus Oncesi 11,8 G/DI Iken 1 Saat Sonra 7,5 G/DI’ye Diismiistiir. Hastanmn 12 Saatlik
Kanama Takibinde 1 Ped Kanamasi Olmustur. 6 Saatte Bir Katater Balonu 20 Cc Azaltilmistir.
24 Saatin Sonunda Hastanin Balonu Cekilmistir. 3 Gliniin Sonunda Klinik, Vital , Goriintiilleme
Ve Laboratuvar Degerleri Normal Oldugunda Taburcu Edilmistir.

A 41-Year-Old Patient, With 5 Vaginal Birth, Did Not Know The Date Of Menstruation. There
Is 18+2 Weeks Of Pregnancy According To Ultrasonographic Calculation. The Patient's
Double Screening Test Has A High Risk Result. Amniocenethesis Was Done Upon The
Patient's Request. The Result Is Trisomi 21. Termination Of Pregnancy Is Recommended To
The Patient. After Approved For Termination Of Pregnancy Was Given To The Patient, 3*200
Mg Misoprostol Vaginally Given. After 18 Hours, There Was Staining Bleeding. After 2 Hours,
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The Patient Was Aborted With The Placenta. When The Patient Has Been Installed With 20
Units Of Oxytosin Infusion And Intervention For D/C, It Was Observed That The Bleeding
Was More Than Normal. It Was Observed That There Was Blooded Drop From The Stretcher.
Aspiration And Curettage Were Performed Together With General Anesthesia To Check That
There Is No Fetal And Placental Tissue. Bimanuel Massage Started On The Patient. Due To
Insurance, The Bleeding Continued Due To 2000 Cc Liquid, Methylergonovin 0.2 Mg And
Tranexamic Acid. Foley Balloon Catheter Is Installed Into The Uterine Cavity Because It Fails
To Provide Uterus Involution. 60cc Inflation. The Patient's Bleeding Registered To
Menstruation Bleeding Within 60 Seconds. 2ii Erythrocyte Replacement Was Planned And
Observed In The Intensive Care Unit After The Procedure. While Hemoglobin Value Was 11.8
G/DI Before Abortion, It Decrease To 7.5 G/DI After 1 Hour. The Patient Has 1 Pad Bleeding
In 12 Hours Follow-Up. Every 6 Hours, The Catheter Balloon Is Reduced By 20 Cc. At The
End Of 24 Hours, The Patient's Balloon Was Dropped. At The End Of 3 Days, He Was
Discharged When Clinical, Vital, Imaging And Laboratory Values Are Normal.

Sonug:

Atoni, Ppk'nin En Sik Nedenidir. Atoniyi Geri Déndiirmek I¢cin Yapilmasi Gerekenler; Fundal
Masaj Ve Manuel Uterin Kompresyon, Oksitosin Dozunu Arttirmak, Traneksamik

Asit Uygulamast, Kanama Kontrol Altina Alinamiyorsa, Karboprost
Trometamin Veya Metilergonovin Eklenmesi, Kan Kaybi1 Ve Koagiilopatiyi

Degerlendirmek; Servikal Ve Vajinal Laserasyonlar, Plasenta Retansiyonu, Uterus
Inversiyonu Ve Uterus Riiptiirii Dislandiktan Sonra intrauterin Balon Yerlestirilmesi, Eritrosit
Transfiizyonu Ve Koagiilopatinin Diizeltilmesi; Oksijen Doygunlugunu Yiizde 95'in Uzerinde
Tutmak I¢in Oksijen Verilmeli Ve Hipotermiden Kaginmak i¢in Normotermik Sivilar Ve Kan
Verilmelidir, Laparatomi Genellikle Uterus Koruyucu Cerrahi Prosediirleri Ve/Veya
Histerektomiyi I¢erebilen Kanamanin Kontrolii I¢in Gereklidir.
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S-47 Uterin Arterin Spontan Riiptiiriine Bagh Erken Donem Postpartum Kanama ve
Retroperitoneal Hematom, Olgu Bildirimi

Ozan Odabas', Mehmet Bora Bozgeyik!, Volkan Kolbasi
1 Tepecik Egitim ve Arastirma Hastanesi Kadin Hastaliklar1 ve Dogum Klinigi

INTRODUCTION

Postpartum hemorrhage is traditionally defined as a blood loss of 500 ml or more after the
completion of the third stage of labor. ACOG defines postpartum hemorrhage as a cumulative
blood loss of 1000 ml or more and accompanying signs and symptoms of hypovolemia. The
source of postpartum bleeding can often not be determined. The most common causes are
uterine atony (the most common cause of obstetric bleeding), rupture, inversion, lower genital
tract injuries, abnormal placentation, and coagulopathy. However, although it is rare, it may
also be due to spontaneous rupture of the uterine artery. Early postpartum hemorrhage is defined
as bleeding within the first 24 hours after delivery, while late postpartum hemorrhage is
bleeding between 24 hours and 6 weeks after delivery. We aim to report a case of a patient with
postpartum hemorrhage due to spontaneous uterine artery rupture who underwent a cesarean
section in our clinic.

CASE

The patient was 34 years old, gravida 3, parity 2, 2 living, 2 previous cesarean sections and
applied to our clinic. Cesarean section and bilateral tubal ligation were performed with the
indication of old cesarean section at term for the patient who was 38+6 weeks according to the
last menstrual date. In this cesarean section, an uncomplicated lower segment incision was
performed and a 3350 g female baby was delivered with an APGAR score of 9 at 1st minute.
Bilateral tubal ligation was performed on the patient with the modified Pomeroy method. The
operation was terminated without complications.

The patient’s preoperative hemoglobin was 10.8, and at the 6th hour postoperatively,
hemoglobin was 6.4. In the postoperative follow-up, blood pressure was 70/40, heart rate was
115, lochia was normal, involution was decreased and active vaginal bleeding was minimal.
The ultrasonographic evaluation observed a hematoma area of approximately 9-10 cm
extending from the left adnexal lodge into the abdomen. Free, diffuse fluid was observed in the
abdomen. The patient was started on 2 ERT, 2 FFP, 2gr Fibrinogen, and 1gr transamine. While
being followed up in the intensive care unit, the patient had widespread abdominal tenderness,
defense, rebound, and hemodynamic instability, so an explorative laparotomy was planned for
the patient under emergency conditions. Exploration revealed diffuse hematoma in the left
uterine lateral wall, left pelvic lateral wall, and retroperitoneal area. The hematoma was
evacuated according to the procedure and the retroperitoneum was dissected. Spontaneous
rupture of the left uterine artery was observed after dissection. The decision for a hysterectomy
was made due to the detection of hemoglobin 3.6 during the operation. Peroperatively, 6 ES, 4
FFP, 3gr fibrinogen, and 1gr transamine were given. Total abdominal hysterectomy and
bilateral salpingectomy were performed duly on the patient, and a 3-hole abdominal drain was
placed in douglas to monitor bleeding. Hemoglobin was 10.3 at the 2nd hour postoperatively
and 9.9 at the 6th hour.

In the follow-up of the patient, hemodynamics was stable, diuresis was 115cc/h. Since there
was no significant abdominal drainage in the abdominal drain follow-ups, the abdominal drain
was removed on the 2nd postoperative day.
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Since the patient did not have any additional complaints in the postoperative follow-ups, and
her general condition and vitals were good, she was discharged on the 3rd postoperative day
with a control date scheduled.

CONCLUSION

In conclusion, postpartum hemorrhage is an obstetric emergency that may follow vaginal or
cesarean delivery. When early and late postpartum bleeding occurs, it is important to establish
the diagnosis and provide treatment to prevent maternal sequelae. Spontaneous uterine artery
rupture may develop due to trauma, an aneurysm in the uterine artery, and non-traumatic
birth/abortion. When the patient's hemodynamics is stable, uterine artery embolization can be
considered as the first option. Emergency laparotomy and/or hysterectomy should be
considered in cases where hemodynamics is unstable.
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S-48 ilk Trimesterde Dermoid Kist Nedenli Akut Batin Cerrahisi

Ozge Kilic!, Serhat Sarikaya?
1 Saglik Bilimleri Universitesi Izmir Tepecik Egitim ve Arastirma Hastanesi
2 {zmir 11 Saglik Miidiirliigii Torbali Devlet Hastanesi

GIRIS

Gebelikte adneksiyel kitle olarak karsilagilan durumlardan %95°1 benigndir. Bunlarin %37’si
dermoid Kistlerdir. (matiir kistik teratom). ve ¢gogunlukla benigndir. Ortalama goriilme yas1 20-
30’lu yaslardir. Ozellikle ultrasonografi en dnemli tanisal aragtir. Dermoid kistlerde; bilyiimesi,
rliptiir, torsiyon, enfeksiyon, malignite ve malign dejenerasyon gibi komplikasyonlari nedeniyle
cerrahi olarak ¢ikarilmalidir.

95% of adnexal masses in pregnancy are benign. 37% of these are dermoid cysts. (mature cystic
teratoma) and is mostly benign. The average age of incidence is 20-30 years. Ultrasonography
is the most important diagnostic tool. In dermoid cysts; It should be surgically removed due to
complications such as enlargement, rupture, torsion, infection, malignancy and malignant
degeneration.

OLGU

27 yasinda ilk gebeligi olan hasta, gecirilmis batin cerrahisi yok. Yapilan ultrasonografide
intrauterin 11 hafta 2 giinliik kalp atimi1 pozitif fetiis izlendi. sol adnekste biiytikligii 151 mm
boyutunda kalin septa iceren dopplerde belirgin vaskiilarite artis1 izlenmeyen batin1 kaplayan
kistik yap1 izlenmistir. Yapilan muayenede batin hassastir. defans pozitiftir. hastadan kotii fetal
prognoz bilgilendirmesi yapilarak ve yazili onamlar1 alindi. Laparotomi planlandi. Hastaya
progesteron depo formu preoperatif uygulandi. Gobek alt1 median kesi ile batina girildiginde
yaklasik 300 cc hemorajik-serdz sivi izlendi. Sol over kaynakli dev kitle, over ve tuba 2 kez
torsiyone seklinde izlendi. Kitle kendi etrafinda detorsiyone edildi. Over nekroze halde
oldugundan kanlanmasi olmadi. Kitleyle birlikte sag salpingo-ooferektomi yapildi. Frozena
gonderildi. Patoloji sonucu matiir kistik teratom olarak geldi. Hataya postop yapilan
ultrasonografide ; fetiiste kalp atis1 pozitif izlendi. kavitede kanama alanmi izlenmedi. Hasta
progesteron tedavisiyle postoperatif 3. Giin taburcu edildi. Hastanin poliklinik kontrollerinde
ameliyat ile 1lgili bir kompliskasyonun gelismedigi goriildii. Fakat 18. Haftada hasta abort etti.

27-year-old patient with her first pregnancy, no previous abdominal surgery. In the
ultrasonography, intrauterine 11 weeks and 2 days heartbeat positive fetus was observed. In the
left adnex, a cystic structure covering the abdomen was observed, with no significant increase
in vascularity on Dopplers with a size of 151 mm and thick septa. In the examination, the
abdomen is sensitive and the defense is positive. Written informed consent was obtained from
the patient by informing him about poor fetal prognosis. Laparotomy was planned. The
progesterone depot form was administered to the patient preoperatively. Approximately 300 cc
of hemorrhagic-serous fluid was observed when the abdomen was entered through a median
incision below the umbilicus. Giant mass originating from the left ovary, ovary and tuba were
observed as 2 times torsion. The mass was detorsioned around itself. Since the ovary was
necrotic, there was no blood supply. Right salpingo-oophorectomy was performed with the
mass. Frozen has been sent. The pathology result was mature cystic teratoma. In the
ultrasonography performed postoperatively; fetal heartbeat was positive. No bleeding area was
observed in the cavity. The patient was discharged on the 3rd postoperative day with
progesterone treatment. In the outpatient clinic controls of the patient, it was observed that there
was no complication related to the surgery. However, the patient aborted at 18 weeks.
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SONUC

Gebelikteki adneksiyel kitlede eger malign oldugu diislintilmiiyorsa ve eger beklenebiliyorsa
ameliyat dogumda ya da dogumdan sonra gerceklestirilmelidir.. Gebeligin erken doneminde
cerrahinin dezavantajlart sudur; korpus luteumun erken kaybiyla sonuglanabilir. Eksojen
yoldan progesteronla desteklenmedigi takdirde korpus luteumun alinmasi 12 haftanin altindaki
gebede abortus riskini arttirir. Gebelikteki adneksiyel kitlelerin torsiyon, riiptiir, akut batin gibi
komplikasyon olasiligi %5-25 tir. en riskli donem 1.trimesterdir.

In an adnexal mass during pregnancy, surgery should be performed at or after delivery if it is
not thought to be malignant and if it can be expected. The disadvantages of surgery in early
pregnancy are; may result in premature loss of the corpus luteum. If corpus luteum is not
supplemented with exogenous progesterone, removal of the corpus luteum increases the risk of
abortion in pregnant women under 12 weeks of age. The probability of complications such as
torsion, rupture, acute abdomen of adnexal masses during pregnancy is 5-25%. The most risky
period is the 1st trimester.
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S-49 Gebelikte Ataksi

Ozge Kiiciikatalay', Ozan Kiiciikatalay!, Alper fleri*
1 Tepecik Egitim Arastirma Hastanesi

Introduction: A 16 Year Old Pregnant Woman With No Known Disease. Gravida 2 Parity 1.
There is 1 Cesarean . She Was Diagnosed Polihydroamnios With Contraction And She
Hospitalized. She Didn’t Know Her Last Menstruel Period. She Had No Previous Ultrasound
Measurements.

She Was Conscious With Full Cooperation And Oriantation. All Vitals Were Stable. Her
Abdomen Was Relaxed And There Were No Vaginal Bleeding.

She Has A Complaint Of Inability To Walk Starting In The 5th Month Of Her First Pregnancy.
She Describes That Her Postpartum Complaints Regressed.The Patient Who Started To Get
Worse In The First Months Of Her Second Pregnancy And Complained Of Not Being Able To
Walk Completely In The 7th Month.The Patient Does Not Describe Numbness. She States That
The Pain Radiated From His Lower Back To Both Legs.Unfollowed Pregnant. She Did Not
Receive Any Health Professional Help Regarding The Complaints.

The Patient Was Consulted To The Pediatric Neurologist.

Cranial Nerve Examinations Are Ordinary, Deep Tendon Reflexes Are Normoactive, No
Pathologic Reflex. Cerebellar Tests Normal.There Is Sensitivity In The Bilateral Sacroilac
Joint. Fabere And Fadr Positive. Joint Movement Spaces Full.

He Has Anemia In The Full Blood Count In The Examinations Taken. Liver Function Tests
And Kidney Function Tests Normal. Electrolytes, Ck Not Worked.

Recommendations: Reconsultation With The Results Of Sending A Wide Biochemical
Examination Including Electrolytes From The Patient, If The Indication Of Emergency Cs Is
Occupied Without Results, Myopathy Cannot Be Ruined In The Patient, And It Is Suitable To
Prepare Dantrollen In Terms Of Risk Of Malign Hyperthermia And Get The Official Opinion
Of Child Neurology.

C/S Was Planned For The Patient With The Painful Old C/S Indication. Anesthesia
Consultation Was Planned For The Patient.Ilt Was Learned That The Muscle Weakness Is
Myopathy, But These Findings Declined After Termination Of The Pregnancy.Therefore, It
Was Stated That There Might Be A Risk Of Malign Hyperthermia. Dantrolen Was Provided.
The Surgical Team Was Told About The Availability In The Post Operative 3 Step Icu.

Patient, Child Neurology Consulted.

Physical Examination: Cranial Nerve Examinations Ordinary, Deep Tendon Reflexes
Normoactive

No Pathological Reflex.

Cerebellar Tests Normal.

No Sensory Defect Detected.

The Patient Is Recommended To Request A Lumbosacral Mri, And To Get The Opinion Of
Brain Surgery And Physical Therapy.

Mri, Lumbar Vertebra, Without Contrast:

Lumbar Lordosis Is Natural. Vertebral Body Heights And Disc Distances Are Normal.
Posteriorlateral Elements Are Natural.
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Spinal Canal Diameter Is Normal. Conus Medullaris Ends At Its Normal Level. No Pressure
Was Detected On The Dural Sac. Discal Pathology That May Cause Significant Neural
Compression Was Not Distinguished.

The Patient Child Was Reconsulted To Neurology.

The Patient, Whose Emg And Lumbosacral Mr Is Considered Normal, Has A Low Vitamin
B12 Levels And It Is Recommended That Vitamin B12 Replacement Is Supplied To The
Patient. Neurologically, There Is No Consequence To His Discharge. Child Neurology
Polyclinic Control Is Recommended.

B12 Replacement Was Done After The Patient's B12 Level <50. But Their Complaints Did Not
Regree.

Emg Was Done To The Patient.

Reflex Studies (Each Reflex):

Electrophysiological Findings Within Normal Limits Have Been Detected.

