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Deĵerli Meslektaĸlarēmēz;  

 

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

Spa & Wellness Thermal Resort, ¢esmeô da d¿zenleneceĵini sizlere iletmek istiyoruz. 

 

Kongremiz Obstetri ve Jinekoloji pratiĵinde sēklēkla merak edilen konularda en g¿ncel bilgileri 

multidisipline bir ekip ile sizlere aktarēlacak uluslararasē konuĸmacēlarēn olduĵu oturumlar ile 

i­eriĵimiz daha da zenginleĸecektir. Ayrēca, ºnemli ­alēĸmalar ve olgularēn aktarēlacaĵē sºzl¿ 

sunum oturumlarē da kongremizde yer alacaktēr. Amacēmēz her daim birlikte bilgi paylaĸēmēnda 

bulunmak, b¿t¿n pozitif enerjimiz ve heyecanēmēzla keyifle ge­en bir kongre sunmaktadēr. 

 

Kongremizde sizleri aramēzda gºrmekten mutluluk duyacaĵēz... 

 

 

KONGRE BAķKANLARI 

 

 

Prof. Dr. Mehmet ¥ZEREN           Prof. Dr. Ķsmail Mete ĶTĶL           Prof. Dr. A. ¥zg¿r YENĶEL 

 

 

 

 

 

 

 

 

 

 

 

D¦ZENLEME KURULU 



ñ3.Uluslararasē Jinokoloji ve Obstetri Kongresiò 

 

4 

 

 

KONGRE BAķKANLARI 

Prof. Dr. Mehmet ¥ZEREN Prof. Dr. Ķsmail Mete ĶTĶL Prof. Dr. A. ¥zg¿r YENĶEL 

 

KONGRE SEKRETERLERĶ 

Dr. Alper ĶLERĶ 

 Dr. Gºkay ¥Z¢ELĶK 

Dr. Gºkhan TOSUN 

Dr. Ķbrahim Karaca 

Dr. Volkan Emirdar 

* Ķsme gºre alfabetik sēralanmēĸtēr. 

 

 

BĶLĶMSEL KURUL 

Adnan BUDAK 

A. Hamdi ĶNAN 

Ahmet Mete ERGENOĴLU 

Ahmet ¥zg¿r YENĶEL 

Ali AKDEMĶR 

Alpay YILMAZ  

Alper BĶLER 

Alper ĶLERĶ 

Atalay EKĶN 

Aydēn ¥ZSARAN 

Ayĸe Rabia ķENKAYA 

Bab¿r KALELĶ 

Can ATA 

Emrah T¥Z 

Enver ĶLHAN 

Ertan SARIDOĴAN 

Fatih ķENDAĴ 

Fērat ¥KMEN 

Fuat AKERCAN 

Gºkay ¥Z¢ELTĶK 

Gºkhan TOSUN 

H. G¿rsoy PALA 

Ķbrahim G¦LHAN 



ñ3.Uluslararasē Jinokoloji ve Obstetri Kongresiò 

 

5 

 

Ķbrahim KARACA 

Ķbrahim UYAR 

Ķlker ¢AKIR 

Ķsa Aykut ¥ZDEMĶR 

Ķsmail Mete ĶTĶL 

Ķsmail ¥ZDEMĶR 

Mehmet ¥ZEREN 

Mehmet Sait Y¦CEBĶLGĶN 

Mert KAZANDI  

Mine KANAT PEKTAķ 

Murat ULUKUķ 

Mustafa Coĸan TEREK 

Mustafa KOCAER 

Nedim KARADADAķ 

Onur ALDEMĶR 

¥zg¿r HARMANLI 

Sedat AKG¦L 

Sercan KANTARCI 

Serdar ¥ZķENER 

Sermet SAĴOL 
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 Suna YILDIRIM KARACA 
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* Ķsme gºre alfabetik sēralanmēĸtēr. 
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ANA KONULAR  

 

Kozmetik Jinekoloji 

Jineseksoloji 

Perinatoloji  

Onkoloji 

Ķnfertilite  

T¿p Bebek 

Obstetri (Gēda Takviyesi, Beslenme) 

Obstetrik Kanamalar 

Jinekoloji (Vajinit, OKS, HRT é) 

Jinekolojik Operasyonlar 

 - Laparaskopik Histerektomi 

 - Robotik Histerektomi 

 - Single Port Histerektomi  

 - Vajinal Histektomi 

¦rojinekoloji 

 

KURSLAR  

2.Trimester Ultrasonografi Kursu 

Fetal Eko Kursu 

Obstetrik Doppler 

Laparoskopik S¿tur Kursu 

V-Notes Kursu 

Oasis 

Cisef Jineseksoloji Kursu - 2 Saat ï CĶSEF Sertifikalē 

Histereskopi Kursu 
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5 EKĶM 2023 

13.30-

14.00 

A­ēlēĸ 

Dr. ¥zg¿r Yeniel 

Dr. Mehmet ¥zeren 

Dr. B¿lent Tēraĸ 

 
 

¦ROJĶNEKOLOJĶ 

Oturum Baĸkanlarē: Dr. Ķsmail Mete Ķtil, Dr. Melike Doĵanay 

14:00-

14:15 

¦riner Ķnkontinans Cerrahisi 

Dr. Ķsmail Mete Ķtil 

14:15-

14:30 

Pelvik Organ Prolapsusu Cerrahisinde En Ķyi Yaklaĸēm Abdominal Yol 

Dr. Gºkay ¥z­eltik 

14:30-

14:45 

Pelvik Organ Prolapsusu Cerrahisinde En Ķyi Yaklaĸēm Vajinal Yol 

Dr. ¥zg¿r Yeniel 

14:45-

15:00 

Pelvik Taban Cerrahisinde Komplikasyonlar ve Yºnetimi 

Dr. ¥mer L¿tfi Tapēsēz 

15:00-

15:15 

Kahve Molasē 

 
 

PANEL 

Moderatºr: Dr. Ķsmail Mete Ķtil, Dr. ¥zg¿r Harmanlē 

15:15-

16:15 

2023 ICS Guideline Deĵerlendirmesi- Yeni Bir ķey Var mē? 

 
Panelistler: Dr. ¥zg¿r Harmanlē, Dr. ¥zg¿r Yeniel, Dr. Gºkay ¥z­eltik 

16:15-

16.30 

Kahve Molasē 

 
VĶDEOMARATON 

 
Oturum Baĸkanlarē: Dr. ¥zg¿r Harmanlē, Dr. ¥mer L¿tfi Tapēsēz, Dr. Melike 

Doĵanay 

16.30-

18.30 

Pektopeksi 

Sakrokolpopeksi 
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Kolpoklesis 

Mid¿retral Slingler 

Burch 

Sakrospinºz Fiksasyon 

Uterosakral Ligament Fiksasyonu 

18:30 S¥YLEķĶ 

Kadēn Beyni Erkek Beyni 

Serkan Karaismailoĵlu 

19.00 ¢EKĶLĶķ  

6 EKĶM 2023 

 SALON A  

 
 

LAPAROSKOPĶ  

Oturum Baĸkanlarē: Dr. ¥zg¿r Harmanlē, Dr.Fatih ķendaĵ, 

Dr. Sel­uk Sºylemez 
 

08.30-

08.45 

L/S Zor Histerektomi ve Komplikasyon Yºnetimi 

Dr. Fatih ķendaĵ 
 

08.45-

09.00 

Laparoskopik Myomektomi 

Dr. Ali Akdemir 
 

09.00-

09.15 

Derin Endometriozis L/S Cerrahisi 

Dr. Resul Karakuĸ 
 

09.15-

09.30 

Robotik Histerektomi 

Dr. ¥zg¿r Harmanlē 
 

09:30-

10:00 Uydu Sempozyumu   

Kadēn Doĵum Pratiĵinde Hasta Kan Yºnetimi Uygulamalarē 

Dr. Murat Ekin  

 

10.00-

10.15 

Kahve Molasē 
 

 
 

PERĶNATOLOJĶ  
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Oturum Baĸkanlarē: Dr. Sermet Saĵol, Dr.T¿lin ¥zcan, Dr. 

Bab¿r Kaleli 
 

10.15-

10.30 

CFFDNA: G¿ncel Uygulamalar 

Dr. T¿lin ¥zcan 
 

10.30-

10.45 

1.Trimester USG Deĵerlendirmesi 

Dr. Fērat ¥kmen 
 

10.45-

11.00 

2.Trimester USG Deĵerlendirmesi 

Dr. Mete Ergenoĵlu 
 

11.00-

11.30 Uydu Sempozyumu  

Oturum Baĸkanē: Dr. Ķsmail Mete Ķtil 

Planlamadan Emzirmeye, Hamilelikte Optimal Beslenme ve 

Mikro Besinlerin ¥nemi 

Dr. Gºkhan Tosun 

 

11.30-

11.45 

Kahve Molasē 
 

 
PERĶNATOLOJĶ  

Oturum Baĸkanlarē: Dr. Ert¿rk Levent, Dr. Mete Ergenoĵlu  

11.45-

12.00 

Y¿ksek Riskli Gebelikler Sonlandērma Zamanlamasē 

Dr. Atalay Ekin 
 

12.00-

12.15 

Temel Fetal Kardiyak Deĵerlendirme 

Dr. Ķsmail ¥zdemir 
 

12.15-

12.30 

Ķntrauterin Lazer Uygulamasē 

Dr. Can Tekin Ķskender 
 

12.30-

13:30 

Yemek Arasē 

 
 

ONKOLOJĶ              

Oturum Baĸkanlarē: Dr. Levent Yaĸar, Dr. K. Erdin­ 

Kamer, Dr. Volkan Kurtaran 
 

13.30-

13.45 

Rectovaginal Fist¿l 

Dr. K. Erdin­ Kamer 
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13.45-

14.00 

Olgu Bazlē Radikalite, Hangi Vakalar Minimal Ķnvaziv 

Cerrahiye Uygun? 

Dr. Aykut ¥zdemir 

 

 
SALON A  

14.00-

14.30 Uydu Sempozyumu  

Oturum Baĸkanē: Dr. Adnan Budak 

Kontrasepsiyonda Son Nokta 

Dr. Ferruh Acet 

 

14:30-

14:45 

Kahve Molasē 
 

 
Oturum Baĸkanlarē: Dr. Levent Yaĸar, Dr. T¿lin ¥zcan  

14.45-

15:15 

Septat Uterusu Nasēl Tedavi Ederim? Plasenta Akreatayē 

Nasēl Tedavi Ederim? Ovarian Drilling Nasēl Yapēlēr? 

Dr. Margaux Jegaden 

 

15.15-

15:30 

Erken Ve Ķleri Evre Uterin Corpus T¿mºrlerinin Cerrahi 

Tedavisi 

Dr. S¿leyman Salman 

 

15.30-

15.45 

Serviks Kanserinin Cerrahi Tedavisi 

Dr. Sedat Akgºl 
 

15.45-

16:15 Uydu Sempozyumu  

Oturum Baĸkanē: Dr. Adnan Budak 

Gebelikte Beslenme Desteĵi Neden ¥nemli? 

Dr. G¿rsoy Pala 

 

16.15-

16:30 

Kahve Molasē 
 

 
END¦STRĶ PANELĶ 

Oturum Baĸkanē: Dr. Ķsmail ¥zdemir 

16.30-

17.30 

Dr. Sultan G¿­ 

 
JĶNEKOLOJĶ 
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Oturum Baĸkanlarē: Dr.Veli Mihmanlē, Dr. Yeĸim Bayoĵlu Tekin, Dr. Ķbrahim 

Uyar 

17:30-

17:45 

Vajinal Myomektomi 

Dr. Hanifi ķahin 

17:45-

18:00 

Zor Vajinal Histerektomi Altēn Kurallarē 

Dr. ¢etin Kēlē­cē 

18:00-

18:15 

Labia Minora Plasti ve Hudoplasti 

Dr. Hanifi ķahin 

7 EKĶM 2023 

 
SALON A  

 
 

CĶSEF  

Oturum Baĸkanlarē: Dr. Kadir Savan, Dr. Almila Suna 

Nizamoĵlu 
 

08.30-

08.45 

Jinesexolojik Vajinismus Tedavisi 

Dr. Hacer Sadēkoĵlu 
 

08.45-

09.00 

Disparoni 

Dr. ¥zg¿ ¢elikkol 
 

09.00-

09:30 Uydu Sempozyumu    

Oturum Baĸkanē: Do­. Dr. Hamdi Ķnan 

Jinekolojik Cerrahide S¿t¿r Kullanēmē ve Prensipleri 

Do­. Dr. Gºkhan Tosun 

 

09.30-

09.45 

Kahve Molasē 
 

 
 

ĶNFERTĶLĶTE BĶRĶNCĶ OTURUM  

Oturum Baĸkanlarē: Dr. Erol Tavmergen, Dr. Abdulkadir 

Turgut 
 

09.45-

10.00 

Fertilite Prezervasyonuna Genel Bakēĸ 

Dr. Volkan Emirdar 
 

10.00-

10.15 

Fertilite Prezervasyonunda Kullanēlan Yºntemler ve KOH 

Protokolleri 

Dr. ¥zg¿r ¥ktem (Online) 
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10.15-

10.30 

Medikal ve Sosyal Nedenlerle Fertilite Prezentasyonu 

Amacēyla Oosit Dondurmaya G¿ncel Yaklaĸēm 

Dr. Funda Gºde 

 

10.30-

10.45 

Over Dokusu Dondurma Teknikleri ve G¿ncel Durum 

Dr. Volkan Turan 
 

10.45-

11:00 

IVF de Kºk H¿cre Tedavileri 

Dr. Murat Sºnmezer 
 

11.00-

11.15 

Tartēĸma 
 

11.15-

13.30 

Yemek Arasē 

 
SALON A  

 
 

ĶNFERTĶLĶTE ĶKĶNCĶ OTURUM  

Oturum Baĸkanlarē: Dr. Emre Okyay, Dr. Refik Keleĸ, Dr. 

Dilek Arslan 
 

13.30-

13.45 

Kime IUI Kime IVF Yapalēm 

Dr. Burak Y¿cel 
 

13.45-

14.00 

IVF Sikluslarēnda Hangi Gonodotropin, Hangi Ajan? 

Dr. Alper Biler 
 

14.00-

14.15 

IVFôte Luteal destek nasēl olmalē? 

Dr.Sabri Cavkaytar 
 

14.15-

14:30 

D¿ĸ¿k Yanētlē hastalarda LH: Nasēl Tedavi ediyoruz 

Dr. Cem ¢elik 
 

14.30-

15:00 Uydu Sempozyumu  

Oturum Baĸkanē: Dr. Sedat Akgºl 

Prolapsus Cerrahisinde V-Notes 

Dr. S¿leyman Salman 

 

15.00-

15:15 

Kahve Molasē 
 

 
KOZMETĶK JĶNEKOLOJĶDE KOZMETĶK 

UYGULAMALAR  
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Oturum Baĸkanlarē: Dr. ¥zg¿r Harmanlē, Dr. Deniz ¥ztekin  

15.15-

15:30 

Genital Bºlge Dolgu Ķĸlemleri 

Dr. Ozan Doĵan 
 

15.30-

15:45 

PRP ve Otolog Yaĵ Uygulamalarē 

Dr. Sultan ¥zkan 
 

15.45-

16:00 

Ķntravajinal COG-ĶP Uygulamalarē 

Dr. Murat Yassa 
 

16.00-

16:15 

Genital Bºlge Lazer Uygulamalarē 

Dr. Mustafa Behram 
 

16.15-

16.30 

Vajinoplasti ve Perineoplasti 

Dr. Ozan Doĵan 
 

16.30-

17.00 Uydu Sempozyumu  

Oturum Baĸkanē: Dr. Ķsmail Mete Ķtil 

Vaginit tedavisinde ­ºz¿m paketiniz 

Dr. Ali Akdemir 

 

17.00-

17.15 

Kahve Molasē 

 
HUKUK PANELĶ 

Moderatºr: Dr. Ķsmail Mete Ķtil 

17.15 Hekimlerin Hukuki ve Cezai Sorumluluĵu 

F¿sun Erdem, Emrah Sarēkaya 

8 EKĶM 2023 

 
Oturum Baĸkanlarē: Dr. Mehmet Osmanaĵaoĵlu, Dr. Numan ¢im 

09.00-

09.15 

Perimenapozal Dºnemdeki Kadēna Yaklaĸēm ve Tedavi 

Dr. Sezai ķahmay 

09.15-

09.30 

Menapozda (Vitamin,Mineral) G¿ncel Yaklaĸēmlar 

Dr. Esra Bahar G¿r 

09.30-

09.45 

Kahve Molasē 

 
 

OBSTETRĶ 
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Oturum Baĸkanlarē:Dr. Ķsmail ¥zdemir, Dr. Neĸe Y¿cel 

09.45-

10.00 

Plasenta Akreata Spektrumunda Uterus Koruyucu Cerrahi 

Dr.Ahmet Yalēnkaya 

10.00-

10.15 

Plasenta Perkreata Yºnetimi ve Cerrahisi 

Dr.Teksin ¢ērpan 

10.15-

10.30 

Postpartum Kanamada Medikal, Minimal Ķnvaziv Uygulamalar 

Dr. Ali Acar 

10.30-

10.45 

Ķntrauterin Fetal MR mē USG mi? 

Dr. Alper Tanrēverdi 
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S¥ZEL BĶLDĶRĶLER 
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S-01 Retrospective Investigation Of Factors Possible To Affect The Fetal Dna (Cffdna) 

Fraction Percentage (%) In Maternal Blood In Non-Invasive Prenatal Test (Nipt) 

Technique 

Adil Barut 1, Mahmut Yēlmaz2, Emre Gºksan Pabu­cu2 

1 Avcēlar Murat Kºl¿k State Hospital 

2 Ufuk ¦niversitesi Tēp Fak¿ltesi Doktor Rēdvan Ege Hastanesi 

 

Aim:  This thesis study aimed to retrospectively investigate the factors that are likely to affect 

the percentage of fetal DNA fraction in maternal blood in the non-invasive prenatal test (NIPT) 

technique applied to pregnant women. 

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

followed up and screened for chromosomal anomalies from January 2015 to 2022, at the 

department of obstetrics and Gynaecology of Ufuk University Faculty of Medicine Doctor 

Rēdvan Ege Hospital. Data on pregnant women were retrieved from hospital and patient 

records, including body mass index, gestational age, age, fetal gender, NT measurement and 

anticoagulant use. Data obtained from the analysis of maternal plasma of pregnant women with 

singleton pregnancies and live births who underwent NIPT were examined. In the evaluation 

of the data, the significance level with SPSS was accepted as p < 0.05 within the 95% 

confidence interval. 

 

Results: The sociodemographic, clinical and obstetrics characteristics of the study and control 

participants are presented in Table 1 and 2. The mean age and gestational age were 35.2Ñ4.7 

years and 14.3Ñ2.8 weeks, respectively. The mean fetal DNA fraction level was 8.64%Ñ3.20%. 

The mean percentage of fetal fraction was 8.56Ñ2.83 in the using anticoagulant and 8.71Ñ3.48 

in the no using anticoagulant of participants (p=0.049). In addition, The mean percentage of 

fetal fraction was 9.41Ñ3.48 in BMI less than 25 and 7.70Ñ2.53 in BMI higher than 25 of 

participants (p=0.0001). these two differences were statistically significant. 

Conclusion: The percentage of fetal DNA fraction measured in maternal serum was found to 

be statistically significantly and inversely related to maternal weight and body mass index. 

Increased BMI and anticoagulant use negatively affect the DNA fraction. 

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

 

 

Introduction        

Screening tests are carried out to identify individuals at risk for a certain disease within 

presumed healthy societies. When the results of the screening test are positive, individuals can 

be directed to further diagnostic tests, taking advantage of early diagnosis of the disease. An 

easily applicable and economical screening test offers the opportunity to screen large 

populations [1], [2]. Prenatal screening tests are frequently used during pregnancy in line with 

similar principles [3]. 

The term "traditional/conventional" tests is used to describe conventional prenatal 

screening tests, as distinct from cell-free fetal DNA (cffDNA)-based screening tests. In 

traditional tests, hormone levels in maternal blood are measured, while other types of genetic 

analysis are performed by analyzing DNA fragments [4]. Traditional prenatal screening tests; 

It includes the first trimester screening (combined) test (NT+hCG+PAPP-A) and the second 
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trimester screening test (triple-quadruple test) (AFP+hCG+uE3ÑInhibin A) [5]. When the 

Down Syndrome detection rates of prenatal screening tests are compared, it is seen that among 

traditional prenatal screening tests, the triple test is 69% and the quadruple test is 81%; It was 

observed that the integrated test, in which the combined test and the quadruple test were 

combined in a single report, was 96% (with 5% false positivity). Prenatal screening performed 

with extracellular fetal DNA has been determined to have the highest detection rate for Down 

Syndrome, with a detection rate of 99% [5]. 

Although previous studies recommended that NIPT be used only in high-risk pregnancies 

[6,7], recent studies have stated that NIPT is effective in detecting low risks of aneuploidy such 

as Trisomy 21, Trisomy 18 and Trisomy 13 [8,9]. NIPT performs significantly better than 

combined first trimester screening in the low-risk group [8]. Therefore, considering the benefits 

of NIPT application in low-risk pregnancies, International Organizations have changed their 

NIPT recommendations towards increasing the preference for NIPT [9,10]. 

The proportion of fetal cell-free DNA (cffDNA), known as the Fetal Fraction (FF), is 

thought to be a key factor affecting the performance of NIPT [12]. Studies have shown that an 

FF rate below 3ï4% can increase false negative rates [11,12, 14].    In this thesis study, we 

aimed to retrospectively investigate the factors that are likely to affect the percentage of fetal 

DNA fraction in maternal blood in the non-invasive prenatal test technique applied to pregnant 

women followed in the Department of Gynecology and Obstetrics of Ufuk University Faculty 

of Medicine Doctor Rēdvan Ege Hospital.                                     

Material and methods  

In this thesis study, which retrospectively evaluates the factors expected to affect the percentage 

of fetal DNA fragments in maternal blood in the non-invasive prenatal test (NIPT) technique, 

a follow-up chromosomal test was conducted at Ufuk University Faculty of Medicine Doctor 

Rēdvan Ege Hospital Gynecology and Obstetrics outpatient clinic between December 2015 and 

February 2022. It is a retrospective analysis in which anomalies are screened. 

The study was approved by the Ethics and Research Committee (Ethics Committee Date: 

22.02.2023; number: 61351342/ 2023-50)The study was performed in accordance with the 

principles and guidelines of the Declaration of Helsinki. Analysis and reporting of the results 

are in compliance with the Strengthening the Reporting of Observational Studies in 

Epidemiology (STROBE) checklist. 

Inclusion criteria were age, NIPT, gestational weeks, singlation pregnancy, BMI, 

gestational age at which blood was taken for NIPT, fetus gender, whether it was a spontaneous 

and/or in vitro fertilization pregnancy, anticoagulant use, immunotherapy, antibody treatment, 

stem cell treatment, organ transplantation, ultrasound anomaly, drug use, abnormal 

reproductive history, and malignant/benign tumor history. Exclusion criteria were multiple 

pregnancy and missing data. 

Data obtained from the analysis of maternal plasma of pregnant women with singleton 

pregnancies and who underwent NIPT were examined. The effects of data such as maternal 

age, racial origin, method of conception (spontaneous or assisted reproduction techniques), 

maternal characteristics and medical history, smoking during pregnancy (yes or no), weight and 

height of the pregnant woman on the percentage of cffDNA fraction were investigated. 
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The presence of a live fetus is confirmed by USG, the gestational age is determined with 

the help of fetal crown-rump length (CRL) measurement (compared with the gestational week 

calculated according to the last menstrual date or transfer date), there is no detection of any 

major fetal abnormality and the fetal neck (NT) Fetuses whose thickness was measured were 

evaluated. 

Demographic characteristics, ultrasonographic measurements, relevant biochemical 

karyotype (obtained from genetic laboratories) and pregnancy results for amniocentesis for 

chorionic villus sampling or fetal karyotyping, which is recommended for pregnant women who 

are thought to have a high risk of aneuploidy, were taken from the records saved in the computer 

database. It was investigated whether the effect of all obtained parameters on the cffDNA 

percentage was significant. 

Non-Invasive Fetal TrisomY test (NIFTYÈ) was used by BGI clinical laboratories as 

the method of obtaining cffDNA. All pregnant women included in the study were subjected to 

NIPT test at the reference genetics center, informed consent was obtained and samples were 

taken under appropriate conditions (Genoks Genetic Diseases and Evaluation Center Ankara). 

Statistics Data Analysis 

Statistical Package For Social Sciences (SPSS) MAC version 21 (IBM, Armonk, NY, USA) 

software program was used to evaluate the data of our thesis study. Descriptive statistics are 

presented as numbers and percentages for categorical variables, and as meanÑstandard 

deviation (meanÑsd), median, minimum, maximum value for numerical variables. 

Homogeneity was performed according to the Levene test and p>0.05 was considered 

homogeneous. Whether the distribution of continuous variables was close to normal or not was 

evaluated by Kolmogorov Smirnov normality and Shapiro-Wilk normality tests, with p > 0.05 

being a normal distribution. In cases where the assumption of normal distribution was met for 

numerical variables, the Independent T test was used for two-group comparisons and the One 

Way Anova Test was used for three-group comparisons. Nominal variables were examined with 

Pearson's Chi-square test. Pearson or Spearman correlation analysis was applied between fetal 

DNA (cffDNA) fraction percentage results and variables. Independent factor analyzes were 

performed using linner regression analysis. The effects of all parameters on the cffDNA 

percentage were examined with univariate regression. Statistical significance level was 

accepted as the p value being 0.05 and less than 0.05 within the 95% confidence interval. 

 

 

Results: The sociodemographic, clinical and obstetrics characteristics of the study and control 

participants are presented in Table 1 and 2. The mean age and gestational age were 35.2Ñ4.7 

years and 14.3Ñ2.8 weeks, respectively. The mean fetal DNA fraction level was 8.64%Ñ3.20%. 

The mean percentage of fetal fraction was 8.56Ñ2.83 in the using anticoagulant and 8.71Ñ3.48 

in the no using anticoagulant of participants (p=0.049). In addition, The mean percentage of 

fetal fraction was 9.41Ñ3.48 in BMI less than 25 and 7.70Ñ2.53 in BMI higher than 25 of 

participants (p=0.0001). these two differences were statistically significant. 

 

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

demographic and clinical characteristics  

Parameters  
 

meanÑSD P 

Foetal gender female  7,99Ñ2,81 0,081 1 

male  9,25Ñ3,42 

Maternal Rh negative 8,60Ñ3,19 0,988 1 

positive 8,61Ñ3,14 

The using anticoagulant no 8,71Ñ3,48 0,049 1*  
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yes 8,56Ñ2,83 

Smoking no 8,68Ñ3,23 0,440 1 

yes 7,89Ñ2,30 

First-trimester screening test low risk 8,74Ñ3,21 0,413 2  
Maternal age 

risk 

8,25Ñ2,96 

 
High  risk 9,11Ñ2,88 

Triple/Quadruple screen low risk 8,67Ñ3,35 0,393 2  
Maternal age 

risk 

8,30Ñ2,24 

 
High risk 7,18Ñ2,53 

foetal anomaly ultrasonography 

screening 

normal 8,60Ñ3,80 0,398 1 

anomaly 9,58Ñ5,46 

OGTT no 8,95Ñ3,1 0,373 1 

yes 8,38Ñ3,1 

Maternal age  <35 9,1Ñ3,38 0,133 1 

>35  8,30Ñ2,99 

BMI <25 9,41Ñ3,48 0,00011*  

>25 7,70Ñ2,53 

SD: Standard deviation; 1 Independent Sample T Test; 2 One-Way ANOVA test (Bonferroni); 

*p<0.05; GDM: Gestational Diabetes mellitus; BMI: Body Mass Index 

 

 

 

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

characteristics 

Maternal age  r -,119  
p 0,104 

Gestational of weeks r ,045  
p 0,540 

Maternal height  r ,030  
p 0,682 

Maternal weight  r -,291  
p 0,0001* 

Maternal BMI r -,362  
p 0,0001* 

Father age  r -,109  
p 0,136 

Delivery of weeks  r ,108  
p 0,142 

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

 

Discussion 

In this retrospective study, which was conducted to investigate the factors that are likely to 

affect the fetal DNA fraction percentage (%) in pregnant women who were followed up in the 

Gynecology and Obstetrics outpatient clinic, had live and singleton births, and had cffDNA 
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testing, the percentage of fetal DNA fraction measured in maternal serum, maternal weight and 

body mass. It was found to be statistically significant (p=0.0001) and inversely related to the 

index. 

Body mass index (BMI) is a measure used to calculate body fat based on a person's height and 

weight measurements. The percentage of fetal DNA fraction systematically decreases as 

maternal weight increases. We hypothesize that this inverse relationship is due to the fact that 

pregnant women with a BMI greater than 25 have a larger maternal plasma volume but a 

constant amount of fetal cfDNA is obtained, as well as an increased maternal cfDNA 

concentration as maternal weight increases. We think that the increase in maternal cfDNA 

obtained from maternal blood in obese pregnant women may be due to chronic inflammation 

and cell death and, accordingly, affects the low FF percentage. A study supports this hypothesis 

by reporting that active remodeling of the adipose tissue of obese pregnant women results in 

increased release of maternally derived cfDNA into the maternal circulation [15]. To obtain a 

reliable non-invasive prenatal test result, the FF percentage must be sufficient (FF% >3-4). For 

these reasons, in pregnant women with a BMI greater than 25, a sufficient and/or high FF rate 

can be achieved by taking the maternal blood sample at a later gestational week, avoiding the 

inadequate FF rate. 

The mean fetal fraction rate of pregnant women who received anticoagulant treatment 

was found to be lower compared to those who did not receive treatment, and this difference was 

statistically significant (p = 0.049). When the literature on this subject is examined, there are 

studies showing that the fetal fraction rate is significantly lower in pregnant women who use 

anticoagulants, and our study is consistent with these results. In our study, there was the use of 

low molecular weight heparin (LMWH) as an anticoagulant, but the use of acetylsalicylic acid 

(ASA) as an anticoagulant was considered nonexistent because the number was too small to be 

evaluated statistically. 

A study showed that the percentage of FF due to anticoagulant use was significantly lower 

and the inconclusive rate of non-invasive prenatal testing was higher. In this study, the FF 

percentage was lower in pregnant women using only ASA, but no significant difference was 

observed in the NIPT failure rate [16]. It has been hypothesized that the use of low molecular 

weight heparin (LMWH) causes this result by inducing apoptosis in the cell and increasing the 

amount of maternal cfDNA compared to the amount of fetal cfDNA. However, in another study, 

low molecular weight heparin was shown to reduce trophoblast cell apoptosis and increase 

trophoblast cell survival by reducing new cytokeratin epitopes, nucleosome DNA formation, 

E-cadherin expression and other mechanisms [17]. However, in vitro experiments have shown 

that autoimmune diseases rather than LMWH are independent predictors of test 

inconclusiveness in pregnant women. The exact mechanism of the interaction between LMWH 

and NIPT inconclusiveness has not yet been elucidated [18]. In our study, there is no 

statistically significant result between autoimmune diseases and the FF rate and NIPT 

inconclusiveness. As shown in the literature and our study, it is recommended to avoid the use 

of LMWH before applying NIPT. 

In our study, the fetal cfDNA fraction measured in maternal serum was found to be more 

highly associated with the male gender of the fetus. However, in the literature review, Miltoft 

C at all. study, FF was found to be higher in pregnancies with female fetuses [19]. More research 

is needed on this subject. 