Neurosururgy Consultation Was Requested From The Patient. Consciousness, Coopera.
Pupiler Nik. Ir +/+

No Engine Deficit Is Detected.

No Pathological Reflex. Deep Tendon Reflexes Are Normoactive.

Reconsultation Is Recommended After Desired Examinations.

The Patient Was Reconsulted To Neurosurgery.

Requires Urgent Neurosurgical Intervention. Pathology Is Not Considered. It Is Suitable To
Follow Children's Neurology And Physical Therapy Opinions. Polyclinic Control Is
Recommended.

The Patient Was Consulted To Physical Therapy.

In Addition To The Child Neurology View, It Is Recommended To Request Emg
(Polyneuropathy Myopathy?), Brusella Aglutination Test, And Follow The Lumbosacral Mr
Report.

The Patient's Emg Is Ordinary. Brusella Tests Are Negative.

Eeg Was Requested To The Patient.

Electrophysiological Findings Within Normal Limits Have Been Detected.

The Patient Was Consulted For Physical Therapy.

Recommendations:

Rest Is Recommended For Lack Pain

Physical Therapy Outpatient Control Is Suitable After Discharge

The Patient Was Requested For Children's Neurology, Physical Therapy, Neurology,
Neurosurgery Opinions, And There Was A Positive Finding Other Than Fabere And Fadr Tests
As A Result Of The Examinations And Examinations.The Patient's Complaints It Was
Considered That There May Be Loading In The Sacroilac Joints And Spasm In The Paraspinal
Muscles. In Addition, It Is Considered That The Patient's Age And Emotion May Have A
Psychosomatic Influence.

The Patient Was Discharged After Discharge, With Recommended Departments And
Gynecological Diseases And Obstetrics Clinic Polyclinic Control.

Keywords:Ataxia,Backache,Myopaty, Polihyrdoamnios,Pregnancy
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S-50 Management of Intraoperative Finding in A Term Patient with Previous Cesarean
Section: Uterine Dehiscence

Associate Professor Dr. Gokhan TOSUN
Ass. Dr. Ozgiin AKBAS Tepecik Training and Research Hospital

Gynecology and Obstetrics ozgunakbasl@gmail.com

INTRODUCTION

Uterine rupture is a pathological process that manifests itself with the deterioration of the
integrity of all layers of the uterus, including the serosa, and clinically threatens the life of both
the mother and the baby. It has an incidence of 3 per thousand in patients with previous cesarean
section. In addition, uterine dehiscence is the partial disruption of the continuity of a certain
layer of the uterus without symptoms. While it may not cause serious consequences for the
mother and the baby, it is mostly detected incidentally during a cesarean. We aim to report a
case of a term pregnant woman who applied to our clinic with the complaint of inguinal pain
and had a previous cesarean section.

CASE

Our patient is 23 years old, has a history of gravida 4 paritas 2 abortions, and has 2 previous
cesarean sections. she is 37+5 weeks pregnant according to her last menstrual date and 36+6
weeks pregnant according to 11+3 weeks ultrasound. She applied to our hospital with the
complaint of groin pain. An anamnesis was taken that no additional pathology was detected in
the previous operations of the patient. According to the ultrasound performed in the emergency
room and delivery room, intrauterine single fetus, head presentation, fetal heartbeat is positive,
and placenta is anteriorly located. No retroplacental hematoma or pathology was observed. The
measurements are suitable for the week. In the vaginal examination of the patient, 3 cm opening
and 30 percent effacement were detected. As the patient felt regular pain and had contractions
felt by palpation thought abdomen, the patient was given a cesarean section decision.

No additional finding was detected until the patient's abdomen was entered during cesarean
section. When the uterus was visualized, a 5 cm long
dehiscence area covered only by serosa was observed in
the left anterior aspect of the uterus corpus.
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After the repair of the Kerr incision, this area was also closed with the locking technique and
repaired. A 3600 g female baby was delivered successfully without any additional
complications.

2 units of erythrocyte replacement was planned for the patient, whose entry hemoglobin was
9.9 g/dL, and post-operative hemoglobin was 7.5 g/dL. Hemoglobin value was found to be 9.5
g/dL in her routines taken before discharge. The patient's lochia and involution were found to
be normal. The patient was discharged on the 2nd post-operative day.

CONCLUSION

Although uterine dehiscence is not considered as a clinical emergency as uterine rupture, the
safest management in term pregnancy is to terminate the pregnancy by cesarean section before
it progresses to rupture. Despite the 0.3% incidence of uterine rupture, we cannot talk about a
specific incidence rate because it was detected incidentally, but they are affected by the same
risk factors.
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S-51 Gebe Bir Kadinda Genis Qrs Tasikardi

Oznur Oner?, irem Senyuva?, Isa Kaplan®
1 Usak Universitesi, Tip Fakiiltesi, Kadin Hastaliklar1 ve Dogum Ad.
2 Usak Egitim ve Arastirma Hastanesi, Kadin Hastaliklar1 ve Dogum Bolimii

Objective: The aim of this study was to show the effects of wide QRS tachycardia on the
mother, fetus, newborn in pregnancy.

Material-methods: The clinical findings, treatments, postpartum and newborn findings of a
pregnant woman who presented with palpitation in her right carotid artery in the third trimester
were evaluated.

Results: A 31 year old pregnant woman at 30 weeks of pregnancy presented with visibly
evident palpitation in her right carotid site. Her blood pressure was 136/79 mmHg, while her
heart rate was 163 bpm. She didn’t have chest pain, dyspnea, loss of consciousness. She was
gravidity 2, parity 1, previous caesarean section and had no obstetric features or any cardiac
disease. Ultrasonograhy findings were BPD: 30w+5d, FL: 29w+5d, AC: 27w+4d, EFW :1286
gr, posterior placental location and amniotic fluid index :100 mm. Non stress test (NST) was
reactive (figure-1). Hemoglobin and thyroid hormone levels were normal (Hb:12 g/dl, TSH:1.7
mIU/L, ft4: 1.01 ng/dl, ft3:2.56 ng/dl).

Figure-1. NST

In cardiological evaluation; echocardiography findings and ejection fraction were normal. Wide
QRS ventricular tachycardia was shown in electrocardiography (ECG). She was treated with a
calcium channel blocker (diltiazem hydrochloride, 25 mg V) and was recommended to use a
beta blocker (Metoprolol 50 mg/day p.o.) (figure-2).

Figure-2.Wide QRS tachycardia

She presented with pelvic pain at 33 weeks of gestation. NST was normal. She was treated with
100 mg vaginal progesterone until the 37th week as the cervical length was measured 34 mm
in ultrasonography. Due to the onset of labor, she underwent caesarean section at the 38th week
of gestation. She was consulted to cardiology preoperatively (Figure-3). Tachycardia was
observed during the operation and was treated with an IV beta blocker. The newborn was a girl
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of 3240 gr with a 1st and 5th minute APGAR score of 9 and 10, respectively. Her findings were
normal.

Figure-3.Preoperative ECG
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The mother’s blood pressure was 120/70 mmHg and heart rate was 86 bpm in the postpartum
5th week. There was no visibly evident palpitation in the right carotid artery.

Discussion: During pregnancy, 50% of women experience ectopic beats and unsustained
tachycardia, while 0,2-0,3% experience sustained tachycardia. Tachycardia can affect
plasentation and it can lead to fetal growth retardation, placental abruption. In case of
tachycardia, ventricular origin should be considered and the most appropriate treatment
protocols should be performed with multidisciplinary approaches.

Conclusion: There were no poor obstetric outcomes associated with wide QRS ventricular
tachycardia during pregnancy.

Key words: Pregnancy, tachycardia, wide QRS
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S-52 Yeni 4,3 Mm Esnek Ofis Histeroskopunun Fizibilitesi ve Hasta Toleransinin
Normal ve 370C Isinmis Salin Kullanilarak Degerlendirilmesi

Sabahattin Aml Ari!
1 Izmir Bakir¢cay Universitesi

Objective: To demonstrate new flexible hysteroscope and compare patients’ tolerance in terms
of distension medium temperature.

Method: The new 4,3 mm flexible office hysteroscope was used first time in Bakircay
University Cigli Education and Research Hospital. Although the device was used in office
conditions, the first trial was performed in the operating room just before operative
hysteroscopy. Case-1 was a 56 years old women who is presented with post-menopausal
bleeding to our center. Ultrasonographic evaluation revealed that 2.3 mm endometrial polyp in
the cavity. Diagnostic hysteroscopy was planned just before operative hysteroscopy. After
preparation, tenaculum placed to external cervix. The new office hysteroscope was inserted to
the cavity. Distension medium was normal saline. Bilateral tubal ostia were identified. Two
endometrial polyps with 1 and 2 cm diameter was detected which were originate from posterior
uterine wall. Then, sedo-analgesia performed, and the polyps were resected via operative
hysteroscope. Case-2 was a 38 years old women with history of breast cancer. She was on
tamoxifen citrate therapy. Ultrasonographic evaluation revealed that 1.3 mm endometrial polyp
in the cavity. The new diagnostic hysteroscope was employed after tenaculum insertion.
Distention medium was 37°C warmed saline. Bilateral tubal ostia and normal cavity was
identified. No polyps were detected, and the surgery was ended before operative hysteroscopy.

Results: Two patients showed a good tolerance to the new device without any analgesic
method. Post diagnostic hysteroscopic numeric pain rating scale (NPRS) score was 4 in Case-
1 and 2 in Case-2. Both of participants correctly guessed the medium temperature.

Conclusion: The new device appears to be tolerable without any analgesic method and may
used in office settings. NPRS score was low in patient where the warmed saline was employed.
A randomized controlled trial can be settled in terms of distension medium temperature.
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S-53 Hiperemezis Gravidarumda Notrofil / Lenfosit ve Trombosit / Lenfosit Oranlari Ile
Hastanede Yatis Siiresini Ongorebilirmiyiz?

Selim Karakiiciik!
1 Kahramanmarag Siit¢ii Imam Universitesi, Tip Fakiiltesi, Kadin Hastaliklari ve Dogum
Boliimii

Objective: Hyperemesis gravidarum (HG) is a clinical process of unknown etiology. Although
there is no standardization in its diagnosis and treatment, it is a clinical picture describing
malnutrition, ketonuria, acid-base-electrolyte imbalance, dehydration, nausea and vomiting that
will cause a loss of more than 5% of the pre-pregnancy weight and require hospitalization before
the 20th week of pregnancy. In this study, we aimed to examine the effects of inflammatory
markers on the treatment process in patients diagnosed with HG.

Materials and Methods: Pregnant women with the diagnosis of HG who were hospitalized
and treated with ondonsetron between the years 2020-2022 were retrospectively screened.
Neutrophil/lymphocyte ratio (NLR), platelet/lymphocyte ratio (TLR), and neutrophil X
platelet/lymphocyte ratios were recorded from the complete blood counts taken on the day of
hospitalization. Patients included in the study were divided into 2 groups according to the
duration of treatment as less than 3 days (23 patients), 3 and more than 3 days (27 patients). It
was investigated whether there was a difference between inflammatory markers in these two
groups.

Results: The demographic characteristics of the groups that received shorter and longer
treatment than three days were similar. While the average inpatient treatment period was
determined as 1.39 days in group 1, the average hospitalization period in group 2 was
determined as 5.63 days. NLR was found to be statistically significantly higher in the group
with long treatment duration compared to the group with short treatment duration (p <0.001).
TLR (p <0.001) and neutrophil x platelet/lymphocyte ratio (p <0.001) were also significantly
higher in the group with long treatment duration.

Conclusion: NLR, TLR and neutrophil x platelet/lymphocyte ratios are effective in predicting
the response to antiemetic treatment and hospital stay of patients with HG. The higher the
inflammatory markers in patients diagnosed with HG, the more difficult the treatment process
and the longer the patient's hospital stay.

Keywords: Hiperemesis gravidarum, inflammation, neutrophil/lymphocyte ratio,
thrombocyte/lymphocyte ratio
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S-54 Evaluation of Fetuses Diagnosed with Double Outlet Right Ventricle Prenatally In
A Single Tertiary Center

Selvi Aydin Senel’
1 Basaksehir Cam ve Sakura Sehir Hastanesi

Objective: Double outlet right ventricle (DORV) is a rare and complex conotruncal
malformation representing less than 1% of all congenital heart defects. It is a form of abnormal
ventriculoarterial connection. This study aimed to evaluate the fetuses with diagnosed DORV
in terms of the intrauterine management, spectrum of associated anomalies and postnatal
outcomes.

Materials and Methods: The records of fetuses diagnosed with DORYV followed in our clinic
between June 2020 and September 2022 were reviewed retrospectively. All maternal
demographic features and ultrasonography findings of the fetus were determined. The results
were evaluated statistically.

Results: 33 patients were diagnosed with DORV prenatally in our clinic. Average
gestastational week at first presentation was 28,4+5,8 (min-max:17-39) weeks. Mean maternal
age was 29,4+5,1 (min-max: 20-41). Nine pregnants had additional maternal diseases (3
diabetes mellitus, 2 preeclampsia, 2 asthmas, 2 hypothyroidisms, and 1 cholestasis). 5 of 33
patients are still pregnant. Of the remaining 28 patients, 5 pregnancies resulted as termination
and 23 resulted as delivery. 18 of the deliveries were cesarean and 5 of them were vaginal births.
Average birth week was 36,5 + 2,8 (min-max: 29-39) weeks, average birth weight was 2712,1
+ 858,8 (min-max: 940-3785) grams. Prenatal genetic evaluation was performed in 13 of 28
patients, in addition to conventional karyotype, array was studied in 7 of them. Trisomy 21 in
2 of 13 patients, Trisomy 18 in 1, DiGeorge in 1, deletion of chromosome 18 in 1, duplication
of chromosome 20 in 1 were detected. The most common additional cardiac anomalies are
pulmonary stenosis (17.3%), atrioventricular septal defect (AVSD) (10.8%) and hypoplastic
left heart syndrome (HLHS) (8.4%), respectively. 16 of 28 patients had extracardiac anomalies,
the most common extracardiac anomalies were observed in the central nervous system,
gastrointestinal system and genitourinary system, respectively. Postnatal echocardiography was
performed in 20 of 23 patients and the diagnosis of prenatal DORV was confirmed in 17.

Conclusion: DORYV is a rare but important and complex cardiac anomaly that can be diagnosed
in the prenatal period. It is commonly associated with additional anomalies. It has a high risk
of intrauterine and postnatal mortality.

Keywords: Congenital heart disease, Conotruncal anomaly, Double Outlet Right Ventricle.
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Figure 2. VSD often accompanies DORV.
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S-55 A Rare Case: Hypoplastic Left Heart Syndrome Accompanying to Situs Inversus
Totalis

Kiibra Kurt Bilirer!, Selvi Aydin Senel
1 Basaksehir Cam ve Sakura Sehir Hastanesi

Introduction: Situs inversus totalis is an extremely rare abnormality with a prevalence of
approximately 1 in 10,000 in the general population. It is a condition in which the thoracic
and abdominal organs are mirror images of normal. It is rarely associated with other
malformations and therefore usually presents with a normal life expectancy. The rate of
association with cardiac malformations is around 3%. Situs inversus totalis has been
previously reported with VSD, Fallot and coronary artery anomalies, but when the literature is
reviewed, its association with hypoplastic left heart syndrome is in the form of rare case
reports.

Case: The patient who was 34 year-old was consulted to our perinatology clinic at 22th weeks
of gestation. The medical history was gravida 2, parity 1 and no comorbidity. In obstetric
ultrasonography evaluation; fetal measurements were compatible with 22 weeks, in fetal
abdomen evaluation; liver on the left, stomach on the right, aorta on the right of the vertebrae,
the vena cava inferior on the left of vertebra (situs inversus totalis). The fetal heart evaluation
also revealed dextrocardia, hypoplastic left ventricle, hypoplastic ascending aorta, hypoplastic
arcus aorta and hypoplastic isthmus aorta. The patient who did not have prenatal screening
tests was consulted to the genetics department, but she did not accept the invasive genetic
procedure. She delivered a 51 cm, 3150 gr, female baby with 1st and 5th min APGAR scores
8 and 9 points by cesarean section at 38 weeks of gestation. In the echocardiography
performed on the first postnatal day; the prenatal diagnosis was confirmed by reporting situs
inversus totalis-dextrocardia, hypoplastic left heart syndrome, hypoplasic ascending-archus-
descending aorta, close to aortic-mitral valve atresia, ASD, wide PDA, pulmonary HT. The
baby was followed up in the cardiac intensive care unit after delivery. She underwent bilateral
pulmonary artery banding at the second postnatal day. At the third postnatal day she was died
after cardiac arrest.

Conclusion: In our case, situs inversus totalis was associated with a serious cardiac
malformation contrary to expectations. She died due to concomitant anomaly on the third
postnatal day.