As is widely known, fetal cfDNA test alternatives, which are marketed under various 

trade names, are offered by different companies. These tests aim to use a variety of methods to 

detect fetal cfDNA. The "sequencing" method stands out as the most commonly used approach 

to determine which chromosome the free DNA fragments belong to. With the advancement of 
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technology, methods such as "whole genome sequencing (WGS)" and "next generation 

sequencing (NGS)] have become more frequently used approaches today [20]. The "massively 

parallel sequencing (MPS)" method is also among the new generation sequencing technologies 

and is a test method used in this study. 

The role of fetal fraction in correctly identifying an aneuploid or euploid fetus depends 

on the analytical method used (e.g., counting or genotyping). When a counting or genotyping 

algorithm is used, increased fetal fraction is associated with increased detection rate. In our 

study, the extent to which the fetal cfDNA test, studied with the massively parallel sequencing 

method, is affected by the fetal fraction ratio is similar to the literature. 

Strengths and Limitations  

The main limiting factors of our study are the fact that cfDNA testing is not widely used due to 

its high cost and the resulting limited clinical data. In our study, the limited number and 

heterogeneity of the patient groups were insufficient to statistically evaluate their relationship 

with FF. 

Conclusēon 

It was found that the percentage of fetal DNA fraction examined in maternal serum was 

statistically significantly and inversely related to maternal weight and body mass index. In 

pregnant women with a body mass index greater than 25, a sufficient and/or high FF rate can 

be achieved by moving away from the insufficient fetal fraction (FF) rate by taking a maternal 

blood sample later in the gestational week. 

The average fetal fraction rate of pregnant women using anticoagulants was found to be 

lower than those who did not use them, and this difference was statistically significant. 

According to our study, it is recommended to avoid the use of low molecular weight heparin 

(DMAH) before applying NIPT. 

In our study, the fetal cfDNA fraction examined in maternal serum was found to be 

more highly associated with the male sex of the fetus. However, in a review conducted in the 

literature, FF was found to be higher in pregnancies with female fetuses. More research needs 

to be done on this issue 
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S-02 Analysis Of Orthopedic Complaints Of The Third Trimester Pregnant Women 

With Bmi>30 

Ahmet ķenel1 

1 Ķstanbul Eĵitim ve Araĸtērma Hastanesi, Ortopedi ve Travmatoloji Kliniĵi 

 

Objective: Pregnancy is a process that leads to various changes in the musculoskeletal system 

of women. The most common orthopedic complaint during pregnancy is low back pain. 

Especially in the third trimester, pregnant individuals who have gained more weight than 

expected often present with a variety of orthopedic complaints beyond just lower back pain. 

This study aims to analyze the orthopedic complaints of third-trimester pregnant women with 

a Body Mass Index (BMI) >30 and share the results. Materials and Methods: Between January 

2023 and August 2023, patients who presented to our out-patient clinic were evaluated 

retrospectively. Pregnant patient with no previous orthopedic diagnosis, no history of trauma, 

BMI>30 and in the 3rd trimester were included in the study. Twenty-seven pregnant met these 

criteria. Age, BMI, and orthopedic complaints were analyzed. Age, BMI, and orthopedic 

complaints were analyzed. Results: The study included 27 pregnant women with an average 

age of 29.2Ñ3.9 (min-max: 22-37) years. Mean BMI was 32.2Ñ1.4 (min-max:30.1-34.8). Low 

back pain in 9 (33.3%) patients, calf myalgia in 6 patients (22.2%), foot pain in 5 patients 

(18.5%), carpal tunnel syndrome in 4 patients (14.8%), hip joint pain in 1 patient (3.7%), neck 

pain in 1 patient and coccydynia in 1 (3.7%) patient were detected. Accordingly, low back pain 

was the most common orthopedic complaint, followed by calf myalgia and foot pain, 

respectively. Conclusion: Excessive weight gain during pregnancy also triggers orthopedic 

complaints. Existing complaints disrupt the quality of life during pregnancy. Orthopedic 

complaints can be prevented with a well-structured diet and exercise program for pregnant 

women. 

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

Experience 

Aleyna Aydēn1, Merve Aldēka­tēoĵlu Talma­2 

1 ¥zel Rize ķar Hastanesi 

2 Baĸakĸehir ¢am ve Sakura ķehir Hastanesi Kadēn Hastalēklarē ve Doĵum Kliniĵi, 

Jinekolojik Onkoloji Kliniĵi 

 

GĶRĶķ 

Operatif ya da m¿dahaleli vajinal doĵum(OVD) yºntemleri olarak bilinen vakum 

yardēmlē ve forseps yardēmlē doĵum ĸeklinde annenin ēkēnmasēyla eĸ zamanlē olacak ĸekilde 

fet¿s¿n kafasēna direk traksiyon uygulanarak doĵum eylemi ger­ekleĸtirilmektedir. (1). 

Doĵumlarēn yaklaĸēk %3.6ôsē operatif vajinal doĵum ile komplikedir (2).  

Forceps rotasyon ve traksiyon i­in kullanēlērken vakum sadece traksiyon i­in kullanēlēr. 

OVD uygulanabilmesi i­in servikal a­ēklēk tam olmalē, amnion zarē a­ēlmēĸ, fetus verteks 

prezentasyonunda ve baĸ angaje olmuĸ, yeterli anestezi saĵlanmēĸ, epizyotomi uygulanmēĸ 

olmalēdēr (3). Deneyimli bir hekim tarafēndan uygulanmalē ve sezaryen yapēlabilecek koĸullar 

hazēr tutulmalēdēr. Y¿z ya da makat prezentasyonu, sefalopelvik uygunsuzluk, konjenital fetal 

baĸ anomalileri, 34 haftanēn altēnda gestasyonel yaĸ, tahmini fetal aĵērlēĵēn 2000grôdan az ya 

da 4000grôdan fazla olduĵu durumlarda vakum aleti kullanēlmamalēdēr (4). 

Son yēllarda operatif vajinal doĵum sayēsēnda azalma gºzlenirken sezaryen ile doĵum 

sayēsē artmakta, vakum / forseps kullanēm oranē da vakum lehine artmaktadēr (5). ¦lkemizde 

ise forseps yardēmlē doĵum neredeyse tamamen terkedilmiĸ, vakum yardēmlē doĵum ise sadece 

bu konuda deneyim sahibi belirli sayēdaki hastane ve hekim tarafēndan yapēlēr hale gelmiĸtir(6). 

M¿dahaleli doĵum oranēndaki bu azalmadaki temel faktºr artmēĸ medikolegal problemler ve 

hekimlerin bundan kaynaklē ­ekinceleridir(6). M¿dahaleli vajinal doĵumlarēn hem anne hem 

de bebek a­ēsēndan risk taĸēdēĵē ve ºzellikle olasē bir komplikasyon durumunda sezaryenle 

doĵumun neden tercih edilmediĵine dair hekimin dava edilme korkusu bulunmaktadēr. Oysa ki, 

doĵru endikasyonlarla tecr¿beli hekimler tarafēndan uygulanan OVD uygulamalarē, maternal 

ve neonatal komplikasyonlarē arttērmadan, sezaryen ile doĵum oranlarēnē azaltmaya yardēmcē 

olabilir(7). ¢alēĸmamēz doĵum ekibine operatif doĵum yºntemlerinin ne zaman ve nasēl 

kullanēlacaĵēna ikna etme konusunda rehberlik saĵlamak, anneler ile bebeklerin potansiyel 

riskleri azaltmak ve doĵum sonu­larēnē iyileĸtirmek amacēyla yapēlmēĸtēr.  

 

 

GERE¢ VE Y¥NTEM  

¢alēĸmamēz S.B.¦ Ķstanbul Kanuni Sultan S¿leyman Eĵitim ve Araĸtērma Hastanesinde 

1 Ocak 2017-30 Nisan 2020 tarihleri arasēnda yapēlmēĸ retrospektif bir ­alēĸmadēr. 

Doĵumhanede vakum ya da forseps ile doĵum yapan 110 hastanēn dosyasē arĸiv kayētlarē 

incelenerek tarandē. Ķncelenen gruptaki olgular 18-45 yaĸ arasē, 37-41 hafta aralēĵēndaki 

gebelerden oluĸmaktaydē. 7 olgu kullanēlan operatif doĵum yºntemi belirtilmediĵi i­in ­alēĸma 

dēĸē bērakēldē. ¢oĵul gebelikler, preterm doĵum ve ēntrauterin mort fet¿sler ­alēĸmaya dahil 
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edilmedi. Operatif vajinal doĵumlarda forseps ve vakum uygulamalarēnēn endikasyonlarē, 

komplikasyonlarē, maternal ve neonatal sonu­larē, yenidoĵan Apgar ve pH deĵerleri literat¿r 

bilgileri dikkate alēnarak karĸēlaĸtērēldē. 

Ķstatistiksel analiz  

Her iki grupta yer alan hastalarēn bulgularē deĵerlendirilirken, istatiksel analizler i­in 

SPSS (Statistical Package for Social Sciences) for MAC-OS 22.0 programē kullanēldē. 

Kolmogorov Smirnoff ile normal daĵēlēm deĵerlendirildi. Eĸit daĵēlēm olan parametrik deĵerler 

i­in Student-T test, non parametrik veriler i­in de Mann-Whitney U testi uygulandē. Kategorisel 

deĵiĸkenler i­in Ki-kare Testi yapēldē. Sonu­lar +/- stLASandart deviasyon olarak verildi. 

Ķstatistiksel anlamlēlēk %95 g¿ven aralēĵēnda, p <0,05 d¿zeyinde deĵerlendirildi.  

 

BULGULAR  

Benzer demografik ºzelliklere sahip olgular operatif vajinal doĵum yºntemlerine gºre 

analiz edildiĵinde 103 olgudan 48ôinde (% 46.6) forseps ve 55ôinde (%53.3) vakum 

yºntemlerinin kullanēldēĵē izlendi. Hastalarēn hi­birinde zorlu doĵum ºyk¿s¿ yoktu ve yºntem 

denemeleri % 100 baĸarē ile sonu­landē. T¿m hastalarēn gebelik haftasē 34 hafta ve ¿zeri idi. 

Forceps yºntemi kullanēlan hastalarēn yaĸ ortalamasē 25.3°6.83, vakum yºntemi 

kullanēlan hastalarēn ortalamasē ise 23.3°4.33 yēl olarak hesaplandē. Her iki  yºntemle doĵum 

yapan hastalarēn gebelik haftasē ortalamasē,eĵitim seviyesi ve  demografik ºzellikleri benzer 

idi(Tablo 1,2). Forceps ile doĵum yapan hastalarēn 6 tanesine; vakum yºntemi ile doĵum yapan 

hastalarēn da 5 tanesine eĸlik eden hastalēk (gdm, preeklampsi ve ght) olduĵu gºzlemlenmiĸtir. 

Operatif doĵum yapan hastalarēn parite sayēsē incelendiĵinde nullipar hasta sayēsē 83 (%80.6 ), 

multipar hasta sayēsē ise 20 (%19.4 ) olarak izlendi. Nulliparite oranē vakum yºntemi ile doĵum 

yapan hastalarda istatistiksel olarak anlamlē derecede y¿ksek izlendi (p<0.05). 

Tablo 1: Olgularēn Eĵitim Seviyesi 

 

OVD Okuryazar 

Deĵil 

Ķlkºĵretim Lise Lisans p Deĵeri 

Forceps 3 42 2 1 
0.127 

Vakum 5 38 7 5 

 

Tablo 2: Olgularēn Demografik ¥zellikleri 

Demografik ¥zellik Forseps (n-48) Vakum  (n-55) p Deĵeri 

Yaĸ 25.3°6..83 23.3°4.33 0.275 

Gebelik Haftasē 38.08°2.17 38.6°1.93 1 
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Nulliparite  34 49 

0.019 
Multiparite  14 6 

Eĸlik Eden Hastalēk 6 5 0.572 

 

Hastalarēn % 6.7 sinde (n=7) evre 3 ve 4. derece perineal laserasyon meydana geldi. Bu 

olgularēn 4ô¿nde forceps, 3ô¿nde vakum yºntemi kullanēldēĵē izlendi. Maternal eritrosit 

s¿spansiyonu replasmanē gereken 9 olgunun (% 8.7); 3ô¿nde forceps, 6ôsēnda vakum yºntemi 

kullanēldēĵē tespit edildi. Olgularēn doĵum ºncesi hemogramlarē deĵerlendirildiĵinde hastalarēn 

%66 sēnda maternal anemi olduĵu izlendi. Maternal komplikasyonlar analiz edildiĵinde fark 

istatistiksel olarak anlamlē izlenmedi.  

Doĵum sonrasē yenidoĵanēn aĵērlēĵē, Apgar 1 ve Apgar 5. Dakika deĵerleri ,ph ve baz 

eksisi karĸēlaĸtērēldēĵēnda vakum yºntemi ile operatif vajinal doĵum yapēlan hastalarda Apgar 

1 ve 5. Dakika deĵerleri istatistiksel olarak anlamlē derecede d¿ĸ¿k izlendi (Tablo 3,p<0.05). 

 

Tablo 3: Yenidoĵan Aĵērlēĵē, pH, Apgar, Ve Baz Eksisi Karĸēlaĸtērēlmasē 

Yenidoĵan ¥zellikleri Forseps (n-48) Vakum  (n-55) p Deĵeri 

Kilo  3345°410 Gr 3407°454 Gr 0.45 

pH 7.23°0.12 7.16°0.12 0.83 

Apgar 1.Dk 8.13°0.99 6.35°1.89 
p<0.05 

Apgar 5.Dk 9.45°0.78 8.44°1.48 

Baz Eksisi -6.81°3.81 -8.44°3.64 0.94 

 

 

 

 

 

Neonatal komplikasyonlar incelendiĵinde hastalarēn 18ôinde sefal hematom , 13ô¿nde 

caput succadenum, 12ôsinde y¿zde ekimoz, 4ô¿nde kranial ºdem, 2ôsinde subkonjuktival 

kanama, 5ôinde frakt¿r, 2ôsinde laserasyon, 11ôinde sarēlēk ve 2 hastada da omuz distosisi 

saptandē. Intrakranial hemoraji ve periferik sinir hasarē izlenmedi. Yenidoĵan yoĵunbakēm 

¿nitesine yatēĸēn operatif vajinal doĵum yºntemi kullanēlan hastalarēn 31ôinde (% 28) olduĵu 

ve bunun da vakum kullanēmēnda istatistiksel olarak anlamlē derecede y¿ksek izlendiĵi tespit 

edildi (Tablo 4).  
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TARTIķMA 

Operatif vajinal doĵumlarēn en sēk nedeni annenin ileri derecede yorgun d¿ĸmesi ve 

bebeĵi etkin olarak itememesi ile  doĵumun ikinci evresinin uzamasēdēr. Diĵer nedenler 

arasēnda  maternal  medikal durumlar (kardiyak, pulmoner ve nºrolojik hastalēklar gibi), 

doĵumun ikinci evresinde g¿ven vermeyen fetal kalp atēm trasesinin mevcudiyeti, fetal baĸēn 

ilerleyiĸinin ve rotasyonunun durmasē, doĵumun ikinci evresinin uzamasē yer almaktadēr. 

D¿nyadaki OVD sēklēĵē  klinik uygulamadaki farklēlēklar ve bu alanda uzmanlaĸmēĸ hekimlerin 

sayēsēna baĵlē olarak deĵiĸim gºstermektedir(8). 

Tablo 4: Operatif Vajinal Doĵum Hastalarē Komplikasyon Verileri 

NEONATAL KOMPLĶKASYON Forseps (n-48) Vakum  (n-55) p Deĵeri 

Sefal Hematom                                  

(n-18) 

9(%50) 9(%50) 0.75 

Ķntrakranēal Hemoraji                       

(n-0) 

0 0  

Kranēal ¥dem                                     

(n-4) 

1(%25) 3(%75) 0.37 

Caput Succadenum                           

(n-13) 

3(%23.1) 10(%76.9) 0.06 

Frakt¿r                                                

(n-5) 

2(%40) 3(%60) 0.76 

Y¿zde Ekimoz                                   

(n-12) 

9(%75) 3(%25) 0.035 

Subkonjuktēval Kanama                    

(n-2) 

2(%100) 0  

Periferik Sinir Hasarē                         

(n-0) 

0 0  

Laserasyon                                           

(n-2) 

1(%50) 1(%50) 0.92 

Sarēlēk                                                 

(n-11) 

7(%63.6) 4(%36.3) 0.23 

Yb¿ Yatēĸ                                           

(n-27) 

8(%29.6) 19(%70.3) 0.039 

MATERNAL KOMPLĶKASYON    

3&4.Derece Laserasyon                      

(n-7) 

4(%57.1) 3(%42.8) 0.56 

Kanama&Es Replasmanē                   

(n-9) 

3(%33.3) 6(%66.6) 0.40 

Epizyotomi                                         

(n-92) 

39(%42.3) 53(%57.6) 0.013 

OMUZ DĶSTOSĶSĶ                            

(n-2) 

1(%50) 1(%50) 0.92 
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OVD uygulamalarēnda maternal anal sfinkter yaralanmalarē, geniĸ laserasyonlar, vulvo-

vajinal hematom, uterin r¿pt¿r, doĵum sonrasē kanama, kan transf¿zyon ihtiyacē, ¿riner ve fekal 

inkontinans; neonatal intrakraniyal hemoraji, sefal hematom, nºrolojik yaralanmalar, retinal 

hemoraji ve hiperbilirubinemi gibi komplikasyonlar izlenebilmektedir (7).  

Bir­ok  ­alēĸma operatif vaginal doĵumlarēn nullipar gebelerde daha ­ok gºr¿ld¿ĵ¿n¿ 

gºstermektedir (9). Bunun nedeni primigravid kadēnlarda doĵumun ikinci evresinin daha uzun 

olmasē ve maternal yorgunluĵun daha fazla gºr¿lmesidir ( 10). Bizim ­alēĸmamēzda da forseps 

doĵumlarēn %70,8ôi, vakum doĵumlarēn ise %89ôu nullipar gebelerde ger­ekleĸmiĸtir.  

Operatif vajinal doĵum yºntemlerinde epizyotomi uygulamasē doĵum uzmanēnēn 

tercihine gºre uygulanmaktadēr(9). ¢alēĸmamēzda vakum yºnteminde epizyotomi uygulanmasē 

anlamlē derecede y¿ksek izlenmiĸtir. Johnson ve arkadaĸlarēnēn yaptēĵē ­alēĸmada ise forceps 

yºntemi ile yapēlan doĵumlarda epizyotomi oranēnēn daha fazla olduĵu izlenmiĸtir (11). Bu 

farklēlēĵēn sebebi ­alēĸmamēzda nullipar hasta oranēnēn vakum yºntemi uygulanan grupta daha 

fazla olmasēndan kaynaklanēyor olabilir. Evre 3 ve evre 4.derece perineal laserasyon oranlarē 

ise Johnson ve arkadaĸlarēnēn ­alēĸmasē ile benzer ĸekilde forceps yºntemi ile uygulanan 

doĵumlarda daha fazla gºr¿lm¿ĸt¿r. Aynē ­alēĸmada neonatal komplikasyonlar arasēndan 

sarēlēk, caput succadenum ve sefal hematom vakum yºnteminde daha sēk izlenmiĸtir. 

¢alēĸmamēzda ise sefal hematom oranlarē her iki grupta aynē olup caput succadenum oranē 

vakum yºnteminde daha fazla izlense de fark istatistiksel olarak anlamlē izlenmemiĸtir. Y¿zde 

ekimoz, alet izi ve morarma ise benzer ĸekilde forceps yºnteminde anlamlē derecede y¿ksek 

izlenmiĸtir.(11) 

Yenidoĵan Apgar 1 ve Apgar 5. Dakika deĵerleri karĸēlaĸtērēldēĵēnda vakum yºntemi ile 

doĵum yapan gruptaki apgar skorlarē anlamlē derecede d¿ĸ¿k izlenmiĸtir. Bu farklēlēĵēn sebebi 

forceps yºntemi se­ilen hastalarēn endikasyonlarēnda ­oĵunlukla maternal yorulma ve 

doĵumun 2.evresinin uzamasē yer alērken; vakum yºntemi uygulanan grupta fetal distress-

g¿ven vermeyen fetal kalp atēmē endikasyonlarēnēn daha sēk olmasēndan kaynaklanēyor olabilir.  

¢alēĸmamēz hastanemizde ¿­ yēl i­erisinde ger­ekleĸtirilen operatif vajinal doĵumlarē 

incelemiĸ ve hi­bir doĵumda vakum ya da forceps kullanēmēna baĵlē ciddi morbidite 

saptanmamēĸtēr. Yenidoĵan yb¿ yatēĸ oranlarē vakum yºntemi kullanēmēnda anlamlē olarak 

y¿ksek izlense de yatēĸ endikasyonlarē incelendiĵinde kullanēlan yºntem ĸekli nedenli zor 

doĵum endikasyonu gºr¿lmemiĸ, yatēĸ nedenleri arasēnda asfiksi, fototerapi gerekliliĵi ve erken 

sepsis tanēlarēnēn yer aldēĵē izlenmiĸtir. Uygulama baĸarēsēzlēĵē nedeni ile acil cs olmamasē hasta 

se­imimizin doĵru olduĵunu ve gereksiz sezaryen oranlarēnēn uygun endikasyon varlēĵēnda 

operatif vajinal doĵum yºntemleri ile azaltēlabileceĵini gºstermektedir. 

SONU¢ 

Bu ­alēĸmanēn sonu­larēna dayanarak, doĵum yºntemleri se­iminde hem maternal hem 

de neonatal komplikasyon risklerinin dikkate alēnmasē gerektiĵi sonucuna varēlabilir. Ayrēca, 

bu ­alēĸma sonu­larē, operatif doĵum yºntemlerinin kullanēmē konusunda hekimleri 

bilgilendirmek ve yºnlendirmek i­in de faydalē olabilir. Aynē zamanda, doĵum yºntemleri 

se­imi konusunda yapēlacak olan gelecekteki ­alēĸmalarēn, bu sonu­larē destekleyip 

desteklemediĵini ve farklē bir hasta pop¿lasyonunda sonu­larēn ne olabileceĵini de araĸtērmasē 

ºnemlidir. 

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

Uterine fibroids are the most common pelvic tumors in reproductive age. The frequency of 

myoma in pregnancy is 0.05-5%. Although myomectomy operations performed during 

cesarean section are not recommended due to the risks of intraoperative atony, bleeding and 

hysterectomy, It has started to be preferred because it has been shown in recent studies that the 

complication rates are not as high as thought. 

Aim 

 To investigate the effect of myoma size on the clinical outcomes of patients who underwent 

myomectomy during cesarean section retrospectively. 

Material -Method 

 Our study was conducted in Istanbul Kanuni Training and Research Hospital between 2021-

2022; 22 patients who underwent myomectomy during cesarean section were included. The 

cases were divided into 2 groups according to myoma size; those with fibroid size larger than 

4 cm formed group 1 and those with fibroid size smaller than 4 cm formed group 

2.Characteristics of the cases (age, parity, body mass index), mean age, number of births, 

gestational age, fibroid localization, pre- and postoperative hemoglobin values, development of 

atony, whether transfusion was performed during or after cesarean section. and length of 

hospital stay were evaluated.. SPSS for Windows 24.0 (SPSS Inc., Chicago, IL, USA) was used 

for statistical analysis. Independent t-test was performed to compare continuous data between 

independent groups. 0.05 significance threshold accepted 

Results  

There was no significant difference between the groups in terms of age, parity, gestational 

week, pre- and postoperative hemoglobin values, and length of hospital stay. Post op 

hemoglobin value in group 1 was significantly lower than group 2. (9.20Ñ1.23 g/dl and 

10.34Ñ1.45) respectively 2 units of erythrocyte suspension were given  in 2 patients in group 1. 

No significant exceeding  in the operation time was detected. No leiomyoma sarcoma was 

observed in any patient. 

Conclusion Our study showed that the amount of bleeding increases with the increase in 

myoma size. In selected cases, myomectomy can be performed during cesarean section.  

Keywords: Myoma Uteri; cesarean sectio; abnormal uterine bleeding 
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S-05 Epitheloid Trophoblastic Tumours, A Rare Case Report And Review 
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ve Dogum Anabilim Dali, Jinekolojik Onkoloji 

 

Epitheloid Trophoblastic Tumour (ETT) is originated from Intermediate trophoblasts and is a rare subtype of GTN.  

The other variant of ITT is called placental site trophoblastic tumour (PSTT). The incidence of these tumours is 1 

in 100000 pregnancies. They represent only 1 % of all Gestational Trophoblastic Neoplasia (GTN).  Like PSTTs, 

ETTs follow non-molar pregnancy and present months to years after the antecedent pregnancy. It may also develop 

after Hydatiform Molar evacuation in rare cases. As It is very rare, its biologic behaviour and optimal treatment 

modalities are not well established. The interval between antecedent pregnancy and disease onset may be longer 

for ETT than PSTT, confirmed by a recent study of 62 patients of ITT. There is extensive necrosis macroscopically, 

but less haemorrhage in comparison with choriocarcinomaBoth ETTs and PSTTs are slow growing tumours and 

it takes months to years to metastasize after the development of the primary tumour.  They often present with 

abnormal uterine bleeding or amenorrhea. They secrete significantly lower levels of BHCG in comparison to other 

types of GTN, so HCG is less reliable in these types. Metastases are detected at 30-50% of cases.  The most 

common size of metastasis is Lung.  Another important point is both ETT and PSTT have greater tendency for 

lymphatic spread than the other GTNs. 

ETT is far less common than PSST, and confirmative statistical analysis of the risk factors of these tumours cannot 

be established due to rarity of the disease. The FIGO prognostic scoring system for GTN does not correlate well 

with outcomes in ETT and PSTT. The interval from the last pregnancy equal of greater than 2 years, and the 

advanced stage diseases are the most important prognostic factors. Advanced age, deep myometrial invasion, large 

tumor size, tumor necrosis, and higher mitotic index are the additional risk factors. 

As most patients are at young age, fertility preservation may be an option in cases who has strong desire for fertility 

preservation. Evacuation or resection of the solitary tumor are the options. In high risk group the major problem 

to determine the prognosis is their chemo-resistant nature. Because of their rarity, no randomized controlled trials 

have been done. Although there are many experienced centres dealing with GTN in large numbers, they will 

infrequently manage ETT/PSTT. 

Hysterectomy is the primary treatment for the localised disease, that has good prognosis. Unfortunately extra-

uterine spread of these tumors occur in about one-third of cases and still cause death in small numbers.  

Metastatectomy should be perfomed for isolated distant disease, especially in the lungs.  

The chemotherapy regimens for metastatic disease is EMA/EP and EP/EMA. The regiments that are effective 

against treatment- resistant GTN  may also have some efficacy in metastatic ETT/PSTT. All of these regimens 

may also be considered for patients with non-metastatic disease who have one or more adverse prognostic factors 

(ie, interval from index pregnancy Ó2 years, deep invasion, necrosis, mitotic count >5/10 HPFs). 

Even post treatment BHCG is the most impostant indicator for GTNs, it is less reliable marker for ETT/PSTT. 

Surveillance with PET/CT at the completion of chemotherapy and then every 6-12 months for 2-3 years is 

therecommended schedule in some centers. 
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29 years old, 2 normal vaginal deliveries (last 

birth 3 years ago). He applied to our clinic with 

the complaint of abnormal vaginal bleeding. In 

the sonographic evaluation, a complex mass 

formation with intramural localization, 

compressing the cavity, containing cystic and 

papilear structures suggestive of molar pregnancy 

findings was observed. ITT was considered 

because Bhcg= 26.8 U/L. Comparative MRI of 

September 25 and October 31: A mass lesion 

consistent with mole hydatiform was observed in 

the uterine cavity (a mass lesion compatible with 

mole hydatiform was observed in the uterine 

cavity). No significant change was detected in the 

mass compared to the MRI dated September 25. 

No signs of metastasis were found in whole 

abdomen and lung CT. Other tumor markers were 

normal. 

 

3 December 2019é tah + bs + bilateral palpable 

pelvic lymph node sampling + abdominal fluid 

sampling was performed. 

Pathology macroscopy: uterine size 15x10x8 cm 

with intramural localization, 7.5x5.5 cm diameter, 

a soft tumoral structure with a pinched yellow 

color was observed. Trample tumoral structure 

was commonly observed as necrotic. In the cross-

sections, 4 lymph nodes on the right and 4 on the 

left were observed, the largest of which was 2 cm 

in diameter. 

TAH material: epitheloid tophoblastic tumor (7.5 

cm in diameter and extensive necrosis was 

observed). 

Lymph nodes reactive lymphoid hyperplasia. 

Abdominal washing: benign cytology. IHC: 

Inhibin positive in isolated cells. p63(+) 

In tumour board, postoperative follow-up decision was 

taken for the patient with surgical stage 1. 

Clinical course: BHCG: 0.0 u/l at postoperative 2nd 

week, no increase in subsequent follow-ups. No sign of 

recurrence was found in the postoperative control MRI 

at 6 months. The patient, who is still under follow-up, is 

in remission for 4 years. 

     Case Report 
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S-06 Approach To Adnexal Masses Detected During Cesarean Delivery: A Case 

Presentation 

Alper Solmaz1, Emrah Tºz1 

1 Tepecik Eah 

ABSTRACT 

This report presents a case of an adnexal mass incidentally discovered during a cesarean 

delivery in the context of pregnancy. The case involves an 18-year-old primigravid patient with 

no prior abdominal surgeries or underlying medical conditions. A cesarean section was planned 

due to cephalopelvic disproportion. During the cesarean procedure, a cystic-necrotic mass 

measuring approximately 4 cm was identified on the left side of the uterus. The mass was 

surgically excised, and frozen section analysis confirmed it as benign tubal tissue. The patient 

was discharged on the second postoperative day. 

The incidence of adnexal masses during pregnancy is relatively low, and detection of these 

masses may occur during routine ultrasound or cesarean section. Early pregnancy adnexal 

masses should be approached with caution for possible malignancies. In cases where surgical 

intervention is necessary, careful planning and involvement of a gynecologic oncologist are 

essential. Incidentally discovered masses should be excised and subjected to frozen section 

analysis for appropriate management. Postpartum care should include referral to a gynecologic 

oncologist for further evaluation and treatment. 

Keywords: adnexal mass, pregnancy, cesarean delivery 

 

INTRODUCTION  

The occurrence of adnexal masses during pregnancy is relatively rare, with an incidence ranging 

between 0.05 and 2.4 percent[1]. These masses may come to light at the time of routine obstetric 

ultrasonography or during cesarean deliveries. It is noteworthy that the prevalence of adnexal 

masses has witnessed an upward trend in recent years, largely attributed to the increasing rates 

of cesarean deliveries. In this report, we present a case of an adnexal mass discovered during a 

cesarean delivery at our institution. 

 

CASE 

An 18-year-old primigravid patient, without a history of prior abdominal surgeries or any 

underlying medical condition, presented to the emergency department with complaints of labor 

pain. Due to cephalopelvic disproportion, a cesarean section was planned after obtaining 

informed consent from both the patient and her family. The abdomen was entered via a 

Pfannenstiel incision, revealing an approximately 4 cm cystic-necrotic mass located on the left 

side of the uterus . The right ovary and tube appeared normal, as did the left ovary, while the 

left uterine tube and salpinx were unremarkable. Following successful fetal delivery and 

meticulous hemostasis, the mass was cautiously excised with the assistance of a Kocher clamp. 

The excised tissue was promptly submitted for frozen section analysis, which confirmed it as 

benign tubal tissue. Subsequently, the abdomen was closed, and the patient was discharged on 

the second postoperative day. 
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                                                                Figure-1 

 

CONCLUSION 

The incidence of adnexal masses encountered during pregnancy is relatively low, ranging from 

0.05 to 2.4 percent, with approximately 1 to 6 percent of these masses being malignant[1]-[4]. 

Early pregnancy adnexal masses should be approached with an increased suspicion of possible 

malignancy. Magnetic resonance imaging (MRI) can serve as a valuable diagnostic tool in cases 

where suspicion arises. For benign masses lacking acute symptoms, vigilant surveillance 

represents a reasonable alternative to antepartum surgery[3]. In situations necessitating 

cesarean section in patients with suspected malignancy, careful consideration should be given 

to selecting the most appropriate surgical incision, with the involvement of a gynecologic 

oncologist in the surgical team. In cases where an adnexal mass is incidentally identified during 

a cesarean section, it should be excised with precision and subjected to frozen section analysis. 

If the frozen section result indicates malignancy, salpingo-oophorectomy should be considered. 

Subsequently, postpartum care should include referral to a gynecologic oncologist for further 

evaluation and management. 
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Giriĸ: HELLP sendromu gebelik veya doĵumsonu dºnemde gºr¿len hemoliz, karaciĵer 

enzimlerinin y¿ksekliĵi ve platelet deĵerlerinde d¿ĸ¿kl¿k ile karakterizedir. Patogenezi net 

olmamakla birlikte kompleman d¿zensizliĵi ve pēhtēlaĸma sisteminin aktivasyonu bu duruma 

yol a­abilir. Amacēmēz HELLP sendromu tanēsē konulan hastalarda maternal sonu­larē 

belirlemektir. 

Materyal ve metod: 10 yēllēk dºnemde tersiyer merkez hastanemizde HELLP tanēsē alan 

hastalarēn verileri retrospektif olarak sistemden incelendi. Anne ve yenidoĵan komplikasyonlarē 

kaydedildi ve analiz edildi. 

Sonu­lar: 10 yēllēk dºnemde 70 HELLP sendromu vakasē vardē. Ortalama anne yaĸē 30,15Ñ6,01 

yēldē. %88,6 sē sezaryen ile %11,4 ¿ normal vaginal doĵum ile doĵurtuldu. Doĵum sērasēndaki 

ortalama gebelik s¿resi 31,8Ñ3,8 haftaydē. Bebeklerin y¿zde 40'ē yenidoĵan yoĵun bakēm 

¿nitesine (NICU) yatērēldē. IUGR %52 sinde saptanmēĸtēr. Oligohidroamnios %13 ¿nde 

saptanmēĸtēr. Ortalama doĵum aĵērlēĵē 1918,10Ñ785,5 idi. Ortalama kalēĸ s¿resi 6,05Ñ3 

g¿nd¿.  Anne morbiditesi y¿ksekti, ancak kēsa vadeliydi ve t¿m vakalarda tam iyileĸme 

saĵlandē. AST max 217,35Ñ201,72;  ALT  max 203,74Ñ234,00. 1 hastada eklampsi meydana 

gelmiĸtir. 

Tartēĸma: HELLP sendromu tanēsē konduktan sonra maternal morbidite ve mortalite hastanēn 

klinik durumu, laboratuar sonu­larēnda anormallik ve geliĸen komplikasyonlara baĵlēdēr.  

Anahtar kelimeler: HELLP sendromu, sonu­lar, preeklampsi 

 

Abstract 

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

Introduction: HELLP syndrome is characterized by hemolysis during pregnancy or postpartum 

period, elevated liver enzymes and low platelet values. Although the pathogenesis is not clear, 

complement dysregulation and activation of the coagulation system may lead to this condition. 

Our aim is to determine maternal outcomes in patients diagnosed with HELLP syndrome. 

Material and method: The data of patients diagnosed with HELLP in our tertiary central hospital 

over a 10-year period were retrospectively analyzed from the system. Maternal and neonatal 

complications were recorded and analyzed. 

Results: There were 70 cases of HELLP syndrome in the 10-year period. Mean maternal age 

was 30.15Ñ6.01 years. 88.6% were delivered by cesarean section and 11.4% by normal vaginal 

delivery. The mean gestational age at delivery was 31.8Ñ3.8 weeks. 

40% of the babies were admitted to the neonatal intensive care unit (NICU). IUGR was detected 

in 52%. Oligohydramnios was detected in 13%. The mean birth weight was 1918.10Ñ785.5. 

The mean length of stay was 6.05Ñ3 days. Maternal morbidity was high, but short-term and full 
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recovery was achieved in all cases. AST max value was 217.35Ñ201.72; ALT max value is 

203.74Ñ234.00. Eclampsia occurred in 1 patient. 

Conclusion: After the diagnosis of HELLP syndrome, maternal morbidity and mortality depend 

on the clinical condition of the patient, abnormal laboratory results and developing 

complications. 

Keywords: HELLP Syndrome, Outcomes, Preeclampsia 

 

Introduction  

HELLP syndrome is characterized by hemolysis during pregnancy or postpartum period, 

elevated liver enzymes and low platelet values(1). The prevalence of HELLP syndrome is 

between 0.5% and 0.9%, and the mortality rate of these patients is up to 24% in the literature(2).  

Although the pathogenesis is not clear, complement dysregulation and activation of the 

coagulation system may lead to this condition.  

 

Endothelial damage in preeclampsia causes microvascular damage and causes liver 

dysfunction(3). HELLP syndrome develops with multiorgan microvascular damage, hepatic 

necrosis, increased intravascular coagulation, and thrombocytopenia caused by platelets 

sticking to the damaged endothelium(1). Renal dysfunction can also be seen in HELLP 

syndrome, due to periportal hemorrhage with lobular necrosis in the liver and ischemic damage 

to the kidneys due to microvascular damage(4, 5). Our aim is to determine maternal outcomes 

in patients diagnosed with HELLP syndrome. 

Material and method 

The data of patients diagnosed with HELLP in our tertiary central hospital between 2012 and 

2022 were retrospectively analyzed from the system. Maternal and neonatal complications were 

recorded and analyzed. 

Results 

There were 70 cases of HELLP syndrome in the 10-year period. Mean maternal age was 

30.15Ñ6.01 years. 88.6% were delivered by cesarean section and 11.4% by normal vaginal 

delivery. The mean gestational age at delivery was 31.8Ñ3.8 weeks. 

40% of the babies were admitted to the neonatal intensive care unit (NICU). IUGR was detected 

in 52%. Oligohydramnios was detected in 13%. The mean birth weight was 1918.10Ñ785.5. 

The mean length of stay was 6.05Ñ3 days. Maternal morbidity was high, but short-term and full 

recovery was achieved in all cases. AST max value was 217.35Ñ201.72; ALT max value is 

203.74Ñ234.00. Eclampsia occurred in 1 patient. 

 

Conclusion 

 

After the diagnosis of HELLP syndrome, maternal morbidity and mortality depend on the 

clinical condition of the patient, abnormal laboratory results and developing complications. 
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Table 1: Results of HELLP patients 

 MeanÑSD 

Age 30,15Ñ6,01 

Gravity 2,2Ñ1,31 

Systolic blood pressure max 164,01Ñ24,09 

Diastolic blood pressure max 101,36Ñ12,71 

AST max 217,35Ñ201,72 

ALT max 203,74Ñ234,00 

Hospitalization (g¿n) 6,05Ñ3 

Prenatal magnesium time 

(saat) 

7,66Ñ8,38 

Birth weight  1918,10Ñ785,5 

Hb  11,6Ñ1,46 

Hct 34,07Ñ5,31 

Lenfosit 1,69Ñ0,64 

WBC 15,5Ñ5,36 

 

Table 2: Antenatal information in HELLP patients 

Previous form of birth NSD: 23(60%)   

C/S: 15(40%) 

IUGR 32(52%)  

Oligohidroamnios 7(13%)  

Type of birth NSD: 8(11,4%)  

C/S:62(88,6%) 
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Cervicoistmic cerclage was placed laparoscopically with a transabdominal approach at the 13th 

gestational week of a patient who had a history of unsuccessful transvaginal cerclages at the 

Perinatology Clinic of Izmir Tepecik Training and Research Hospital. A 5 mm mersilen suture 

was used. No complications were encountered after the operation. No abnormality was 

observed in the patient's follow-up until the 33rd gestational week. Fetal growth begins to slow 

at the 33rd week of pregnancy . The follow-up of the patient was continued because the 

abdominal circumference (AC) was 11th percentile (<10th percentile) and the amnion was 

sufficient in the ultrasonographic examination. The pregnancy was ended by cesarean section 

when the contractions started at the 36+2 weeks of gestation. A 2450 g baby with Apgar 9-10 

was delivered. The cerclage was not removed at the request of the family. No problems were 

encountered in the intraop and post op period. Placing cerclage in the cervicoistmic region with 

the transabdominal approach has become a more frequently used method in recent years. It 

should be well determined in which patients it will be used for and with which methods will be 

applied. In this article, we evaluated the patient who had a cerclage with a transabdominal 

approach. 

Keywords: Cervical insufficiency, Laparoscopic cervicoisthmic cerclage, Transvaginal 

cerclage 

INTRODUCTION  

In selected patients with cervical insufficiency, transabdominal placement of a cerclage 

at the cervicoisthmic junction rather than transvaginal cerclage is performed to reduce the risk 

of spontaneous pregnancy loss and/or preterm birth (1). The transabdominal approach is a more 

morbid procedure than the transvaginal approach, especially if laparotomy rather than 

laparoscopy is performed for placement, and a cesarean birth is generally required. So it should 

be the last option. Patients suitable for the transabdominal approach can be listed as follows (2): 

a) Unable to undergo a transvaginal procedure because an extremely short or absent cervix, 

amputated cervix, marked cervical scarring, or cervical defect makes it technically impossible 

to perform b) Failure to deliver a healthy newborn after at least one previous prophylactic 

transvaginal cerclage (history-indicated or ultrasound-indicated but not a physical examination-

indicated cerclage). 

 The technique (McDonald versus Shirodkar) used for the previous cerclage does not 

influence decision. No compelling evidence indicates that, before resorting to a transabdominal 

approach, a Shirodkar cerclage should be attempted in the pregnancy after a failed prophylactic 

McDonald cerclage. Improvement in birth outcome from transabdominal cerclage may be 

related to (3): a) More proximal placement of the stitch (at the level of the internal os) b) 

Decreased risk of caudal suture migration as the uterus enlarges c) Absence of a foreign body 

in the vagina that could promote infection and inflammation 

The laparoscopic approach is equally effective and probably superior to the open 

approach as long as the provider has the requisite laparoscopic experience to perform the 
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procedure. Due to lower morbidity, the laparoscopic approach is preferable when technically 

feasible and the requisite surgical expertise is available. Twin pregnancy is not a 

contraindication to transabdominal cerclage placement (4). The larger uterine size of a twin 

pregnancy may make access to the lower uterus challenging with open or laparoscopic 

approach, which is the reason some surgeons perform the procedure earlier in these 

pregnancies.  

In patients who meet criteria for transabdominal cerclage placement, the procedure can 

be performed either preconception in patients planning to conceive or in early pregnancy after 

ultrasound assessment of the embryo/fetus. There is no consensus as to the best approach. 

Advantages of preconception placement include (5): a) The surgeon has optimum exposure 

b)The risk of injury to the pregnancy is eliminated c) The risk of excessive procedure-related 

bleeding is reduced compared with procedures performed during pregnancy. Very limited data 

suggest preconception placement does not impair fertility (6). Still, up to 26 percent of patients 

in a systematic review underwent the procedure and did not go on to have a pregnancy; the 

reasons for not conceiving were not provided (7). In patients presenting in early pregnancy, a 

transabdominal cerclage should be placed in the late first trimester to early second trimester 

because: a) The risk of spontaneous pregnancy loss is lower than earlier in gestation b) Major 

structural anomalies can be excluded by ultrasound performed at 11 to 13 weeks c)Information 

from early aneuploidy screening (if desired) is available d) The uterus is not too large to make 

it technically challenging. Later placement (Ó14 to 15 weeks) is undesirable since the large size 

of the uterus makes the procedure more difficult, especially if performed laparoscopically, and 

thus may be associated with a higher risk of complications. However, case reports have 

described performing the procedure at 18 to 24 weeks (8). The Society for Maternal-Fetal 

Medicine suggests first-trimester placement but adds that transabdominal cerclage can still be 

considered before 22 weeks of gestation (2).  

In patients who have undergone transabdominal cerclage placement, planned cesarean 

birth at 36+0 to 37+6 weeks of gestation should be done to avoid the risk of uterine rupture 

during labor. An advantage of transabdominal cervicoisthmic cerclage over transvaginal 

cervical cerclage is the ability to leave the suture in place for future pregnancies. The cerclage 

can be removed at cesarean birth if the patient is not planning additional pregnancies or left in 

place if future pregnancies are planned. 

 

Case 

 The patient is 32 years old, has no living children. Since she had 2 early second trimester 

abortions, transvaginal cerclage was applied at 13 weeks of 3rd pregnancy and at 16 weeks in 

her 4th pregnancy. Pregnancy with cerclage applied at 13 weeks resulted in abortion at 21 weeks 

of gestation. 4th pregnancy with cerclage applied at 16 weeks resulted in preterm labor at 24 

weeks. The baby died shortly after birth. When the patient applied to our clinic, she has a 9 

week pregnancy (CRL: 9+1 weeks, fetal heart rate +, gestational sac regular). Laparoscopic 

cervicoisthmic cerclage was planned because there was a previous history of recurrent-

unsuccessful transvaginal cerclage. The patient was screened for aneuploidy at 11 weeks. The 

test result was found to be low risk. Aneuploidy markers were checked. No abnormality was 

observed. Laparoscopic cervicoisthmic cerclage was performed when the patient was 13+0 

weeks of gestation. The abdominal cavity was entered with a 10 mm trocar above the umbilicus. 

Mild adhesions were observed in the omentum. 2 more 5 mm trocars from the left and 1 from 

the right were placed into the abdominal cavity. In front of the uterus at the level of the isthmus, 

the bladder was separated with a sharp dissection and the front of the uterus was released. A 
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window was opened in the latum uteri on both sides of the uterus. A 5 mm mercilene suture 

was passed medial to the uterine vessels (at the level of the uterine cardinal ligament). The 

sutures passed from the right and left were tied at the isthmic level. The bladder was returned 

to its former position. The operation was finished after bleeding control. 

 No problem was observed in the post-operative period. Postoperatively, it was observed 

that the cerclage was in the cervicoistmic region when examined with ultrasound. Detailed 

ultrasound and fetal echo were performed at the 20th week of the gestation and found normal. 

At 33 weeks of the gestation, mild regression was detected in AC measurements (AC 11-17 

percentile, EFW 20-22 percentile). No abnormality was observed in the umbilical artery 

Doppler values. Notch was not observed in the uterine arteries. The patient was followed up to 

36+2 weeks with close follow-up. When the patient's contractions started at 36+2 weeks, the 

patient was taken to cesarean section. A 2450 gr baby was delivered by cesarean section. Apgar 

was found as 9-10 at the 1st and 5th minutes. No adhesion was observed in the abdomen. The 

uterus was entered with a transversal incision at the lower uterine segment. The location of the 

cerclage was determined by palpation before the uterus incision. Since the bladder did not cover 

the lower uterine segment, the uterus was entered without dissection of the bladder. The uterus 

was closed as a single layer. Before the operation, the patient and his husband were interviewed, 

the cerclage was left in place because the parent did not want the cerclage to be removed. There 

was no problem in the post-operative period.   

 

CONCLUSION 

 Laparoscopic cervicoisthmic cerclage is an effective method in cases where transvaginal 

cerclage is insufficient. Patient selection should be done well in terms of morbidity, and the 

possible risks of the surgery should be shared with the patient in detail. Cerclage placement 

before conception can make the operation easier and more effective. 

 

 

Figure 1: Intraoperative images of laparoscopic cervicoisthmic cerclage-1 
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Figure 2: Intraoperative images of laparoscopic cervicoisthmic cerclage-2 

 

 

Figure 3: The appearance of the cerclage during cesarean section at 36+2 weeks 
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Pregnancy associated osteoporosis (PAO) is a rare type of premenopausal osteoporosis. It 

presents with symptoms of severe low back pain and shortening in height seen in the last 

trimester of pregnancy or in the postpartum period. The primigravid 20 year old patient had a 

history of cesarean section at 38 weeks of gestation. Severe low back and back pain started one 

week after birth. The patient's pain was not related to walking or moving. She stated that her 

pain was continuous and severe enough to limit his activities of daily living. In the thoracic 

vertebral MRI of the patient, height losses were detected in T10, T11, T12 and L1 vertebraes. 

The patient, who was diagnosed with pregnancy-related osteoporosis, was treated with 

teriparatide, an anabolic agent, for six months. In addition, the patient was started on vitamin D 

and calcium replacement, and breastfeeding was terminated. The bone mineral density of the 

patient, who applied to the our outpatient clinic for follow-up, was femoral neck Z score -2.6, 

femoral total Z score -1.9, L1-L4 Z score -4.0. She had no known disease, trauma, smoking or 

alcohol use in her history. After using lumbosacral orthosis for 8 months, the patient's low back 

pain decreased and lumbar movements were evaluated as painless in all directions. The 

treatment was planned considering the patient's re-pregnancy planning and the fact that the drug 

did not accumulate in the bone matrix. We decided to continue the patient's treatment with the 

monoclonal antibody denosumab. PAO, it occurs in the first pregnancy and is often seen in the 

last trimester of pregnancy or in the first 3 months after delivery. Depending on the postural 

changes during pregnancy and the increase in the relaxin hormone levels, back pain that starts 

in the last three months of pregnancy and ends in the postpartum period can be seen. This 

situation causes the diagnosis of PAO to be missed or delayed. PAO should be considered in 

the differential diagnosis of back pain in pregnant and postpartum patients. It is important to 

make the diagnosis in the early period in order to prevent morbidity. 

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

Ayĸe Demirden1, Beyzanur Kahyaoĵlu1 
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Uterus didelphys is a rare pathology resulting from the bilateral mullerian ducts absence of 

fusion. This condition affects 5% of uterine malformations from mullerian ducts and is observed 

in one woman in 1,000-30,000. A 24-year-old, gravid 2, abortus 1, admitted in obstetric 

emergency departments for abdominal pain at 36 weeks gestation. The patient past medical 

history was unremarkable. During examination, the blood pressure was 110/60 mmHg, the heart 

rate was 60 beats / min. On the vaginal examination of the patient 2 cm cervical dilatation, and 

breech presentation was determined. Non-stress test (NST) identified bradycardia and fetal 

distress and she was prepared for emergency cesarean section. The surgical intervention was 

performed under general anesthesia.A 2730 g, 49 cm, 33 cm head circumference, female infant 

with breech presentation was born with APGAR scores of 6 and 8 at 1st and 5th min, 

respectively. At the exteriorization of the uterus outside the peritoneal cavity, we discovered a 

uterus didelphys (Figure1). The patient and newborn were discharged with good condition on 

the postoperative 2 th day.The chance of reaching term for pregnancies with didelphys uterus 

is reported as 20%ï30%. The birth rate by cesarean is reported as 82%. Our case was a term 

pregnancy with a birth by emergency cesarean, due to breech presentation and fetal distress. 

The delivery route depends on the presentation of the fetus and the occurrence of a previa 

obstacle by the hemi-uterus during labor. 

Keywords: Spontaneous pregnancy,Uterus didelpyhs 

Introduction:  Uterus didelphys is a rare pathology resulting from the bilateral mullerian ducts' 

absence of fusion. This condition affects 5% of uterine malformations from mullerian ducts and 

is observed in one woman in 1,000-30,000. Obstetrical complications are numerous and 

pregnancies with didelphys uterus have a chance of reaching term of 20%-30%. Herein, we 

reported a case of pregnancy reaching term on uterus  didelphys  discovered  during  an  

emergency Caesarean section. 

Case: A 24-year-old, gravid 2, abortus 1, admitted in   obstetric   emergency   departments   for 

abdominal pain    at    36    weeks    gestation.    The patient past medical history was 

unremarkable. During examination, the blood pressure was 110/60 mmHg, the heart rate was 

60 beats / min. On the vaginal examination of the patient 2 cm cervical dilatation, and breech 

presentation was determined. Non-stress test (NST) identified bradycardia and fetal distress and 

she was prepared for emergency cesarean section. The surgical intervention  was  performed  

under  general anesthesia. A 2730 g, 49 cm, 33 cm head circumference, female infant with 

breech presentation was born with APGAR scores of 6 and 8 at 1st and 5th min, respectively. 

At the  exteriorization  of  the  uterus  outside the  peritoneal  cavity,  we  discovered  a  uterus  

didelphys (Figure1). The patient and newborn were discharged with good condition on the 

postoperative 2th day. 

Conclusion: The frequency of  the  uterus  didelphys  is rare. The incidence of uterine anomalies 

ranges between 0.1% and 10%, 3.5% in the infertile population and 13% in the population with 

repeated miscarriages. Of all congenital uterine anomalies, 6% are uterus didelphys. In uterus 

didelphys cases there is no consensus on birth management. Studies have shown 24.4% preterm 

birth, 68.6% live birth, 2%ï3% ectopic pregnancy and 20.9% abortion rates with increased 

obstetric complications. The chance of reaching term for pregnancies with didelphys uterus is 
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reported as 20%ï30%. The birth rate by cesarean is reported as 82%. Our case was a term 

pregnancy with a birth by emergency cesarean, due to breech presentation and fetal distress. 

The delivery route depends on the presentation of the fetus and the occurrence of a previa 

obstacle by the hemi-uterus during labor. 
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S-11 Rahim Ķ­i Kontraseptif Aracēn Tubal Migrasyonu: Olgu Sunumu Tubal Migration 

Of An Intrauterine Contraceptive Device: A Case Report 

Bilgesu ¢etinel Kaygun1, H¿sn¿ Onur Durmaz1, Sercan Kantarcē1 

1 Aydēn Kadēn Doĵum ve ¢ocuk Hastalēklarē Hastanesi 

 

¥ZET Rahim i­i ara­ (RĶA), kadēnlarda geri dºn¿ĸ¿ml¿ en yaygēn kontrasepsiyon 

yºntemlerinden biridir. Uterin perforasyon ve ekstrauterin bºlgelere gº­ gibi ciddi 

komplikasyonlara neden olabilir. RĶA'nēn t¿plere migrasyonu ­ok nadirdir ve literat¿rde 

kapsamlē bir ĸekilde tanēmlanmamēĸtēr. 32 yaĸēnda gravida 4, parite 3, 1 spontan vajinal doĵum 

2 sezeryanē olan hasta 1 sene ºnce, postpartum 4.ayēnda bakērlē ria takēm ºyk¿s¿ mevcut olup; 

adet gecikmesi ĸikayeti ile baĸvurmasē ¿zerine yapēlan ultrasonda; ēntrauterin 5 mm gestasyonel 

sac (gs), yolk sac pozitif fetal pol ayērt edilememiĸ olup,sol tuba i­erisinde RIA izlendi. Hastaya 

gebeliĵin devamē, 2. trimesterda laparoskopi ile RIA ­ēkarēmē ºnerilmiĸ olup, tubal ligasyon ve 

gebelik tahliyesi istemi olan hastaya laparoskopik ria ­ēkarēlmasē,bilateral tubal ligasyon,tahliye 

k¿retaj iĸlemi ger­ekleĸtirildi. RIAônēn fallop t¿p¿ne olan migrasyonu olduk­a nadir gºr¿len 

ve hen¿z tam olarak anlaĸēlamamēĸ bir komplikasyonudur. Bazē hastalarda asemptomatik 

seyretmesi komplikasyonlara neden olabilir. ¥zellikle doĵum sonrasē s¿re­te yerleĸtirilen 

RIAôlarda ēntrauterin yerleĸim konusunda ĸ¿phe mevcutsa gºr¿nt¿leme yºntemleri ile tespit 

edilmeli, olasē komplikasyonlar ger­ekleĸmeden mevcut durum ­ºz¿mlendirilmelidir. 

ABSTRACT The intrauterine device (IUD) is one of the most common methods of reversible 

contraception in women. This can cause serious complications such as uterine perforation and 

migration to extrauterine regions. Migration of the IUD into the tubes is very rare and has not 

been extensively described in the literature. A 32-year-old patient with gravida 4, parity 3, 1 

spontaneous vaginal delivery and 2 cesarean section has a history of copper ria team 1 year ago, 

in the postpartum 4th month; In the ultrasound performed upon his application with the 

complaint of delayed menstruation; Intrauterine 5 mm gestational sac (gs), yolk sac positive 

fetal pole could not be distinguished, and RIA was observed in the left tuba. Continuation of 

pregnancy, IUD removal by laparoscopy in the 2nd trimester was recommended to the patient. 

Migration of the IUD into the fallopian tube is an extremely rare and not yet fully understood 

complication. Asymptomatic course in some patients may cause complications. If there is any 

doubt about intrauterine placement, especially in IUDs placed in the postpartum period, it 

should be detected by imaging methods and the current situation should be resolved before 

possible complications occur. 

Anahtar Kelimeler:  IUD, Tubal Migration, Pregnancy 

ABSTRACT 

The intrauterine device (IUD) is one of the most common methods of reversible contraception 

in women. This can cause serious complications such as uterine perforation and migration to 

extrauterine regions. Migration of the IUD into the tubes is very rare and has not been 

extensively described in the literature. 

 

A 32-year-old patient with gravida 4, parity 3, 1 spontaneous vaginal delivery and 2 cesarean 

section has a history of copper ria team 1 year ago, in the postpartum 4th month; In the 

ultrasound performed upon his application with the complaint of delayed menstruation; 

Intrauterine 5 mm gestational sac (gs), yolk sac positive fetal pole could not be distinguished, 

and RIA was observed in the left tuba. Continuation of pregnancy, IUD removal by laparoscopy 

in the 2nd trimester was recommended to the patient. 
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Migration of the IUD into the fallopian tube is an extremely rare and not yet fully understood 

complication. Asymptomatic course in some patients may cause complications. 

If there is any doubt about intrauterine placement, especially in IUDs placed in the postpartum 

period, it should be detected by imaging methods and the current situation should be resolved 

before possible complications occur. 

Keywords: IUD, Tubal Migration, Pregnancy 

 

INTRODUCTION  

The intrauterine device (IUD) is one of the most common methods of reversible contraception 

in women. It offers a chance of contraception with a failure rate of less than 1% comparable to 

permanent sterilization [1]. The imaging features of IUDs and their potential complications are 

crucial to recognize in order to determine adequate positioning and ultimately function of the 

IUD. Tubal migration of an intrauterine device is not well understood and has not been 

extensively studied in literature.  We report a rare case of a copper IUD embedded in the left 

fallopian tube and 5 week pregnancy.  Only a few such cases have been reported in the literature 

to date. 

 

CASE REPORT 

Gravida 4, parity 3, one spontaneous vaginal delivery 2 cesarean section; she had a history of 

copper rhinitis 1 year ago. She applied with the complaint of delayed menstruation. 

In the vaginal examination, the cervix was multiparous, mobile tenderness, increased 

temperature, bleeding was not observed, and no riae thread was observed. In the transvaginal 

ultrasound, intrauterine 5 mm gestational sac, yolk sac positive fetal pole could not be 

differentiated, and ria was observed in the left adnexal area. (Fig.1-Fig.2) 

Her vitals; blood pressure, pulse was within normal limits, and no fever was observed. 

In the abdominal examination, it was observed that the abdomen was comfortable, no defense, 

no rebound. 

When laboratory examinations are examined; white blood cell:10030 hemoglobine:11.4 

platalet:302000, c-reactive protein-sedimentation-procalcitonin was negative, beta human 

chorionic gonadotropin:13921. 

 

When the patient's history was questioned, ria kit was provided for contraception in the 

postpartum 4th month after cesarean section. At the time of insertion, the intrauterine riae was 

observed in the control ultrasound. The patient did not participate in the follow-up control 

examination. In this process, pelvic pain, high fever, nausea, vomiting, vaginal discharge are 

not described. 

Continuation of pregnancy and laparoscopic removal of the ria in the second trimester were 

recommended to the patient, but the patient refused. The patient requested termination of 

pregnancy and bilateral tubal ligation. Laparoscopic removal of lost ria, tubal ligation and 

evacuation curettage were performed. In laparoscopy, uterus right adnex and other intra-

abdominal organs were observed as normal and free fluid was not observed. In the left tube, the 

brightness of the ria was observed, ria extraction and bilateral tubal ligation were performed 

(Fig.4-Fig.5a-Fig.5b). The patient was discharged on the 1st postoperative day. 

On the 10th day control, general condition is good, vitals are stable, uterus is normal in size on 

ultrasound, additional: 7 mm bilateral adnexa is normal, free fluid is not observed.  

 

DISCUSSION 

The IUD is an effective and safe method of contraception. This effective method can cause 

serious complications such as uterine perforation and migration to extrauterine regions [2,3,4]. 

One of these complications, uterine perforation, is seen with a frequency of 1 in 1000, and 
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besides being generally asymptomatic, it may also present with pelvic pain or bleeding [5,6].  

Preferring this contraception method less than 6 months after birth or during breastfeeding 

increases the risk of perforation. Because this period progresses with accelerated uterine 

involution and endometrial atrophy, and this whole process increases the risk of perforation 

[5,7]. In a study by Andersson et. al., at least 80% of patients with perforated IUDs were 

followed while breastfeeding at the time of insertion [8]. 

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

The patient had an asymptomatic process in terms of malposition and uterine perforation for 

almost a year until she applied due to the menstrual delay caused by the current pregnancy [5]. 

The pathophysiology of IUD migration is not yet clearly understood. Specifically, migration of 

the IUD into the tubes is very rare and has not been extensively described in the literature. There 

are 3 cases of tubal migration, of which one of the few cases reported in the literature resulted 

in a hydrosalpinx and pyosalpenx containing a copper-containing IUD, another located behind 

the bladder with tubal migration, and another resulted in tubal migration of levonergestrel ria 

and tubal ectopic pregnancy. In our case, copper-containing IUD was inserted during 

breastfeeding and 4 months after birth. It has been suggested that tubal migration may be due 

to part of the IUD penetrating the tubal ostium during insertion, or that the device may have 

been forced to migrate towards the tubal ostium due to uterine contractions [9,10]. 

Similarly, migration of the IUD to a neighboring organ may occur through movements of the 

omentum [5,6]. 

Another theory is the 2-stage migration where the IUD first pierces the uterine wall and then 

pierces the fallopian tube wall. After the IUD has pierced the fallopian tube, and especially after 

it has become embedded in the fallopian tube, copper deposition in the fallopian tube can cause 

morphological changes and infiltration of inflammatory cells. This may result in hydrosalpinx 

or pyosalpinx, as reported by ¥zdemir et al. [10]. 

Given that the migration of the IUD may be symptom-free for many years, it is thought that the 

true frequency is probably underreported. Most patients appear apparently asymptomatic, 

although some patients have signs and symptoms suggestive of IUD perforation, such as pelvic 

pain, bleeding, and/or infection. However, extrauterine perforation can cause serious 

complications, including injury to adjacent structures such as the bowel and bladder [5]. 

The management of the migrating IUD is controversial; It is debatable whether the extrauterine 

IUD should be removed in an asymptomatic woman [10]. The standard treatment for 

extrauterine IUDs is surgery and can be performed laparoscopically or via laparotomy [5,11]. 