Key words: situs inversus totalis, dextrocardia, hypoplastic left heart syndrome

Figure 1. Hypoplastic left ventricle
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Figure 2. The aorta is not visualized at 3VT view
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S-56 Torakopagus Yapisik Ikiz Gebelik Olgu Sunumu

Sena Ozcan !
1 Izmir Saglik Bilimleri Universitesi Tepecik Egitim ve Arastirma Hastanesi

Conjoined twins are a rare type of monoamniotic twin and are estimated to occur at a rate of
1.5 per 100,000 births worldwide. When twins unite, fusion occurs between the same body
parts. Conjoined twins are classified as cephalopagus, thoracopagus, omfalopagus, ischiopagus,
parapagus, craniopagus, rachipagus, and pygopagus according to the fusion site. In first
trimester monoamniotic twin pregnancies, the diagnosis should be suspected when the
embryonic/fetal poles are close to each other and their positions do not change relative to each
other. A detailed anatomy examination in the second half of pregnancy can help determine the
location and extent of the attached area. Polyhydramnios is present in up to 50% of conjoined
twins in late pregnancy.

32 years old G4P3Y 3, 18+2 weeks unfollowed pregnant according to the last menstrual period
applied to the Perinatology Outpatient Clinic. There is no additional disease, there is no
medicine she uses. She says that she gave birth to her previous children between 3000 grams
and 3400 grams by cesarean section without any problems at term. Heart, abdomen and thorax
combined, which conforms to the thoracopagus classification in ultrasound; Head, extremities,
pelvis and genitalia are two separate fetuses. The family was informed about the poor prognosis
by the perinatology council, and termination was recommended. The family agreed to
terminate. Termination was performed by cesarean section after written consent was obtained.

In conjoined twins, fetal echocardiography, color doppler, and 3D ultrasonography can confirm
the diagnosis. It can clarify anatomy, which is critical for assessing prognosis and making pre-
and postnatal decisions. Fetal magnetic resonance imaging can also help define anatomy and
plan surgery. Congenital anomalies are always present in conjoined twins. The prognosis is
poor because these anomalies often prevent the survival of one or both twins, even with surgical
separation. Cesarean delivery is recommended for conjoined twins because of the high risk of
maternal and/or fetal trauma, including dystocia, uterine rupture, and fetal death. However,
since the twin mass is much smaller than the term and is reasonable for non-viable twins or
termination of pregnancy, vaginal delivery can be attempted in the second trimester.

Keywords: Conjoined twin pregnancy, monoamniotic twin pregnancy
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S-57 Management of a Case With Bilateral Double J Catheter Who Developed Urosepsis
and Wound Infection After Cesarean Section

Sercan Kantarci®, Alaattin Karabulut?, Deniz Giines®
1 Aydin Kadin Dogum ve Cocuk Hastaliklar1 Hastanesi
2 Aliaga Devlet Hastanesi
3 Aydin Devlet Hastanesi Plastik, Rekonstriiktif ve Estetik Cerrahi Klinigi

introduction

Ureterohydronephrosis (UHN) is a common maternal adaptation to pregnancy, affecting
more than 40% of pregnancies, and is more common in the third trimester.[1] In combination
with ureterohydronephrosis, pregnancy-specific immunosuppression, and hormonal change,
simple urinary tract infections predispose pregnant women to infectious complications.[2]
Wound infection after cesarean delivery is a serious complication that can increase postpartum
length of hospital stay, morbidity, and cost. Wound infection has been reported in 2-16% of
all women who have cesareans[3]

Case

A 21-year-old woman with a first pregnancy was 28 weeks pregnant, and bilateral
double-j catheter was inserted in an external center due to bilateral hydronephrosis. Emergency
cs was performed at 32 weeks and 4 days with the indication of fetal distress. C-Reactive Protein
is 47 mg/l on postoperative 1 day. However, infection consultation was requested when the
CRP value of the patient, who showed rapid progression in the follow-ups, was 357 mg/l on the
3rd day of ceftriaxone. Meronem and teicoplanin treatment was started, and the double J
catheter was removed on the postoperative 7th day, but hyperemia and fluctuation started at the
wound site. Despite the patient's use of a broad-spectrum multi-antibiotic regimen, the patient's
fever did not decrease, the wound site worsened, and the acute phase reactants progressed, so
laparotomy was performed again with the suspicion of necrotizing fasciitis. The patient was
followed up with Vacuum assisted closure (VAC) for 1 week after wound debridement,
followed by abdominoplasty.

Discussion

Women undergoing cesarean delivery should receive antibiotic prophylaxis
preoperatively to reduce maternal infectious morbiditiy. The most frequent etiology of
symptomatic hydronephrosis during pregnancy is external compression by the gravid uterus.[4]
We aimed to present the multidisciplinary management of a case with bilateral hydronephrosis
who developed urosepsis after cesarean section by performing relaparotomy with the suspicion
of necrotizing fasciitis.
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Figure 2: Wound Appearance on The 6th Postoperative Day.
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Figure 3: Wound appearance after debridement

Figure 4: Wound appearance after abdominoplasty
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S-58 Histerosalpingogram Ile Tanis1 Konan Tek Tarafli Tubal Faktor Hastalarinin
Gebelik Sonuclarinin Degerlendirilmesi; Retrospektif Bir Caliyma

Serhat Ege’
1 Saglik Bilimleri Universitesi Gazi Yasargil Egitim ve Arastirma Hastanesi

Objectives: The effect of unilateral tubal block on pregnancy rates after controlled ovarian
hyperstimulation (COH) and intrauterine insemination (1Ul).

Methods: In total, 245 patients undergoing ovulation induction (OI) with gonadotropins and
IUI were divided into two groups and evaluated. Patients diagnosed hysterosalpingographically
were evaluated in two groups (n = 245), the study group consisted of patients with unilateral
tubal opening (n = 32), and the control group consisted of patients with bilateral tubal passage
(n=213).

Results: There was no significant difference in the clinical pregnancy (3.1% [1/32] versus
10.3.% [22/213]; p = 0.2). The independent variables BMI and age effects were adjusted
according to the logistic regression method with groups; There were not different between the
groups pregnancy (p=0,19).

Conclusions: We think it would be appropriate to perform COH and IUI in patients with
unilateral tubal obstruction in HSG. In patients with tubal factor and unexplained infertility, a
statistical difference has not been detected yet.

Keywords: Tubal factor, Ovulation induction; Gonadotropins; Intrauterine insemination

Introduction

Tuboperitoneal factors are seen in 40% of infertility cases. However, many factors, including
pelvic infections, endometriosis, and surgical adhesions, are involved in the disruption of this
normal physiology. tubal pathology may include proximal, distal, or entire tube, and may be
temporary or permanent depending on the etiology. Although non-invasive and low cost,
hysterosalpingogram (HSG) is typically used as a primary care research, but laparoscopi
remains the gold standard to diagnose tubal and pelvic abnormalities. HSG may be neglected
in the evalution of infertile women without risk factor for tubal pathology. Despite the high
specificity, low sensitivity of HSG can often lead to misdiagnosis, but a confirmatory
laparoscopy is typically not recommended as it rarely changes the treatment approach!*. Direct
orientation for unilateral tubal patency, ovulation induction (Ol) and intrauterine insemination
(1U1) has been proposed as an acceptable approach?®.

A possible explanation experience, the heterogeneity of the population, and especially the
condition of the Fallopian tubes may play a role in these changes. because the location of the
IUI, where only one Fallopian tube normally works, still contains question marks. The aim of
this study is to compare patients with unilateral tubal factor with patients with bilateral tubal
transition.

Methods

In total, 245 patients undergoing Ol with gonadotropins and IUI were divided into two groups
and evaluated. Patients diagnosed hysterosalpingographically were evaluated in two groups (n
= 245), the study group consisted of patients with unilateral tubal opening (n = 32), and the
control group consisted of patients with bilateral tubal passage (n = 213).
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Patients between the ages of 18 and 39, with normal uterine cavity and no hydrosalpinx in HSG,
were included in the study. Prior pelvic surgeries and male factor were excluded in the
spermiogram. Patients received recombinant follicle-stimulating hormone (rFSH) (Gonal-F 900
pen; Serono, Geneva, Switzerland) from the third day of menstruation. When a dominant
follicle (18 mm and above) was formed, a single dose (250 mcg/0.5 mL) of human chorionic
gonadotropin (hCG) (Ovitrelle,Merck&Co., Inc.) was administered subcutaneously in the
absence of ovarian hyperstimulation (E2>3000) or multiple pregnancy (follicular count >4) risk.

To determine pregnancy, transvaginal ultrasound was used to detect the presence of gestational
sac and foetal heart beat at gestational weeks 5-7. If both were present, pregnancy was clinically
diagnosed.

The study protocol was approved by the regional ethics committee (451/2020).
Statistical analysis

For the comparative analysis between groups (control vs. case), the y? test was evaluated for
variables, and either Mann—Whitney U test or Student’s t-test were evaluted for the continuous
variables. Independent variables were adjusted that reduced the age and BMI effect with the
independent logistic regression method. Differences were evaluated significant at p < 0.05.

Results

As shown in Table 1, the demographic parameters were similarly between the group with two
normal tubes and the groups with unilateral tubal factors. Unilateral tubal factor evaluated 13%
of patients. There was no significant difference in the clinical pregnancy (3.1% [1/32] versus
10.3.% [22/213]; p = 0.2). The independent variables BMI and age effects were adjusted
according to the logistic regression method with groups; There were not different between the
groups pregnancy (p= 0,19), infertility duration (p= 0,13).

Discussion

In a retrospective case-control study; we have shown that in patients with unilateral tubal
occlusion and bilateral patent tubes diagnosed with HSG, similar pregnancy rates can be
achieved by COH-1UI.

Farhi et al.® found similar pregnancy results in patients with unilateral tubal factor (30.9%) after
three COH cycles with Ul with gonadotropins. Ebrahimi et al.® showed that unilateral tubal
blockage did not change success rates in Ul cycles in cycles stimulated with gonadotropins.

In HSG, when patients with unilateral tubal occlusion and bilateral tubal aperture were
compared, age, body mass index, infertility time were adjusted with some other studies that did
not show a significant difference in pregnancy rates’.

Berker et al.2 found lower pregnancy rates in patients with unilateral tubal blockage (26.3%).
However, different results emerge when the tubalar are evaluated with the location of the
obstruction. In unexplained infertile patients; Compared to patients with bilateral transition,
pregnancy rates did not change in proximal tubal obstruction and low pregnancy rates were
observed in distal tubal obstruction®. Similarly, Cochet et al.® found that unilateral tubal factor
significantly reduced the rate of live birth.

Many studies have shown that HSG gives more realistic information in distal occlusion due to
false positive results due to tubal spasm in proximal tubal occlusion cases'®!!. In fact, Dessole
et al.2 reported that more than half of proximal tubal occlusion patients will show bilateral
tubal patency in HSG repeat. Despite these different results, HSG remains the primary process
to evaluate tubal factor due to its low cost, minimal invasiveness, and high specificity!3!4. On
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the contrary, Yietal. and Lin et al. they did not find any difference in pregnancy rate regardless
of tubal occlusion site™®®,

When patients with bilateral tubal passage and COH and IUI were compared with patients with
tubal occlusion; While pregnancy rate was similar in patients with proximal occlusion,
pregnancy rates were lower in patients with distal passage. This difference in tubal locations
may result from false occlusion of HSG due to uterine contraction proximally. There are some
limitations to this study. First, tubal factors are not subdivided into proximal and distal
blockages, secondly it was a retrospective study. Secondly; cancellation of cycles by the leading
folicules developed by the tubal factor. In unilateral tubal factors, we think that larger
prospective randomized studies should be planned to establish a suitable protocol.

Since many studies have shown that pregnancy rates are similar, we think it would be
appropriate to perform COH and IUI in patients with unilateral tubal obstruction in HSG. In
patients with tubal factor and unexplained infertility, a statistical difference has not been
detected yet.
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S-59 Adneksiyel Kitleyi Taklit Eden Bir Retroperitonel Schwannom; Olgu Sunumu

Sertac Bulut!, Adnan Budak®
1 Sbii Izmir Tepecik Eah

Abstract

Schwannomas are in the category of benign nerve sheath neoplasms. They develop
from Schwan cells. Very rarely, they can undergo malignant transformation. They are
frequently detected in the head and neck region and extremities. Retroperitoneal location is
rare and constitutes 0.3-3.2% of all schwannomas. Retroperitoneal schwannomas grow silently
and slowly due to their localization, and they usually reach large sizes at the time of diagnosis.
Although they do not have specific clinical symptoms, patients apply with symptoms due to
mass effect. Although imaging methods are used in the diagnosis, MRI gives detailed
information about the location of the tumor and its relationship with the surrounding tissues.
Histopathology provides a definitive diagnosis. In the surgical approach to treatment,
neurovascular injuries may occur depending on the location of the tumor. In our case, a
35*25*25 cm mass, which was thought to be of adnexal origin as a result of preoperative
evaluation, was detected as a retroperitoneal tumor during the operation in our 68-year-old
female patient. Hydronephrosis developed in the right kidney due to the compression effect of
the tumor, and vena cava repair was required as a result of invasion into the vena cava and
massive blood transfusion was required. Our patient, who was diagnosed as benign cellular
schwannoma after total excision, was discharged with postoperative recovery.

Introduction

Schwannomas (Neurilemmomas) are in the category of benign nerve sheath neoplasms.
Most of the patients are asymptomatic. The clinic changes according to the location and size
of the involvement. They are usually located in the head and neck region and extremities.
Retroperitoneal localization is rare and constitutes 0.3-3.2% of all schwannomas (1). Because
of their rarity and lack of specific radiological findings, they are usually diagnosed after surgical
total excision. We present a case of 35*25*25 cm, which filled the entire abdomen, thought to
be of adnexal origin, but was diagnosed with schwannoma after surgical resection.

Case

A 68-year-old female patient was admitted to the obstetrics and gynecology outpatient clinic
with complaints of dyspnea, abdominal pain and a palpable mass. On physical examination,
the abdomen was distended. Defense and rebound were not detected. There was no additional
feature in the patient's chronic disease, drug use and family history. No pathology was detected
in the patient's other system examinations. In laboratory findings, Hb: 9.4 g/dl, Whbc: 2,310
mm3, tumor markers were found to be normal. On ultrasound, a tumoral mass of unknown
origin with a solid-cystic component filling the entire abdomen and pelvis was observed. In
the MRI examination, a well-defined, heterogeneous, multiseptal mass lesion of 35*25*25 cm
in size, with homogeneous involvement of solid areas, was detected in the postcontrast series,
starting from the right ovarian lodge and extending to the inferior of the liver. Grade 4
hydronephrosis was detected in the right kidney due to the mass compression effect. No
significant parenchyma tissue was detected in the kidney. Considering a malignancy that may
have originated from the ovary, laparotomy and frozen section were decided. On surgical
exploration, it was observed that the mass filled the entire abdomen, was of retroperitoneal
origin, and the appendix was attached to the mass. Parenchymal tissue could not be
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differentiated in the right kidney. The mass was densely adherent to the vena cava from the
pelvic inlet to the level of the renal vein. Urology and Cardiovascular Surgery were included
in the operation. After total excision of the mass, vena cava repair was performed. Massive
blood transfusion was performed during the operation. Right nephrectomy was performed.
Pathology result was reported as Cellular Schwannoma. Positive staining was detected with S-
100.

Discussion

Peripheral nerve sheath tumors are rare and mostly consist of benign tumors. They are named
according to whether they are benign or malignant. The most common tumors of peripheral
nerves are schwannomas. Schwannomas (neurilemmomas) are non-aggressive soft tissue
tumors. They may rarely show malignant transformation(2). The majority of schwannomas
occur sporadically and singly. Multiple schwannomas can be seen as part of neurofibromatosis
type 2. They can affect patients of all ages and peak between the ages of 20-50. It does not
show gender and racial differences(3). They are frequently detected in the head and neck region
and extremities.  Retroperitoneal localization is rare and constitutes 0.3-3.2% of all
schwannomas (1). Retroperitoneal schwannomas are usually detected around 8 cm.
Retroperitoneal and mediastinal schwannomas grow silently and slowly due to their
localization, and they may often reach large sizes at the time of diagnosis(4). Although they do
not have specific clinical symptoms, patients apply with symptoms due to mass effect.
Therefore, a correct diagnosis may not be made preoperatively(4).

Schwannomas can be diagnosed radiologically by USG, CT, MRI, Myelography, PET. The
preferred method is MR. Schwannomas in T1 have a muscle-like medium signal intensity and
are hyperintense in T2(3). In retroperitoneal schwannomas, it is important to pay attention to
the direction in which the surrounding tissues are displaced in the location evaluation.

Definitive diagnosis is made by histopathology. Histologically, Antoni A and Antoni B
structures are detected. S-100 protein positivity is detected immunohistochemically (5)

Schwannomas can be followed up if a definitive diagnosis can be made. It can be used in
surgical treatment. It is important to protect these vessels as there may be proximity to major
vessels during surgery. If possible, complete excision is performed. Recurrence is rare in
benign cases after complete excision(4).

In our case, there was a retroperitoneal tumor measuring 35*25*25 c¢cm, and clinically due to
the mass effect, dyspnea, swelling, palpable mass, and hydronephrosis detected on imaging
were detected. Neurofibromatosis was excluded due to the absence of findings in other system
examinations. A definitive diagnosis could not be made with USG and MRI. The mass was
detected non-gynecologically during the operation. Due to the right kidney pathology and the
invasion of the vena cava, total excision was performed with a multidisciplinary approach.
Tumors of retroperitoneal origin should be kept in mind in the differential diagnosis of adnexal
masses.
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S-60 Kordosentez Yapilan Hastalarin Retrospektif Kohort Analizi

Ceren Saglam?, Sevim Tuncer Can?, Baris Sever!, Raziye Torun!, Mehmet Ozer!, Alkim
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1 Saglik Bilimleri Universitesi, izmir Tepecik Egitim ve Arastirma Hastanesi, Kadin
Hastaliklar1 ve Dogum Ana Bilim Dali, Perinatoloji Boliimii

Objective: To evaluate the diagnostic results of cases underwent cordocentesis.

Method: The cases underwent cordocentesis for prenatal genetic diagnosis between
August/2019 and July/2022 in Izmir Tepecik Training and Research Hospital's Perinatology
Department were evaluated for age, gestational age, cordocentesis indications and genetic
results retrospectively. Data were collected by examining the hospital database.

Results: Between August/2019 and July/2022, 165 patients underwent cordocentesis for
prenatal diagnosis. The mean maternal age and gestational weeks during the procedure were
29.8(6.8 SD) (min.17, max.50) and 23(#2.7 SD)(min.20, max.32), respectively. The
indications were 122(73.9%) abnormal ultrasonography finding(major/minor anomaly/soft
marker), 10(6.1%) increased double test risk, 18(10.9%) increased triple test risk, 2(1.2%)
increased quadruple test risk, 2(1.2%) abnormal amniocentesis result, 1(0.6%) abnormal CVS
result, 1(0.6%) trisomy 21 risk in NIPT, 1(0.6%) advanced maternal age and maternal anxiety,
2(1.2%) history of an affected baby in a previous pregnancy, 5(3%) abnormal ultrasonography
finding and risk in screening test. Simultaneous amniocentesis was performed in 97(58.8%). Of
cord blood QF-PCR results, 138(83.6%) were normal karyotype; 7(4.2%) trisomy 21, 3(1.8%)
trisomy 18, 14(8.5%) maternal contaminated. Cytogenetic diagnosis had to be awaited in
1(0.6%) for 13th chromosome and 2(1.2%) for sex chromosomes; their short-term cell cultures
were normal constitutional karyotype(NCK). Of 138 cases whose QF-PCR results were normal;
culture was NCK in 124(89.8%), structural evaluation couldn’t be made in 2(1.4%), abnormal
findings(trisomy 9; mosaic trisomy 8; 46,..,22p+; 46,..,13p+; 46,..,1(5;16)(q11.2;q13);
47,XY ,+mar; 46,..,1(X;3)(p11.4;927); 46,..,1(3;10)(q23;926)) were found in 8(5.7%). There was
no reproduction in 4(2.8%). In 2 maternal contamination cases, amniocentesis results were 46,..,
der(20) and trisomy 18. There were no DiGeorge microdeletion in any of the 12 patients
examined by FISH. Microarray was performed in 8 NCK and 7,5kb sized deletion in 16p13.3
was detected in 1 with corpus callosum agenesis. In 4 out of 6 fetuses additional gene analysis
was performed, mutation in TSC2 gene; deletion in SMN1 and duplication in SMNZ2; deletion
in SMN2 and COL11A1 variant were detected.

Conclusion: Invasive procedures are still the gold standard in the prenatal diagnosis of
chromosomal diseases and cordocentesis remains a more preferred effective and relatively
reliable prenatal diagnosis and treatment method, especially in midtrimester cases.

Key words: Cordocentesis, prenatal diagnosis, cytogenetics, microarray, fetal anomaly.
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S-61 A Case of Interhemispheric Cyst and Agenesis of Corpus Callosum Showing
Similarity to Schizencephaly Appearance in Antenatal Ultrasonographic Evaluation
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1 Saglik Bilimleri Universitesi, izmir Tepecik Egitim ve Arastirma Hastanesi, Kadin
Hastaliklar1 ve Dogum Ana Bilim Dali, Perinatoloji Boliimii

Objective: It is aimed to emphasize the importance of prenatal diagnosis of agenesis of corpus
callosum(ACC) and associated central nervous system(CNS) anomalies and confirmation with
fetal MRI.

Method: The patient applied to our perinatology department in the third trimester was
evaluated by ultrasonography.

Results: 29 years old,G6P3Y3A2,35 weeks pregnant. BPD,AC and FL were compatible with
35 weeks, HC was 39 weeks (95th percentile) in ultrasound. Cavum septum pellucidum (CSP)
was not observed, corpus callosum (CC) rostrum and genu parts were thin, other parts were not
observed. A full-layered cleft in the cortex connecting the subarachnoid area and the left lateral
ventricle was seen, and it was interpreted as schizencephaly. At 37 weeks, a live female baby
of 3260 g was delivered by cesarean section. The newborn had a flattened nasal root, low ear
and macrocephaly. In the postnatal cranial MRI, CC body was not observed from the posterior
part, rostrum and genu sections were observed. There were colpocephalic enlargement and an
interhemispheric-parafalcine cyst sized 90x40x98 mm, showing opening to the left lateral
ventricle. Left cerebral hemisphere was pushed laterally. There was no sign of schizencephaly.
Elective cyst fenestration was planned by neurosurgery, and the baby was discharged on the
postnatal 14th day. The cytogenetic and microarray examination of the newborn was normal.

Conclusion: The CC is the largest midline commissure in the brain, connecting the cerebral
hemispheres. In the 8th-10th weeks, the development starts from the genu part and reaches the
mature structure in the 20th week. A problem in this embryonic development results in
complete or partial ACC. Although its frequency is 1.8/10000 live births, the frequency is 2-
3/100 in children with developmental disorders. ACC cases can be isolated or associated with
CNS anomalies(85%). The development of a ventricular diverticulum/cyst may cause ACC by
preventing the migration of commissural fibers. This may explain the the AVID
triad(asymmetric ventriculomegaly-interhemispheric cyst-dysgenetic CC) reported in the
literature. Detailed evaluation of CNS by antenatal ultrasonography, timely recognition of ACC
and confirmation with fetal MRI, information about genetic-prenatal-postnatal counseling to
the family and presenting the termination option as early as possible are very important.

Key words: Agenesis of corpus callosum, interhemispheric cyst, dysgenesis, partial agenesis,
fetal MRI, ultrasonography.
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Figure-1. In (a) and (b) in antenatal sonography, the image of the left lateral ventricle continuous
with the subarachnoid space is look like schizencephaly and CSP is not observed.

3rd Trimester /CA1-7A /FR25Hz /20.0cm
[2D]

CEREB 4.89 cm_
GA 36w4d+22d |
EDD 04-04-2022

Figure-2. Only the genu and anterior body of the corpus callosum are observed and it is seen to
be dysgenetic and hypoplasic.
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Figure-3. Giant interhemispheric cyst associated with the left ventricle and subarachnoid space
on postnatal MRI coronal, axial and sagittal sections.
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S-62 Retrospective Cohort Analysis of Omphalocele Cases

Sevim Tuncer Can*,Baris Sever*, Raziye Torun*, Ceren Saglam*, Mehmet Ozer*,ibrahim
Omeroglu*,Alkim Giilsah Sahingdz Yildirim*

*Health Sciences University, Izmir Tepecik Training and Research Hospital, Gynecology and
Obstetrics Department, Perinatology Department

Objective= To evaluate and compare the prognosis of the omphalocele case series.

Method: Omphalocele cases detected between January 2020 and July 2022 in izmir Tepecik
Training and Research Hospital's Perinatology Department were retrospectively analyzed. Data
were collected by examining the hospital database. Cases were compared in terms of maternal
demographics, clinical characteristics and pregnancy outcomes.

Results: Ompalocele was detected at 23 fetuses. It is evaluated that the ages ranged from 17 to
39 (mean 27.9). 5 cases were primigravid (21.7%) and 18 cases were multiparous (78.3%), the
earliest diagnosis gestational week was 12 weeks, and the latest diagnosis age was 23rd
gestational week. 12 cases (52.1%) were diagnosed in the first trimester and 11 cases (47.8%)
were diagnosed in the second trimester. 10 cases (43.4%) did not accept invasive fetal
karyotyping. Out of 13 cases (56.6%) who accepted karyotyping, 1 case trisomy 21(7.6%), 1
case trisomy 13(7.6%), 4 cases trisomy 18 (30.7%) and 7 (53.8%) of the cases had normal
karyotype. It was found that 8 cases (34.8%) were isolated and 15 cases (65.2%) had an
accompanying anomaly. The most common accompanying anomaly was cardiac anomaly
(33.3%). 16 cases (69.5%) were terminated. 3 cases (13%) resulted in missed abortion, 2 cases
(8.6%) resulted in live birth, 1 fetus died after birth and 1 case was alive and healthy after
postnatal surgery. Pregnancy follow-up of 2 cases are still going on.

Conclusion: Omphalocele is herniation of the intestines and/or liver through the base of the
umbilicus from a midline ventral wall defect. It can be detected simultaneously with the first
trimester screening performed in 11-14" weeks. Concomitant high rates of associated
anomalies and genetic disorders often lead to termination of pregnancy.

Keywords: Omphalocele, Prenatal diagnosis, Fetal prognosis
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S-63 Conjoined twins diagnosed at 12 weeks of gestation: Paraphagus Dicephalus

Raziye Torun*, Sevim Tuncer Can*, Ceren Saglam*, Baris Sever*, Miige Selguk**, Alkim
Giilsah Sahing6z Yildirim*

* Health Sciences University, Izmir Tepecik Training and Research Hospital, Gynecology and
Obstetrics Department, Perinatology Department

** Health Sciences University, Izmir Tepecik Training and Research Hospital, Gynecology
and Obstetrics Department

Objective: Early prenatal diagnosis of conjoined twins provides better counseling to parents
on management options such as termination of pregnancy, continuation of pregnancy with
postpartum surgery, or selective fetocyst in the case of triplets and higher.

Method: A pregnant at the 12 weeks of gestational age referred to Izmir Tepecik Training and
Research Hospital Perinatology Department as conjoined twins was evaluated.

Results: A 21-year-old multigravid (G2P1Y 1) patient was admitted to perinatology department
12 weeks of gestation according to biparietal diameter of the fetuses. The date of last menstrual
period was not known. There was no history of maternal comorbidity and drug use. It was
observed that the fetal heads merged at the neck level. Single thorax / pelvis and two separate
vertebral columns were observed. There were 2 arms and 2 legs without any malformations.
Subcutaneous edema was observed in both fetuses starting from the head and extending to the
back. It was evaluated as Paraphagus Dicephalus. Termination of pregnancy was approved by
the medical ethics committee and termination of the pregnancy proposal was presented to the
family. The pregnancy was terminated with the abortion induction method.

Conclusion: Conjoined twins are a rare and complex type of monozygotic twinning associated
with high perinatal mortality. Parapagus dicephalus has two separate heads, the pelvises are
fully fused, while the thoraxes are attached to varying degrees. Surgery can be performed rarely
in paraphagus cases and the chance of survival is very low. Conjoined twins can be easily
recognized by transvaginal or abdominal ultrasonography in the first trimester. If a single yolk
sac and two fetuses are observed in ultrasonography or if monoamniotic twins are observed in
any gestational week, the possibility of conjoined twins should be kept in mind.
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Figure 1: Ultrasonografic image of the fetal heads merged at the neck
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Figure 2: Photograph of aborted conjoined fetuses
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S-64 Case Report: Ovarian Steroid Cell Tumor (Nos-Not Otherwise Specified)
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ABSTRACT

Only 0.1% of ovarian cancers are steroid cell tumors. It is estimated that 10-15% of people with
steroid cell tumors are asymptomatic. Abdominal pain, bloating, irregular menstrual cycles and
hirsutism are common symptoms. An 85-year-old postmenopausal woman had hirsutism,
vaginal bleeding, and abdominal pain for 2 years. On USG, 30 mm x 20 mm x 30 mm right
adnexal mass was detected. The patient underwent total abdominal hysterectomy and bilateral
salpingoopherectomy. The final pathology result of the patient was reported as steroid cell
tumor (NOS) of the ovary.

KEYWORDS: Ovarian steroid cell tumor, right adnexial mass, hirsutism, postmenopause
vaginal bleeding.

INTRODUCTION

Steroid cell tumors of the ovary are extremely rare and account for less than 0.1 percent of all
ovarian malignancies. According to the type of cell responsible for their development in the
first place, these tumors are classified into one of three categories: stromal luteoma, Leydig cell
tumor and not otherwise specified steroid cell tumor (NOS)(1, 2). Approximately 56% of all
steroid cell malignancies are due to steroid cell tumors not otherwise specified. (2). The
majority of steroid cell tumors are related to the release of steroid hormones, which leads to the
development of symptoms and a clinical diagnosis. In general, testosterone production results
in virilization or hirsutism, while estrogen secretion results in bloating and breast fibrocystic
lumps. In general, the release of testosterone results in virilization or hirsutism. The secretion
of estrogen results in bloating and breast lumps caused by fibrocystic tissue. Only 10—15 percent
of people do not display any clinical signs or symptoms of high hormone levels. (3). In around
89 percent of cases, the morphology of steroid cell tumor NOS is described as a solid, well-
circumscribed mass that is yellow in color. Steroid cell tumor NOS in just a few of cases do
these tumors include a cystic component (approximately 1.6 percent of all cases) (2).

An 85-year-old postmenopausal woman was diagnosed with an ovarian non-organ specific
steroid cell tumor (NOS), and her story is told in this article. The NOS refers to the fact that the
tumor did not originate from a particular organ. The patient was beyond menopause at this
point. Some of the interesting and uncommon discoveries, in this case, include the patient's age,
the absence of any overt androgenic indications, and the discrepancies between clinical,
radiological, and pathological data. All of these aspects pertain to the patient. The patient's age,
the lack of any overt androgenic indications, and the relatively brief duration of complaints are
other remarkable and unusual discoveries.

CASE REPORT

A postmenopausal woman 85 years old appeared with hirsutism, two years of vaginal bleeding,
and lower abdominal discomfort. She gave birth to six children without a history of pregnancy
difficulties. There was no history of using contraception or consuming exogenous hormones.
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The patient was using medication due to hypertension. She had a history of previous
angiography and cholecystectomy. There were no significant findings that were uncovered in
her family. A hypoechoic right adnexal mass measuring 30 millimeters in length, 20 millimeters
in width, and 30 millimeters in height were found during an ultrasound examination of the
pelvis. The patient's CA-125 level was tested at 53.8u/ml, which is over the normal range of 0-
35 u/ml; the patient's CA-19-9 level was 27.6 u/ml (normal 0-27). It was decided to do a
complete abdominal hysterectomy in conjunction with bilateral salpingo-oophorectomy.
Following the completion of the surgery, the material was sent to the department of pathology
to undergo a histological examination. At the time of the surgical evaluation, frozen section
analysis was conducted, and the results showed that the tissue in question was benign. Ovarian
steroid cell tumor (not else specified) was the conclusive diagnosis provided by the pathologist
(Picture 1,2,3). The operation was successful, and the patient had no complications throughout
the postoperative recovery period.

by )

a: Tumour cells are arranged in a diffuse pattern of columns or nests. (H&E, 4X)

b: Cells with small round nuclei, mild atypia, and no mitosis are arranged in a diffuse pattern
of columns or nests (H&E, 10X)

c: Tumor cells were polygonal with granular eosinophilic cytoplasm. They were intermingled
with some large pale and vacuolated cells. (H&E, 20X)

d: Immunohistochemical CD99 stain positivity in tumor cells. (10X)
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e: Immunohistochemical inhibin positivity (4x)

f: Immunohistochemical calretinin positivity (4x)

DISCUSSION

Among patients, hirsutism and virilization are the most prevalent symptoms, which may be
seen in 56 to 77 percent of cases(1). In most cases, these tumors are related to androgenic
excess, although it has also been observed that they are associated with estrogenic or cortisol
overproduction (i.e. Cushing syndrome)(1). Unfortunately, these analyzes were not requested
preoperatively in our patient. 6 to 23 percent of individuals exhibit estradiol secretion, and 6 to
10 percent of patients have been related to Cushing syndrome. In postmenopausal women,
estrogenic manifestations such as endometrial hyperplasia and bleeding have been reported(4).
In our patient, the complaint of admission to the hospital was postmenopausal bleeding.
However, no pathology was found in the postoperative examination of the endometrium.
Nonetheless, one-fourth of these tumors may not generate hormones(1).

Steroid cell tumors-NOS are normally solid tumors that are usually benign and slow-growing.
The symptoms of steroid cell tumors-NOS might be present for many years before the tumor is
diagnosed(5). One-third of NOS steroid cell tumors are clinically malignant(6). In our patient,
the final pathology was reported as benign.