The preferred surgical treatment is laparoscopy; however, treatment depends on the degree of 

perforation and clinical symptoms. 

Failure to monitor IUD thread should raise concern for IUD migration, especially if it occurs 

during insertion in the 6-month postpartum period, as seen in this patient. 

 

CONCLUSION 

Migration of the IUD into the fallopian tube is an extremely rare and not yet fully understood 

complication. Asymptomatic course in some patients may cause complications. 

If there is any doubt about intrauterine placement, especially in IUDs placed in the postpartum 

period, it should be detected by imaging methods and the current situation should be resolved 

before possible complications occur.  
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Fig.1. Transvaginal ultrasound; intrauterine 5 mm gestational sac, yolk sac positive  

fetal pole could not be differentiated. 

 

 
                Fig.2. Transvaginal ultrasound; ria was observed in the left adnexal area. 

 

 

 
Fig. 3. Abdominal radiograph shows the intrauterine device projecting over the pelvis. 
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Fig. 4. Monitoring of ria brightness in the left fallopian tube. 

 

 
Fig.5a. Gentle traction easily dislodged IUD from left fallopian tube. 

 

 
Fig.5b.  Gentle traction easily dislodged IUD from left fallopian tube. 
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S-13 Gebelikte Plasental Gºr¿n¿m¿ Taklit Eden Myom 

B¿ĸra1, Tayfun2 

1 Oflaz 

2 Vural 

 

Uterin miyomlar (leiomyomlar) uterusun iyi huylu d¿z kas t¿mºrleridir. Miyomlarēn hamilelik 

¿zerindeki potansiyel etkileri ve hamileliĵin miyomlar ¿zerindeki potansiyel etkileri, bu 

t¿mºrlerin ¿reme ­aĵēndaki kadēnlarda yaygēn olmasē nedeniyle sēk gºr¿len bir klinik endiĸedir. 

Miyomlu hastalarēn ­oĵunda hamilelik sērasēnda miyomlara baĵlē herhangi bir komplikasyon 

gºr¿lmez. Aĵrē en sēk gºr¿len sorundur ve ºzellikle ­oklu miyomlarē, retroplasental miyomlarē 

ve boyutlarē 5 cmôden daha b¿y¿k olan hastalarda erken gebelik kaybē, erken doĵum ve doĵum, 

fetal malprezentasyon ve plasentanēn ayrēlmasē gibi obstetrik komplikasyon riskinde hafif bir 

artēĸ olabilir. Doĵum sonu ise patofizyolojik olarak miyomlar uterus kontraksiyonlarēnēn hem 

kuvvetini hem de koordinasyonunu azaltarak doĵum sonu kanamaya zemin hazērlayabilir, 

bºylece uterus atonisine yol a­abilir. 

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

By Pancreatic Hypoplasia? 

Ceren Saĵlam1 

1 University Of Health Sciences, Izmir Tepecik Training And Research Hospital, Gynecology 

And Obstetrics Department, Division Of Perinatology 

 

Objective: Itôs aimed to emphasize the importance of syndromes or anomalies accompanied by 

prenatally detected intestinal obstruction findings. Material and Method: The patient referred 

to Izmir Tepecik Training and Research Hospital Perinatology Department was evaluated and 

followed-up by ultrasonography. Results: In ultrasonographic evaluation of 23-year-old, 

gravida-2, parity-1 case at the 17th week, a fetal intraabdominal cyst (17x23 mm) was observed. 

Differential diagnoses of mesenteric cyst and enteric duplication cyst were considered initially. 

The patient didnôt accept fetal genetic testing. There was early-onset symmetrical fetal growth 

restriction. By the third trimester, there were polyhydramnios, minimal ascite and 3 enlarged 

structures compatible with dilated stomach (48x23x19mm), cystic appearance (44x21mm) and 

dilated bowel loop (42x19 mm), were thought as malrotation and obstruction secondary to 

intestinal atresia or cyst compression. 1535 gr girl baby was delivered by cesarean section at 

37th week. Neonatal laboratory tests revealed severe hyperglycemia (689mg/dl). The baby was 

operated on postnatal 2nd day; there was no passage from the stomach to distal, duodenum and 

gall bladder wasnôt observed, colon, ileum and jejunum were unused, and pancreas was quite 

hypoplasic. Dilated cystic structures excised. Gastrojejunostomy and portoenterostomy were 

performed. Severe hyper/hypoglycemia attacks, pancytopenia, metabolic acidosis, and 

recurrent resistant sepsis attacks developed consecutively. On the postnatal 92nd day she died 

after cardiac arrest. Karyotype and microarray evaluation was normal. Excised dilated cystic 

structures were reported had gastric and duodenal epithelium in pathologic examination. 

Conclusion: The frequency of intestinal atresia, most of which is duodenal atresia, has been 

reported as 1.3-3.5/10000 live births. However, anomaly combinations accompanied by 

pancreatic hypoplasia and multiple atresias are very rare, but they have been previously reported 

in case series and with genetic mutations as MartinezïFrias syndrome and MitchelïRiley 

syndrome. Since the majority of these cases are lethal in the postnatal period, itôs very important 

to provide appropriate genetic counseling and inform family about the prognosis. 

Keywords: Fetal intestinal atresia, pancreatic hypoplasia, prenatal diagnosis, Martinez-Frias 

Syndrome, Mitchel-Riley Syndrome. 
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Figure 1. (a,c,d)  3 enlarged gastric, intestinal and cystic structures in the same plane, (d) ascite 

and (b,e,f)) other views of dilated structures are seen in the ultrasonographic images. 
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S-15 Heterotopic Pregnancy 

Ceyla Ceyhan1, Mehmet ¥zeren2 

1 Saĵlēk Bilimleri ¦niversitesi Ķzmir Tepecik Eĵitim Araĸtērma Hastanesi Kadēn Hastalēklarē 

ve Doĵum Kliniĵi 

2 Saĵlēk Bilimleri ¦niversitesi Ķzmir Tepecik Eĵitim ve Araĸtērma Hastanesi 

 

HETEROTOPIC PREGNANCY Heterotopic pregnancy is defined as the coexistence of 

intraauterine and extrauterine gestation. Heterotopic pregnancy is an extremely rare condition 

if there is no risk factors.The most important risk factor is previous surgery of the fallopian 

tubes.The incidence of spontaneous heterotopic pregnancy is known as 1/30,000. In 

reproductive treatment pregnancy frequency is %0.09 - %1.Early diagnosis and treatment of 

heterotopic pregnancies are important for prevention of mortality, morbidity,and future fertility. 

CASE PRESENTATION A 23-year- old woman with 10 weeks of amenorrhea and left 

abdominal pain came policlinic. She has 2 vajinal birth and 2 abortion and no abdominal 

surgery. And her transvaginal ultrasound has bicornu uterus,7w+5 intrauterin gestation (with 

negative heart beat )in one of the bicornu and left adnexial gestation (9w+3 with positive heart 

beat ) in a natural conception and minimal free fluid. Her vital are stabil.The patient underwent 

emergency laparoscopy.There was nearly ruptured left-sided tubal pregnancy with minimal 

hemoperitoneum and adhesion from past pelvic infections.and left ovarēan was adherence to 

left tuba and adnexial mass.So we did laparoscopic tubal and ovarian surgery and for intrauterin 

missed had termination. The patient is discharged after second day of surgery. CONCLUSION 

Although spontaneous heterotopic pregnancy is a rare condition, heterotopic pregnancy must 

be kept in mind and it should be included in the differential diagnosis of pelvic pain in 

pregnancy. Laparoscopy is a safe option for the treatment of heterotopic pregnancy. 

Keywords: Heterotopic Pregnancy,laparoscopy 
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S-16 A Case Report On Termination Of Cesarean Scar Pregnancy With Truclear 

Hysteroscopic Mechanical Tissue Morcellation Technique 

Cihan Bademkēran1, Mehmet Yaman1, Mehmet Salih Algēm1, Emine Akkuĸ1 

1 Saglēk Bilimleri University Gazi Yaĸargil Training And Research Hospital 

 

Pregnancy with implantation in a cesarean scar is the rarest form of ectopic pregnancy and is a 

life-threatening clinical condition. Early diagnosis and treatment is required. Since early 

diagnosis could not be made in the past, the only treatment; It was to perform an emergency 

laparotomy to prevent death due to maternal morbidity, massive bleeding, and uterine rupture. 

However, there are also preventive options in treatment today. Uterine preservating options can 

be listed as surgical, medical and minimally invasive interventions. Data on cesarean scar 

pregnancy are mostly based on case reports due to its rarity. Therefore, there is no agreed 

clinical management on the diagnosis and treatment. In our case report, we wanted to emphasize 

that scar pregnancy was successfully treated with the truClear mechanical tissue morcellation 

technique. Cesarean scar pregnancy is a serious obstetric event and early diagnosis is important. 

Treatment is prone to complications due to the location of the pregnancy. The main aim of 

treatment should be to minimize damage to the functional layer of the cavity and complications 

such as rupture. For this purpose, the use of mechanical tissue morcellation technique may be 

safe, but more cases and data are needed for definitive results. 

Keywords: Scar Pregnancy, Complication, Hysteroscopy 

 

 

 

 

 

 

 

 

 



ñ3.Uluslararasē Jinokoloji ve Obstetri Kongresiò 

 

60 

 

S-18 Hydrocephalus And Acrania In Monochorionic Monoamniotic Twin Pregnancy: A 

Rare Case Report And Literature Review 

¢aĵlasu Keleĸ1, Se­il Karaca Kurtulmuĸ1 

1 Izmir K©tip ¢elebi ¦niversitesi Atat¿rk Eĵitim Araĸtērma Hastanesi 

 

In the realm of obstetrics, twin pregnancies present a captivating yet intricate subject of study. 

The phenomenon of two fetuses developing simultaneously within the same maternal 

environment brings to light a range of physiological and developmental intricacies. A 

particularly compelling facet of this phenomenon involves the potential anomalies that can 

affect the central nervous system of these developing fetuses. Craniospinal malformations seem 

to be the most common disorders in multiple pregnancies. The incidence rate is higher in twin 

pregnancies with fetal central nervous system malformations .In conclusion, central nervous 

system malformations in multiple pregnancies have a higher incidence in monochorionic twin 

pregnancies than in the general population. However, the incidence of two different central 

nervous system malformations is very low in monochorionic twins. In this case, we present 

different central nervous system anomalies of fetuses in monochorionic monoamniotic twin 

pregnancy. In this case, hydrocephalus was found in one fetus and acrania in the other in 

monochorionic monoamniotic twin pregnancy. Both fetuses were diagnosed with craniospinal 

malformation, and parents were informed about the negative course of the fetuses. After the 

completion of the legal procedures, termination was made at the 16th week of pregnancy with 

the consent and decision of the parents. External images of the fetuses confirmed the diagnosis. 

The family refused to perform an autopsy. Early detection of anomalies through advanced 

imaging techniques and genetic testing allows for informed decision-making and the 

implementation of appropriate management strategies. 

Keywords: Twin, Monochorionicity, Hydrocephalus, Acrania 

 

 

INTRODUCTION  

 

Twin pregnancies are considered as obstetric pathological conditions because of the possible 

risk of complications. The incidence of multiple pregnancies has increased significantly due to 

the widespread use of assisted reproductive techniques. About two-thirds of twins are dizygotic. 

Its prevalence is 7-11/1000 births and increases in parallel with increasing maternal age. 

Craniospinal malformations seem to be the most common disorders in singleton pregnancies as 

well as in multiple pregnancies. In twin pregnancies, in addition to neural tube defects, the 

prevalence of hydrocephalus is three times higher, and the prevalence of other central nervous 

system malformations is one and a half times higher. Some publications report an even higher 

- up to 10-15 fold - increase in the prevalence of anencephaly. The incidence of 

monochorionicity is approximately 25% in all twin pregnancies, but the incidence rate is higher 

in twin pregnancies with fetal central nervous system malformations. Sebire et al. found that 

the rate of association between monochorionicity and anencephaly was approximately 46%. 

However, if we examine the relationship between monochorionicity and all malformations of 

the central nervous system in our focus, we find the incidence rate just below 53%. In 

conclusion, central nervous system malformations in multiple pregnancies have a higher 

incidence in monochorionic twin pregnancies than in the general population. However, the 

incidence of two different central nervous system malformations is very low in monochorionic 

twins. In this case, we will present different central nervous system anomalies of fetuses in 
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monochorionic monoamniotic twin pregnancy.  

 

 

 

CASE REPORT 

A 31-year-old patient with gravida 2 parity and 1 twin pregnancy, who had one previous 

cesarean section, was referred to the perinatology department from an external center due to 

comorbidity in her twin. When the patient applied to us, she was in the 16+4th week of her 

pregnancy. MCMA twin pregnancy was detected in the USG of the patient. 1. Fetal biometry 

was monitored as BPD:36MM 17W+2D, HC:128MM 12W+4D, AC:93MM 15W+4D, 

FL:17MM 15W+1D. In addition, the right lateral ventricle was 15mm, the left lateral ventricle 

was 11.5mm, (Figure 1) tcd was 14mm (<3p). Cisterne Magna obliterated, 3rd ventricle dilated. 

2. Fetal calvarium was not observed in fetus. Appearance compatible with Akrania was 

observed. His biometry was viewed as AC 103MM 16W+2D, FL 18MM 15+4D. Afterwards, 

the patient was discussed in the Perinatology council of our hospital. It was decided to terminate 

the pregnancy. The patient was interned and he was dealt with in detail. After obtaining their 

consent, 300 microgram misoprostol was administered vaginally every 3 hours. At the 3rd dose, 

the patient had spontaneous abortion. Monochorionic placenta was observed in the abortion 

material, hydrocephalus in the 1st fetus and acrania in the 2nd fetus. (Figure 3, 4) Then the 

patient underwent revision curettage. Endometrial thickness was measured as 4mm on control 

USG. No active bleeding was observed in her vaginal examination. The patient was discharged 

with recommendations. 

 

 

 
 

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

acrania was observed. )  

 

 

 

            
 

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

 

DISCUSSION 

Major structural central nervous system abnormalities can be easily diagnosed by prenatal USG 

examination. It has been reported that approximately 30% of pregnancies terminated after the 

12th week of pregnancy are due to CNS abnormalities. However, since many structures do not 

become sonographically evident until the second and third trimester, not all abnormalities can 

be detected by USG. Confirmation of prenatal USG findings with postmortem examination is 

the gold standard for quality control and evaluation of USG diagnosis. Additional postmortem 

examination provides clinically relevant information and is a useful tool for a thorough 

evaluation and optimal genetic counseling, leading to an accurate syndromic diagnosis or 

further genetic and/or chromosomal investigations. When a decision is made about the outcome 

of a mismatched twin pregnancy for a particular malformation of the central nervous system 

after the prenatal diagnosis is made, several questions are taken into account. Chorionicity, 

amnionity, gestational age, and position of the affected fetus relative to the uterine orifice are 

essential pieces of information, such as information on the prognosis of the specific 

malformation, possible treatments, or information on obstetric complications associated with 

the specific malformation. The aim is to terminate the pregnancy before 16 weeks of gestation 

if possible, because the risk of invasive curettage increases as time passes. 
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S-19 Total Laparoskopik Histerektomi Sonrasē Dren Yerinden Batēn Dēĸēna Omentum 

Herniasyonu Geliĸen Olgunun Yºnetimi 

Dilara Can1, Ahkam Gºksel Kanmaz1 

1 Ķzmir Tepecik Eĵitim ve Araĸtērma Hastanesi 

 

Jinekolojik cerrahi iĸlemler i­inde histerektomi en sēk uygulanan operasyondur. Histerektomi, 

cerrahēn tecr¿besi ve hastaya ait daha ºnce ge­irilmiĸ cerrahi ºyk¿ veya uterus b¿y¿kl¿ĵ¿ gibi 

etkenlere baĵlē olarak abdominal, vajinal veya laparoskopik olarak ger­ekleĸtirilebilir. 

Jinekoloji polikliniĵine anormal uterin kanama ve sēk idrara ­ēkma ĸikayeti ile baĸvuran 55 

yaĸēnda olgu deĵerlendirildi. Mevcut bulgularla olguya total laparoskopik histerektomi + 

unilateral salpingo-ooferektomi + tanēsal sistoskopi operasyonu ºnerildi ve yapēldē. Batēn sol 

alt kadranda bulunan 5 mmôlik port yerinden Douglas boĸluĵuna 1 adet 3 delikli silikon dren 

yerleĸtirildi. Yapēlan dren takibinde postoperatif 20. Saatte drenden 100 cc serohemorajik mayi 

izlendi. Dren sēfērlanarak takibe devam edildi. Postoperatif 24. Saatte drenin spontan olarak 

ayrēlarak batēn dēĸēna ­ēktēĵē gºr¿ld¿. Batēn port insizyonundan dren ile beraber omentum 

herniasyonu olduĵu gºr¿ld¿. Tanēsal laparoskopi planlandē. Yapēlan laparoskopik gºzlemde 

batēn sol alt kadranda bulunan 5 mmôlik port insizyonundan omentumun protr¿ze olduĵu 

gºr¿ld¿. Bipolar koter ve soĵuk makas ile makroskobik normal gºr¿nen omentum hattēndan 

parsiyel omentum rezeksiyonu yapēldē. Kanama kontrol¿ sonrasē Douglasôa 1 adet nelaton dren 

yerleĸtirilerek operasyona son verildi. Postoperatif 1. G¿nde taburcu edildi. Hastanēn patoloji 

sonucu histerektomi materyali leiomiyom ile uyumlu, omentum materyali fokal nekroz ve 

kanama alanlarē i­eren lipomatºz doku(omentum) olarak raporlandē. Laparoskopik cerâraâhide 

operasyon bitirilirken 10 mm port yerâleâri ve ­ok kulâlaânēâlan ya da geâniĸâleâyen 5 mm 

port yerâleâriânin fasâya deâfektâleâri kaâpaâtēlâmaâlēâdēr. 

Anahtar Kelimeler:  Laparoskopik Histerektomi, Fasya Defekti, Omentum 

ABSTRACT 

Among gynecological surgical procedures, hysterectomy is the most frequently performed 

operation. Hysterectomy can be performed abdominal , vaginal or laparoscopic way , depending 

on factors such as the surgeon's experience and the patient's previous surgical history or uterine 

size . 

A 55 years old case who applied to the gynecology clinic with complaints of abnormal uterine 

bleeding and frequent urination was evaluated. With the current findings, total laparoscopic 

surgery was performed on the case. Hysterectomy + unilateral salpingo-oophorectomy + 

diagnostic cystoscopy operation was recommended and performed. A 3-hole silicone drain was 

placed into the Douglas space through the 5 mm port in the left lower quadrant of the abdomen 

. During the drain follow-up, 100 cc of serohemorrhagic fluid was observed from the drain at 

the 20th postoperative hour . The drain was reset and follow-up continued. At the 24th 

postoperative hour, it was observed that the drain spontaneously separated and went out of the 

abdomen through to the port incision. Omentum with drain through abdominal port incision it 

was observed that there was a herniation . Diagnostic laparoscopy was planned. In the 

laparoscopic observation, it was observed that the omentum was protruded through the 5 mm 

port incision in the left lower quadrant of the abdomen. Partial resection of the omentum was 

performed from the macroscopically normal-appearing omentum line with bipolar cautery and 

cold scissors. After bleeding control, a nelaton drain was placed in Douglas and the operation 

was completed. She was discharged on postoperative day 1. The patient's pathology result was 
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reported as hysterectomy material compatible with leiomyoma , and omentum material as 

lipomatous tissue ( omentum ) containing focal necrosis and bleeding areas . 

In laparoscopic surgery operations, fascia incisions in 10 mm port areas and frequently used or 

expanded 5 mm port areas should be closed when completing the case. 

Keywords: Laparoscopic Hysterectomy, Fasia Defect, Omentum 

 

 

GĶRĶķ  

Giriĸ 

Jinekolojik cerrahi iĸlemler i­inde histerektomi en sēk uygulanan operasyondur(1). 

Histerektomi, cerrahēn tecr¿besi ve hastaya ait daha ºnce ge­irilmiĸ cerrahi ºyk¿ veya uterus 

b¿y¿kl¿ĵ¿ gibi etkenlere baĵlē olarak abdominal, vajinal veya laparoskopik olarak 

ger­ekleĸtirilebilir(2). Laparoskopik olarak ger­ekleĸtirilen histerektomi; postoperatif aĵrē, 

morbidite, kan kaybē, normal aktivitelere dºnme s¿resi, yara enfeksiyonu ve hastanede kalēĸ 

s¿resi bakēmēndan abdominal histerektomiye ¿st¿nd¿r(3). Bu avantajlarēna raĵmen 

komplikasyon oranē, ºĵrenme eĵrisinin uzun s¿rmesi, operasyon s¿resinin uzamasē dezavantaj 

olarak karĸēmēza ­ēkmaktadēr(4). Laparoskopik histerektomi genellikle 2 adet 5 mm ve 2 adet 

10 mm port kullanēlarak yapēlēr. 

Yºntem 

Jinekoloji polikliniĵine anormal uterin kanama ve sēk idrara ­ēkma ĸikayeti ile baĸvuran 55 

yaĸēnda olgu deĵerlendirildi. Olgunun bilinen hipertansiyon ve diyabet tanēsē mevcuttu.  

¦­ vajinal doĵumu ve dēĸ merkezde over kisti nedeniyle laparatomi ile saĵ ooferektomi 

operasyonu ºyk¿s¿ mevcuttu.  

Bulgular 

Hasta transvajinal ultrason ile deĵerlendirildi ve uterus korpus anteriorda endometriuma basē 

yapan 57x60 mm intramural miyom n¿vesi izlendi. Sol over yaĸ ile uyumlu atrofik olarak 

deĵerlendirildi. Ardēndan yapēlan endometrial ºrnekleme sonucu d¿zensiz proliferatif 

endometrium olarak raporlandē. 

Hasta mevcut bulgular ile deĵerlendirildi ve laparoskopik histerektomi unilateral salpingo-

ooferektomi ĸeklinde operasyon se­eneĵi sunuldu. Hastanēn kabul etmesi ¿zerine operasyon 

ºncesi hazērlēk tamamlandē. Olguya total laparoskopik histerektomi + unilateral salpingo-

ooferektomi + tanēsal sistoskopi operasyonu yapēldē. Batēn sol alt kadranda bulunan 5 mmôlik 

port yerinden Douglas boĸluĵuna 1 adet 3 delikli silikon dren yerleĸtirildi. Dren ipek s¿tur ile 

tespit edildi. Yapēlan dren takibinde postoperatif 20. Saatte drenden 100 cc serohemorajik mayi 

izlendi. Dren sēfērlanarak takibe devam edildi. Postoperatif 24. Saatte drenin spontan olarak 

ayrēlarak batēn dēĸēna ­ēktēĵē gºr¿ld¿. Yapēlan muayenede drenin 3 deliĵi intakt olarak izlendi. 

Batēn port insizyonundan dren ile beraber omentum herniasyonu olduĵu gºr¿ld¿. Hastaya bilgi 

verildi. Tanēsal laparoskopi planlandē. Yapēlan laparoskopik gºzlemde batēn sol alt kadranda 

bulunan 5 mmôlik port insizyonundan omentumun protr¿ze olduĵu gºr¿ld¿. Bipolar koter ve 

soĵuk makas ile makroskobik normal gºr¿nen omentum hattēndan parsiyel omentum 

rezeksiyonu yapēldē. Kanama kontrol¿ sonrasē Douglasôa 1 adet nelaton dren yerleĸtirilerek 

operasyona son verildi. Postoperatif takibi yapēlan olgu ek yakēnma geliĸmemesi ¿zerine 

postoperatif 1. G¿nde taburcu edildi. Hastanēn patoloji sonucu histerektomi materyali 

leiomiyom ile uyumlu, omentum materyali fokal nekroz ve kanama alanlarē i­eren lipomatºz 

doku(omentum) olarak raporlandē. 
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ķekil 1: Hasta operasyon masasēnda iken gºr¿nen omentum herniasyonu 

 

SONU¢ VE TARTIķMA  

Laparoskopik cerrahi operasyonlarēnda vaka bitirilirken 10 mm port yerleri ve ­ok kullanēlan 

ya da geniĸleyen 5 mm port yerlerinde oluĸan fasya insizyonlarē kapatēlmalēdēr.Port 

insizyonundan herni riskini arttēran faktºrler port deliĵinin ­ok fazla manip¿lasyonu, materyal 

­ēkartēlērken fasyanēn gerilmesi ve fasya defektinin kapatēlmamasēdēr. Bu t¿r durumlarda 

omentum, barsak ve her ikisinin herniasyonu gºr¿lebilir. Komplikasyon oranēnē d¿ĸ¿rmek i­in 

fasya defektleri mutlaka onarēlmalēdēr. 
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S-20 Servikal Elongasyonun Eĸlik Ettiĵi Pelvik Organ Prolapsusu Olgularinda Vaginal 

Histerektomi Sonrasi N¿ks Oranlarimiz 

Dilek Uysal1, Mustafa ķeng¿l1 

1 Ķzmir K©tip ¢elebi ¦niversitesi Atat¿rk Eĵitim ve Araĸtērma Hastanesi 

 

Giriĸ: Servikal kollum elangasyonu pelvik organ prolapsus(POP) olgularēnēn %40'ēnda 

saptanan yaygēn gºr¿len bir bulgudur. Bu olgularda vaginal histerektomi(VH) en sēk uygulanan 

cerrahi prosed¿r olmaktadēr. Cerrahi sonrasē bu olgularda POP rek¿rens sēklēĵē ile ilgili 

literat¿rde ­ok fazla ­alēĸma yoktur. ¢alēĸmamēzda 2010-2020 yēllarē arasēnda Vaginal 

Histerektomi yapēlan hastalarda servikal uzunluĵun n¿ks oranlarēna etkisini karĸēlaĸtērmayē 

hedefledik. Materyal Metod: Bu tek merkezli retrospektif ­alēĸmada, 2010-2020 yēllarē arasēnda 

POP nedeniyle VH uygulanan kadēnlar toplanmēĸtēr. Vakalar, Pelvik Organ Prolapsusu 

Nicelik(POP-Q) sisteminin C noktasē Ó0 ve tahmini servikal uzunluĵun Ó5 cm olmasē temelinde 

servikal kollum elangasyonu varlēĵē yokluĵu a­ēsēndan iki gruba ayrēldē. Primer sonu­, POP-Q 

sistemi tarafēndan deĵerlendirilen pelvik organ prolapsusunun (POP) n¿ksetmesiydi. Ķki grubun 

sonu­larē eĵilim skoru eĸleĸmesi sonrasē yaĸ, parite ve preoperatif POP-Q evreleri a­ēsēndan 

karĸēlaĸtērēldē. Hastalar operasyon sonrasē takip s¿re­lerinde n¿ks POP a­ēsēndan incelendi. Pre 

operatif ve post operatif C noktalarē kayēt altēna alēndē. Eĸ zamanlē hasta ºzellikleri, operasyon 

kayētlarē ve postoperatif komplikasyon verileri deĵerlendirmeye alēndē. Ķstatistiksel analiz 

S¿rekli deĵiĸken daĵēlēmēnēn normalliĵi Shaphiro wilk testi ile test edilmiĸtir. Normal olmayan 

sayēsal verileri 2 grup arasēnda karĸēlaĸtērmak i­in Mann whitney u testi kullanēldē. Ameliyat 

ºncesi ve sonrasē ºl­¿mleri karĸēlaĸtērmak i­in Wilcoxon testi yapēldē. Kategorik deĵiĸkenler 

i­in gruplarē karĸēlaĸtērmak i­in ki-kare testi uygulandē. Windows s¿r¿m 24.0 i­in SPSS ile 

istatistiksel analiz yapēldē ve p <0.05 deĵeri istatistiksel olarak anlamlē kabul edildi. Bulgular: 

Grup eĸleĸtirme, her iki grupta da benzer demografi saĵladē. Preoperatif C noktalarē a­ēsēndan 

karĸēlaĸtērēldēĵēnda servikal elongasyonun eĸlik ettiĵi POP olgularēnda 3 (2 -4 ) (n=33), diĵer 

grupta 2.5 (1.5 -4) (n=40) olarak ºl­¿lm¿ĸt¿r (p:0.782). Postoperatif C noktalarē a­ēsēndan 

karĸēlaĸtērēldēĵēnda servikal elongasyonun eĸlik ettiĵi POP olgularēnda -3 (-4 /-3 ) (n=33), diĵer 

grupta -2 (-3 /-2 ) (n=40) olarak ºl­¿lm¿ĸt¿r (p:0.011). Operasyon s¿releri karĸēlaĸtērēldēĵēnda 

servikal elongasyonun eĸlik ettiĵi POP olgularēnda operasyon s¿resi/dk 98 (79 -138.5 ), diĵer 

grupta 83 (60 -116 ) olarak saptanmēĸtēr(p:0.013). Sonu­: Serviksin elangasyonu pelvik organ 

prolapsusu olan kadēnlarda yaygēn bir bulgudur. Altta yatan patofizyolojik mekanizmalar ve 

servikal uzamanēn geliĸimi ĸu anda tam olarak anlaĸēlmamēĸtēr. Servikal kollum uzunluĵunun 

eĸlik ettiĵi POP'lu kadēnlarda vaginal histerektomi sonrasē POP rek¿rensi normal servikal 

uzunluĵu olan POP hastalarēna gºre daha az saptanmēĸtēr. 

Anahtar Kelimeler:  Servikal kollum uzunluĵu, Vaginal histerektomi, Pelvik Organ 

Prolapsusu 

ABSTRACT 

Introduction: Cervical collum elangation is a common finding found in 40% of pelvic organ 

prolapse(POP) cases. In our study, we aimed to compare the effect of cervical length on 

recurrence rates in patients who underwent Vaginal Hysterectomy between Dec 2010 and Dec 

2020. Method: In this single-centered retrospective study, women who underwent VH due to 

POP between 2010 and 2020 were collected. Dec. The cases were divided into two groups in 

terms of absence of presence of cervical collum elangation on the basis of point C of Pelvic 

Organ Prolapse Quantity(POP-Q) system Ó0 and estimated cervical length Ó5 cm. The primary 

outcome was recurrence of pelvic organ prolapse (POP) evaluated by the POP-Q system. The 
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results of the two groups were compared in terms of age, parity and preoperative POP-Q stages 

after matching the propensity score. Patients were examined in terms of recurrence POP during 

the postoperative follow-up processes. Pre operative and post operative C points were recorded. 

Simultaneous patient characteristics, operation records and postoperative complication data 

were evaluated Statistical analysis The normality of the continuous variable distribution was 

tested with the Shaphiro wilk test. Mann whitney u test was used to compare abnormal 

numerical data between 2 groups. Dec. Wilcoxon test was performed to compare preoperative 

and postoperative measurements. The chi-square test was applied to compare the groups for 

categorical variables. Statistical analysis was performed with SPSS for Windows version 24.0 

and a value of p <0.05 was considered statistically significant. Results: Group matching 

provided similar demographics in both groups. Compared to the preoperative C points, it was 

measured as 3 (2 -4) (n=33) in POP cases accompanied by cervical elongation, 2.5 (1.5 -4) 

(n=40) in the other group (p:0.782 ). When compared in terms of postoperative C points, it was 

measured as -3 (-4 / -3) (n=33) in POP cases accompanied by cervical elongation, -2 (-3 / -2 ) 

(n=40) in the other group (p:0.011 ). Compared to the operation times, the operation time/min 

was found to be 98 (79 -138.5 ) in POP cases accompanied by cervical elongation, and 83 (60 

-116 ) in the other group(p:0.013 ). Conclusion: Cervical elangation is a common finding in 

women with pelvic organ prolapse. The underlying pathophysiological mechanisms and the 

development of cervical elongation are currently not fully understood. In women with POP 

accompanied by cervical collum length, POP recurrence after vaginal hysterectomy was found 

to be less than in POP patients with normal cervical length.  