Steroid cell tumors are characterized by a bimodal proliferation that includes both larger cells
that are polygonal and have vacuolated cytoplasm and smaller cells that have an excess of
granular eosinophilic cytoplasm. Steroid cell tumors can be distinguished from other types of
tumors by their bimodal proliferation. When these cells are found within the vascular stroma,
they often take the form of a diffuse pattern or very tiny nests and are organized in either of
these two patterns. One technique to differentiate a steroid cell tumor-NOS from a Leydig cell
tumor that is linked with Leydig cell hyperplasia is to look for the lack of crystals and Reinke
in the Leydig cell tumor. Furthermore, in contrast to luteinized thecoma, it does not include
spindle cells and has a fibromatous background. Both of these qualities help separate it from
luteinized thecoma. There is a connection between pregnancy luteomas and the proliferation of
lutein cells during pregnancy, which is accompanied by substantial mitosis in pregnant women.
In approximately one-third and half of all instances, respectively, pregnancy luteomas can
present themselves as either bilateral or multifocal neoplasms. Stromal luteomas are another
potential alternate diagnosis that could be made. These tumors can typically be identified by
the presence of stromal hyperthecosis, which may also involve degenerative pseudovascular
gaps. Both primary and metastatic clear cell carcinomas were ruled out as a possibility due to
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the lack of glycogen-rich cytoplasm and eccentric nuclei in the sample. This led to the
elimination of clear cell carcinomas as a probable diagnosis (7-9).

The therapy for resectable benign steroid cell tumors is surgery, whereas malignant steroid cell
tumors are comparable to malignant epithelial ovarian tumors. Steroid cell-NOS ovarian tumors
are often unilateral; hence, contralateral ovary resection is not necessary unless there is no
involvement(10). In our patient, both adnexa and uterus were removed due to the advanced age
of the patient. Due to the rarity of these tumors, the efficiency of chemotherapy in malignant
instances is uncertain, however, chemotherapy regimens for malignant epithelial and germ cell
tumors are comparable. In our case, no additional treatment was given.
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S-65 McArdle disease in pregnancy: a case report

Sultan Can !

1 Goztepe Prof. Dr. Suleyman Yalcin City Hospital, Department of Obstetrics and
Gynecology, Istanbul, Turkey

Introduction

McArdle disease (MD) is an autosomal recessive type V glycogen storage disease that affects
glycogen metabolism in skeletal muscles. The prevalence of MD is approximately 1:100,000.
These patients often admit to the clinic with intense muscle pain after exercise during young
adulthood. Findings such as rhabdomyolysis, myoglobinuria, and acute renal failure can be
detected at the admission. Elevated serum creatine kinase (CK) levels can help to diagnose the
disease. Definitive diagnosis is often made by muscle biopsy or genetic examination. Pregnancy
and birth data of mothers with MD is extremely limited in the literature.

Case presentation

A 33-year-old pregnant woman (gravida 3 parity 1 abortus 1) at 8 weeks was hospitalized with
nausea and vomiting. In 2015, her brother was diagnosed with MD by muscle biopsy.
Subsequently, our patient was diagnosed with MD by genetic examination. In 2018, she
delivered a healthy baby by cesarean. Medical therapy was started for hyperemesis gravidarum.
On the 8th day of hospitalization, the fetal heartbeat was negative on the ultrasound. Therefore,
dilatation and curettage was performed. CK levels of the patient are shown in Figurel. CK
levels decreased after hospitalization and remained stable during the length of stay. However,
CK levels of the patient increased after discharge.

Discussion

This case is the 36th pregnant patient with MD in the literature. Considering the limited data of
patients diagnosed with MD in the literature, rhabdomyolysis due to the natural course of the
disease and external factors has been reported in four pregnancies. In our case, CK level was
found to be high at the first admission to the outpatient clinic probably due to rhabdomyolysis.
Monitoring CK levels through pregnancy was performed in two reports in the literature and CK
levels remained stable or low during pregnancy in both cases. In our patient, CK levels
decreased after hospitalization. This may be due to the limitation of movement of the patient
after hospitalization. All reported pregnancies with MD in the literature resulted in births. To
our knowledge, our report was the first missed abortus case of a woman with MD in the
literature.

Key words

McArdle disease, pregnancy, missed abortion

157



Figure 1
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Abstract

Fournier's gangrene (FG) is a perineal necrotizing infection that can be fatal if not treated
urgently. It is usually found in the elderly with comorbidities such as diabetes mellitus.
Common symptoms were perineal pain, fever, abscess, crepitus, erythema, and cellulitis. The
diagnosis is often made clinically, but radiological investigations may be helpful in determining
the extent of infection. The gold standard for treatment is a combination of surgical
debridement, broad-spectrum antibiotics, and administration of intravenous fluids. Here, we
present the physical examination and computed tomography findings of a 67-year-old female
patient with Fournier's gangrene. Often a multidisciplinary approach is mandatory.

Ozet

Fournier gangreni (FG), acil tedavi edilmezse oliimciil olabilen perineal nekrotizan bir
enfeksiyondur. Genellikle diabetes mellitus gibi komorbiditeleri olan yash hastalarda goriiliir.
Yaygin semptomlar perine agrisi, ates, abse, krepitus, eritem ve seliilit yer alir. Tan1 siklikla
klinik olarak konur, ancak radyolojik incelemeler enfeksiyonun yaygimhigini belirlemede
yardimct olabilir. Tedavi igin altin standart, cerrahi debridman, genis spektrumlu antibiyotikler
ve intravendz sivilarin uygulanmasiin bir kombinasyonudur. Burada Fournier gangrenli 67
yasindaki kadmn hastanin bulgularini1 sunuyoruz. Bu olgularda genellikle multidisipliner bir
yaklagim zorunludur.

Background

Fournier's Gangrene (FG) is a rare, life-threatening, and necrotizing soft tissue infection. It is a
form of necrotizing fasciitis seen in the perineum. It often affects men, but can also occur in
women. Risk factors for FG include diabetes, malignancy, alcoholism, smoking, obesity,
advanced age, inflammatory bowel disease, and HIV infection. Diabetes is a particularly
important risk factor for necrotizing infection involving the perineum (1). FG has a high
mortality rate of 20-30% and is potentially fatal if not treated urgently (2). FG is an emergency
situation as it progresses rapidly and progressively up to the skin, subcutaneous adipose tissue,
and fascia, causing multiple organ failures and septic shock. Early diagnosis, broad-spectrum
antibiotic therapy, urgent and extensive surgical debridement, and a multidisciplinary approach
are the basis of successful treatment (3).

Case presentation

A 67-year-old woman with a past medical history of diabetes mellitus and hypertension was
admitted to our Emergency Department with complaints of fever, acute perineal pain, erythema,
patchy necrotic lesions, and edema of the perineum. The patient reported an 8-day history of
subjective fever, perineal pain, blisters, and erythema. She said that the vesicles turned into
bullas and then burst into necrotic lesions. She did not report sexually transmitted infections,
genitourinary trauma, urethral instrumentation, drug use, allergies, smoking, and addiction. She
was diabetic and hypertensive for a long time.
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On initial evaluation, her temperature was 38.7 °C, blood pressure 156/60 mmHg, heart rate 71
bpm, respiratory rate 18 bpm, 98% oxygen saturation on room air. On physical examination;
cardiac, respiratory, and abdominal examinations were unremarkable. There was erythema,
edema, tenderness, crepitus, and patchy necrotic lesions of the perineum (Figure 1).

(Figure 1).

Laboratory examinations reported a white blood cell (WBC) count of 13200/mm?&, hemoglobin
9.9 g/dl, random blood glucose 260 mg/dl, HbAlc 14.3%, blood urea nitrogen 86 mg/dL,
creatinine 2.5 mg/dL, C-reactive protein (CRP) 302 mg/L, procalcitonin 0.23 ng/mL, CA-
125:108 U/mL, CA-15-3: 31.9 U/mL, CA-19-9: 19.4 U/mL, BhCG: 1.9 U/L, Coagulation
profile: normal, Fibrinogen: 771 mg/dL, D-Dimer: 2380 mikrog/L, Urinalysis was 3+ red blood
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cells, FT3 and FT4: Normal, HBsAgQ: Negative, Anti-HbsAg: Negative, Anti HCV: Negative,
Anti HIV: Negative. Pus cultures were collected.

After the initial examination, ultrasound and computed tomography (CT) of the abdomen and
pelvis were performed to determine the extent of gangrene and the source of infection. On CT,
gas densities were observed in the subcutaneous fat tissues extending from the right inguinal
region to the right labium majus region (Figure 2).

(Figure 2

Consultation was requested from the Infectious Diseases Clinic. Thus intravenous fluid
resuscitation and broad-spectrum antibiotics such as Piperacillin/Tazobactam (4.5 gr iv q6h),
Vancomycin (1000 mg iv gq12h) were administered. Endocrine and nephrology consultation
was requested to correct blood glucose and kidney function tests. Urology and surgery
consultations were also requested. However, these clinics did not have any additional
recommendations.

Since the patient was urgent, necrotic tissue debridement was performed immediately. Necrotic
tissue was removed until healthy tissue emerged (Figure 3 and 4).
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(Figure 3).
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(Figure 4).

She underwent dressing twice a day and debridement every other day since her admission.
Bedside daily surgical wound care was performed with fibrin debridement, normal saline,
rifamycin solutions, and povidone-iodine solutions. Surgical tissue cultures and pus cultures
were negative.

On the 10th day of her hospitalization, when the wound site was cleared of infection and
necrotic tissues, she was taken to the operating room for extensive debridement. Surgical
operation under spinal anesthesia was performed. Penrose drain was placed in the abscess bed.
Subcutaneous tissue was closed with number 0 polyglactin and the skin was closed with prolene
number 1 suture. (Figure 5).
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(Figure 5).

Penrose drain was removed on the 2th postoperative day. The patient has healed well with no
complications. In this patient, after debridement of all necrotic tissues, hyperbaric oxygen
therapy, vacuum-assisted closure (VAC), and reconstructive surgery were no longer needed.
She was discharged on the 17th day of hospitalization and on the 10th postoperative day, and
no relapses were observed throughout the follow-up period.

Discussion

FG, which was first described by Jean Alfred Fournier in 1883, a French dermatologist, is a
rapidly progressive and necrotizing fasciitis of the perineum, perianal or genital areas. FG is a
polymicrobial infection caused by aerobic and anaerobic species such as Escherichia coli and
Bacteroides fragilis. These microorganisms release collagenases that cause rapid tissue
destruction, allowing the infection to spread from the genital area to the anterior abdominal wall
and vital organs (4). In addition, inflammation and edema lead to obliterating endarteritis with
thrombosis of blood subcutaneous vessels and consequent ischemia and necrosis (5). The
incidence of FG is approximately 1.6 per 100,000 males. The male:female ratio is 10:1 (6).

FG is secondary to bacterial infection involving the genitals and perineum, and the etiology can

be recognized in more than 90% of cases. In most cases, site of origin infection is ano-rectum
(30-50%), urogenitalia (20-40%), and genital surface (20%) (7).
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The onset of FG is insidious and is asymptomatic in 40% of cases. FG is characterized by
perineal pain, erythematous and brown skin, crepitation in the subcutaneous tissue, malodorous
and purulent exudates in the early stage (8).

Fluid resuscitation for adequate systemic perfusion, intravenous broad-spectrum antibiotic
therapy to reduce the risk of septic shock, and rapid extensive surgical debridement have
improved prognosis. Delay in surgical debridement is associated with a significant increase in
mortality (9).

FG has a high mortality rate of 20-30% if not treated properly (10). The standard of care is a
prompt multimodal approach including intravenous fluid resuscitation, broad-spectrum
antibiotic therapy, surgical extensive debridement and successive wound cares (11)

Additionally, the FG can benefit from vacuum assisted closure (VAC), which can be used to
promote wound healing, and hyperbaric oxygen therapy (HBOT) to reduce the spread of
anaerobic microbes (8).

Conclusions

A rapid multidisciplinary approach is imperative, as mortality is high in FG. Postoperative
wound care should be good to reduce the risk of necrotizing fasciitis recurrence. In our case,
there was no need for HBOT, VAC or surgical grafts as a result of the urgent multidisciplinary
approach and daily care of the surgical wound.
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INTRODUCTION

Herlyn-Werner-Wunderlich (HWW) syndrome is a combination of blind unilateral hemivagina
with didelphys uterus and ipsilateral renal agenesis. It is a rare congenital urogenital syndrome.
HWW is included in class 3 miillerian dysgenesis group. HWW syndrome accounts for 5% of
Mullerian dysgenesis. Our aim is a case report of a patient diagnosed with HWW who was
referred to our clinic with complaints of cyclic pelvic pain, abdominal mass, and suspicion of
uterine anomaly.

CASE

A 14-year-old patient, gravida 0, parity 0, was admitted to our clinic with complaints of
worsening abdominal pain and a palpable mass in the lower right abdomen. In the
transabdominal ultrasonography (TA-USG) imaging of the patient, there was an appearance
compatible with uterus didelphys. The right uterus cavity and cervical canal were filled with
the fluid collection and were observed in accordance with the hematometra. In addition, in the
abdominal ultrasonography examination performed on the patient, the kidney could not be
visualized in the right kidney lodge. The left kidney was observed in normal anatomical
dimensions and localization. With the MRI scan uterus, didelphys were confirmed. An area
compatible with hematocolpos that caused dilatation was observed in the right cavity, cervical
canal, and proximal vagina. In addition, the vaginal septum was observed on the right side of
the patient's vagina.

In this case, surgery was planned for the patient, since resection of the patient's existing vaginal
septum would provide clinical treatment. After talking to the patient's family and herself,
informing the necessary risk, and obtaining her consent, with a vaginoscope help under general
anesthesia while maintaining the integrity of the hymenal ring a part of the vaginal septum was
resected with L - hook. The contents of the hematocolpos were evacuated. Then a foley catheter
was placed in the resected area. Hymenal integrity was preserved.

In the control MRI of the patient, it was observed that the hematocolpos state continued in the
right side uterus and proximal vagina but decreased compared to the previous MRI, and the
patient was re-operated. In the second operation performed with the vaginoscope, the vaginal
septum extending to the vaginal vault of approximately 6 cm was resected. Subsequently, the
septum incision was marsupialized. A Foley catheter was inserted into the marsupialized area.

The patient was discharged on the 2nd postoperative day to come back for follow-up.
Conclusion

In conclusion, HWW is a rare disease that usually presents with clinical symptoms such as
abdominal pain, pelvic mass, and hematocolpos after menarche. The pain of the disease may
increase with the degree of distension of the hematocolpos. Apart from this, pathologies such
as fever, pelvic abscess, pyohematocolpos, peritonitis, urinary system obstructions,
endometriosis, and infertility may occur in the patient. Among the treatment methods, uterine
septum resection and unilateral hysterectomy methods can be applied in recurrent cases.
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S-68 Erken Hafta Gebelik ve Uterin Riiptiir Olgusu
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2 Medicalpark Hastanesi

Sezaryen skar gebeligi, onceki sezaryen dogumundan bir skar {lizerine veya i¢ine implante
edilen bir hamileligi ifade eder. Miyomektomi skarina veya i¢ine implante edilmis bir gebelik
olusabilir. Sezaryen skar gebeligi ciddi fetal ve maternal morbiditeye ve mortaliteye neden
olabilir.muhtemelen plasenta akreata spektrumunun bir 6nciisiidiir ve ortak histolojiyi paylasir.
Plasenta akreata spektrumu ve Sezaryen skar gebeligi oran1 sezaryen dogum sayisi arttikca
artabilir.