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

 

 

 

GĶRĶķ  

Servikal kollum elangasyonu pelvik organ prolapsus(POP) olgularēnēn %40'ēnda saptanan 

yaygēn gºr¿len bir bulgudur. Bu olgularda vaginal histerektomi(VH) en sēk uygulanan cerrahi 

prosed¿r olmaktadēr. Cerrahi sonrasē bu olgularda POP rek¿rens sēklēĵē ile ilgili literat¿rde ­ok 

fazla ­alēĸma yoktur. ¢alēĸmamēzda 2010-2020 yēllarē arasēnda Vaginal Histerektomi yapēlan 

hastalarda servikal uzunluĵun n¿ks oranlarēna etkisini karĸēlaĸtērmayē hedefledik. 

 

 

 

Y¥NTEM 

Bu tek merkezli retrospektif ­alēĸmada, 2010-2020 yēllarē arasēnda POP nedeniyle VH 

uygulanan kadēnlar toplanmēĸtēr. Vakalar, Pelvik Organ Prolapsusu Nicelik(POP-Q) sisteminin 

C noktasē Ó0 ve tahmini servikal uzunluĵun Ó5 cm olmasē temelinde servikal kollum 

elangasyonu varlēĵē yokluĵu a­ēsēndan iki gruba ayrēldē. Primer sonu­, POP-Q sistemi 

tarafēndan deĵerlendirilen pelvik organ prolapsusunun (POP) n¿ksetmesiydi. Ķki grubun 

sonu­larē eĵilim skoru eĸleĸmesi sonrasē yaĸ, parite ve preoperatif POP-Q evreleri a­ēsēndan 

karĸēlaĸtērēldē. Hastalar operasyon sonrasē takip s¿re­lerinde n¿ks POP a­ēsēndan incelendi. Pre 

operatif ve post operatif C noktalarē kayēt altēna alēndē. Eĸ zamanlē hasta ºzellikleri, operasyon 

kayētlarē ve postoperatif komplikasyon verileri deĵerlendirmeye alēndē. Ķstatistiksel analiz 

S¿rekli deĵiĸken daĵēlēmēnēn normalliĵi Shaphiro wilk testi ile test edilmiĸtir. Normal olmayan 

sayēsal verileri 2 grup arasēnda karĸēlaĸtērmak i­in Mann whitney u testi kullanēldē. Ameliyat 

ºncesi ve sonrasē ºl­¿mleri karĸēlaĸtērmak i­in Wilcoxon testi yapēldē. Kategorik deĵiĸkenler 

i­in gruplarē karĸēlaĸtērmak i­in ki-kare testi uygulandē. Windows s¿r¿m 24.0 i­in SPSS ile 

istatistiksel analiz yapēldē ve p <0.05 deĵeri istatistiksel olarak anlamlē kabul edildi. 
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BULGULAR  

Grup eĸleĸtirme, her iki grupta da benzer demografi saĵladē(Tablo-1). Preoperatif C noktalarē 

a­ēsēndan karĸēlaĸtērēldēĵēnda servikal elongasyonun eĸlik ettiĵi POP olgularēnda 3 (2 -4 ) 

(n=33), diĵer grupta 2.5 (1.5 -4) (n=40) olarak ºl­¿lm¿ĸt¿r (p:0.782). Postoperatif C noktalarē 

a­ēsēndan karĸēlaĸtērēldēĵēnda servikal elongasyonun eĸlik ettiĵi POP olgularēnda -3 (-4 /-3 ) 

(n=33), diĵer grupta -2 (-3 /-2 ) (n=40) olarak ºl­¿lm¿ĸt¿r (p:0.011) (Tablo-2). Operasyon 

s¿releri karĸēlaĸtērēldēĵēnda servikal elongasyonun eĸlik ettiĵi POP olgularēnda operasyon 

s¿resi/dk 98 (79 -138.5 ), diĵer grupta 83 (60 -116 ) olarak saptanmēĸtēr(p:0.013).  

 

  VH+SE (n=33) VH(n=40) P 

Variables 

Median [25%-

75%] 

Median [25%-

75%]  
Yaĸ 57 [38 -67 ] 61.5 [54 -68.5 ]  0.110 

BMI 

29.36 [26.05 -32.03 

] 

30.27 [25.16 -32.22 

]  0.978 

Parite 3 [2 -3 ] 3 [2 -4 ]  0.162 

izlem s¿resi ay 74 [65 -91 ] 76 [58.5 -95 ]  0.859 

HASTANEDE 

KALIķ(g¿n) 2 [2 -3 ] 3 [2 -3 ]  0.098 

PREOP D -5 [-5 --4 ] -4 [-5 --3 ] 0.002* 

OP S¦RESĶ(dk) 83 [60 -116 ] 98 [79 -138.5 ]  0.013* 

Tablo 1.  

 

 

 

 

   VH+SE (n=33) VH(n=40)  
 

 

Median [25%-

75%] 

Median [25%-

75%] P 

Post 

menapoz 

PREOP C 

NOKTASI 3 [2 -4 ] 2 [1,5 -3 ] 0,441 

POSTOP C 

NOKTASI -3 [-4 --3 ] -2,5 [-3 --2 ] 0,004* 

Within group P=0.001* P=0.001*  
Pre menapoz PREOP C 

NOKTASI 2,5 [1 -4 ] 3,5 [1,5 -4,5 ] 0,616 

POSTOP C 

NOKTASI -3 [-4 --2 ] -2 [-3 --2 ] 0,110 

Within group P=0.001* P=0.001*  
Tablo 2.  
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SONU¢ VE TARTIķMA  

Serviksin elangasyonu pelvik organ prolapsusu olan kadēnlarda yaygēn bir bulgudur. Altta 

yatan patofizyolojik mekanizmalar ve servikal uzamanēn geliĸimi ĸu anda tam olarak 

anlaĸēlmamēĸtēr. Servikal kollum uzunluĵunun eĸlik ettiĵi POP'lu kadēnlarda vaginal 

histerektomi sonrasē POP rek¿rensi normal servikal uzunluĵu olan POP hastalarēna gºre daha 

az saptanmēĸtēr.  
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S-21 A Tertiary Hospital Experience Of Applicability Of Hysteroscopic Tēssue 

Morcellation In Myom And Polyps 

Cihan Bademkēran1 

1 Saglēk Bilimleri University Gazi Yaĸargil Training And Research Hospital 

 

Hysteroscopy is the standard modality of diagnosis and treatment of endometrial pathologies. 

Patient selection for this procedure is usually based on preoperative ultrasound scan results. By 

means of hysteroscopy, procedures such as polyp and fibroid resection, synechiolysis, 

sterilization, septum resection and removal of residual pregnancy products are performed. In 

addition to being an organ preservating surgery, being a minimally invasive procedure is one 

of its biggest advantages. The hysteroscopy procedure is prone to complications and may cause 

adverse changes in the endometrial cavity. In order to minimize these disadvantages and 

complications, mechanical tissue morcellator systems are used in addition to the variety of 

energy modalities in the hysteroscopy technique. We aimed to reveal the applicability, 

advantages and disadvantages of hysteroscopic tissue morcellation, which is called the 

'truClear' method, carried out in our clinic in pathologies in various patient groups. 

Hysteroscopic procedure with truClear method was applied to patients with abnormal uterine 

bleeding who were diagnosed with intracavitary polyp or myoma in Diyarbakēr Gazi Yaĸargil 

Training and Research Hospital Gynecology and Obstetrics Clinic between January 2023 and 

August 2023. In these procedures, patient demographics, characteristics of the intracavitary 

lesion, size of the lesion, duration of the procedure, amount of fluid used and pressure were 

evaluated. We experienced that the truClear mechanical tissue morcellation technique, which 

we used in our study, resulted in success without intraoperative complications in myoms and 

polyps, and in a minimally invasive manner even in relatively large fibroids and polyps. The 

small number of patients is the limitation of our study, and studies with large series are needed 

on this subject. 

Keywords: Hysteroscopy, Mechanical tissue morcelation, Abnormal uterine bleeding 
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S-22 A Case Of A Patēent Wēth Chronēc Ablatēo Olēgo Sequence Detected In The Second 

Trēmester 

Emre Yal­ēn1, Ceren Saĵlam1, Alkēm G¿lĸah ķahingºz Yēldērēm1 

1 University Of Health Sciences, Izmir Tepecik Training And Research Hospital Department 

Of Obstetrics And Gynecology, Department Of Perinatology 

 

Objective: Chronic ablatio oligo sequence (CAOS) is a prediagnosis that should be kept in mind 

in patients presenting to the clinic with intrauterine growth retardation and oligohydramnios. 

These patients may have a history of first trimester vaginal bleeding. Therefore, the importance 

of ultrasonographic evaluation of the placenta was aimed. Method: The patient who was 

referred to the Perinatology Department of Izmir Tepecik Training and Research Hospital with 

a prediagnosis of early-onset intrauterin growth restriction was diagnosed with CAOS. Results: 

A 26-week pregnant 26-year-old G1PO patient was referred to our clinic from an external center 

with early-onset IUGR and placentomegaly. In the ultrasonography of the patient, fetal 

measurements were compatible with 20 weeks, amniotic fluid volume oligohydramnios, end 

diastolic flow loss , placentomegaly and a 96x68 mm hematoma area were observed in 

umbilical artery doppler, and a wave a was positive in the ductus venosus (Figure 1,2,3). 

Coagulation parameters were normal. Fetal karyotyping was normal. The patient had a history 

of vaginal bleeding in the first trimester. She was taking progesterone as treatment. The patient 

was hospitalized in the ward and was taken under observation. At the 27th week, the patient 

was diagnosed with severe preeclampsia and delivery was decided upon the detection of high 

blood pressure, elevated liver enzymes, proteinuria and prodromal symptoms, and the baby was 

taken to the neonatal intensive care unit after delivery. Conclusion: Detachment placenta is a 

partial or complete separation of the normally located placenta before fetal delivery. It occurs 

in 0.4% to 1% of pregnancies. Although the cause of detached placenta is unknown, many 

predisposing factors have been demonstrated. These include advanced maternal age, increased 

gravida or parity, gestational hypertension, intrauterine growth retardation, non-vertex 

presentation, polyhydramnios, premature rupture of membranes, history of pregnancy with 

detached placenta, smoking and trauma. Detached placenta has been associated with maternal 

and neonatal morbidity and mortality. In conclusion, evaluation of patients presenting with 

IUGR and oligohydramnios in terms of CAOS is important for patient management. 

Keywords: CAOS,ultrasound,ablation,oligohydramnios 
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Figure 1: End diastolic blood flow in umblical artery 

  

 

Figure 2: Positive a-wave in the ductus venosus 
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Figure3: Hematoma area in the placenta 
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S-23 Delayed Diagnosis Of Placenta Previa Percreata And Postoperative Outcomes 

Erhan Okuyan* 1, Ķlyas Turan 1 

1 Batman Eĵitim ve Araĸtērma Hastanesi 

 

Placenta previa perforata is one of the most difficult cases for obstetricians to manage with a 

serious mortality rate. In this case report, we describe the case of placenta previa perforata in a 

29-year-old woman who had 2 previous cesarean sections and its postoperative outcome 

Keywords: Placenta previa percreata , Obstetric emergency 

GĶRĶķ  

 

At the age of 29, the patient, who came to regular follow-ups and gave birth by cesarean section 

twice before, was admitted to the emergency room with the complaint of labor and water 

retention at 38 weeks of gestation and an emergency operation decision was made. 

 

Y¥NTEM 

 

A case report of placenta previa perkreata with missed diagnosis 

 

BULGULAR  

 

The patient is taken into operation under emergency conditions based on her system notes as 

she had previous follow-ups. The gynecologist and obstetrician, who is in the 10th month of 

his specialization, diagnoses placenta previa percreata when he observes the uterus after 

entering the abdomen with pfannenstiel incision and immediately calls the 2nd surgeon for help. 

After increasing the abdominal incision with sub-umbilical median and supra-umbilical median 

incision, the uterus is passed through a transverse incision at the fundus level and a single live 

meconium stained Apgar3-5 male baby is removed. Subsequently, the placenta cord is ligated 

and kept in the cavity and the uterus is quickly sutured with full-thickness continuous 1.0 vicryl 

and intra-abdominal exploration of the uterus is started. Upon observation of dense adhesions 

on the posterior wall of the uterus and dense adhesions on bilateral adnexa, a gynecologic 

oncologist is invited to the case. Uterine posterior wall, paracolic areas, vesicouterine area, 

bilateral obturatuar fossae were dissected. Perioperative total abdominal hysterectomy was 

performed with 6 units of erythrocyte suppression and 2 units of fresh frozen plasma transfusion 

( Figure 1-3). After the bladder methylene blue control, bladder trigone perforation with a length 

of approximately 6 cm was observed and the bladder was double sutured by the urologist. After 

being followed up in the intensive care unit for 3 days in the postoperative period, the patient 

was discharged with healing after the general well-being of the patient was followed up in the 

ward conditions. 

 

Figure-1 : Placenta previa percreata 

Figure-2 : Periopeative Hysterectomy material  

Figure-3 : Postoperative  period 
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SONU¢ VE TARTIķMA  

 

Placenta previa percreata is a life-threatening condition requiring serious teamwork and  

 

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

Zeynep Acar1, Esra Can1 

1 Ķstanbul Kanuni Sultan S¿leyman Eah 

 

OLGU SUNUMU: 22 yaĸēnda, gravida 3 parite 2 olan 14 haftalēk gebede, muayenesi sērasēnda 

saĵ adneksiyel alanda 70x75 mm boyutlarēnda ºl­¿len multiseptalē kistik kitle izlendi. 

Laboratuvar tetkiklerinde; t¿mºr markerlarē normal tesbit edildi. Manyetik Rezonans 

gºr¿nt¿lemede saĵ adnekste septalē yaklaĸēk 9*6 cm ­apēnda septalē kistik kitle gºr¿ld¿ (ķekil-

1a) Hastaya kitle boyut ve lokalizasyonu nedenli gebeliĵin ilerleyen dºnemlerinde aĵrēsēnēn 

daha da artabileceĵi, r¿pt¿r ve malignite ihtimalleri hakkēnda bilgi verildi. ¥n planda malignite 

d¿ĸ¿n¿lmeyen hasta takibe alēndē. Gebeliĵin 34. Haftasēna kadar USG takiplerinde kist 

boyutlarēnda artēĸ izlenmedi. 38. Hafta takibinde 4 hafta ºncesine gºre kist boyutlarēnda iki kat 

artēĸ izlendi. C/S ile beraber kistektomi uygulanmasē planlandē. 38h+2 d Umblikus altēndan 

yapēlan midline kesi ile laparotomi yapēldē. Batēn yēkama sitolojisi alēndēktan sonra, uterustan 

kerr insizyon ile Apgar 6-8 3610 gr erkek bebek doĵurtuldu. Kerr insizyon kapatēldēktan sonra 

saĵ overden kaynaklanan ve karĸē pelvis duvarēna kadar uzanan, t¿m douglasē dolduran 20 cm 

boyutlarēnda, kistik kitle izlendi. Saĵ kistektomi yapēldē, frozena gºnderildi. Diĵer 

intraabdominal organlar ve periton y¿zeyleri doĵal gºr¿n¿mde izlendi. Pelvik ve paraaortik 

lenf nodu palpasyonunda patolojik b¿y¿kl¿kte kitle hissi alēnmadē. Kistektomi materyalinin 

frozen sonucunun ñm¿sinoz kist adenomò gelmesi ¿zerine, kalan over dokusunun kanama 

kontrol¿n¿ takiben , apendektomi ve omentektomi yapēdē. Postoperatif komplikasyon 

geliĸmedi. Postoperatif patoloji sonucu musinºz kist adenom ile uyumlu geldi. TARTIķMA: 

M¿sinºz kistadenom ºn tanēsēyla tanēsēyla gebelik s¿resince izlediĵimiz olguda ayrēca USGôde 

malignite kriterlerinin (asit, bilateralite, vask¿larizasyon artēĸē) bulunmayēĸē da konservatif 

yaklaĸēm kararēnēn alēnmasēnda etkili olmuĸtur. Gebelik sērasēnda olasē komplikasyonlar 

geliĸmemiĸ, hastanēn kitlesi sezaryen sērasēnda ­ēkartēlmēĸtēr. Zanetta ve ark. ve Rodriguez ve 

ark. gebelikte malignite ĸ¿phesi olan ovaryen kitlelerin %80ôni borderline yapēda ve erken evre 

t¿mºrlerin oluĸturduĵunu ve bu t¿r kitlelerin gebelik sērasēnda yayēlma eĵiliminin ­ok zayēf 

olduĵunu, bu nedenle cerrahi giriĸimin gebelik bitimine kadar ertelenebileceĵini belirtmiĸlerdir 

.Gebelikte borderline bir t¿mºre yapēlacak cerrahi giriĸimin, b¿y¿m¿ĸ uterus ve artan pelvik 

vask¿larite nedeniyle evreleme a­ēsēndan yetersiz cerrahiyle sonu­lanabileceĵi, bu nedenle 

borderline t¿mºr ĸ¿phesinde cerrahi giriĸimin gebelik sonuna ertelenmesinin daha uygun 

olacaĵē bildirilmiĸtir . 

Anahtar Kelimeler:  Gebelik ,adneksiyel kitle 

GĶRĶķ  

Antenatal gebelik takibinde Usg' nin hayatēmēzda rutin kullanēma girmesiyle semptomatik ve 

palpe edilemeyen adneksiyel kitlelerin de saptanma sēklēĵē da artmēĸtēr.  

Gebeliĵin ilk 16-18. Haftalarēnda tespit edilen  basit adneksiyel kitlelerin %90ôē fonksiyonel 

kistler olup genellikle spontan gerilerler. Adneksiyel kitlelerin takibinde genellikle gºzlem 

yeterliyken komplike olanlar i­in cerrahi gerekebilir.  

Takip esnasēnda persiste b¿y¿k kitlelerde torsiyon, r¿pt¿r, malignite tanēsēnda gecikme  gibi 

riskler mevcut iken cerrahide ise fetal kayēp, preterm eylem ve artmēĸ emboli riski gibi 

komplikasyonlar gºr¿lebilir.  
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Malignite ĸ¿phesi olan ve klinik olarak semptomatik adneksiyel kitleye cerrahi m¿dahale i­in 

en uygun dºnem gebeliĵin orta dºnemi olan 12-27. haftalar arasēdēr 

II. trimesterde hala persiste eden kitleler muhtemelen gerilemeyecek olup, C/S esnasēnda veya 

postpartum dºnemde cerrahi gerektirecektir. 

Gebeliĵin 14. Haftasēnda saptanan adneksiyel kitle nedeniyle opere ettiĵimiz  olguda sergilenen 

klinik yaklaĸēm tarzē, histopatolojik bulgular, anne ve fetus a­ēsēndan gebelik prognozlarē 

sunularak, konu g¿ncel literat¿r¿n ēĸēĵēnda deĵerlendirildi. 

OLGU SUNUMU: 

 22 yaĸēnda, gravida 3 parite 2 olan 14 haftalēk gebede, muayenesi sērasēnda  saĵ adneksiyel 

alanda 70x75 mm boyutlarēnda ºl­¿len multiseptalē kistik kitle izlendi. Laboratuvar 

tetkiklerinde; t¿mºr markerlarē normal tesbit edildi. Manyetik Rezonans gºr¿nt¿lemede saĵ 

adnekste septalē yaklaĸēk 9*6 cm ­apēnda septalē kistik kitle gºr¿ld¿ (ķekil-1a)  Hastaya kitle 

boyut ve lokalizasyonu nedenli gebeliĵin ilerleyen dºnemlerinde aĵrēsēnēn daha da artabileceĵi, 

r¿pt¿r ve malignite ihtimalleri hakkēnda bilgi verildi. ¥n planda malignite d¿ĸ¿n¿lmeyen hasta 

takibe alēndē. Gebeliĵin 34. Haftasēna kadar USG takiplerinde kist boyutlarēnda artēĸ izlenmedi. 

38. Hafta takibinde 4 hafta ºncesine gºre kist boyutlarēnda iki kat artēĸ izlendi.  C/S ile beraber 

kistektomi uygulanmasē planlandē.  38h+2 d Umblikus altēndan yapēlan midline kesi ile 

laparotomi yapēldē. Batēn yēkama sitolojisi alēndēktan sonra, uterustan kerr insizyon ile Apgar 

6-8 3610 gr erkek bebek doĵurtuldu. Kerr insizyon kapatēldēktan sonra saĵ overden 

kaynaklanan ve karĸē pelvis duvarēna kadar uzanan, t¿m douglasē dolduran 20 cm boyutlarēnda, 

kistik kitle izlendi. Saĵ kistektomi yapēldē, frozena gºnderildi. Diĵer intraabdominal organlar 

ve periton y¿zeyleri doĵal gºr¿n¿mde izlendi. Pelvik ve paraaortik lenf nodu palpasyonunda 

patolojik b¿y¿kl¿kte kitle hissi alēnmadē. Kistektomi materyalinin frozen sonucunun ñm¿sinoz 

kist adenomò gelmesi ¿zerine, kalan over dokusunun kanama kontrol¿n¿ takiben , apendektomi 

ve omentektomi yapēdē. Postoperatif komplikasyon geliĸmedi. Postoperatif patoloji sonucu 

musinºz kist adenom ile uyumlu geldi.  

TARTIķMA: M¿sinºz kistadenom ºn tanēsēyla tanēsēyla gebelik s¿resince izlediĵimiz olguda 

ayrēca USGôde malignite kriterlerinin (asit, bilateralite, vask¿larizasyon artēĸē) bulunmayēĸē da 

konservatif yaklaĸēm kararēnēn alēnmasēnda etkili olmuĸtur. Gebelik sērasēnda olasē 

komplikasyonlar geliĸmemiĸ, hastanēn kitlesi sezaryen sērasēnda ­ēkartēlmēĸtēr. Zanetta ve ark. 

ve Rodriguez ve ark. gebelikte malignite ĸ¿phesi olan ovaryen kitlelerin %80ôni borderline 

yapēda ve erken evre t¿mºrlerin oluĸturduĵunu ve bu t¿r kitlelerin gebelik sērasēnda yayēlma 

eĵiliminin ­ok zayēf olduĵunu, bu nedenle cerrahi giriĸimin gebelik bitimine kadar 

ertelenebileceĵini belirtmiĸlerdir .Gebelikte borderline  bir t¿mºre yapēlacak cerrahi giriĸimin, 

b¿y¿m¿ĸ uterus ve artan pelvik vask¿larite nedeniyle evreleme a­ēsēndan yetersiz cerrahiyle 

sonu­lanabileceĵi, bu nedenle borderline t¿mºr ĸ¿phesinde cerrahi giriĸimin gebelik sonuna 

ertelenmesinin daha uygun olacaĵē bildirilmiĸtir. 
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S-25 Histeroskopi Ile Anterior Uterin Duvardan Posterior Uterin Duvara Uzanan 

Myomun ¢ēkarēlmasē 

Fatma Gizem Demirci Pangal1, Sabahattin Anēl Arē1 

1 Ķzmir Bakēr­ay ¦niversitesi Kadēn Hastalēklarē ve Doĵum Anabilim Dalē 

 

Objective: Demonstration of intramural myoma adhered to the anterior and posterior uterine 

walls within the uterine cavity through hysteroscopy. Method: Our case was 51 years old 

women who is presented with abnormal uterine bleeding. Ultrasonogrophic evaluation revealed 

that 27 mm anterior intramural myoma, 35 mm posterior intramural myoma and 18 mm fundal 

intramural myoma within the uterus. The endometrium measures 9 mm, and no pathological 

findings are observed in the bilateral adnexal regions. Operative hysteroscopy was planned. 

Af ter preparation and analgesia performed, tenaculum was placed to external cervix. Semicircle 

loop was used in the 7 mm bipolar resectoscope. The hysteroscope was inserted to the cavity. 

Distension medium was normal saline. Bilateral tubal ostia were identified. The intramural 

myoma is adhered to the anterior and posterior uterine walls. Following the excision of the 

initial myoma, an additional myoma was identified along the right uterine wall. Upon realizing 

that the case would be prolonged, a practice we routinely undertake, we specifically prioritized 

the monitoring of fluid dynamics. All three fibroids were resected during surgery. Results: After 

being monitored for postoperative bleeding, the patient was discharged in a healthy condition 

without any complications on the first post-operative day. Conclusion: Hysteroscopy can be 

safely utilized for the treatment of type 0 and type 1 myomas. 

Keywords: abnormal uterine bleeding, hysteroscopy, minimal invasive surgery, myoma 
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S-26 Uni veya Bilateral Hidrosalpinksin Salpenjektomi Ile Uzaklaĸtērēlmasē Antiadezif 

Prodocalyxin D¿zeylerini Azaltarak Implantasyon Oranlarēnē Arttērabilir. 

Fatma Tanēlēr ¢aĵēran1 

1 ¥zel Kadēn Hastalēklarē ve Doĵum Kliniĵi 

 

Ķmplantasyon penceresindeki endometrēumda t¿m reseptivite genlerinin ekspresyonu artarken 

antiadeziv podocalyxin (PODXL)'nin ekspresyonu azalēr.Hidrosalpinx(HX) varlēĵēnda alkali 

ve toksik kimyasal tubal sēvē ostēumlar aracēlĵēyla endometrēuma ulaĸarak reseptivite genlerinin 

ekspresyonunu bozar. Ancak HX'in endometrēal PODXL ekspresyonu ¿zerine etkisi 

bilinmemektedir.Bu ­alēĸma HX nedeni ile salpenjektomi yapēlan hastalarēn endometrial 

PODXL seviyelerini saptamak i­in dizayn edildi. 

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

Fērat ¥kmen1 

1 Buca Seyfi Demirsoy Eĵitim ve Araĸtērma Hastanesi 

 

Introduction :Amniotic fluid is a liquid that surrounds a developing fetus within the amniotic 

sac and is usually clear or slightly yellowish in color. Echogenic amniotic fluid results from the 

presence of echogenic particles within the amniotic fluid, appearing homogeneous. The 

presence of echogenic amniotic fluid is rare in full-term pregnancies during ultrasound 

examinations. Echogenicity can arise due to the presence of meconium, blood, or vernix caseosa 

in the amniotic fluid. The presence of meconium in the amniotic fluid raises concerns about the 

fetus's health, tolerance during birth, and most importantly, the risk of fetal or neonatal death. 

Consequently, specialists in obstetrics and gynecology tend to increase antenatal monitoring 

and even consider initiating the birthing process when the amniotic fluid becomes echogenic, 

all in an effort to assess fetal well-being. Findings: A 35-year-old case was referred to our clinic 

due to hyperechogenic amniotic fluid during the 38-39 weeks of pregnancy. Upon examination, 

the patient was identified as gravida 2, para 1. It was learned that her previous delivery had 

occurred vaginally at term. An ultrasonographic examination of the case revealed a single, 

viable fetus within the uterine cavity. The placenta was located fundally, and fetal biometric 

measurements were consistent with the gestational age. The amniotic fluid was noted to be 

adequate and hyperechogenic. No major fetal anomalies were detected. The nonstress test 

yielded a reactive result. The biophysical profile was determined to be 10 points. When uterine 

contractions and cervical dilation were observed between the 39th and 40th weeks of gestation, 

the case was admitted to the hospital. Following 6 hours of oxytocin induction, a healthy male 

baby weighing 3640g was delivered vaginally. The amniotic fluid was found to be clear at the 

time of delivery. Conclusion: Echogenic amniotic fluid can be observed in normal pregnancies 

as well as in conjunction with different conditions. In the third trimester, hyperechogenic 

amniotic fluid is most commonly due to vernix and rarely due to meconium. This sonographic 

finding is not a reliable indicator of meconium or blood in the amniotic fluid and typically 

should not alter antenatal management. 

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

Funda Gen­1, Adnan Budak1 

1 Sb¿ Tepecik Eĵitim ve Araĸtērma Hastanesi Kadēn Hastalēklarē ve Doĵum 

 

Heterotopic pregnancy, a combination of intrauterine and ectopic pregnancy, can present with 

acute abdominal symptoms, especially in the first trimester. In this case report, we describe a 

41-year-old patient with a known 5-week pregnancy who presented with nausea, vomiting, and 

diffuse abdominal pain. Emergency ultrasonography revealed a 5-week intrauterine pregnancy 

with no fetal heartbeat and a 3 cm paraovarian ectopic gestational sac, along with diffuse 

abdominal fluid. Due to deteriorating hemodynamic parameters, the patient underwent urgent 

surgery, revealing approximately 1 liter of partially coagulated blood and a ruptured right tubal 

ectopic sac in the abdomen. Subsequently, a right partial salpingectomy was performed, and 

the procedure concluded with curettage as the patient did not wish to continue the pregnancy. 

This case highlights the occurrence of heterotopic pregnancy following spontaneous conception 

and its potential to manifest as acute abdominal symptoms in the first trimester, emphasizing 

the importance of early diagnosis. 

Anahtar Kelimeler:  Heterotopic pregnancy; acute abdomen 

INTRODUCTION  

 

Heterotopic pregnancy is a rare occurrence, defined as the simultaneous presence of an 

intrauterine pregnancy and an ectopic pregnancy. Historically, it was a rare condition (estimated 

to occur in 1 in 30,000 pregnancies), but with the rise of assisted reproductive technology 

(ART), its overall incidence has been increasing. In a retrospective study of over 97,000 patients 

undergoing IVF between 2005 and 2018, the incidence of heterotopic pregnancy was reported 

as 0.2 percent. 

 

CASE 

 

A 41-year-old patient, gravida 1, parity 0, with a 5-week pregnancy, presented to the emergency 

department of gynecology and obstetrics with complaints of nausea, vomiting, and abdominal 

pain. On abdominal examination, diffuse tenderness and rebound tenderness were noted. 

Transvaginal ultrasonography (TV-USG) revealed diffuse free fluid, suggestive of intra-

abdominal bleeding, along with a 5-week intrauterine pregnancy lacking fetal heartbeat. 

Emergency abdominal USG indicated diffuse fluid in the abdomen, raising suspicion of ovarian 

cyst rupture with concurrent pregnancy. The patient's hemoglobin level was 13.5 g/dl, and beta-

human chorionic gonadotropin (b-hCG) level was 9639 U/L. The patient was monitored and 

admitted for observation. 

 

After 4 hours, the patient's hemoglobin level dropped to 11.4 g/dl, and due to tachycardia and 

worsening general condition, exploratory laparotomy was performed. Intraoperatively, 

approximately 1000 cc of defibrinated blood was found in the abdomen, with no evidence of 

intra-abdominal organ perforation. Examination revealed a structure in the right tubal region 

consistent with a ruptured ectopic pregnancy sac. The patient underwent right salpingectomy. 

Postoperative hemoglobin was 11.1 g/dl, and there were no postoperative complications. The 

patient was discharged on the 2nd postoperative day. 
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DISCUSSION 

 

While assisted reproductive techniques have significantly increased the incidence of 

heterotopic pregnancy, it remains exceptionally rare following spontaneous conception. 

Predisposing factors, similar to those for ectopic pregnancy, include pelvic adhesions, prior 

tubal injury or surgery, and sexually transmitted diseases. Early diagnosis of these pregnancies 

is crucial for the patient's well-being and future fertility, as heterotopic pregnancies can carry 

high maternal and fetal mortality rates. 

 

In such cases, maternal mortality is reported at 1%, and intrauterine fetal mortality ranges from 

45-65%. Diagnosis and follow-up rely on beta-hCG levels, progesterone levels, and ultrasound 

(USG) imaging. Serial progesterone determinations can indicate a poor prognosis, whereas 

serial beta-hCG monitoring is less useful due to the presence of concomitant intrauterine 

pregnancy. Although intrauterine pregnancies are easily diagnosed by USG, it is rare to 

visualize a gestational sac or fetal heartbeat in the adnexal region for ectopic pregnancies. 

Moreover, an intrauterine pregnancy can mask an accompanying ectopic pregnancy. 

 

Therefore, in first-trimester pregnancies following ART, thorough evaluation of potential 

extrauterine pregnancy sites using vaginal USG is crucial. However, in a review of heterotopic 

pregnancy cases after ART, less than half were diagnosed by USG, with most cases diagnosed 

during emergency laparotomy when symptoms emerged. In our patient, diagnosis occurred 

upon the onset of clinical symptoms, and the preoperative diagnosis rate remains at 50%. 

Typically, patients present with acute abdominal symptoms due to delayed diagnosis, resulting 

in increased mortality, significant blood loss, and a decreased ability to perform conservative 

tubal surgery. 

 

While TV-USG can enhance diagnosis, laparoscopy has replaced laparotomy as the primary 

diagnostic and treatment approach for symptomatic heterotopic pregnancies. In cases 

necessitating laparotomy due to acute symptoms, surgical interventions should aim to minimize 

trauma to the uterus and reduce anesthesia exposure, with the ultimate goal of preserving the 

intrauterine pregnancy. 

 

In conclusion, clinicians should consider heterotopic pregnancy in the differential diagnosis for 

patients presenting with bleeding and pain in the first 12 weeks of pregnancy, especially when 

acute abdominal findings are present. 
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S-29 Atipik Bir Lokalizasyonda Ciltalti Endometriosis ¥rneĵi: Kal­ada Ķmplante Olmuĸ 

Doku 

Yusuf Baĸkēran1, Gamze Karababa1, Gºkhan G¿ler1 

1 Van Yy¿ Dursun Odabaĸē Tēp Merkezi 

 

Endometriosis is a gynecological pathology characterized by the location of functional 

endometrial tissue outside the uterus and presenting with clinical symptoms such as pelvic pain, 

dysmenerea and infertility. What is known about its etiology and pathology is limited. . 

Although it is mostly seen in the pelvic region (ovaries, tuba uterina, broad ligament), it can 

also be seen in the pelvic extragenital organs (colon, rectum, bladder, appendix) and extrapelvic 

organs (eye, kidneys, adrenal glands, lungs, umbilicus, central nervous system, diaphragm, 

gallbladder, heart, liver, bone, peripheral nerves and skin). Histopathological sampling of the 

tissue is required for diagnosis. Treatment may include surgical excision and/or medical 

treatment. In this case, we aimed to discuss the management and etiopathology of a case of 

cutaneous endometriosis located extraperitoneally and extraepelvicly. 

Keywords: Endometriosis, y¿zeyel, gluteal bºlge 
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S-30 Nadir Gºr¿len Bir Olgu: 16. Gebelik Haftasinda Tani Konulan Hellp Sendromu 

Yusuf Baĸkēran1, Gamze Karababa1, Gºkhan G¿ler1 

1 Van Yy¿ Dursun Odabaĸē Tēp Merkezi Kadēn Hast ve Doĵum 

 

ABSTRACT HELLP syndrome is a pregnancy-specific condition characterized by hemolysis, 

elevated liver enzymes and low platelets. It is more common in pregnancies complicated by 

preeclampsia. It is an important cause of maternal and fetal mortality. According to the 

GeneralL rule, the diagnosis is made after the 20th week of gestation, but there are cases 

diagnosed in the literature at earlier weeks. It should be kept in mind that in cases diagnosed in 

the early weeks, underlying systemic diseases may be present. In this case, we aimed to discuss 

the management and etiopathogenesis of HELLP syndrome diagnosed at 16th gestational week. 

Keywords: ANAHTAR KELĶMELER: HELLP sendromu, gebelik, hipertansiyon 

GĶRĶķ 

 HELLP sendromu, gebeliklerin yaklaĸēk %0.1-0.8ôini komplike eden, 

hemoliz(mikroanjiopatik hemolitik anemi), y¿ksek karaciĵer enzimleri ve 

platellet d¿ĸ¿kl¿ĵ¿ ile karakterize semptomlar topluluĵudur. Bu oran aĵēr 

preeklampside %20, eklampside %10ôa kadar ­ēkmaktadēr. Preeklempsi tanēlē 

gebelerin ise yaklaĸēk %10-20ôsi Hellp sendromu ile komplike olur. HELLP 

sendromunun %70ôi antepartum %30ôu postpartum tanē alēr. ¥nemli bir fetal ve 

maternal mortalite sebebi olmasēndan dolayē(%4) y¿ksek klinik ºneme sahip 

olan Hellp sendromu 1982 de ilk olarak tanēmlanmēĸ olmasēna raĵmen tedavi ve 

yºnetimi hala netlik kazanmamēĸtēr. Bu nedenle kadēn doĵum kliniĵinde halen 

ºnemini korumaktadēr(1).  

Hellp sendromu ve preeklempsi tanēsē genel itibariyle 20. gebelik haftasē ve 

sonrasēnda konulabilmekte, ancak nadir de olsa 20. haftadan ºnce bu vakalara 

rastlanabilmektedir. Erken haftalarda tanē alan olgularda genelde antifosfolipid 

antikor sendromu ve triploid kromozom anomalileri tespit edilmiĸtir. Literat¿rde 

ĸimdiye kadar bildirilen en erken haftadaki olgu 17. gestasyonel 

haftasēndadēr(2). 

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

takip ve tedavi ettiĵimiz olguyu sunmayē ama­ladēk. ķimdiye kadar bildirilen 

olgularda en erken 17. gestasyonel haftada HELLP tanēsē konulmuĸ olup daha 

erken haftada da gºr¿lebileceĵi, bu hastalarēn tanē almasēyla beraber AFAS 

sendromu gibi altta yatan sebeplerin araĸtērēlmasē gerektiĵini ve tedavi 

yºnetiminin nasēl olacaĵē ¿zerine tartēĸmayē ve 20. gestasyonel haftadan ºnce 

tanē alan hastalarē gºzden ge­irmeyi hedefledik. 

OLGU 

 41 yaĸ kadēn hasta kliniĵimize birinci basamak hekimi tarafēndan HELLP 

sendromu ºn tanēsē ile sevkedildi. Hastanēn yakēnlarēndan alēnan ºyk¿ye gºre 5. 

gebeliĵi olup 1yaĸayanē ve 3 doĵup ºlen(premat¿rite nedeniyle) ºyk¿s¿ olduĵu 

ºĵrenildi. Son adet tarihini bilmeyen hastanēn ultrasonografiye gºre 16 hafta ile 

uyumlu, fetal kalp atēmē mevcut gebeliĵi izlendi. Hastanēn anamnezi 

derinleĸtirildiĵinde ºnceki gebeliklerde preeklempsi ºyk¿s¿n¿n mevcut olduĵu 
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fakat HELLP ile komplike olmadēĵē ºĵrenildi. . Hastanēn geliĸinde sistolik kan 

basēncē 190 mmHg diastolik kan basēncē 110 mmHg olarak ºl­¿ld¿. 

Laboratuarda karaciĵer transaminazlarē y¿ksek, platellet deĵerleri d¿ĸ¿k idi. 

Yapēlan periferik yayma incelemesinde hemolize ait bulgular izlendi.     

 Hastanēn yoĵun bakēm ¿nitesine yatēĸē yapēldē. Acil antihipertansif tedavi 

baĸlandē. Magnezyum s¿lfat nºroprotektif ama­la baĸlandē. Hastanēn yaklaĸēk 2 

g¿nl¿k yoĵun bakēm yatēĸē s¿resince antihipertansif tedaviye raĵmen 

tansiyonlarēnēn d¿ĸmemesi ¿zerine kardiyoloji kons¿ltasyonu yapēldē.Hastaya 

ekokardiyografik inceleme yapēldē, patoloji saptanmadē. Hastanēn karaciĵer 

ultrasonunda karaciĵer ve safra yollarē olaĵan idi, hepatosteatoz izlenmedi. SLE 

ve karaciĵer otoantikor taramasē, hepatit markerlarē, TORCH paneli ­alēĸēldē 

negatif gºr¿ld¿. Akut yaĵlē karaciĵer tablosunun hipoglisemi gibi spesifik klinik 

bulgularēna rastlanēlmadē. Karaciĵer toksik maddeler ve ila­lar sorgulandē, 

ºzellik bulunamadē. Hastanēn AFAS taramasē amacēyla yapēlan tetkikleri negatif 

geldi.   

Takibinin 2. g¿n¿nde yapēlan ultrasonografik incelemede fetal kalp atēmē negatif 

olarak deĵerlendirildi. Hastanēn transaminazlarēnēn gerilememesi, genel 

durumunun orta olmasē, tansiyonlarēnēn agresif antihipertansif tedaviye raĵmen 

y¿ksek seyrediyor oluĸu nedeniyle histerotomi tercih edildi. Hastada 

intraoperatif herhangi bir komplikasyon geliĸmedi. Postoperatif  4 g¿n yoĵun 

bakēm ve sonrasēnda 3 g¿n serviste takibi yapēlan hastanēn transaminazlarē 

doĵum sonrasē tedrici olarak d¿ĸ¿p tansiyonlarē normal deĵer aralēklarēna 

gelmeye baĸladē. Hastanēn mevcutm klinik ve laboratuar tablosu, doĵum sonrasē 

hēzla d¿zelme gºsterdi. Postoperatif 2. hafta ve 1. aydaki takiplerinde herhangi 

bir jinekolojik patoloji izlenmedi, mevcut klinik tablodan dolayē sekel oluĸmadē. 

Hastanēn AFAS taramasē i­in yapēlan tetkikleri negatif geldi. 

TARTIķMA  

 HELLP sendromu, maternal ve fetal mortalite riski y¿ksek, tanē ve tedavisi 

b¿y¿k ºnem arz eden bir klinik durumdur.  

 Bilinen risk faktºrleri arasēnda genetik yatkēnlēk, multiparite, ºnceki gebelikte 

mevcut ºyk¿, yaĸ, diyabet ve bºbrek hastalēklarē sayēlabilir. Klinik prezentasyon 

deĵiĸken olup en sēk epigastrik ve saĵ ¿st kadran aĵrēsē(%90), bulantē ve 

kusma(%50),  baĸ aĵrēsē(%31) gºr¿l¿r. Hastalarēn ­oĵunda bu bulgular ortaya 

­ēkmadan 1-2 g¿n ºnce halsizlik baĸlar(3). 

 Patofizyolojide temel neden preeklempside de olduĵu gibi vazospazm 

sonucunda karaciĵer, plasental yatak gibi bir­ok organ ve sistemde vask¿ler 

lezyonlar ve koag¿syon sistemi aĸērē aktivasyonudur. Bunlara ilave olarak 

endotel h¿cre hasarē, artmēĸ trombosit aktivasyonu, mikrovask¿ler yatakta 

trombosit t¿ketimi ve pēhtēlaĸma aktivitesinde artēĸ gºr¿l¿r. (2) Ayrēca bu klinik 

tablo plasenta varlēĵē ve plasentasyona verilen maternal yanētla karakterize 

olduĵu i­in  temelde insan gebeliĵine ºzg¿d¿r. Ancak molar gebelikte de 

preeklempsi tanēsē konulabilmesi; fet¿s geliĸiminin gerekli olmadēĵē, bu olayēn 

yalnēz plasenta varlēĵēyla iliĸkili olduĵunu gºstermektedir. Hellp sendromunda 

temel mekanizma benzer olup koag¿lasyon sistemi aktivasyonu ve endotel 

hasarē biraz daha fazla olmaktadēr(3). 
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 Patofizyolojide ºzellikli 2 teori ºn plana ­ēkmaktadēr. Ķlk teoriye gºre hasar 

plasentasyon kaynaklē olup aĸērē immun yanēt ile iliĸkilidir(4). Ķkinci teori ise 

sinsityal y¿zeydeki kontroll¿ h¿cre yēkēmēnēn yerine bu y¿zeyde ger­ekleĸen 

apoptozis ile iliĸkilidir. Ayrēca bu sinsityotrofoblastik dºk¿lme maternal immun 

yanētē da tetikleyebilir(5). 

 Tanēda sēklēkla kullanēlan laboratuar tetkikleri tam kan sayēmē ve karaciĵer 

fonksiyon testleridir. Hemoliz tanēsē, kanda artmēĸ indirekt biluribin seviyesi, 

azalmēĸ haptoglobulin d¿zeyi ve periferik yaymada hemoliz gºstergesi olan 

ĸistozit, anizositoz, burr h¿cre gºr¿lmesiyle konulur. Azalmēĸ haptoglobulin 

seviyesi hematokrit d¿ĸmeden hemolizin habercisi olabilir. Serum transaminaz 

deĵerleri 4000 seviyesine kadar ­ēkabilmekle beraber tipik olarak daha ēlēmlē bir 

y¿kseliĸ mevcuttur. Sibai AST i­in eĸik deĵeri 70 U/l olarak belirlemiĸtir. D¿ĸ¿k 

trombosit sayēsē i­in genel yaklaĸēm 100.000/mmįôten k¿­¿k ºl­¿mlerin tesbit 

edilmesidir(1,6). DĶK mevcut deĵilse protrombin zamanē, parsiyel tromboplastin 

zamanē ve fibrinojen seviyeleri normaldir. Y¿kselmiĸ ¿rik asit d¿zeyi 

preeklampsi tanēsēnda yararlēdēr fakat HELLP sendromunda gºr¿lmeyebilir. 

Sonu­ olarak HELLP sendromu tanēsēnda en ºnemli kriterin platelet sayēsē 

olduĵu sºylenebilir(6). 

 Fizik muayene tamamen normal olabilir. Fakat saĵ ¿st kadran aĵrēsē %90 

hastada mevcuttur. ¥dem iyi bir bulgu deĵildir. ¢¿nk¿ normal gebeliklerin 

%30ôunda ºdem gºr¿lebilir. Hipertansiyon ve protein¿ri hafif ĸiddette olabilir 

veya hi­ olmayabilir(7). 

 HELLP sendromu tanēsē almēĸ hastalarēn klinik tablosu genellikle hēzla bozulma 

eĵilimindedir. Bu sendromun varlēĵē y¿ksek maternal mortalite ve morbiditeyle 

baĵlantēlē olduĵundan bazē otºrler acil doĵum ºnermektedirler(6). Baĸka bir 

yaklaĸēm da acil doĵumun sadece 34 hafta ve ilerisindeki gebelik haftalarēnda 

HELLP sendromu teĸhisi konulmasē durumunda veya multiorgan disfonksiyonu, 

DĶK, renal yetmezlik, ablasyo plasenta ĸ¿phesi ve fetal distres gibi durumlarda 

sºz konusu olmasē gerektiĵini vurgulamaktadēr(8). HELLP sendromu tanēsē alan 

gebede ilk ama­ maternal durumu stabilize etmek olmalēdēr. Geliĸebilecek 

konv¿lziyonlara karĸē ºnlem olarak  nºroprotektif magnezyum s¿lfat inf¿zyonu 

verilmelidir.. Magnezyum s¿lfat inf¿zyonu hasta hastaneye yatar yatmaz 

baĸlamalēdēr ve doĵumdan sonra en az 24 saat s¿resince devam etmelidir. 

Arteryal kan basēncēnē d¿ĸ¿rmede tercih edilecek ajanlar hidralazin, labetolol ve 

nifedipidir(9). 

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

almēĸ hastalar artmēĸ maternal ºl¿m (%1), pulmoner ºdem (%8), akut renal 

yetmezlik (%3), dissemine intravask¿ler koag¿lopati (%15), ablasyo plasenta 

(%9), karaciĵer hemorajisi veya yetmezliĵi (%1), yetiĸkin respiratuar distres 

sendromu (ARDS), sepsis ve stroke(%1) a­ēsēndan artmēĸ riske sahiptir(10). 

HELLP sendromuyla komplike olmuĸ gebeliklerde ayrēca artmēĸ yara hematomu 

oranē ve kan ve kan ¿r¿nlerinin artmēĸ transf¿zyonu sºz konusudur(11). 

 HELLP sendromu ile ilgili literat¿r gºzden ge­irildiĵinde ortak kanaat, 34 hafta 

ve ¿zeri gebeliklerde doĵum kararē alēnmasē yºn¿ndedir. 34 haftanēn altēndaki 

gebeliklerde ise ilk ama­ maternal stabiliteyi saĵlamak olmak ¿zere bekleme 

veya doĵum kararē verilebilir. Doĵum sonrasē periyotta ilk 48 saatte hasta ­ok 

yakēndan takip edilmeli ve magnezyum s¿lfat inf¿zyonu en az 24 saat tercihen 
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48 saat devam etmelidir. Hastalarēn b¿y¿k ­oĵunluĵu doĵumdan 48 saat sonra 

d¿zelmeye baĸlar (10). Yapēlan bazē ­alēsmalarda y¿ksek doz deksametazon ve 

betametazonun postpartum HELLP sendromlu hastalarda iyileĸmeyi 

hēzlandērdēĵē, hastanede kalēĸ s¿resini kēsalttēĵē vurgulanmaktadēr. Fakat bazē 

otºrler bu uygulamanēn yararlēlēĵē kanētlanmadēĵē i­in hastalarēnda hen¿z 

kullanmamaktadērlar (9). 

 20. gestasyonel haftadan ºnce HELLP sendromu nadir olarak gºr¿lmekle 

beraber ekseriyetle risk faktºr¿ olan gebelerde gºr¿lebilmektedir. Risk faktºrleri 

arasēnda AFAS, triploid kromozoma sahip fet¿s, molar gebelik, ­oĵul gebelik, 

yardēmcē ¿reme teknikleri ve taĸēyēcē annelik sayēlabilir. Yardēmcē ¿reme 

teknikleri bazē otºrlere gºre risk sayēlmazken bazēlarēna gºre ise risk 

grubudur(12,13,14). Yine raporlanmēēĸ bir 20 hafta ºncesi taĸēyēcē anne olgusu 

mevcuttur(15). Son dºnem vaka bildirimlerinin artmasē nedeniyle bu olgularēn 

daha detaylē incelenmesi ve yºnetiminde yeni gºr¿ĸlerin tartēĸēlmasē gerekliliĵi 

aĸikardēr.  

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

takip ve tedavi ettiĵimiz olguyu sunmayē ama­ladēk. ķimdiye kadar bildirilen 

olgularda en erken 17. Gestasyonel haftada HELLP tanēsē konulmuĸ olup daha 

erken haftada da gºr¿lebileceĵi, bu hastalarēn tanē almasēyla beraber AFAS 

sendromu gibi altta yatan sebeplerin araĸtērēlmasē gerektiĵini ve tedavi 

yºnetiminin nasēl olacaĵē ¿zerine tartēĸmayē hedefledik. Biz olgumuzda yoĵun 

bakēm ĸartlarēnda yatēĸēndan sonra belli bir s¿re gºzlemsel yaklaĸēm sonrasē 

hastanēn laboratuar parametrelerinin bozulmasē ve fetal kalp atēmēnēn 

negatifleĸmesi ¿zerine histerotomi ile gebeliĵin sonlandērēlmasēnē tercih ettik. 

Yine bu hastalarda tedavi prosed¿r¿n¿n gºzlemsel veya gebelik sonlandērēlmasē 

a­ēsēndan protokolleĸtirilmesi i­in daha fazla bildirilmiĸ olguya ve daha geniĸ 

yaklaĸēm deneyimine ihtiya­ gerekliliĵi mevcuttur.  
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S-31 Primer Dismenoreli Hastalarēn Visual Analog Skala Skorlarē Ile Uterin Arter 

Doppler ¥l­¿mleri Arasēndaki Iliĸki 

Gamze Yēlmaz1, Hatice Akkaya1 

1 Ankara Bilkent ķehir Hastanesi 

 

Ama­: Primer dismenoreli hastalarēn Visual analog skala(VAS) skorlarē ile uterēn arter doppler 

ºl­¿mleri arasēndaki iliĸkinin incelenmesi Materyal&Metod: ¢alēĸma Ankara Bilkent ķehir 

hastanesine baĸvuran 18-24 yaĸ arasēnda daha ºnceden hi­ gebelik yaĸamamēĸ 80 primer 

dismenoresi(PD) olan hasta ile yapēlmēĸtēr. Adet dºng¿s¿n¿n ilk g¿n¿nde hastalara 0 (aĵrē yok) 

ile 10 (maksimum aĵrē, 'hissettiĵim en kºt¿ aĵrē') arasēnda bir VAS skoru uygulanarak hastalar 

iki gruba ayrēlmēĸtēr. VAS skoru Ó7 olan 40 kadēn Grup 1 iken VAS skoru<7 olan 40 kadēn 

grub 2 olarak belirlenmiĸtir. Hastalarēn yaĸlarē (yēl), v¿cut kitle indeksleri (kg/m2), adet s¿releri 

(g¿n), kanama s¿releri (g¿n), VAS skorlarē ve doppler parametreleri kaydedilmiĸtir. Doppler 

ºl­¿mleri menstrual siklusun ilk g¿n¿ transabdominal olarak yapēlmēĸtēr. Uterin arter kan akēĸē, 

her iki tarafta (saĵ ve sol) servikokorporeal bileĸkeye komĸu olan uterin arterin lateral 

seviyesinde ºl­¿lm¿ĸt¿r. Her iki uterin arterde(saĵ/sol); sistol/diyastol (S/D) oranlarē, 

pulsatilite indeksi (PI) ve rezistans indeksleri (RI) kaydedilmiĸtir. Sonu­: Hastalarēn yaĸē, 

BMIôleri, siklus uzunluklarē,menstrual g¿n sayēsē arasēnda istatistiki olarak anlamlē bir fark 

bulunmamēĸtēr. Hastalarēn VAS skorlarē arasēnda anlamlē farklēlēk olup sērasēyla 8.52Ñ1.15 ve 

4.40Ñ1.29 olarak belirlenmiĸtir(p<0.05). Ķki grubun doppler incelemesinde saĵ ve sol uterin 

arter i­in S/D ve pulsatilite indeksleri arasēnda fark bulunmaz iken; rezistans indeksleri arasēnda 

istatistiksel olarak anlamlē fark izlenmiĸtir(saĵ uterin arter i­in p=0,029, sol uterin arter 

i­inp=0.001). VAS skoru ile Sol uterin arter rezistans indeksi arasēnda pozitif yºnde %24.5 ólik 

korelasyon saptanmēĸtēr(p=0.029) Tartēĸma: Dismenore adet dºnemi ºncesi veya sērasēnda 

ortaya ­ēkan bir t¿r pelvik aĵrē olmakla beraber pelvik patolojinin yokluĵunda ortaya ­ēktēĵēnda 

primer dismenore olarak adlandērēlēr. PD prevelansē %16-91 arasēnda bildirilmiĸ olup, gen­ 

kadēnlarda daha yaygēndēr. ¢alēĸmamēzda ºzellikle VAS skoru ile sol uterin arter rezistans 

indeksi arasēnda pozitif yºnde korelasyon bulunmuĸ olup , dismenore tedevisinde spefisik 

olarak sol uterin arter rezistans indeksine yºnelik tedavi protokollerinin faydalē olabileceĵi 

kanēsēna varēlmēĸtēr. 

Anahtar Kelimeler:  Anahtar kelimeler: Dismenore, Visual analog skalasē, Uterin arter 

doppler 
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S-32 Homeobox A Cluster 7 (Hoxa7) Protein Expression Significantly Increases In 

Pregnancies Complicated With Preterm Delivery 

Gizem G¿zel1,Fērat Aĸēr2, Cemil Oĵlak3 

1 S.b.¿. Gazi Yaĸargil Eĵitim ve Araĸtērma Hastanesi 

2 Dicle ¦niversitesi, Histoloji ve Embryoloji Anabilim Dalē 

3 SB¦ Gazi Yaĸargil Eĵitim ve Araĸtērma Hastanesi 

 

ABSTRACT OBJECTIVE This investigation was sought to determine Homeobox A Cluster 7 

(HOXA7) protein expression in the placentas of pregnancies complicated with preterm delivery 

using immunohistochemical analysis. MATERIALS AND METHODS Placentas of 25 

uncomplicated pregnancies with term delivery and placentas of 25 women with preterm 

delivery were included in this research. We fixed the placental specimens in zinc-formalin and 

then processed for paraffin wax tissue embedding. We analyzed the HOXA7 immune activity 

using immunohistochemical metjod in placental sections. RESULTS Placentas in the term birth 

group showed normal histology without placental lesions. Degenerated villi, fibrin deposition, 

vascular congestion with cytotrophoblast delamination were noted in placentas from the 

preterm delivery group. HOXA7 protein expression was very high in preterm placentas than 

term placentas. Expression was particularly prominent in cytotrophoblast cells and villous 

connective tissue. CONCLUSION HOXA gene family is needed for appropriate placental 

formation. HOXA7 protein expression might be differentially regulated in placentas of preterm 

delivery and might play a role in the pathogenesis of preterm labor. 

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

Simultaneous Hemorrhage 

G¿l ¢avuĸoĵlu1 

1 Diyarbakir Gazi Yasargil Training And Research Hospital 

 

Introduction 

Primary ovarian pregnancy is one of the rare forms of ectopic pregnancy. It occurs once in 

7000-40000 live births. It constitutes 0.15% of all pregnancies and 1-3% of all ectopic 

pregnancies. There are risk factors such as intrauterine device use, salpingitis, previous pelvic 

surgery, previous PID, infertility and use of assisted reproductive techniques. Although the 

exact cause of ovarian ectopic pregnancies is not known exactly, it is thought to be due to reflux 

of the fertilized ovum. The signs and symptoms of the disease are similar to those in tubal 

ectopic pregnancy. However, preoperative diagnosis is difficult due to insufficient clinical and 

ultrasonographic findings. Definitive diagnosis is made by surgical exploration and 

histopathological evaluation. Approximately 75% of them are terminated in the first trimester 

and the diagnosis can often be confused with corpus luteum hemorrhage and tubal ectopic 

pregnancy. It should be diagnosed in early pregnancy with ultrasonography and appropriate 

treatment should be planned. Despite advances in medical treatment, surgical treatment is still 

the gold standard. 

A case 

The patient, who applied to our emergency clinic with the complaint of inguinal pain, was 35 

years old, had a G2 p1 Y1 normal delivery history, and had no known additional disease or 

previous operation history. The general condition of the patient was deteriorated, hypotensive, 

abdominal rebound and defense were positive. In the gynecological examination and 

transvaginal ultrasonography performed after the beta HCG value of the patient with a 

hemoglobin value of 5.1 mg/dl was 6152 mIU/ml, the uterus was normal in size, the 

endometrium was 11 mm, the left adnexal area was 4.3x3.6 cm, and the image compatible with 

an ectopic pregnancy was 1.8 cm in the right ovary. Corpus luteum cyst and free fluid reaching 

from the Douglas to the fundus and an image compatible with the coagulum were observed. 

With these findings, she was admitted to the obstetrics and gynecology service with the 

diagnosis of ruptured ectopic pregnancy. Emergency laparotomy was planned. In the operation, 

extensive coagulum was observed and aspirated. The uterus and bilateral tubes were found to 

be intact. A focus compatible with a ruptured ovarian ectopic pregnancy was observed in the 

left ovary, and there was active bleeding in the form of leakage. A ruptured corpus luteum cyst 

was also observed in the right ovary. Ectopic pregnancy material and ruptured corpus luteum 

cyst were removed and sent to pathology. Bleeding areas in the ovary were cauterized with 

bipolar cautery and sutured accordingly. The operation was terminated after bleeding control. 

Endometrial curettage was also performed on the patient. Postoperatively, a total of 4 units of 

erythrocyte suspension and 2 units of fresh frozen plasma were given to the patient due to low 

hemoglobin. He was discharged on the second postoperative day. Histopathology left ovarian 

biopsy material showed dispersed cyto-syncytiotrophoblastic cells on the hemorrhagic ovarian 

surface and surface stroma. The right ovary recorded sample was reported as hemorrhagic 

corpus luteum. In the literature, ovarian ectopic pregnancies developed especially with the use 

of intrauterine device and after tubal ligation were presented. There are also rare cases of 

ovarian ectopic pregnancy in cases who underwent in vitro fertilization after salpingectomy. 

We think that this rare ectopic pregnancy form is remarkable because our patient had no 

previous genital tract infection, no history of intrauterine device use, and simultaneous rupture 

of corpus luteum cyst. 
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Figure 1: ruptured ovarian pregnancy of the left ovary and ruptured corpus luteum cyst of the 

right ovary 

 
 

Results 

Although the mechanism of occurrence cannot be fully explained, early diagnosis should be 

made with a good pelvic sonography in ectopic pregnancies and conservative medical/surgical 

treatment should be planned by early intervention before the patient's stability is impaired. 

Keywords: ectopic pregnancy, hemorrhagic corpusluteum cyst, ovarian ectopic pregnancy 
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S-34 Could The Use Of Isotretinoin Lead To A Suppression Of The Ovarian Reserve In 

Patients With Pcos? A Case Control Study 

Halime ķen Selim1 

1 Ķzmir Atat¿rk Eĵitim ve Araĸtērma Hastanesi 

 

Introduction: It is discussed in the literature that Isotretinoin, the most effective treatment agent 

of acne vulgaris, may be associated with inflammatory bowel disease, rheumatological 

diseases, especially depression, as well as proven mucocutaneous side effects. The most 

important question in the minds of these young women, who are still in their adolescence and 

many of whom are diagnosed with Polycystic Ovary Syndrome (PCOS), is whether the use of 

Isotretinoin will cause infertility. We aimed to determine whether the use of isotretinoin 

decreases the ovarian reserve and thus, whether it will cause infertility in the future. 

Methods: Patients who applied to the gynecology outpatient clinic between January 2021 and 

February 2023 and were diagnosed with PCOS were retrospectively screened. 

Among these patients, 22 patients who applied for isotretinoin use and whose AMH values 

were checked were included in the study group. Eight of these patients were excluded from the 

study because they did not come for their 3rd-month follow-up. 

A control group of 18 patients with similar demographic characteristics, who did not use 

isotretinoin, did not receive any infertility treatment, and were diagnosed with primary 

infertility, who underwent initial infertility evaluation, were formed. AMH levels were 

compared in both groups at the beginning of the treatment and at the 3rd month. 