31 yas kadin G3P2Y2 (C/SX2) hasta bilinen ek hastalig1 bulunmamaktadir. Hasta karin agrisi
nedeniyle acil servise bagvurdu. Yapilan muayenede Batin distandii defans yok , rebound yok ,
aktif vajinal kanama izlenmedi, eskiye ait koagiilim izlenmedi. TVUSG IU kavitede 11w
FKA+ embriyo izlendi, douglasta yaklasik 5 cm serbest sivi izlendi. Laboratuar sonuglari
hemogram 7,6/10800/313bin, biyokimya olagan , koagiilasyon paneli olagan goriildii. Hasta
gebelik ve over kist riiptiirii 6n tanisiyla takip amaciyla servise yatirildi. 4 saat sonra kontrol
hemogram 8/11000/320000 olup takibe devam edildi. 8 saat sonra agrisinda siddetlenme
tarifleyen hastanin abdomen USG ve pelvik doppler USG degerlendirmesi “Karaciger
parankiminde acil patoloji izlenmedi. Safra kesesi boyutu normal, duvar kalinligi normal
izlendi. Liimende tas/camur izlenmedi. intra/ekstra hepatik safra yollarinda dilatasyon
saptanmadi.Pankreas ve paraaortik saha gaz nedeniyle degerlendirilememistir. Dalakta acil
patoloji izlenmedi.Parankimi homojendir.Sag bobrekte pelvikaliektazi/tas izlenmedi. Ek acil
patoloji izlenmedi. Sol bobrekte pelvikaliektazi/tas izlenmedi. Ek acil patoloji izlenmedi.
Mesane dolu olup liimende acil patoloji izlenmedi.Uterin kavitede FK A+ fetiis izlendi.Gebelik
kesesi duvar gerginligi azalmistir.Pelviste ve batin i¢inde yaygin serbest sivi ve yer yer
koagiilim ile uyumlu olabilecek hiperekojen  materyaller izlenmistir.Overler
gorlintiillenememistir. Adneksiyel lojlarda kist ayirt edilmemistir.” seklinde yorumlandi.
Kontrol hemogram 6,8/8500/297000 olan hastaya akut batin nedeniyle acil laparatomi
planlandi. Peroperatif inkomplet uterin riiptiir hali izlendi. Batin igerisinde yaklasik 1500 cc
kanamal1 mayi izlendi. Skar gebelik? Plasenta perkreata? 6n tanisi diigliniildii. Usuliine uygun
histeretomi yapildi. Gebelik kesesi ve plasenta tam olarak ¢ikarildi. Kanama nedeni ile sol
hipogastrik arter ligasyonu uygulandi. Hastanin istemi {izerine bilateral tubal ligasyon
uygulandi. Kanama kontrolii saglandiktan sonra batin katlar1 usuliine uygun olarak kapatildi.
Hasta postoperatif bakim iinitesinde izleme alindi. Hastaya 3U ERT +2U TDP + 2 gr fibrinojen
verildi. Postoperatif 2. Saat kontrol hemogram 8,7/10300/201000, biyokimya olagan ,
koagiilasyon paneli olagan, Alb 2,84 goriildii. Aktif vajinal kanama izlenmedi. 6. Saat
Hemogram kontrolii ~ 7,8/7100/134 bin olan hastaya 2 i ert replasmani1 yapildi. Kontrol
hemogrami 10,9/10800/215bin ve takiplerinde plato ¢izdigi goriildii. Yapilan kontrol usgsinde
uterus av af endo diizenli 8mm bilateral adneksiyel patoloji izlenmedi, douglasta serbest sivi
izlenmedi. Postoperatif Idrar gaz gaita ¢ikig1 goriildii. Hasta iyilik hali ile taburcu edildi.

Anahtar kelimeler: skar gebelik, plasental invazyon anomalisi, akut batin
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Cesarean scar pregnancy refers to a pregnancy implanted on or into a scar from a previous
cesarean delivery. A pregnancy implanted in or within the myomectomy scar may occur.
Cesarean scar pregnancy can cause severe fetal and maternal morbidity and mortality. It is
probably a precursor of the placenta accreta spectrum and shares common histology. The
spectrum of placenta accreta and the rate of cesarean scar pregnancy may increase as the number
of cesarean deliveries increases.

31 years old female G3P2Y2 (C/SX2) patient has no known comorbidity. The patient was
admitted to the emergency department due to abdominal pain. In the examination, the abdomen
was distended, there wasn’t defense or rebound, no active vaginal bleeding, no previous
coagulum is observed. In TVUS there was a 11w FKA+ embriyo in a regular gestational sac
and there was approximately 5 cm free liquid in douglas. Laboratory results, cbc
7.6/10800/313000, biochemistry and coagulation panel were normal. The patient hospitilized
for follow-up with the pre-diagnosis of pregnancy and ovarian cyst rupture. After 4 hours, the
control cbc was 8/11000/320000 and the follow-up was continued. Abdomen US and pelvic
doppler US evaluation of the patient who described aggravation of pain after 8 hours “No
emergency pathology was observed in the liver parenchyma. Gallbladder size was normal, wall
thickness was normal. No stone/mud was observed in the lumen. No dilatation was detected in
intra/extra hepatic bile ducts. Pancreas and paraaortic area could not be evaluated due to gas.
No emergency pathology was observed in the spleen. The parenchyma is homogeneous. No
pelvicaliectasis/stones were observed in the right kidney. No additional emergency pathology
was observed. No pelvicaliectasis/stones were observed in the left kidney. No additional
emergency pathology was observed. The bladder was full and no emergency pathology was
observed in the lumen. FKA+ fetus was observed in the uterine cavity. The tension of the wall
of the gestational sac was decreased. Widespread free fluid in the pelvis and in the abdomen
and hyperechoic materials, which may be compatible with coagulum in places, were
observed.”Emergency laparotomy was planned for the patient whose control cbc was
6.8/8500/297000 due to acute abdomen pathology. Peroperative incomplete uterine rupture was
observed. Intraabdominal approximately 1500 cc bleeding flush was observed. pre-diagnosis
was considered as scar pregnancy and placenta percreta. A hysterotomy was performed
according to the procedure. Gestational sac and placenta were completely removed. Left
hypogastric artery ligation was performed due to bleeding. Bilateral tubal ligation was applied
at the request of the patient. After the bleeding control was achieved, the abdominal layers were
closed duly. The patient was followed up in the postoperative care unit. The patient has given
3 unite erythrocyte suspension, 2 unite fresh frozen plasma an 2 gr Fibrinogen. Postoperative
2nd hour control cbc was 8.7/10300/2010000, biochemistry was normal, coagulation panel was
normal, albumin was 2.84. There was no active vaginal bleeding. 6th hour cbc control was
7.8/7100/134000, and two unite erythrocyte suspension replacements has given the patient.
Control cbc was 10.9/10800/215k and it was seen to plateau in the follow-ups. In the control
US, uterus av af endometrium 8 mm, there were no bilateral adnexal pathology, no free fluid
was observed in the douglas. The patient was discharged in good condition.

Key words: Cesarean scar pregnancy, plasental invasion anomaly, acute abdominal pathology
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S-69 Surgical Management Of Cervical Myom In Virgo Patient Applying With A Mass
Protruted Out Of The Vagina Spontaneously
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Introduction

Uterine lelomyomas are benign monoclonal tumors arising from myometrial myocytes and/or
fibroblasts. They are the most common pelvic tumors in women(1,2), however, leiomyomas
arising in and out of the vagina are extremely rare. While they may be clinically asymptomatic,
they may cause vaginal bleeding, pelvic pain and pressure, and infertility(3). It is extremely
rare for a virgo patient to protrude out of the vagina. In this article, we present a case of surgical
management of cervical myoma in a patient who presented with a protruding mass and vaginal
bleeding.

Case

A 42-year-old virgo patient with no history of previous surgery and no comorbidities applies to
our center. In the anamnesis taken from the patient, it is learned that a mass spontaneously came
out of the vagina 1 day ago. On admission, the patient describes vaginal bleeding, foul-smelling
discharge and difficulty urinating. In the abdominal ultrasonography; uterus antevert anteflex,
endometrium 5 mm regular, both ovaries are evaluated as normal. In the abdominal
examination; abdomen comfortable no defense no rebound. In the vaginal examination; A mass
of approximately 10x12 cm in size, bleeding from place to place, necrotic and foul-smelling,
protruding from the vagina was observed. A urinary catheter is inserted and the patient is
interned. The patient's general condition is good, and her vitals are stable. In the examinations
taken from his hospitalization, Hb: 9.6, wbc: 13.100, CRP:30 are detected. The patient is started
on cefazolin 1 gr 2x1 and metronidazole 500 mg 3x1 IV treatments. The patient is informed
that the mass should be removed. The necessary informed consent forms are obtained from the
patient and the operation is planned. Hb value above 10 is requested for the patient evaluated
by the anesthesiologist for preoperative preparation. When the patient's Hb value is 8.9 the next
day, 2 units of erythrocyte suspension are replaced by the patient. When the patient's control
hgb value is 10.5 the next day, the patient is taken into operation immediately.

Working under sterile conditions and spinal anesthesia in the lithotomy position. In the
observation, it was determined that the mass originated from the lower lip of the cervix. The
mass was removed by holding it bilaterally, cutting and ligating. The resulting material was
sent to frozen. Frozen result was reported as “mesenchymal origin, possibly benign, compatible
with lelomyoma”. Then, endocervical curettage and endometrial biopsy samples were taken
from the patient and the operation was completed.

On the first postoperative day, the patient, whose general condition was good, and vitals were
stable, was discharged by removing the urinary catheter. The patient came to the follow-up in
the 1st month postoperatively. No pathological condition was observed in the ultrasonography.
Vaginal examination revealed that the cervix was completely replaced and the hymenal ring
was almost completely intact. The final pathology result of the patient was also reported as
degenerated vascular leiomyoma. Endocervical curettage and endometrial biopsy specimens
were also reported as endometrium from the secretion phase.
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Discussion

Uterine leiomyomas are the most common pelvic tumors in women(4). It can be asymptomatic,
or it can give many symptoms such as pain, bleeding and anemia. Vaginal fibroids may cause
bleeding and compression symptoms, may become infected, and present with an atypical
presentation, as in our case. Since our patient was a virgo, she could not have a regular
gynecological examination, and therefore the mass could only be diagnosed when it grew so
large and protruded into the vulva. Vaginal myomectomy is the most preferred treatment
method for myomas originating from one lip of the cervix(5). Although rare, atypical localized
and more complicated myomas can also be encountered. In these cases, treatment may range
from myomectomy to hysterectomy.
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S-70 Shear Wave Elastografi Pcos Tanisinda Diagnostik Bir Belirte¢ Olarak
Kullanilabilir Mi?

Ugurcan Zorlu?, Sezer Nil Yilmazer Zorlu?, Hakan Rasit Yal¢in 3
1 Ankara Sehir Hastanesi
2 Ankara Universitesi Tip Fakiiltesi
3 Ankara Sehir Hastanesi

Objective: Among the aims of our research is to compare the SWE values between PCOS and
non-PCOS women, together with a cut-off value, to define another inexpensive, easily
applicable, non-invasive parameter for the diagnosis of the syndrome. The secondary aim is to
predict the effect of the disease on the clinic and laboratory parameters of the disease, which
we think will be obtained as a result of the comparison of the menstrual patterns, clinical
features, laboratory and other ultrasonographic parameters between PCOS and non-PCOS
women, in a non-invasive, inexpensive and easy way, such as SWE.The third aim of the study
is to find a correlation between the severity of the disease and the SWE values as a result of
examining whether clinical features and laboratory findings show a correlation with SWE
parameters in patients diagnosed with PCOS, and to shape the course of treatment and follow-
up according to this inexpensive, easy, non-invasive method.

Materials and Methods: The study included 150 female patients (18-40 years old) who applied
to the gynecology and infertility outpatient clinics, gynecology and obstetrics emergency
service in Ankara City Hospital between May 2022 and September 2022 and were diagnosed
with PCOS according to the Rotterdam diagnostic criteria. As the control group, 150 healthy
individuals (18-40 years old) who were not diagnosed with PCOS, who applied to the same
units, participated in the study. Blood samples were taken from the patients and control group,
ultrasonographic evaluation (gray scale and doppler parameters), and SWE-SWV (stromal
mostly) value measurements were performed in the early follicular phase (between the second
and sixth days of the menstrual cycle). The patients were examined in terms of metabolic and
androgenic parameters and clinical features. In the study, a comparison was made in terms of
metabolic, hormonal parameters and clinical features of the case and control groups in terms of
SWE-SWYV values. In addition, the sensitivity of SWE-SWYV to predict metabolic-hormonal-
clinical deterioration was evaluated. To determine the ultrasonographic features of PCOS, the
oAvailibleies were examined using gray scale ultrasonography (US). A transabdominal-
transvaginal approach was used to make both US and SWE measurements (via a Toshiba Apio
500 US instrument using 6 MHz convex probe and transvaginal probe). First, gray scale US
was used to evaluate oAvailibleian morphology. Subsequently, at least 10 consecutive
measurements were obtained for each oAvailibley for elastographic examination (stromal
mostly). In order to improve the quality of the SWE-SWV measurements, the quality factor
(RMI) reference values provided automatically by the device ranged from 0.4 to 1.0 kilopascal
(kPa).

Results: BMI, obesity rate, HbAlc level, triglyceride, fasting insulin, HOMA-IR values of the
PCOS group were significantly higher than the control group; HDL was found to be
significantly lower. In the PCOS group, increased lipid levels, low HDL levels, and increased
HOMA-IR levels were observed secondary to metabolic syndrome. On the other hand, total
testosterone value, LH/FSH ratio, DHEA-S value, AMH value and FAI value were significantly
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higher than the control group in PCOS patients; SHBG value was found to be significantly
lower. As expected according to the literature, the incidence of acne vulgaris, hirsutism, hair
loSd, oligomenorrhea/amenorrhea and infertility in PCOS group cases was found to be
statistically significantly higher than the control group cases. In our study, Mean OAvailibleian
Artery RI, Mean OAuvailibleian Stroma Area/Over area, and Mean OAvailibleian VVolume were
significantly higher than the control group; The mean OAvailibleian Artery PSV value was
found to be significantly lower.

Mean Shear Wave Elastography value in the PCOS group was found to be significantly
higher than in the control group. In addition, the lowest Shear Wave Elastography value, the
highest Shear Wave Elastography value, the Average Shear Wave Velocity value, the lowest
Shear Wave Velocity value, and the highest Shear Wave Velocity value were also studied as
elastographic values. These values were also found to be statistically significantly higher in the
PCOS group than in the control group. As a result of the evaluations, the cut-off point obtained
for the diagnosis of PCOS for the mean shear wave elastography was determined as 12.3.
Likewise, in our study, the cut-off point for the average shear wave velocity value was 1.35,
the cut-off point for the lowest shear wave velocity value was 1.17, and the cut-off point for the
highest shear wave velocity value was 1.5.

There was a positive correlation between the mean Shear Wave Elastography value and
weight, BMI, HbAlc, total testosterone, DHEA-SO4, FAI, Triglyceride, fasting glucose,
fasting insulin, HOMA-IR and AMH; There was a significant negative correlation between the
mean Shear Wave Elastography value and age, SHBG and HDL. There was a positive
correlation between the lowest Shear Wave Elastography value and weight, BMI, HbA1c, total
testosterone, DHEA-SO4, FAl, fasting insulin, HOMA-IR and AMH; There was a negative
significant correlation between the lowest Shear Wave Elastography value and SHBG and
HDL. There was a positive correlation between the highest Shear Wave Elastography value and
weight, BMI, HbAlc, total testosterone, LH/FSH, DHEA-SO4, FAI, Triglyceride, fasting
glucose, fasting insulin, HOMA-IR and AMH; a negative significant correlation was observed
between the highest Shear Wave Elastography value and age, SHBG and HDL. In addition,
Shear Wave Elastography data provided statistical significance for the observation of clinical
features such as hirsutism, hair loSd, oligo-amenorrhea, and infertility. In shAvg, most of the
parameters and criteria we use to define PCOS (PCOS diagnostic criteria, androgenic
parameters, biochemical markers, clinical parameters) are statistically parallel to elastography
measurements.