Results: The mean age of the patients was 22.0Ñ3.0 years. When the patients were compared in 

terms of study start (T0) and third-month AMH values, no statistical difference was found 

between T0 and T3 in the control group (2.10 ng/mL vs. 2.14 ng/mL, p=0.389); AMH values 

were found to be statistically different between T0 and T1 in the PCOS+treatment group (11.27 

ng/mL vs. 5.39 ng/mL ; p<0.001). (Table 1) When both groups are compared regarding the 

level of change in AMH values at 0. months and 3rd month, it was statistically significantly 

higher in the study group (-0.03 ng/mL vs -3.66; p<0.001).  (Table-2) 

Table-1: Comparison of AMH level between PCOS+ isotretinoin group and control groups at 

the start of the study (T0) and 3rd month (T3) 

 

 Control group PCOS+  isotretinoin group 

Deĵiĸkenler T0 T3 p value T0 T3 p value 

AMH, (ng/mL) median 

(IQR)  

2.10 

(1.65) 

2.14 

(1.69) 

0.389 11.27 

(4.98) 

5.39 

(5.75) 

<0.001 

Variables Control  

group 

PCOS+  isotretinoin 

group 

p  value 

AMH level  variation , 

(ng/mL) median (IQR) 

-0.03 (0.29) -3.66 (7.98) <0.001 
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Table-2: The comparison of AMH level variation at the start of the study (T0) and 3rd month 

(T3) between the PCOS+ isotretinoin group and control groups 

Conclusion: The retrospective nature of our study and the evaluation of ovarian reserve only 

with AMH levels are the limitations of our study, but the use of Isotretinoin seems to have a 

negative effect on ovarian reserve. 

Keywords: Anti-Mullerian Hormone; Ķzotretinoin; Infertility; Ovarian reserve, Polycystic 

Ovary Syndrome 
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S-35 Resolution Of Fetal Atrio-Ventricular Block By Use Of Maternal Oral 

Methylprednisolone In Pregnancy Without Lupus Antibodies 

Havva G¿leli1, Osman Akdeniz1, Mehmet Obut1 

1 Diyarbakēr Saĵlēk Bilimleri ¦niversitesi Gazi Yaĸargil Eĵitim Araĸtērma Hastanesi 

 

Resolution of fetal atrio-ventricular block by use of maternal oral methylprednisolone in 

pregnancy without lupus antibodies Havva G¿leli1, Osman Akdeniz2, Mehmet Obut1 1 Health 

Sciences University, Department of Perinatology, Diayarbakēr Gazi Yaĸargil Training and 

Research Hospital, Diyarbakēr, Turkey 2 Health Sciences University, Department of Pediatric 

Cardiology, Diayarbakēr Gazi Yaĸargil Training and Research Hospital, Diyarbakēr, Turkey 

Aim: Fetal atrio-ventricular (A-V) block is a rare but life-threatening condition for fetuses. In 

most fetuses with structurally normal hearts, fetal AV block is caused by maternal lupus 

antibodies. Although there is no complete consensus in the literature, transplacental treatment 

with fluorinated steroids is one option to prevent progression of complete A-V block in 

pregnancies with lupus antibodies. However, the usefulness of steroids in pregnancies with 

fetuses with A-V block and without lupus antibodies has not been demonstrated. Case: The 

patient, 36 years old, gravidity: 3, parity: 1, was referred to our health center at 19 weeks of 

gestation because of fetal bradyarrhythmia. The patient had no chronic or acute illness. The 

patientôs routine laboratory values were normal. An obstetric ultrasound and detailed fetal 

anatomic examination were performed by a maternal fetal medicine specialist. No fetal 

structural or cardiac abnormalities were noted. On obstetric Doppler, the ventricular beat rate 

was 80. On M-mode ultrasound, the atrial rhythm was 140 beats per minute and the ventricular 

rhythm was 78. The patient was evaluated for possible causes of fetal atrioventricular block, 

including lupus antibodies, medications, etc. The level of lupus antibodies was normal and there 

was no other precipitating factor for the fetal atrioventricular block. The patient was advised to 

undergo ultrasound examination every two weeks. At 25 weeks' gestation, the fetal heart rhythm 

was similar to the first ultrasound examination. At 26 weeks' gestation, the patient turned to an 

outside fetal medicine specialist, who started 4 mg/day of oral methylprednisolone. At 28 

weeks' gestation, the fetal atrioventricular block had resolved, and both atrial and ventricular 

rhythms were 147 beats per minute. The patient took oral methylprednisolone 4 mg/day until 

delivery. No fetal atrioventricular block was detected at the patient's routine follow-up, even on 

day 27. 

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

Virus Type-2 Prevalence 

H¿seyin Aytuĵ Avĸar1, Ufuk Atlēhan 2 

1 Buca Seyfi Demirsoy Eĵitim ve Araĸtērma Hastanesi 

2 ¥zel Karataĸ Hastanesi 

 

Vitamin D has an important immunomodulatory role and is associated with various infectious 

diseases. Since vitamin D receptors are present in various human tissues, especially immune 

cells, its immunomodulatory potential is very important. Studies investigating the relationship 

between vitamin D level and Herpes Simplex Virus (HSV) infection are very limited. 

Therefore, our study aimed to determine the relationship between Serum 25-Hydroxy Vitamin-

D and HSV type 2 (HSV-2) infection. Patients who applied to our hospital between January 

2018 and February 2022 with HSV type-2 detected and whose serum 25-Hydroxyvitamin-D 

value was checked in the hospital database in the last 3 months were compared with those who 

did not have an infection and whose serum 25-Hydroxyvitamin-D value was checked in the last 

3 months. The diagnosis of HSV Type-2 was made by physical examination and no biochemical 

test was applied. Patients actively taking vitamin D replacement, pregnant women, patients 

using immunomodulators due to autoimmune diseases, patients with malnutrition disorders, 

women with other diagnosed sexually transmitted infections were excluded from the study. 932 

participants were included in the analysis. In total, 864 patients were HSV negative (92.8%) 

and 68 patients (7.2%) were HSV-2 positive. Serum 25-Hydroxyvitamin-D levels of HSV-2 

patients were found to be significantly lower than the control group (p<0.05). Serum 25-

hydroxyvitamin D3 levels in the control group were 23.22Ñ13.09 on average. In the HSV -2 

positive group, mean serum 25-hydroxyvitamin D3 levels were 17.73Ñ10.32. Severe vitamin D 

deficiency was found in the population studied, regardless of the presence of HSV. Vitamin D 

levels were found below the normal value in approximately 93% of the population. There was 

no significant age difference between the groups after propensity score matching (p>0.05). 

Logistic regression analysis showed that Serum 25-Hydroxyvitamin-D was negatively 

associated with HSV-2 infection ([OR]=0.691, p<0.001). Vitamin D deficiency was seen as an 

independent risk factor for HSV-2 (Adjusted OR 2.704, p<0.001). Low serum Serum 25-

Hydroxyvitamin-D was found to be significantly associated with increased risk of HSV-2 

infection. In this direction, future interventional and pathophysiological studies should aim to 

clarify the nature and mechanism of the relationship. 

Keywords: herpes simplex type 2, vitamin D, immunity 

 

 

 

 

 

 



ñ3.Uluslararasē Jinokoloji ve Obstetri Kongresiò 

 

99 

 

S-37 Evaluation Of Pregnancy Outcomes In Women With A History Of Hysterescopic 

Myomectomy 

Ufuk Atlēhan1, H¿seyin Aytuĵ Avĸar2 

1 ¥zel Karataĸ Hastanesi 

2 Buca Seyfi Demirsoy Eĵitim ve Araĸtērma Hastanesi 

 

In our study, we aimed to evaluate pregnancy outcomes in women with a history of 

hysterescopic myomectomy.The data of the pregnancy outcomes of 48women who had a 

history of myomectomy and who performed their pregnancy follow-up and delivery in our 

hospital between 2015-2023 after myomectomy were collected retrospectively.Patients who 

underwent myomectomy for submucous-myoma were included in the study.The mean age of 

the 48patients included in the study was 32.56Ñ5.19years,and the mean body-mass-index was 

29.5Ñ4.56kg/m2,10(20.8%) never delivered,9(18.7%) normal-spontaneous-

delivery(NSPD),27(56.2%) cesarean section(C/S),and 2(4.1%) both NSPD,C/S there was.The 

mean operation time was 34.16Ñ12.7minutes,and the mean hospital stay was 

1.09Ñ0.11days.Gestational-week in which the delivery took place was found to be 

37weeks,3daysÑ3days on average.The need for neonatal intensive care after delivery was 

determined in 7patients(14.5%),and the need for blood transfusion was determined in 8(16.6%) 

patients.Considering the obstetric complications, there were no complications in 

23(47.9%)patients;The most common complications were premature rupture of membranes in 

6 patients(12.5%),threat of premature birth in 10(20.8%)patients,and intrauterine-growth-

retardation in 9(18.7%)patients,respectively.When postoperative complications were 

evaluated,no complication developed in 38(79.1%)patients.The most common postoperative-

complication was rest-placenta in 7(14.3%)patients.In 3patients,wound-infection developed 

with a rate of 6.2%.Myoma was detected again during pregnancy in 8(16.6%) of the patients. 

1-fibroid was detected in 6(12.5%)patients and >2-fibroids in 2(4.1%)patients.Mean week of 

birth and birth weight were found to be lower in the patient group with fibroids during 

pregnancy,and a statistically significant difference was found.The operation time was found to 

be higher in the patient group with fibroids.There was no statistical difference between the 

groups in terms of neonatal intensive care need,need for blood transfusion,amount of blood 

loss,postoperative and obstetric complications.According to myoma size, there were 5(62.5%) 

patients with fibroids smaller than 3cm,and 3(37.5%)patients with fibroids >3cm.When the 

patients were grouped according to myoma size,the amount of blood loss was found to be higher 

in those with myomas of >3cm(p<0.05).There was no statistical difference between the groups 

in terms of neonatal intensive care need,need for blood transfusion,postoperative,obstetric 

complications.It has been observed that when fibroids are detected during pregnancy in patients 

who have undergone myomectomy,delivery occurs earlier in the week,causes lower birth 

weight and increases the duration of the operation. 

Keywords: hysterescopy, myomectomy, pregnacy 
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S-38 Acquired Hematologic Factors Inhibitors In Unexpected Postpartum Hemorrhage: 

Surgical Treatment Duration 11 Month 
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Unexplained postpartum hemorrhage (PPH) refractory to hemostatic and surgical procedures 

should raise suspicion of hematological disease.When hemostatic medical and surgical 

procedures fail to control bleeding, increased morbidity, fertility loss, and death can occur.A 

36-year-old patient with G4P1Y1A1D/C2 applies to our clinic with the diagnosis of intrauterine 

hematoma and massive bleeding on the 7th day after cesarean section.The patient had a history 

of pulmonary thromboembolism and FactorV Leiden mutation before pregnancy, used 

enoxaparin and acetylsalicylic acid during pregnancy.The patient's hemoglobin level decreased 

from 10.6 g/dl to 5.1 g/dl.The patient, who did not respond to medical treatment, underwent 

surgical intervention and endometrial curettage and uterotonic balloon were applied.The patient 

was consulted with hematology, and appropriate investigations, blood product replacement, and 

treatment were planned.The patient, who had massive intra-abdominal bleeding on the 2nd day 

of follow-up, total abdominal hysterectomy and right salpingectomy were performed, and 

bleeding was controlled surgically.The patient was definitively diagnosed with Factor5 Leiden 

mutation, protein C/S resistance, and acquired factor8 deficiency (bethesda 6 ) by the 

hematology clinic.The patient took factor 7a replacement.Immunosuppressive therapy was 

recommended to the patient, but she was not accepted because she was breastfeeding. 

Immunoglobulin (IVIG) therapy was given.The patient, who was followed up in the intensive 

care unit, was taken to re-laparotomy due to the development of acute abdomen 10 days 

later.4500 cc hematoma was extracted from the abdomen and hemostatic agents such as 

FlosealÉ and TisseelÉ were applied.The fascia was left open, and the skin was closed with 

retention sutures.The patient, who suffered from skin and subcutaneous necrosis during follow-

up, was left to secondary healing.Totally, the patient replaced by 51 units of erythrocyte 

suspension, 36 units of fresh frozen plasma, 14 units of cryospitate, 6 units of fibrinogen and 1 

human platelet in the first 20 days.Appropriate debridement and treatment took approximately 

11 months.The patient was discharged in wellness.The patient is still being followed in the 

hematology clinic with acquired factor8 deficiency Bethesda 2 levels.The aim of this case report 

is to emphasize that the treatment of patients with PPH due to an acquired factor inhibitor is 

lifesaving in this disease with high mortality. 

Keywords: Postpartum Hemorrhage, Acquired Factor8 inhibitor, Massive Transfusion 

INTRODUCTION  

Standart hemostatik prosed¿rlere diren­li, a­ēklanamayan postpartum hemoraji (PPH), 

edinilmiĸ kanama bozukluĵuna iliĸkin klinik ĸ¿phenin artmasēna neden olmalēdēr. Hemostatik 

tēbbi m¿dahaleler ve cerrahi prosed¿rler kanamayē kontrol edemediĵinde, ameliyat sonrasē 

masif kan kaybē, artmēĸ morbidite, doĵurganlēk kaybē ve ºl¿m meydana gelebilir. Pēhtēlaĸma 

faktºrlerine karĸē bir otoantikor inhibitºr¿ bulunduĵunda, hayatē tehdit eden doĵum sonu 

kanamanēn kontrol¿ ve sonraki kanama ataklarēnēn ºnlenmesi, zamanēnda ve doĵru tanēya, hēzlē 

hemostatik tedavi ve faktºr inhibitºrlerinin ortadan kaldērēlmasēna ve uygun uzun s¿reli hasta 

bakēmēna baĵlēdēr. Faktºr inhibitºr¿ne baĵlē edinilmiĸ doĵum sonrasē hemofili, PPH'nin nadir 

bir nedenidir; ancak gecikmiĸ tedavi annede morbidite ve mortalitenin artmasēna neden olabilir. 
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Bu vaka takdiminin amacē hematologlar ve kadēn hastalēklarē ve doĵum uzmanlarē/jinekologlar 

arasēnda, PPH'nin bir nedeni olarak Faktºr8 nºtralize edici otoantikorlarēn ortaya ­ēkēĸē 

konusunda farkēndalēĵē artērmak ve tanēsal deĵerlendirme, tedavi ve tedaviyi optimize etmek 

i­in kadēn doĵum uzmanlarē/jinekologlar ile hematoloji uzmanlarē arasēndaki iĸ birliĵinin 

ºnemini vurgulamaktēr. Edinilmiĸ bir faktºr inhibitºr¿ne baĵlē olarak doĵum sonu kanama 

yaĸayan kadēnlarēn uzun vadeli tedavisinin mortalitesi y¿ksek olan bu hastalēkta hayat kurtarēcē 

olduĵu unutulmamalēdēr. 

CASE 

36 yaĸēnda g4p1y1a1d/c2 olan hasta sezaryen amel yatē sonrasē 7. g¿nde kav te ­ nde hematom 

ve mas f kanama tanēsē le tarafēmēza baĸvuruyor. Dēĸ merkezde fetal d stress tanēsēyla ac l 

sezaryen olan hasta postoperat f 7. g¿n¿nde evde an  senkop ve evde abondan kanama 

ºyk¿s¿yle ac l serv se baĸvurdu. Hastanēn gebel k ºnces  pulmoner tromboembol  ºyk¿s¿ ve 

Faktºr5 Le den mutasyonu olduĵu, gebel k boyunca enoksapar n 6000 ¿n te 1x1 ve 

aset lsal s l kas t 100 mg 1x1(35.haftaya kadar) kullandēĵē, postoperat f 3.g¿n¿nde c lt altē 

hematom olmasē neden yle enoksapar n 6000 ¿n te 1x1 4 g¿n ºnce kes ld ĵ   ve hematom tak b  

yapēldēĵē ºĵren ld . Kabul¿nde  tans yon:80/50 mm/hg nabēz: 70 atēm/dk d . Ultrasonda kav te 

­ nde yoĵun koag¿l¿m zlenm ĸ  olup vaj nal muayenede abondan kanama mevcuttu. Ac l 

ĸartlarda hastaya elle halas yºntem yle kanama kontrol¿ saĵlanmaya ­alēĸēldē. Vaj nal kanamasē 

devam eden hastaya 1 ampul met lergonov n, 4 ampul traneksam k as t, 2 adet rektal 

m zoprostol uygulandē. Elle halas yapēldēktan sonra kav tede endometr yum ­ ft duvar kalēnlēĵē 

20 mm olarak zlend . 500 cc r nger laktat ­er s ne 10 ¿n te oks tosn uygulandē. Vaj nal 

kanamasē devam eden hastaya kan merkez  aranarak 4 ¿n te ES, 4 ¿n te TDP , 2 adet 

kr yopres p tat hazērlandē. Hastanēn hg:10.6-8.6-5,1  mg/dl plt:484.000-469.000 ēnr:0.94-1.00 

f br nojen:3.0 d-d mer:30.72 olarak gºr¿ld¿. Hasta ac l ĸartlarda probe k¿retaj ve ntrauter n 

hemostat k balon uygulanmasē ­ n amel yathaneye alēndē. Hastaya ultrason eĸl ĵ nde probe 

k¿retaj ĸlem  uygulandē. Ardēndan hastaya 350 cc ĸ ĸ r lerek ntrauter n balon yerleĸt r ld . 

Hastaya 1 adet dren yerleĸt r ld . 2 g f br nojen uygulandē. Hematoloj ye danēĸēldē, gerekl  

tetk kler sten ld . Tak pler nde major kanamasē devam eden hasta yoĵun bakēm ĸartlarēnda 

tak be alēndē ve 2 g¿n ­ nde 10 ¿n te ES, 8 ¿n te TDP ve 2 ¿n te f br nojen replasmanē yapēldē. 

Dren nden mas f kanama bulgusu gelmes  ¿zer ne 2 g¿n sonra hastaya re-laparatom  planlandē. 

Hastaya total abdom nal h sterektom  ve  saĵ salpenjektom  operasyonu uygulandē, kanama 

kontrol¿ saĵlandē. Cerrah  tedav ler boyunca enfeks yon hastalēklarē le b rl kte gerekl  ve 

uygun ant b yot k tedav s  ver lm ĸt r. Hematoloj  kl n ĵ  tarafēndan hastaya Faktºr5 Le den 

mutasyonu, prote n C/S rez stansē ve ed nsel faktºr 8 eks kl ĵ  tanēsē konuldu. Hastaya 2 defa 

faktºr 7a replasmanē yapēldē. Ķmm¿ns¿pres f tedav  ºner ld . Hasta emz rd ĵ  ­ n kabul etmed . 

Imm¿noglobul n (IVIG) tedav s  ver ld . Yoĵun bakēm tak b ne alēnan hasta 10 g¿n sonra tekrar 

batēnda yaygēn hematom gºr¿lmes  ve akut batēn gel ĸmes  sebeb yle  genel cerrah  kl n ĵ yle 

b rl kte  re-laparatom ye alēndē. Batēndan 4500 cc hematom boĸaltēlēp Floseal, T sseel g b  g b  

hemostat k ajanlar uygulandē. Fasya a­ēk bērakēldē, GAM ns zyon hattē, c lt ve c lt altē katlarē 

retans yon s¿turler yle usul¿ne ve anatom ye uygun kapatēldē. Esk  pfannenst el ns zyon 

hattēnēn altēnda, c lt altēna Surg cel ve Spongostan uygulanarak Jackson dren yerleĸt r ld  ve 

prolen s¿turla matr s ĸekl nde kapatēldē. Erken kompl kasyon olmadē. Tak pler nde retans yon 

s¿turler  nekroza g den hasta sekonder y leĸmeye bērakēldē. Hematoloj  testler  sonucunda 

hastanēn kes n tanēsē Bethesda 6 olarak ed nsel faktºr 8 nh b tºr¿ ve prote n C/S rez stansē 

olarak bel rlend . Batēn ºn duvarē total olarak nekroza uĵrayan hastaya toplamda lk 20 g¿n 

­ nde 51 ¿n te er tros t s¿spans yonu 36 ¿n te taze donmuĸ plazma 14 ¿n te kr yosp tat 6 ¿n te 

f br nojen 1 human platelet ver ld . Uygun debr dman ve tedav  yaklaĸēk 11 ay s¿rd¿. Hasta 

saĵlēklē b r ĸek lde taburcu ed ld. Hasta halen hematoloj  kl n ĵ nde ed nsel faktºr 8 nh b tºr¿ 

tanēsē le Bethesda 2 sev yeler nde  tak p ed lmekted r. 
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CONCLUSION 

Bu vaka takdiminin amacē hematologlar ve kadēn hastalēklarē ve doĵum uzmanlarē arasēnda, 

postpartum hemorajinin bir nedeni olarak Faktºr 8 nºtralize edici otoantikorlarēn ortaya ­ēkēĸē 

konusunda farkēndalēĵē artērmak ve tanēsal deĵerlendirme, tedavi ve tedaviyi optimize etmek 

i­in  kadēn hastalēklarē ve doĵum uzmanlarē ile hematologlar  arasēndaki iĸbirliĵinin ºnemini 

vurgulamaktēr. Edinilmiĸ bir faktºr inhibitºr¿ne baĵlē olarak postpartum hemoraji yaĸayan 

kadēnlarēn uzun vadeli tedavisinin mortalitesi y¿ksek olan bu hastalēkta hayat kurtarēcē olduĵu 

unutulmamalēdēr. 
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S-39 Ķzole Fetal Asitte Abdomino-Amniyotik ķant Uygulamasē 

Raziye Torun1, Atalay Ekin1, Ķlker U­ar1 

1 Tepecik Eĵitim ve Araĸtērma Hastanesi 

 

25 yaĸēnda, ilk gebeliĵi olan hasta 21. Gebelik haftasēnda izole fetal batēnda asit nedenli 

baĸvurdu. Yapēlan deĵerlendirmede kardiyak, gastrointestinal ve ¿riner sistemlere ait baĸka 

anomali saptanmadē. Yapēlan tetkiklerde hastanēn kan grubu A Rh pozitif, parvovir¿s, 

sitomegalovir¿s, rubella, toxoplazma testi negatif olarak saptandē. Kordosentez yapēldē, normal 

karyotip olarak raporlandē. Hastaya 23. Gebelik haftasēnda ultrason eĸliĵinde fetal peritoneal 

kavite ve amniyotik sēvē arasēna kateter yerleĸtirildi. 

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

OBJECTĶVES  

To determine the effectivenes of abdomino-amniotic shunt method applied in the treatment of 

isolated fetal ascites. 

 

 

METHODS 

25-year-old patient with her first pregnancy presented at 21 weeks of gestation due to isolated 

fetal ascites. No other anomalies related to the cardiac, gastrointestinal, and urinary systems 

were detected in the assessment. In the laboratory tests; blood group was identified as A Rh 

positive, and the tests for parvovirus, cytomegalovirus, rubella, and toxoplasma resulted 

negative. Cordocentesis was performed for fetal karyotype analysis, and it was reported as a 

normal karyotype. At the 23rd week of pregnancy, a pigtail catheter was placed under 

ultrasound guidance between the fetal peritoneal cavity and the amniotic fluid. 

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

 

RESULTS 

After the procedure, a dramatic reduction in the amount of fetal ascites was observed in the 

ultrasound performed at the 12th hour. The amount of ascites, which was measured as 22 mm 

(Anterior-posterior) before the procedure, was measured as 3 mm after the procedure. The 

patient's pregnancy follow-ups are ongoing at our clinic, and in the evaluation performed at the 

29th week, no fetal ascites findings were detected. The shunt has been observed in its place. 

 
Image 3: Image taken during follow up, there is minimal fetal ascites after shunting procedure 

 

 

CONCLUSION 

Although isolated fetal ascites generally leads to favorable neonatal outcomes, the prognosis 
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varies significantly depending on the underlying etiology. (1) There are studies in the literature 

indicating that the week of detecting fetal ascites is significant in terms of prognosis and 

perinatal mortality rates. It is noted that fetal ascites detected before the 24th week of gestation 

is associated with a higher frequency of perinatal mortality. (2) Prenatal diagnosis is important 

both for dystocia and neonatal resuscitation. Lethal complications, including pulmonary 

hypoplasia and fetal hydrops, related to ascites can also emerge. Particularly, fetal ascites 

appearing in early pregnancy weeks increases the likelihood of encountering these 

complications. In order to prevent these complications, prenatal interventional procedures are 

carried out. Abdomino-amniotic shunting has first been reported in 1984. (3) While it's 

generally not recommended to apply shunt procedures for uncomplicated fetal ascites according 

to the general consensus, its significant advantage lies in eliminating the need for repetitive 

prenatal paracentesis. It has been demonstrated that prenatal drainage of fetal ascites extends 

the duration of pregnancy and improves neonatal resuscitation outcomes. (4) In cases where 

isolated fetal ascites is detected, shunt procedure can be considered as an option to prevent 

lethal complications and prolong the duration of pregnancy. 
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S-40 Unilateral Primary Ovarian Leiomyoma In Postmenopausal Period: Case Report 

Ilkin Seda Can ¢aĵlayan1 

1 Sivas Cumhuriyet ¦niversitesi Tēp Fak¿ltesi 

 

Objective:Leiomyomas are rare benign smooth muscle tumors of the ovary. Ovarian 

leiomyomas constitute approximately 0.5-1% of benign tumors of the ovary. They usually occur 

in reproductive age and asymptomatically. About 16% of cases occur after menopause. They 

are usually unilateral, with no left or right side preference. Most bilateral cases have been 

reported in young women aged 16-25 years. They are usually small in size and detected 

incidentally, but cases reaching giant sizes have been reported in the literature. Ovarian 

leiomyomas are primary or parasitic in origin. Primary ovarian leiomyomas are defined as 

lesions arising from the ovary. From ovarian tissue, including blood vessels within the ovary, 

smooth muscle fibers, or similar tissues within the ovarian stroma and tunica albuginea. In 

contrast, parasitic ovarian leiomyomas are extraovarian in origin and adherent to the ovary. 

Rarely, such tumors twist around their pedicle, followed by bleeding and necrosis. Although 

ultrasound, which we use in the diagnosis of gynecologic pelvic pathologies, is a good 

diagnostic method, it is not sufficient for the specific diagnosis of ovarian leiomyomas. Case 

report: We present a postmenopausal patient who presented to our outpatient clinic with 

abdominal pain and abdominal swelling that started in the last six months. Our 54-year-old 

patient, who had been in menopause for 13 years, had a 5-6 cm solid lesion with borders not 

clearly separated from the ovary, which was thought to be associated with the right adnexal 

area. Total abdominal hysterectomy + bilateral salpingo-oophorectomy (frozen) was planned 

for the patient with no abnormalities in tumor markers and other laboratory tests. The frozen 

examination result was ovarian leiomyoma. No extra pelvic pathology was observed. The 

patient was discharged without any postoperative problems. Conclusion: Diagnosis of ovarian 

fibroids is difficult because they are usually not associated with ant specific clinical symptoms. 

Misdiagnosis causes problems in teratment, especially in women reproductive age. Therefore, 

keeping leiomyomas in mind especially in solid masses observed in the ovary may prevent 

surgeons from performing more surgery than necessary for the patient. Young patients and are 

bening lesions, ovarian sparing surgery should be preferred after excluding the possibility of 

malignancy. 

Keywords: Ovarian leiomyoma, solid tumour, extrauterine fibroma 

 

INTRODUCTION  

Leiomyoma, with its variants, is the most common benign mesenchymal tumor of the uterus 1. 

It can also be seen in extrauterine sites. The broad ligament is the most common extrauterine 

site with an incidence of less than 1%.2. Other unusual sites are the round ligament, ovarian 

ligament, vulva, ovaries, bladder and urethra.3. Ovarian leiomyoma is rare, accounting for 

approximately 0.5-1% of benign tumors of the ovary4. They are benign in nature but definitive 

diagnosis requires histopathological evaluation and differentiation from other solitary tumors 

of the ovary such as fibroma, tectoma and sclerosing stromal tumor. The most likely theory is 

that they take their origin from the smooth muscle of the ovarian ligaments through which they 

enter the ovary or from the smooth muscle of the ovarian blood vessels. 56. Most cases are 

asymptomatic and 85% occur in pre-menopausal women. Most common in women aged 20-65 

years 47. Although their presentation and treatment are often simple, they can undergo various 

forms of asymptomatic degeneration that greatly alter their appearance and blur the diagnostic 

process. Most of these tumors are unilateral, small in size and usually occur in pre-menopausal 
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women8. 

 

CASE REPORT 

We present a case of primary ovarian leiomyoma in the postmenopausal period. A 54-year-old 

patient presented to our gynecology outpatient clinic with complaints of abdominal pain and 

abdominal distension for 6 months. She went through menopause 13 years ago (gravida:5 

parity:5). On gynecologic examination, a mobile mass was palpated in the douglas. Ultrasound 

examination revealed a heterogeneous, smoothly circumscribed, hypoechoic, nodular lesion of 

approximately 5-6 cm in size, which was thought to be originating from the right adnexa, 

posterior to the uterus. There was a moderate amount of free fluid in the abdomen. No 

abnormality was detected in laboratory blood values and tumor markers [Ca 125, Ca 15-3, 

Ca19-9, carcinoembryonic antigen (CEA), and alpha-fetoprotein (AFP)]. The patient was 

decided to operate. During laparotomy under general anesthesia, the solid mass in the right 

ovary was sent for frozen examination (Figure 1). Frozen result was reported as ovarian 

leiomyoma. Uterus, left tuba and ovary were atrophic. Total abdominal hysterectomy and 

bilateral salpingo-oophorectomy were performed. The patient was discharged without any 

postoperative problems. 

 

 

   

     
 

 

Figure 1: Right oophorectomy material 

 

DISCUSSION  

 

We present a case of ovarian leiomyoma in a postmenopausal woman who presented with 

abdominal pain. Most ovarian leiomyomas described in the literature are asymptomatic and 

discovered incidentally5. Clinical findings are variable in symptomatic cases; abdominal pain, 

palpable mass, hydronephrosis, elevated CA-125, hydrothorax and ascites may be detected.8. It 

can also be Meigs' syndrome.910. Meigs syndrome is characterized by the presence of ascites 

and pleural effusion in the presence of solid ovarian tumors such as fibroma, tectoma and 

granulosa cell tumors 10. Ovarian leiomyoma associated with Meigs syndrome is extremely rare 

and only two cases have been reported11. Our patient had minimal abdominal fluid and no pelvic 

effusion on chest radiography. Most of the cases are diagnosed by routine gynecologic 

examination and pathologic examination of the materials in the peroperative or postoperative 

period. Histologic examination is the gold standard for definitive diagnosis. 

 

Since ovarian leiomyomas present as solid adnexal masses, they are often confused with the 
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more common ovarian fibromas in the preoperative period. In some cases, elevated tumor 

markers and abdominal free fluid may raise suspicion of ovarian malignancy. A good 

preoperative evaluation and the addition of MR imaging may partially help in the differential 

diagnosis. This is important for us in terms of the type of operation (laparoscopy/ laparotomy), 

incision type and preoperative preparation. We should always keep ovarian leiomyomas in 

mind in adnexal masses, even if they are very rare. This is especially important for ovarian 

sparing surgery in young and reproductive age patients. In the literature, there is a 17-year-old 

patient who underwent bilateral salpingoooferectomy for bilateral ovarian leiomyomas. 12. 