Conclusion: SWE parameters gave statistically significantly higher results in the PCOS group
compared to the control group. With these results, shear wave elastography, which is a non-
invasive, inexpensive and easy examination, can be used as a marker in the diagnosis of PCOS.
On the other hand, in patients diagnosed with PCOS, symptoms related to the increase in SWE
values manifest themselves more, biochemical markers deteriorate more and the clinic worsens.
This means that SWE, which is an inexpensive, non-invasive, easy test, could be a valuable
parameter for us in predicting the progreSdion of this disease. Likewise, in cases where it is
difficult to follow the biochemical values of the patients, SWE, which showed a significant
correlation in our study with these androgenic parameters, can be used as an indicator for the
estimation of these values. SWE may be included in routine ultrasonographic practice in the
long-term follow-up of patients with PCOS if further research with larger sample sizes and
control groups and future studies provides evidence to suppAvg the current findings.
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Groups Test
Value
PCOS Control Total
(n=150) (n=150) (n=300) P
Average Shear Avg+Sd 13,04£3,2 9,9+1,3 11,4429 a<0,001**
Wave Elastography
value (kPa) Median 12,6 (10,1- 9,8 (8,9- 104  (9,4-
(Q1-Q3) 15,8) 10,8) 12,9)
Lowest Shear Avg+Sd 8,9+2,5 7,9+1.,4 8,4+2,1 8<0,001**
Wave Elastograph .
value (kPa) i Min-Maks 94  (66- .4 (6,8-8.8) 80 (66
(Median) 11,2) AT 10,0)
Highest Shear Avg+Sd 17,4+4,3 12,3+1,2 14,8+4,1 a<0,001**
Wave Elastograph :
valus (kPa) Y \edian 171 (141- 121 (113 136 (121-
(Q1-Q3) 20,1) 13,2) 17,1)
Average Shear Avg+Sd 1,7+1,1 1,3+,1 1,5+,8 4<0,001**
Wave Velocity Median
value (m/s - - -
(m/s) (Q1-03) 151,417 13(1,2-1,3) 1,4(1,2-1,6)
Lowest Shear Avg+Sd 3,1£15,0 1,1+,1 2,1£10,7 a<0,001**
Wave Velocity Medi
value (m/s) (Qel_'gg) 13(12-15) 11(10-11) 1,1(11-13)
Highest Shear Avg+Sd 1,8+,3 1,5+,1 1,6+,3 4<0,001**
Wave Velocity Medi
value (m/s) (Qel_'gg) 1,7(1,6-1,9) 15(14-16) 16 (1,4-17)
Average Avg+Sd 32,1£5,3 40,4+3,4 36,2+6,1 a<0,001**
oAvailibleian )
artery PSV value Median 31,5 (28,0- 40,0 (39,0- 38,0 (31,5-
(cm/s) (Q1-Q3) 36,0) 42,0) 40,0)
Average Avg+Sd ,75+,10 ,71£,05 ,713+,8 a<0,001**
OAvailibleian Medi
Artery R value (Qel_'gg) 76 (,70-80) 71 (,69-73) 72 (,69-78)
Average Avg+Sd 413 ,3+,0 A4+2 a<0,001**
OAvailibleian )
Stroma Median
Area/OAva”'blelan (Ql-QB) !4 (’4-14) 13 (13-’3) 14 (13-’4)
area
Avg+Sd 11,8+2,1 8,1+,8 9,9+2.4
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Average Median

oAuvailibleian (Q1-Q3) 123 - (39- 8,1 (7,5-8,7) 91 (80
13,4) 12,3)
volume (cm?)
aMann Whitney U Test *p<0,05 **p<0,01
Average Lowest Shear Highest Shear
Shear Wave Wave Wave

Elastography  Elastography  Elastography
value (kPa) value (kPa) value (kPa)

Acne vulgaris Availible 17,6+5,0

9,342,3 1,7+1,4
9.8 (7,7-10,9) gg) (133 161417
None 70418 13,5+2,7 132
7.7 (6,6-8.9) ﬁ’j) (1154 31,2-1,0)
p* <0,001 <0,001 <0,001
Hirsutizm Availible 04423 18,0+4,6 18413
9,8 (7,7-11,5) %’g) (14.8- 1,6 (1,5-1,8)
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None

13,2424

7,8+1,8 1,3+,1
12,4 (11,5-
7,6 (6,6-8,9) 14.1) 1,3(1,2-1,4)
<0,001 <0,001 <0,001
Hair Loss Availible 8.842.5 17,3+4,8 17414
9,6 (6,6-10,6) igg) (138 151417
None 8.241.9 13,74£3,1 1342
12,6 (11,5
7,9 (6,7-9,5) 14.4) 1,3(1,2-1,5)
<0,001 <0,001 <0,001
Oligomenore/amenore Availible 8.942.4 16,9+4.3 16+1.1
16,1  (13,8-
9,3 (6,6-10,6) 19,0) 1,5(1,4-1,7)
None 7.941.7 12,8+2,6 1,34,
7.7 (6.7-8,4) gg) (113~ 1 3(12-14)
<0,001 <0,001 <0,001
Infertility Availible 9,142 18,3+5.0 10418
9,8 (6,7-10,6) Z;) (13,4- 1,6 (1,4-1,9)
None 8.242.1 14,0+£3,3 1442
132  (11,6-
7,9 (6,6-9,6) 15.1) 1,3 (1,2-1,5)
<0,001 <0,001 <0,001
gMann Whitney U Test *p<0,05 **p<0,01
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S-71 Oeis Complex; Prenatal Approach And Postnatal Prognosis

Ziibevde Emiralioglu Cakir !, Alkim Giilsah Sahingdz Yildirim?
1 Tepecik Egitim ve Arastirma Hastanesi

Abstract

The OEIS complex comprises a combination of defects including omphalocele, exstrophy of
the cloaca, imperforate anus, and spinal defects. The OEIS complex affects 1 in 200,000 to
400,000 pregnancies and is of unknown cause. The aim of this study is to present a case of
OEIS complex. The patient was referred from an external center at 12 weeks of gestation due
to omphalocele. It was her first pregnancy. Additional findings were not distinguished when
only transabdominal USG was performed on the patient. Invasive fetal karyotyping was
performed with chorionic villus sampling. It was found to be normal karyotype with Qf pcr.
Control ultrasound was performed on the patient at the 15th gestational week. A characteristic
ultrasound finding known as elephant trunk compatible with terminal ileum was observed under
the omphalocele sac. The bladder could not be visualized in the abdomen. Ambigus genitale
state was observed. Fetal gender could not be determined. An appearance compatible with
meningomyolocele was observed in the lumbosacral region. The bladder could not be
visualized. Exstrophya vesica was considered. The case was considered as oeis complex. The
family was offered a termination optio but the family did not accept . In the follow-up,
intrauterine growth retardation developed. The patient delivered by cesarean section at the 36th
gestational week. The baby gave birth to a 2340 gr 49 cm, gender uncertain baby. The apgar
score was 5 at the 1st minute and 7 at the fifth minute. Ectrophia cloaca, ompholocelanal atresia
and meningomyelocele anomalies were confirmed at birth. He was hospitalized for nine months
due to recurrent operations, epileptic seizures and infections. He died in his sleep at home when
he was 10 months old. As a result, Oeis complex is a serious anomaly complex that requires
multiple reconstructive surgeries with multiple anomalies. It is possible to diagnose in early
weeks with detailed ultrasonography examination.

TEPECIK EAH M 15 18-01-2021
CV18A/ 2nd Trimester | FR3tHz ~ TIb0.3  10:47:17

Figure 1 (left): Omphalocele sac is seen and terminal ileum (elephant trunk sign) (thin arrow)
is seen below. And lumbosacral meningomyelocele(thick arrow). is observed . Figure 2 (right
) Terminal ileum (elephant trunk sign ) is seen.
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Figure 3 (left): Omphalocele sac, umbilical cord(thin arrow) is seen in front and terminal
ileum (elephant trunk sign) is seen below. Figure 4 (right): Lumbosacral meningomyelocele is

~

Figure 5 (left): Meningomyelocele image at postnatal 3rd month. Figure 6 (right): Operated
abdominal wall and bladder and colostomy bag are observed at postnatal 3rd month

180



“2.Uluslararasi Jinekoloji ve Obstetri Kongresi”

S-72 Torakofagus Yapisik ikizlerin Antenatal Tanisi ve Yonetimi

Ziileyha Onal', Hiiseyin Ekici 2
1 Ege Universitesi Hastanesi Kadin Hastaliklar1 Ve Dogum Béliimii
2 Ege Universitesi Hastanesi,kadin Hastaliklar1 Ve Dogum Boliimii

ABSTRACT: Conjoined twin pregnancy is a rare, complex form of monozygotic twin
pregnancy with severe morbidity and mortality. It is 3 times more common in female fetuses.
The most common and most severe form is thoracophagus. In this study, a case admitted to our
clinic, diagnosed and managed as antenatal, is evaluated.

CASE: She is 23 years old, Gravida 2, Abortus 1, and has a history of using levothyroxone 25
mcg 1x1 due to hypothyroidism. After being followed up for thoracophagus in an external
center at the early gestational week and evaluated by the ethics committee at the 16th gestational
week, termination of pregnancy was offered as an option, and amniocentesis was performed in
the case who did not accept termination. In the evaluation of the case who applied to our clinic
at the 24th gestational week according to the first trimester USG, who was not sure of the last
menstrual period, with USG: Biometry compatible with the week.A single common trunk and
lower extremity, 2 necks, 2 arms, 2 separate craniums were observed (dicephalus dibrachius).
In cardiac examination; single ventricle, single AV valve morphology was observed (complete
AVSD). Dilated stomach was observed on the posterolateral aspect of the heart (consistent with
congenital diaphragmatic hernia). Dilated intestinal loops, which are 14 mm in the widest part,
thought to be the small intestine segment with peristalsis (ileojejunal atresia?). Hypoechoic
areas were observed under the skin along the junction of both vertebrae at the posterior of the
vertebrae. The case was evaluated by the ethics committee, the termination decision was made.
Fetocyte was performed and then she was delivered by cesarean section. A 1480 g fhr (-) baby
girl was delivered. The mother was discharged with good recovery in post-op follow-ups.
CONCLUSION: The diagnosis of conjoined twins with high mortality and morbidity can be
made easily with USG in the early prenatal period. Diagnosis in advancing gestational week
increases birth complications. It reduces the possibility of vaginal delivery or intervention. Late
diagnosis increases mortality and morbidity in both vaginal and cesarean delivery.
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S-73 Acute Pancreatitis In Pregnancy: A Rare Case Report

Mehmet Bora BOZGEYIK!, Ayca BOZGEYIK!

'Department of Obstetrics and Gynecology, University of Health Sciences, Tepecik Training
and Research Hospital, Izmir, Turkey

Introduction

Acute pancreatitis in pregnancy is among the rare and life-threatening obstetric emergencies.
Its incidence is around 1/10000 (1) It is usually seen in the second and third trimesters. Although
the most common underlying cause is gallstones, hypertriglyceridemia and preeclampsia are
also among the causes (2). Acute pancreatitis in pregnancy causes both maternal and fetal
serious complications. In the literature, there are some studies indicating that the maternal
mortality rate rises up to 37% and the fetal mortality rate rises up to 60% (3,4). With this case
report, it is aimed to raise awareness related with the diagnosis and treatment of acute
pancreatitis and the importance of the multidisciplinary approach.

Case report

The patient, a 21-year-old female, at 27 weeks of gestation with a history of one normal delivery
and one cesarean section, gravida 3, para 2, applied to Tepecik Training and Research Hospital
in Izmir with nausea, vomiting and right upper quadrant pain for 2 days. In her anamnesis, she
had localized colic-like pain in the right upper quadrant of the abdomen, especially after fatty
foods, for about 15 days. She described severe abdominal pain and increased nausea and
vomiting in the last 24 hours. In the physical examination of the patient, tenderness was detected
in the right upper quadrant. Murphy sign was positive. In laboratory tests, measured value for
amylase: 4130 U/L, lipase: 1574 UJ/L, liver function test AST:157 U/L, ALT:117 UIL,
GGT:143 U/L, Triglyceride: 313 mg/dl, fibrinogen: 552 mg/ dl and D-dimer was 1650 ug/L.
Complete blood count detected at, CRP and other test results were within normal limits. In the
ultrasonography, no pathology was observed in the liver parenchyma. The gallbladder size was
normal, measuring 15x76mm, hydropic and it had normal wall thickness. Multiple stone-sludge
complexes were observed in the lumen. Mild dilatation was detected in the intrahepatic bile
ducts. Choledochus was measured 9mm at the hilus level of the common bile duct and distal
part of its could not be evaluated due to gas superposition and pregnancy material. Pancreas
could not be visualized clearly due to pregnancy material. In the non-contrast MR
Cholangiopancreatography, multiple stone signals, the largest of which is 11 mm in diameter,
were observed in the gallbladder lumen. The pancreas was normal in size and the pancreatic
duct width was normal (figure 1). Ceftriaxone-resistant Klebsiella pneumoniae growth was
detected in the urine culture taken. The patient was followed up and treated with a
multidisciplinary approach after consultations with gastroenterology, general surgery,
infectious diseases, and psychiatry. Oral nutrition was stopped until intestinal motility returned
to normal, and total parenteral nutrition and supportive fluid-electrolyte therapy were
administered. Broad spectrum antibiotherapy (Piperacillin-Tazobactam) was started. After
conservative fluid, antibiotic and analgesia treatment, the patient's complaints regressed within
3 days.

Figure 1. Multiple gallstones, hydropic gallbladder and dilated choleductus
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Discussion

While increased estrogen in pregnancy increases cholesterol synthesis and cholesterol
saturation, increased progesterone decreases bile acid synthesis and gallbladder motility. Thus,
it can trigger stone formation. Pre-pregnancy obesity and multiparity are independent risk
factors for gallstones in pregnancy. Gallstones are the most common cause of pancreatitis in
pregnancy. Hyperlipidemia, preeclampsia, viral hepatitis, or alcohol use are some of the other
etiological causes (5, 6).

The most common symptom is ongoing epigastric pain with acute onset. The pain is often
accompanied by nausea and vomiting. Pain occurs 1-3 hours after consuming fatty foods. Due
to the severity of the pain, the patient is restless and writhing. Since the supine position increases
the severity of pain, the patient generally prefers to stay in the knee-elbow position. A diagnosis
of acute pancreatitis is made when two of the three criteria consisting of symptom (epigastric
pain), laboratory finding (amylase or lipase value higher than 3 times normal), and imaging are
positive. Lipase elevation is more sensitive and specific in diagnosis compared to amylase. It
rises earlier and stays higher for longer. A liver function test ALT>150 U/L also contributes to
the diagnosis of pancreatitis. While ultrasound is very sensitive in gallstone imaging, it provides
only 20-25% visualization in imaging the pancreas. In cases where the pancreas cannot be
visualized on ultrasound, MR Cholangiopancreatography is another diagnostic imaging method
that provides less radiation exposure compared to computed tomography (CT) can be
considered to exclude pancreatitis or to show the severity of pancreatitis, if any. (7)

The first choice in treatment consists of supportive therapy including intravenous fluid therapy,
enteral/total parenteral nutrition support and analgesic therapy. If there is no evidence of
infection in biliary pancreatitis, no antibiotic therapy is required. The progress of biliary
pancreatitis is better than non-biliary pancreatitis. With supportive treatment, many patients
recover in as little as a few days. In patients who do not show improvement, a surgical treatment
such as endoscopic retrograde cholangiopancreatography (ERCP) or cholecystectomy should
be considered. Surgical treatment can be safely applied in all trimesters (8). There is no
significant difference in maternal mortality between conservative treatment and surgical
treatment. However, fetal mortality associated with miscarriage or preterm delivery is higher in
conservative treatment (9). In patients who will undergo cholecystectomy; compared to
laparotomy, laparoscopy is the first choice as it provides a faster and optimal recovery without
increasing maternal/fetal complication rates (10).
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Acute pancreatitis in pregnancy is most common in the third trimester. In several population
studies, third trimester cholecystectomy has been associated with an increased risk of preterm
delivery compared with postpartum surgery (11). Therefore, deferring surgical treatment
including cholecystectomy to the postpartum period is a reasonable option in patients close to
term (12).

Conclusion

In patients with sudden onset and persistent right upper quadrant abdominal pain during
pregnancy, care should be taken in terms of acute pancreatitis, which is a rare obstetric
emergency. With a multidisciplinary approach and supportive treatment, significant
improvement is observed in acute pancreatitis in a short time. In cases where there is no
improvement in a short time, that is, within a few days, with supportive treatment in order to
prevent the occurrence of adverse maternal and fetal outcomes, surgical treatment can be safely
applied in all trimesters.

Key words: Acute pancreatitis, Biliary Pancreatitis, Conservative Treatment, Pregnancy,
Surgery
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S-74 Teratom Zemininde Gelisen Malign Transformasyon: iki Olgu
Tugba Karadeniz!
1 Sbii Tepecik Egitim Arastirma Hastanesi

OLGU-1 62 yasinda kadin hastanin 1 aydir pelvik agr1 sikayeti ve muayenede pelvik kitle
saptanmasi iizerine klinigimize frozen olarak sag ooforektomi materyali gonderildi. Frozen
cevabr teratom iizerinde skuamdéz displazi olarak bildirildi. Bunun iizerine gonderilen
TAH+BSO (total abdominal histerektomi+salpingo-ooferektomi) materyali nde sag over in
15x11x9 cm dlgiilerde, i¢inde kil ve keratin yapilarim1 barindiran kistik bir kitle haline
doniistiigi gorildii. Kistin duvar kalinligi 0,2 ile 1,5 cm arasinda degismekteydi. Mikroskopik
incelemede matiir kistik teratomun histolojinin yani1 sira duvarin ince oldugu alanlardan alinan
orneklerde adalar halinde gelisim gosteren, ortasinda keratin barindiran, genis eozinofilik
sitoplazmaly, iri, hiperkromatik niikleuslu atipik skuamoid hiicrelerden olusan skuamoz hiicreli
karsinom alanlar1 saptandi. Bu bulgular esliginde olgu matiir kistik teratom zemininde gelismis
skuamo6z hiicreli karsinom olarak raporlandi. OLGU-2- 68 yasinda postmenapoz kadin
hastanin, 1 aydir pelvik agri sikayeti olmasi lizerine yapilan muayenede ve ultrason incelemede
bilateral pelvik kitle saptandi. Laboratuarimiza frozen olarak sag ooforektomi materyali
gonderildi. Frozen cevabi teratom zemininde gelismis malign timor olarak bildirildi.
Makroskopik incelemede sag over, 15x15x10 cm 6lgiilerde, ¢ogu alanda solid yer yer Kistik bir
kitle halinde izlendi. Kistik alanlarda kollidi animsatan parlak, kahverenkli alanlar yan1 sira bu
alanlarla gecisi izlenen ¢ogu alanda solid, kirli sari-beyaz renkli tiimor goriildii. Kesitlerde
nekroz da secildi. Materyalin histolojik incelemesinde olagan tiroid dokusu, tiroidin
adenomatdz hiperplazisi, yogun kistik dejenerasyon alanlar1 yani sira genis, pembe
sitoplazmali, yuvarlak uniform niikleuslu ¢cogu alanda folikiiler, asiner ve trabekiiler dizilimli
tirositlerden olusan tiimdr goriildii. Tiimorde belirgin pleomorfizm ya da mitoz izlenmedi.
Timor ¢ogu alanda over kapsiiliinii invaze etmis ancak kapsiil disina ¢ikmamisti. Timor
cevresinde bir kag¢ alanda lenfovaskiiler invazyon goriildi. Tiimor bu 6zellikleriyle cogu alanda
Folikiiler karsinom niteligindeydi.

Anahtar Kelimeler: Skuaméz hiicreli karsinom, Struma ovarii
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S-75 Batinda Disloke Rahim I¢i Arac¢ (Ria): Olgu Sunumu
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Ozet

Arka plan: Rahim i¢i ara¢ (RIA) tiim diinyada sik kullanilan, basarili ve diisiik maliyetli bir
dogum kontrol yontemidir. Genel olarak giivenli olsada, uterus perforasyonu sonucunda batin
icine go¢ ederek c¢evre organlara zarar verme riskleri vardir. Bu calismada uterus
perforasyonu sonucu batinda RIA olgusu ve yonetimi anlatilmaktadir. Olgu: 21 yasinda
gravida 2 para 2 (6nceki iki sezaryen ile) olan bir hastaya iki yil once dig merkezde RIA
yerlestirilmis. RIA takildigindan bu yana siiren, son birkag aydir belirgin karin ve kasik agrisi
ile bagvurdu. Sonug: Uterus perforasyonu, RIA takildiktan sonra ortaya ¢ikabilecek ciddi bir
sorundur. Bu komplikasyonun 6niine ge¢ebilmek i¢in, RIA’y1 yerlestirmeden 6nce uterusun
bimanuel muayenesi, histerometri 6l¢timii, ultrason goriintiilemesi uterusun biyikligi ve
pozisyonu hakkinda bize 6nemli bilgiler vermektedir. Ayrica uygulamay1 yapacak kisinin
deneyimli bir saglik personeli olmasi ve islem sonrasinda diizenli kontrollerin yapilmasi ¢ok
Oonemlidir.

Anahtar Kelimeler: Rahim i¢i arag (RIA), uterus perforasyonu, komplikasyon, batinda RIA

Abstract

Background: Intrauterine devices (IUDs) are a effective and low-cost birth control method
that is frequently used all over the world. Although it is generally safe, there is a risk of
damaging the surrounding organs by migrating into the abdomen as a result of uterine
perforation. In this study, the case and management of IUD in the abdomen as a result of
uterine perforation is described. Case: A 21-year-old patient with gravida 2 para 2 (with
previous two cesarean section) had an IUD inserted in an external center two years ago. She
presented with significant abdominal and inguinal pain in the last few months, which has
persisted since the insertion of the IUD. Conclusion: Uterine perforation is a serious problem
that can occur after insertion of an IUD. In order to prevent this complication, bimanual
examination of the uterus, hysterometer measurement, ultrasonic imaging before IUD
insertion gives us important information about the size and position of the uterus. In addition,
it is very important that the person who will perform the application is an experienced health
personnel and that regular controls are made afterwards.

Keywords: Intrauterine device (IUD), uterine perforation, complication, abdominal IUD

BACKGROUND

Intrauterine devices (IUD) are a frequently used contraceptive method all over the
world, especially in developing countries [1]. It is a generally safe and effective method of
contraception and has few medical contraindications, has a low discontinuation rate, and is a
low-cost modern birth control method. Although they are extremely safe, there is a rare risk of
uterine perforation after IUD applications, and as a result, the risk of damage to organs by the
migration of the IUD to the structures adjacent to the uterus and to the intra-abdominal region.
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In the literature, the risk of uterine perforation and IUD migration has been reported between
1.3-1.6/1000 applications [2]. IUDs leaking out of the uterine cavity may cause movement into
the luminal organs, various infections, organ perforations, intra-abdominal infections, abscesses
and adhesions depending on their location [3,4]. In this study, the case and management of IUD
in the abdomen as a result of uterine perforation is described.

CASE

A 21-year-old patient with gravida 2 para 2 (with previous two cesarean section) had an
IUD inserted in an external center two years ago. She presented with significant abdominal and
muscle pain in the last few months, which has persisted since the insertion of the IUD. Urine,
gas and faeces output were regular. Her menstrual cycle is regular.

All findings were normal in the patient's vaginal and pelvic examination. Leukorrhea
was not observed. However, the RIA strings were not observed in the cervical canal. On
physical examination, there was no defence or rebound. Her vitals were stable. Complete blood
count (CBC) and routine biochemistry results were normal.

In the transvaginal ultrasound (TVUS) performed after the examination, the 1UD was
not observed in the cavity. Uterus and both ovaries were observed in normal appearance.
Thereupon, a missing IUD was considered and it was found that the IUD was inside the
abdomen in the standing direct abdominal X-ray with the pelvic X-ray. Therefore, the patient
was informed and diagnostic laparoscopy (L/S) was planned.

After the necessary preparations, the patient underwent diagnostic L/S (with 10 mm
camera trocar and 10 mm instrument trocar insertion), and it was observed that the ITUD was
embedded in the anterior abdominal wall together with the omentum (Figure 1).

g o

Figure 1. IUD attached to the anterior abdominal wall with omentum

The 1UD was duly separated from the anterior abdominal wall and removed from the
abdomen through the 10 mm trocar entrance. Since no active bleeding area was observed in the
observation, the abdomen was washed with 1000 cc of fluid and the procedure was terminated.
The control hemogram was normal and the patient was discharged on postoperative day 1 with
antibiotics and analgesics.

DISCUSSION
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Uterine perforation is a serious problem that can occur after insertion of an 1UD.
Following uterine perforation, migration of the IUD to the pelvic and abdominal cavities or
adjacent organs may occur. Migration of the IUD to the distant intra-abdominal region is
extremely rare. In the literature, the risk of uterine perforation and IUD migration has been
reported between 1.3-1.6/1000 applications [2].

Generally, the diagnosis of lost IUD is based on the inability to see the strings [5].
Ultrasonography as a diagnostic method in these patients is a safe, convenient and non-invasive
method. In addition, it allows us to easily visualize whether the IUD is in the endometrial cavity.
The location of the IUD can then be clarified with a pelvic X-ray and/or a standing direct
abdominal X-ray.

Laparoscopy is the first choice for IUD removal in cases of extrauterine, intra-
abdominal IUD [6]. An important issue to be considered in the diagnosis and treatment of
abdominally located IUDs is whether the IUD is implanted or perforated in any organ.
Laparotomy should be chosen if intestinal perforation is suspected or signs of sepsis are present.

Before the IUD is inserted, a pelvic examination of the patient should be performed, the
presence of infection, uterine position should be evaluated, and it should be ensured that there
is no pregnancy. After the procedure, it should be checked whether the IUD is in the uterine
cavity. Then, the patients should be followed up regularly and uterine perforation should be
considered in the first place, especially in cases where the image of the IUD in the endometrial
cavity is not observed in ultrasonography.

CONCLUSION

In conclusion, before IUD insertion, bimanual examination of the uterus, hysterometer
measurement, ultrasonic imaging give us important information about the size and position of
the uterus. In addition, it is very important that the person who will perform the application is
an experienced health personnel and that regular checks are made afterwards.
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Abstract

Objective: To evaluate placental hTERT expression in preeclampsia compared with healthy
controls.

Material and Methods: Placental biopsies from 36 singleton pregnancies consisting of healthy
controls (n=20) and preeclampsia (n=16) were taken. Total RNA was isolated from the tissue
samples, and cDNA synthesis was performed. Gene expressions of hnTERT at the mMRNA level
were determined by PCR protocols.

Results: The demographic properties of healthy controls and preeclamptic participants were
similar in terms of age, gravida, parity, and gestational age at delivery. Placental hTERT
expression, evaluated by hTERT mRNA levels, was significantly lower in patients with
preeclampsia versus healthy controls (0.002516 £ 0.002.090 vs. 0.001453 = 0.001118, p-value
=0.015).

Conclusion: Placental nTERT expression is significantly decreased in pregnancies complicated
by preeclampsia, suggesting telomere dysfunction may have a role in the pathophysiology
of preeclampsia. Further large-scale studies examining telomerase activity, hnTERT expression,
and telomere length are necessary to better understand the role of telomere biology in the
formation of preeclampsia.

Keywords: Hypertension in pregnancy, Telomere, Telomerase, hnTERT, Preeclampsia

Oz

Amag: Preeklampsi hastalarinda plasental hTERT ekspresyonunu saglikli kontrol grubuyla
karsilagtirmak.

Gereg¢ ve Yontem: Saglikli kontroller (n=20) ve preeklampsi (n=16) olan 36 tekil gebelikten
plasental biyopsi alindi. Total RNA, doku orneklerinden izole edildi ve cDNA sentezi
gerceklestirildi. hTERT gen ekspresyonlari, PCR protokolleri kullanilarak mRNA diizeyinde
belirlendi.

Bulgular: Saglikli kontrol grubu ve preeklamptik katilimcilarin demografik 6zellikleri yas,
gravida, parite ve dogum sirasindaki gebelik haftasi agisindan benzerdi. Plasental hTERT
ekspresyonu, hTERT mRNA seviyeleriyle degerlendirildiginde, preeklampsi hastalarinda
saglikli kontrollerle karsilagtirildiginda anlamli derecede diisiik bulundu (0.002516 + 0.002.090
vs. 0.001453 £ 0.001118, p-degeri = 0.015).

Sonug: Preeklampsi ile komplike olan gebeliklerde plasental hTERT ekspresyonu anlamli
derecede azalmistir. Bu durum, telomer disfonksiyonunun preeklampsi patofizyolojisinde rolii
olabilecegini diisiindiirmektedir. Telomeraz aktivitesi, hTERT ekspresyonu ve telomer
uzunlugunu inceleyen daha biiyiik Olgekli calismalar, telomer biyolojisinin preeklampsi
olusumundaki roliinii daha iyi anlamak icin gereklidir.

Anahtar sozciikler: Gebelikte hipertansiyon,Telomer, Telomeraz, hTERT, Preeklampsi
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Introduction

Preeclampsia is a severe pregnancy complication characterized by hypertension, proteinuria,
and organ dysfunction, which affects 2-8% of pregnancies and is a significant contributor to
maternal and perinatal morbidity and mortality (1-3). The pathophysiology of preeclampsia is
not fully understood, but it is thought to be associated with placental dysfunction, oxidative
stress, and inflammation (4-7).

Human telomerase reverse transcriptase (hnTERT) is a catalytic subunit of enzyme telomerase
which maintains telomere length and prevents cellular senescence (8,9). Telomerase activity is
essential for cellular proliferation and is tightly regulated during development and
differentiation (8). Aberrant hTERT expression has been implicated in various diseases,
including cancer and cardiovascular disorders (10,11). The placenta shows higher telomerase
activity in the first trimester than in the third trimester, which is consistent with the higher
proliferation of cytotrophoblasts in the first trimester (12).

Telomere biology may play a role in the pathophysiology of various pregnancy-related
conditions, such as intrauterine growth restriction, gestational diabetes, and preeclampsia
(11,13,14). However, the role of telomere biology in the pathogenesis of preeclampsia remains
unclear and previous studies have reported conflicting results regarding the association between
placental hTERT expression and preeclampsia (11,15). In this study, we aimed to evaluate
hTERT expression in preeclampsia compared to healthy controls.

Material and Methods

This is a single-center, prospective case-control study approved by institutional review board
(Approval number 15-3/15). Pregnant women whose pregnancy follow-ups were being carried
out at Ege University Department of Obstetrics and Gynecology were recruited. All study
participants were informed about the purpose and nature of the study, and voluntarily provided
their informed consent.

Participants were selected from singleton pregnancies who had an indication for cesarean
section, and consisted of healthy controls (n=20) and preeclamptic women (n=16). Pregnancies
complicated with intrauterine growth restriction and diabetes were excluded from the study due
to their potential influence on placental telomere biology (11,15). Presence or suspision of fetal
anomaly was also an exclusion criterion.

Tissue samples of 1 cm® were collected from the central region of placenta under sterile
conditions within 30 minutes of delivery over 6 months. Samples were stored at —80 °C until
needed. To evaluate hTERT expression at mRNA level, first total RNA isolation was
performed. Then cDNA synthesis was performed and gene expressions at mMRNA level were
determined by PCR protocols. A primary set was constructed for our target gene hTERT and
our housekeeping gene, B-Actin. The PCR reaction protocol developed according to the
“LightCycler® Fast Start Reaction Mix SYBR Green I’ (Roche Applied Science, Germany) kit
manual was adapted to LightCycler ver: 2.0 (Roche Applied Science, Germany), a real-time
PCR device. Using B-Actin, a standard curve was drawn with the standards with known mRNA
copy number, and according to this curve, target gene concentrations of the samples whose
MRNA copy numbers were unknown were determined. The relative quantitation value was
obtained by dividing the target gene copy number by the house keeping gene copy number.
Statistical analyzes were performed using SPSS Statistics for Windows version 15.0 (SPSS
Inc., Chicago). Data were tested for normality with the Shapiro-Wilk test. Since the data were
not normally distributed, further analysis were performed using Mann-Whitney U test and the
Chi-Square test, where appropriate. A P value less than 0.05 is considered statistically
significant.

Results
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This study included 36 patients; 20 healthy controls and 16 preeclamptic women. Table 1
demonstrates patient demographics and placental hTERT expression for both groups. The
demographic properties of the groups were similar in terms of age, gravida, parity and
gestational age at delivery, (p values were given in Table 1). Placental hTERT expression,
evaluated by hTERT mRNA levels, was significantly lower in patients with preeclampsia

versus healthy controls (0.002516 + 0.002090 vs 0.001453 = 0.001118, p-value = 0.015).

Table 1. Patient demographics and placental hTERT expression
Controls (n=20) Preeclampsia
(n=16) P-
value

mean + sd mean + sd
Age, years 27,40 + 6,48 27,56 £5,16 0,789
Gravida 2+ 1,17 1,75+ 0,93 0,64
Parity 0,5+ 0,61 0,44 £ 0,63 0,741
Gestational age at delivery, 34,65 + 3,99 3375+ 3.47 0,44
weeks
Placental hnTERT expression 0,002516 +

0,002090 0,001453 +0,001118 | 0,015

hTERT= Human Telomerase Reverse Transcriptase

Discussion

The current study aimed to evaluate the expression of hTERT in preeclampsia compared to
healthy controls. Our results demonstrated that placental hnTERT expression was significantly
decreased in pregnancies with preeclampsia. These findings suggest that telomere dysfunction
may be involved in the pathogenesis of preeclampsia.

Telomeres are repetitive DNA sequences located at the end of chromosomes that play a critical
role in maintaining chromosomal stability and cell function (2). Telomere length has been
shown to be decreased in various pregnancy complications, including preeclampsia,
intrauterine growth restriction, and preterm birth (11,15). Telomere dysfunction has been linked
to oxidative stress, inflammation, and placental dysfunction, all of which are implicated in the
pathogenesis of preeclampsia (6,7,15,16). Mechanisms by which oxidative stress leads to
telomerase dysfunction and subsequent telomere shortening include suppression of hTERT
gene transcription and cytoplasmic translocation of h\TERT (17).

There are several studies evaluating the relationship between telomere biology and
preeclampsia. In a study with a similar methodology to ours, evaluating hTERT mRNA
expression in preeclamptic pregnancies, it was found that hnTERT mRNA expression was higher
in preeclamptic cases compared to controls (12). It has been suggested that h\TERT upregulation
is a biological response against apoptosis and is induced by apoptosis. However, neither
telomerase activity nor telomere length were directly evaluated in that study. In another study
assessing telomere length with FISH and hTERT expression with immunohistochemistry, it
was found that there was a shortening of telomere length and a decrease in hTERT expression
in preeclampsia (18). The observed decrease in hnTERT expression, which suggests a reduction
in telomerase activity, was supported by the shortening in telomere length. On the other hand,
although hTERT gene transcription is closely related to telomerase activity, telomerase
regulation is a complex mechanism that can be influenced by additional factors, including
nuclear localization, assembly of the telomerase holoenzyme, telomerase selection for the
telomere, and post-translational modification of the telomerase enzyme (19).

Considering the main finding of our study, decreased hTERT expression in preeclamptic
placentas, and the findings from previous studies evaluating telomere biology in preeclampsia,
it seems plausible that telomere dysfunction is involved in the pathogenesis of preeclampsia.
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However, due to the complex nature of telomere biology and the lack of comprehensive studies,
the causal relationship between telomere dysfunction and preeclampsia remains unknown.
Regarding the limitations of our study, it is important to note that our sample size was small
and we were not able to comprehensively examine telomere dysfunction as we only evaluated
hTERT expression.

Conclusion

In conclusion, our findings suggest that placental hnTERT expression is significantly decreased
in preeclampsia, suggesting telomere dysfunction may have a role in the pathophysiology
of preeclampsia. However, further large-scale studies examining telomerase activity, hTERT
expression, and telomere length are necessary to better understand the role of telomere biology
in the formation of preeclampsia.
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