Leiomyomas are benign lesions that should always be kept in mind when approaching ovarian 

masses, especially in young women. Ovarian sparing surgery and wedge resection (especially 

if a minimally invasive surgical procedure is performed) can be very difficult, especially in 

primary ovarian leiomyomas because they are integrated with the ovary. Since our case was a 

postmenopausal patient, we chose oophorectomy as the treatment option. 
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S-41 Primary Ovarian Leiomyosarcoma With Isolated Para-Aorta-Caval Metastas: A 

Rare Case Report 

Hatice K¿bra Can1, Ķsmail Baĵlar1, Esra Keleĸ1, Murat Api1 

1 Kartal Dr. L¿tfi Kērdar ķehir Hastanesi 

 

Introduction: Primary ovarian sarcomas are an uncommon occurrence, accounting for less than 

2% of all ovarian malignancies, with primary ovarian leiomyosarcoma, a rare smooth muscle 

neoplasm, making up less than 0.1% of these malignancies. Initial stages of this condition often 

present with no symptoms, while disease progression is rapid, and symptoms become non-

specific in advanced stages with a high degree of malignancy. Unfortunately, most patients are 

diagnosed with advanced disease at the time of presentation. Herein, we present a rare case of 

paraaortacaval recurrence of ovarian leiomyosarcoma. Case: A 60-year-old female, gravida 0, 

was referred to the Department of Gynecologic Oncology. In 2007, she had undergone a 

hysterectomy and bilateral salpingo-oophorectomy due to an adnexal mass, which was later 

confirmed as leiomyosarcoma. The patient underwent chemotherapy and radiotherapy 

treatment, and in 2016, a simple nephrectomy was performed due to recurrence in the right 

kidney. In 2018, an excision of the left retroperitoneal mass was done due to the recurrence of 

localized inferior of the left kidney, which revealed a malignant mesenchymal tumor and 

leiomyosarcoma infiltration. During follow-ups, a fistula developed in the retroperitoneal area, 

and a laparotomy was performed, which led to mass excision and twelfth rib excision. Magnetic 

Resonance Imaging (MRI) revealed a solid mass lesion with a diameter of approximately 6 x 5 

cm in the paraaortacaval area. Gastrointestinal endoscopy and colonoscopy were normal. The 

decision for surgical debulking was made, and during abdominal exploration, a 6 cm in diameter 

mass lesion was detected over the aorta and vena cava inferior (Figure 1). A 6*5 cm 

heterogeneous mass excision in the para aortocaval region and vena cava repair was performed 

with the cardiovascular surgery team, and tumors in the bowel mesentery were excised. Para-

aortic lymph node dissection was performed, and R0 resection was achieved. The surgical 

specimens were submitted for histopathologic examination, and the postoperative course was 

uneventful. Discussion: Ovarian leiomyosarcoma is a rare malignancy that poses significant 

management challenges and has poor survival rates. There is a critical need for an international 

registry for this disease to collect comprehensive and reliable data that can help identify the 

Keywords: ovarian leiomyosarcoma, malignant neoplasm; ovarian neoplasm 
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S-42 Fearful Dream: Pregnancy And Fetal/neonatal Management In Anaphylaxis 
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2 Tekirdaĵ Namēk Kemal ¦niversitesi Tēp Fak¿ltesi, ¢ocuk Saĵlēĵē Ve Hastalēklarē Anabilim 

Dalē, Neonatoloji Bilim Dalē 

 

Giriĸ: Gebelikte anafilaksi ge­irme olgularē olduk­a nadir gºr¿lmekle birlikte maternal 

hipotansiyon ve fetal hipoksik iskemik ensefalopati gibi olumsuz sonu­lara yol a­arak ciddi 

morbidite ve mortalitelere sebep olabilmektedir. Ek olarak anafilaksi geliĸen gebelerde y¿ksek 

sezaryen oranlarē da dikkat ­ekmektedir.Biz de nadir gºr¿len bu olgumuzdaki yºnetimimizden 

ve neonatal sonu­lardan bahsederek olduk­a nadir gºr¿len bu olgularēn doĵru yºnetiminin ne 

kadar ºnemli olduĵunu vurgulayarak literat¿re katkē saĵlamak istedik. Gebelik ve 

Fetal/Neonatal Yºnetim: 25 yaĸ G4P3C1Y2 son adet tarihine gºre 32+0/7 haftalēk gebeliĵi olan 

olgumuzun gebelik ºncesinde de iki defa arē sokmasē sonrasēnda anafilaksi ge­irme ºyk¿s¿ 

bulunmaktadēr. Tarafēmēza baĸvurusunun ºncesinde yine arē sokmasē sonrasēnda bilin­ kaybē, 

aĵēr hipotansiyon ve nefes darlēĵē gibi semptomlarla anafilaksi tablosu geliĸmesi ¿zerine dēĸ 

merkeze baĸvurmuĸ intramusk¿ler 0,5 mg adrenalin uygulanmasē sonrasēnda anafilaksi tablosu 

gerilemiĸtir. Acil serviste ­ekilen kontrol non-stres testlerde (NST) fetal taĸikardi saptanmasē 

¿zerine tarafēmēza yºnlendirilmiĸtir. Tarafēmēzca yapēlan kontrollerde fetal kalp atēmē 170 

atēm/dakika saptanmasē ¿zerine akciĵer maturasyonu a­ēsēndan betametazon uygulamasēnē 

takiben yatarak izleme alēnmēĸ ve yakēn NST takibine baĸlanmēĸtēr.Maternal ĶV hidrasyon ve 

oksijen desteĵi uygulanarak res¿te edilmesine raĵmen NST takiplerinde fetal taĸikardisi devam 

eden non-reaktif bir NST paterni olan(Resim 1) fetal kalp atēmlarē 185 atēm/dakika ulaĸan 

olguya acil sezaryen kararē alēnmēĸtēr. 1745 gram aĵērlēĵēnda Apgar skorlarē 1.dakika: 4, 

5.dakika 7 (ent¿be) olan, canlē kēz bebek doĵurtulmuĸtur. Doĵum sonrasēnda ciddi solunum 

sēkēntēsē ve taĸikardisi saptanan yenidoĵan ent¿be edilerek yenidoĵan yoĵun bakēm ¿nitesine 

yatērēlmēĸtēr.Yenidoĵan yoĵun bakēm ¿nitesi takiplerinde hipertansiyonu olan olguya antenatal 

adrenalin uygulamasē sonucu devam eden beta-mimetik etki a­ēsēndan propanolol tedavisi 

baĸlanarak yakēn tansiyon takibi yapēlmēĸtēr.Tansiyon takiplerine gºre antihipertansif tedavi 

azaltēlarak postnatal 16. g¿nde kademeli olarak kesilen olgu sonrasēnda normotansif 

seyretmiĸtir, fetal ekokardiyografisinde ek bir patoloji saptanmamēĸtēr.Yenidoĵanda 

intrakraniyal kanama ve neonatal ensefalopati bulgularēnēn olmasē olduk­a dikkat ­ekicidir. 

Tartēĸma: Olgumuzdaki gibi maternal hayatē tehlikeye sokabilecek d¿zeyde anafilaksiyle 

gebelik dºneminde de karĸēlaĸēlmasē durumunda adrenalin uygulamasē bir­ok kēlavuzda 

desteklenmektedir.Ancak oluĸacak neonatal sonu­lar a­ēsēndan dikkatli olup, doĵru yºnetimi 

benimsemek mutlaka hastalarēn yatēĸēnē yapēp yakēn NST takibine almak ve multidisipliner 

yaklaĸēm olumsuz fetal ve neonatal sonu­lar a­ēsēndan olduk­a ºnemlidir.Literat¿r¿ 

taradēĵēmēzda bizim olgumuz dēĸēnda maternal arē sokmasē sonrasē gebeliĵinde anafilaksi 

geliĸen sadece bir olgu bulunmakla birlikte onda da benzer ĸekilde neonatal ensefalopati 

bulgularē geliĸmiĸtir 

Anahtar Kelimeler:  Gebelik, arē sokmasē, anafilaksi, fetal taĸikardi, neonatal hipertansiyon 

Introduction:  Although cases of anaphylaxis during pregnancy are rare, they can lead to 

negative consequences such as maternal hypotension and fetal hypoxic-ischemic 

encephalopathy, causing severe morbidity and mortality. High cesarean section rates in 

pregnant women who develop anaphylaxis are also noteworthy. These rare cases can be 
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managed safely thanks to timely and correct interventions. We wanted to contribute to the 

literature by discussing our management and neonatal outcomes in this rare case and 

emphasizing the importance of adequately administering these rare cases. 

 

Pregnancy and Fetal/Neonatal Management: A 25-year-old G4P3C1Y2 patient, who was 

32+0/7 weeks pregnant according to her last menstrual period, had a history of anaphylaxis 

after being stung by bees twice before pregnancy. Before applying to us, she went to an external 

center after developing anaphylaxis with symptoms such as loss of consciousness, severe 

hypotension, and shortness of breath after a bee sting. The anaphylaxis situation subsided after 

the intramuscular administration of 0.5 mg adrenaline. She was referred to us after fetal 

tachycardia was detected in the non-stress tests (NST) taken in the emergency department. In 

the controls performed by us, the fetal heart rate was seen as 165 beats/minute, and following 

betamethasone administration, inpatient monitoring was started in terms of lung maturation, 

and close NST monitoring was started. An emergency cesarean section was decided for the 

case, whose fetal heart rate reached 175 beats/minute, a non-reactive NST pattern (Figure 1), 

and whose fetal tachycardia continued in the NST follow-ups despite being resuscitated with 

maternal IV hydration and oxygen support. A live female baby weighing 1745 grams, with 

Apgar scores of 4 at the 1st minute and seven at the 5th minute (intubated), was delivered. The 

newborn, found to have severe respiratory distress and tachycardia after birth, was intubated 

and admitted to the neonatal intensive care unit. During the neonatal intensive care unit follow-

ups, propranolol treatment was started, and close blood pressure monitoring was carried out in 

the case of the patient with hypertension, given the ongoing beta-mimetic effect resulting from 

antenatal adrenaline administration. According to blood pressure follow-ups, the patient 

remained normotensive after reducing the antihypertensive treatment and gradually 

discontinued on the 16th postnatal day. No additional pathology was detected in the fetal 

echocardiography. The presence of intracranial hemorrhage and neonatal encephalopathy 

findings in the newborn is quite remarkable. 

 

Discussion: In our case, adrenaline administration is supported by many guidelines if 

anaphylaxis that could endanger maternal life is encountered during pregnancy. However, being 

careful regarding neonatal outcomes, adopting the correct management, hospitalizing the 

patients, and keeping them under close NST follow-up and a multidisciplinary approach is 

critical regarding adverse fetal and neonatal outcomes. When we scanned the literature, there 

was only one case other than ours who developed anaphylaxis during pregnancy after a maternal 

bee sting, and she also developed similar neonatal encephalopathy findings. 

 

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

The Placenta And Umbilical Cord 

Ķrem ķenyuva1, ķirin K¿­¿k2 

1 Uĸak ¦niversitesi Tēp Fak¿ltesi 

2 Uĸak Eĵitim ve Araĸtērma Hastanesi 

 

Plasenta Lokalizasyonu ile Plasenta ve Umblikal Kord Histopatolojik Bulgularē Arasēndaki 

Ķliĸki The Relationship Between Placental Location and Histopathologic Findings of the 

Placenta and Umbilical Cord Ķrem ķenyuva1, Uĸak ¦niversitesi Tēp Fak¿ltesi, 

iremsenyuva@yahoo.com ķirin K¿­¿k2, Uĸak Eĵitim ve Araĸtērma 

Hastanesi,ata2012irin53@yahoo.com ¥zet Plasenta lokalizasyonu ile plasenta ve umblikal 

kord histopatolojik bulgularē arasēndaki iliĸkiyi araĸtērmak ama­landē. 2019 yēlē Ocak-Aralēk 

tarihleri arasēnda Uĸak Eĵitim ve Araĸtērma Hastanesi Kadēn Hastalēklarē ve Doĵum bºl¿m¿ne 

m¿racaat eden hastalar retrospektif olarak incelendi. D¿ĸ¿k riskli ve term de doĵum yapan 52 

hasta analiz edildi. Anterior ve posterior plasental lokalizasyona gºre hastalar plasenta ve 

umbilikal kord makroskobik bulgularē a­ēsēndan karĸēlaĸtērēldē ve gruplar arasēnda anlamlē bir 

fark bulunmadē. Histopatolojik incelemede; umbilikal kord da hipoksi bulgusu 

saptanmadē(p>0.05). Anterior plasental lokalizasyonlu dºrt, posterior lokalizasyonlu altē 

olguda koranjiozis ile uyumlu hipoksi bulgusu gºzlendi fakat, istatistiksel olarak anlamlē 

saptanmadē (p=0.09). Bu olgularda koranjiozise eĸlik eden hipoksi ile iliĸkili farklē lezyonlar 

tanēmlanmadē. Anterior ve posterior plasental lokalizasyonda histopatolojik a­ēdan anlamlē 

hipoksi bulgularēnēn gºzlenmemesi uterin arterlere yakēnlēk ve diyabet, hipertansiyon gibi pre 

uterin vask¿ler bir patolojinin olmamasē ile a­ēklanabilir. Anahtar Kelimeler: Hipoksi, 

lokalizasyon, plasenta Abstract The aim of this study was to examine the link between placental 

location and histopathologic findings in the umbilical cord and placenta. Retrospective research 

was done on patients who attended the Obstetrics and Gynecology Department at Usak Training 

and Research Hospital between January and December of 2019. 52 women, term and low-risk 

pregnancy, were included in this study. There was not any statistical significant between 

placenta location and macroscopic histopathologic findings(p>0.05). Four women with anterior 

placental location and six women with posterior placental location both had chorangiosis, 

however it was not statistically significant. ( p=0.09). Furthermore, there were no other 

hypoxia-overlapping lesions seen with the chorangiosis in these cases. Hypoxia was not 

observed in the anterior or posterior placenta, which could be attributed to low risk pregnancy, 

the absence of pre uterin vascular pathology such diabetes, hypertension, etc., and the proximity 

of the uterine arteries. Key words: Hypoxia, location, placenta Intraductēon: Given that uterine 

blood flow is irregular, intrauterine localization of the placenta may be impacted. The aim of 

this study was to examine the link between placental location and histopathologic findings in 

the umbilical cord and placenta. Material-Method: Retrospective research was done on patients 

who attended the Obstetrics and Gynecology Department at Usak Training and Research 

Hospital between January and December of 2019. Ultrasonographic placenta location and 

demographic findings were examined. Patients were divided into two groups according to 

placenta location, and their histopathologic results were compared. Results: 52 women, term 

and low-risk pregnancy, were included in this study. The mean age was 28.6Ñ6.45, the mode 

of delivery was vaginal 53.8% and 46.2% caserean, 28.8% of vaginal deliveries were 

primiparous, and 72.2% were multiparous. The mean weight of babies were 3323,08Ñ45.6 gr 

and none of them required intensive care. The location of the placenta was found to be anterior 

in 33 women (63%) and posterior in 19 women (36%). There was not any statistical significant 

between placenta location and macroscopic histopathologic findings (Table-1). There was no 
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evidence of hypoxia in the umbilical cord. Four women with anterior placental location and six 

women with posterior placental location both had chorangiosis, however it was not statistically 

significant. ( p=0.09). Furthermore, there were no other hypoxia-overlapping lesions seen with 

the chorangiosis in these cases. (Figure-1). Discussion and Conclusion: Chorangiosis is 

determined as hyper vascularity of terminal villus of placenta and it is related to hypoxia. 

According to Altshuler criteria: > 10 capillaries in at least 10 terminal villi in Ó 10 non infarcted 

areas in at least 3 low power fields of the placenta. On the other hand, it might be allowed to 

combine with other hypoxia-overlapping lesions, such as intravillous hemorrhage, villous 

infarct, ateriosclerosis of spiral arteriol etc. The uterine arteries and their anastomos are close 

to the anterior and posterior placentas, providing efficient placental perfusion. Hypoxia was not 

observed in the anterior or posterior placenta, which could be attributed to low risk pregnancy, 

the absence of pre uterin vascular pathology such diabetes, hypertension, etc., and the proximity 

of the uterine arteries. References 1- Altshuler G. Chorangiosis. An important placental sign of 

neonatal morbidity and mortality. Arch Pathol Lab Med. 1984 ;108(1):71-4. 2- Stanek J. 

Placental hypoxic overlap lesions: a clinicoplacental correlation. J Obstet Gynaecol Res. 2015 

;41(3):358-69. 3-Duran Erdolu M, Kºĸ¿ĸ A, Kºĸ¿ĸ N, Dilmen G, Kafali H. Relationship 

between placental localisation, birth weight, umbilical Doppler parameters, and foetal sex. Turk 

J Med Sci. 2014;44(6):1114-7. Table-1.Placenta location and histopathologic findings 

Histopathologic findings Placenta location n MeanÑsd Min-Max (Median) p Placenta (gr) 

Anterior 33 639,18Ñ130,17 455-1017 (625) 0,419 Posterior 19 657,63Ñ123,72 417-817 (661) 

Placenta size(cm) Anterior 33 17,45Ñ1,3 15-20 (17) 0,653 Posterior 19 17,32Ñ1,29 15-20 (17) 

Placenta thickness(cm) Anterior 33 3,2Ñ0,66 2-5 (3) 0,483 Posterior 19 3,08Ñ0,34 2,5-4 (3) 

Umblical cord lenght(cm) Anterior 33 38,36Ñ9,57 21-59 (38) 0,494 Posterior 19 37,37Ñ11,56 

23-62 (34) Umblical cord size(cm) Anterior 33 1,44Ñ0,27 1-2 (1,5) 0,465 Posterior 19 

1,42Ñ0,36 1-2,5 (1,5) Figure-1: Capiller hypervascularity in terminal villus ,chorangiosis ( 

arrow) (HE x 40) 

Anahtar Kelimeler:  histopathology, location ,placenta 

Intraductēon: Given that uterine blood flow is irregular, intrauterine localization of the 

placenta may be impacted. The aim of this study was to examine the link between placental 

location and histopathologic findings in the umbilical cord and placenta. 

Material -Method: Retrospective research was done on patients who attended the Obstetrics 

and Gynecology Department at Usak Training and Research Hospital between January and 

December of 2019. Ultrasonographic placenta location and demographic findings were 

examined. Patients were divided into two groups according to placenta location, and their 

histopathologic results were compared.  

Results: 52 women, term and low-risk pregnancy, were included in this study. The mean age 

was 28.6Ñ6.45, the mode of delivery was vaginal 53.8% and 46.2% caserean,  28.8% of vaginal 

deliveries were primiparous, and 72.2% were multiparous. The mean weight of babies were  

3323,08Ñ45.6 gr and  none of   them required intensive care. The location of the placenta was 

found to be anterior in 33 women (63%) and posterior in 19 women (36%). There was not any 

statistical significant between placenta location and macroscopic histopathologic findings 

(Table-1). There was no evidence of hypoxia in the umbilical cord. Four women with anterior 

placental location and six women with posterior placental location both had chorangiosis, 

however it was not statistically significant. ( p=0.09). Furthermore, there were no other 

hypoxia-overlapping lesions seen with the chorangiosis in these cases.  (Figure-1). 

Discussion and Conclusion:  
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Chorangiosis is determined as hyper vascularity of terminal villus of placenta and it is related 

to hypoxia. According to  Altshuler criteria: > 10 capillaries in at least 10 terminal villi in Ó 10 

non infarcted areas in at least 3 low power fields of the placenta. On the other hand, it might be 

allowed to combine  with other hypoxia-overlapping lesions, such as intravillous hemorrhage, 

villous infarct, ateriosclerosis of spiral arteriol etc. 

The uterine arteries and their anastomos are close to the anterior and posterior placentas, 

providing efficient placental perfusion. Hypoxia was not observed in the anterior or posterior 

placenta, which could be attributed to low risk pregnancy, the absence of pre uterin vascular 

pathology such diabetes, hypertension, etc., and the proximity of the uterine arteries.   
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Histopathologic 

findings  

Placenta 

location                                  
n 

MeanÑsd 

Min-Max 

(Median)    p 

Placenta (gr) Anterior 33 639,18Ñ130

,17 

455-1017 
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0,419 
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417-817 
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Placenta size(cm) Anterior 33 17,45Ñ1,3 15-20 (17) 
0,653 

Posterior 19 17,32Ñ1,29 15-20 (17) 

Placenta 

thickness(cm) 

Anterior 33 3,2Ñ0,66 2-5 (3) 
0,483 

Posterior 19 3,08Ñ0,34 2,5-4 (3) 

Umblical cord 

lenght(cm) 

Anterior 33 38,36Ñ9,57 21-59 (38) 

0,494 Posterior 19 37,37Ñ11,5
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23-62 (34) 

Umblical cord 
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Figure-1: Capiller hypervascularity in terminal  villus ,chorangiosis ( arrow) (HE x 40) 
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S-44 Case Presentation: Preeclampsia Developing In The Context Of Chronic 

Abruption -Oligohydramnios Sequence (Caos) 

Ķsmail Aykut1, Uĵur ķen1, Mehmet ¥zer1 

1 Ķzmir Tepecik Eah Kadēn Hastalēklarē ve Doĵum 

 

Abruptio placentae is defined as the separation of the placenta from the decidua before delivery. 

The incidence of abruptio placentae is approximately 3 to 10 per 1000 births. In cases of chronic 

abruption, the presence of oligohydramnios is referred to as 'Chronic Abruption-

Oligohydramnios Sequence (CAOS)'. In patients with CAOS, there is an increased risk of 

developing preeclampsia, preterm birth, chorioamnionitis, low birth weight, chronic lung 

disease, and the need for mechanical ventilation. To increase awareness of chronic abruption-

oligohydramnios sequence, we present a case in which a patient presented with vaginal 

bleeding, and preeclampsia developed in the setting of chronic abruption placenta, 

oligohydramnios, and abnormal Doppler findings. 

Keywords: chronic abruption , oligohyroamnios , preeclampsia 

INTRODUCTION  

Abruptio placenta, defined as the separation of the placenta from the decidua before birth. The 

incidence of abruptio placenta is approximately 3 to 10 per 1000 births (1,2). The early 

detachment of the placenta is due to bleeding in the basal decidua. Bleeding can start with the 

rupture of arterial vessels in the decidua and progress to hematoma formation. In cases of 

arterial bleeding, the placenta can detach almost completely, leading to serious maternal and 

fetal adverse outcomes. In chronic abruption, poorly developed early spiral arteries lead to 

decidua necrosis, placental inflammation, infarction, and consequently, venous bleeding in the 

placenta. In chronic abruption, bleeding usually self-limits. Intermittent, mild bleeding, 

oligohydramnios, and intrauterine growth restriction can be observed. Oligohydramnios 

accompanying chronic abruption cases is referred to as 'Chronic Abruption-Oligohydramnios 

Sequence (CAOS)' (3). CAOS increases the risks of intrauterine growth restriction, 

preeclampsia, and early membrane rupture (4). As a result, it has a poor prognosis due to serious 

neonatal morbidity and mortality caused by preterm birth (3,5). 

 

CASE 

A 26-year-old, G1P0 (Gravida 1, Para 0) patient at 27+0 weeks gestation according to her last 

menstrual period presented to our center with vaginal bleeding in the form of spotting. The 

patient's pregnancy follow-ups have not been regular, and there is no known medical history or 

surgical history. 

 

On initial evaluation, the patient's general condition is good, blood pressure is 140/75 mmHg, 

heart rate is 78 beats per minute, and temperature is 36.4ÁC. Her abdomen is comfortable, with 

no signs of guarding or rebound tenderness. There is no fundal tenderness. Obstetric ultrasound 

revealed a single intrauterine fetus with positive fetal cardiac activity. Fetal measurements 

indicate a gestational age of BPD: 23+0, HC: 23+2, AC: 22+6, FL: 30+0, and an estimated fetal 

weight of 450 grams. Amniotic fluid index (AFI) measures 50 mm. The placenta is noted to be 

larger than normal and fundally located, with an area that could be consistent with a 

retroplacental hematoma, but no evidence of placenta previa. Doppler examination showed end-
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diastolic flow reversal in the umbilical artery and a positive A wave in the ductus venosus. 

Vaginal examination revealed a 1 cm cervical dilation, and there were coagulated clots 

consistent with prior bleeding upon speculum examination. 

 

Laboratory findings show hemoglobin (HGB) at 11.3 g/dL, white blood cell count (WBC) at 

11.1 x10į/uL, platelet count (PLT) at 308 x10į/uL, alanine aminotransferase (ALT) at 10 U/L, 

aspartate aminotransferase (AST) at 16 U/L, C-reactive protein (CRP) at 3 mg/L, and fibrinogen 

at 280 mg/dL. No drainage was observed. The patient was admitted to our service for 

monitoring purposes. 

 

The patient was started on betamethasone 6 mg 2x2 therapy, with vital sign and pediatric 

follow-up every 6 hours, and a planned 24-hour urine collection. Due to blood pressure readings 

of 155/80, 140/80, and 140/90 on the second day of hospitalization, alpha-methyldopa 250 mg 

3x1 therapy was initiated. On the second day of hospitalization, blood pressure readings were 

160/90 and 150/90, and laboratory findings showed HGB: 10.6 g/dL, WBC: 14.1 x10į/uL, PLT: 

238 x10į/uL, ALT: 82 U/L, AST: 142 U/L, CRP: 5.5 mg/L, and fibrinogen: 225 mg/dL. A 

control ultrasound revealed a retroplacental hematoma measuring 50x35 mm, with Doppler 

examination showing end-diastolic flow reversal and a positive A wave in the ductus venosus. 

The patient received 4 grams of magnesium sulfate (MgSO4) as a loading dose, and then a 

continuous infusion of 1.5 grams per hour was started, while the alpha-methyldopa dose was 

changed to 3x2. 

 

On the fourth hour of monitoring, the patient reported an increase in bleeding. A follow-up 

examination revealed active leakage from the cervix. Blood pressure readings were 140/90, 

150/85, 140/95, and 160/90, with normal respiratory rate and pulse rate. The patient exhibited 

bilateral positive deep tendon reflexes. Control laboratory results showed HGB: 9.3 g/dL, 

WBC: 16.3 x10į/uL, PLT: 145 x10į/uL, ALT: 134 U/L, AST: 263 U/L, CRP: 12 mg/L, and 

fibrinogen: 118 mg/dL. Control ultrasound showed progression of the retroplacental hematoma 

to 90x65 mm, with intermittent retrograde flow observed in the umbilical artery on Doppler 

examination. The family was informed about the situation, and a decision was made to proceed 

with a cesarean section due to severe preeclampsia and abnormal Doppler findings. It was 

planned to administer 2 grams of fibrinogen during the cesarean section. A 412-gram male 

infant was delivered with a head presentation. Brownish amniotic fluid was observed, and the 

placenta had areas of necrosis. The placenta was sent for pathology examination. The infant 

was evaluated with an Apgar score of 2 at 1 minute and subsequently intubated. Postoperatively, 

MgSO4 maintenance therapy was continued. Postoperative laboratory evaluation showed 

HGB: 8.6 g/dL, WBC: 17.1 x10į/uL, PLT: 150 x10į/uL, ALT: 114 U/L, AST: 215 U/L, CRP: 

20 mg/L, magnesium (Mg): 5.5 mg/dL, and fibrinogen: 225 mg/dL. Blood pressure readings 

ranged from 125-140/70-80 during follow-up. On the first postoperative day, the patient's 

general condition was stable, vital signs were normal, uterine involution was appropriate, and 

bowel movements were present. Laboratory results showed HGB: 9.1 g/dL, WBC: 14.1 

x10į/uL, PLT: 178 x10į/uL, ALT: 63 U/L, AST: 70 U/L, CRP: 18 mg/L, magnesium (Mg): 2.8 

mg/dL, and fibrinogen: 320 mg/dL. On the third postoperative day, vital signs remained stable, 

blood pressure readings were within the normal range, and laboratory findings showed an 

improving AST/ALT trend, returning to normal limits. As a result, the patient was discharged 

in good health. 
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CONCLUSIONS 

Similar to our case, Chronic Abruption-Oligohydramnios Sequence (CAOS) is generally a 

condition seen in the second trimester and carries a poor prognosis. Prolonged venous bleeding 

results in the development of subchorionic hematoma, separating the amnion and chorion from 

the decidua, disrupting blood flow to the amnion and chorion. Insufficient perfusion of the 

amnion and chorion can lead to chorioamnionitis and early membrane rupture (6). Pathological 

examination of the placenta may reveal chronic deciduitis, decidual necrosis, placental infarcts, 

thrombosis, and hemosiderin accumulation (7). Inadequate placental function can result in 

impaired fetal renal perfusion, leading to oligohydramnios (8). In patients with CAOS, the 

average gestational age at birth has been found to be 28.1 +/- 4.5 weeks (3). Patients with CAOS 

are at increased risk of developing preeclampsia, preterm birth, chorioamnionitis, low birth 

weight, chronic lung disease, and the need for mechanical ventilation (4,5). Patients presenting 

with recurrent vaginal bleeding, as in our case, should be carefully evaluated, associated 

pathologies should be identified, and vigilant and careful management should be provided 

during follow-up. 
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S-45 Sol Over Torsiyonu ve Saĵ Over Dermoid Kisti Bulunan Olgunun Yºnetimi 

Feden K¿bra ¥zdilek Kēr­i­eĵi1,Kaan ¥zt¿rk1, Oktay Akg¿n1 

1 Ķzmir Tepecik Eĵitim ve Araĸtērma Hastanesi 

 

Acil servise baĸvuran ve yapēlan fiziki muayenede akut karēn bulgularē saptanan kadēnlarda, her 

yaĸ grubu i­in ayērēcē tanēda over torsiyonu d¿ĸ¿n¿lmelidir. Ancak kesin tanēyē koymak, over 

torsiyonunun belirtilerinin ºzg¿n olmamasē nedeniyle her zaman ­ok kolay olmamaktadēr. 

Doĵru ve erken tanē koymak, ºzellikle gen­ yaĸtaki hastalarda overin kurtarēlmasē ve ilerleyen 

yēllarda fertilitenin korunmasē a­ēsēndan ºnemlidir. Kliniĵimiz acil servisine yaklaĸēk 3 g¿n 

ºnce baĸlayan karēn aĵrēsē ĸikayetiyle baĸvuran 22 yaĸēndaki virgo hasta deĵerlendirildi. Hasta 

aĵrēnēn 3 g¿n ºnce baĸladēĵēnē, ara ara gerilediĵini ancak baĸvuru g¿n¿nde ĸiddetlendiĵini 

belirtti. Bilinen ek hastalēk ve operasyon ºyk¿s¿ bulunmayan hastanēn yapēlan fizik 

muayenesinde batēnda yaygēn hassasiyet, sol alt kadranda istemli defansē mevcuttu. Yapēlan 

suprapubik ultrasonda sol over boyutlarē artmēĸ 109x94x110 mm, i­erisinde 55x42x44 mm 

hemorajik kist ile uyumlu alan izlendi. Korteks ve medulla ayrēmē yapēlamamēĸ olup vask¿ler 

akēm kodlanmadē. Saĵ over 78x65x85mm i­erisinde yaklaĸēk 54x40mm dermoid kist ile 

uyumlu heterojen hiperekojen kitle lezyonu izlendi. Douglasôta serbest mai izlenmedi. Hastaya 

tanēsal laparotomi planlandē. Yapēlan batēn gºzleminde sol tuba ve sol over normalden iri 

yaklaĸēk 8cm b¿y¿kl¿kte ve 3 tur torsiyone izlendi. Saĵ overde yaklaĸēk 5cm dermoid kist ile 

uyumlu gºr¿n¿m izlendi. Sol over ve tuba detorsiyone edildi. Sol over kanlanmasēnēn tekrar 

baĸladēĵē gºr¿ld¿. Sol overdeki hemorajik kist wedge rezeksiyon ile eksize edildi. Saĵ overde 

kist lojuna girilerek kistektomi yapēldē. 1 hafta sonra kontrol pelvik ultrasonda sol over boyutlarē 

50x40x40 mm, saĵ over boyutlarē 30x32x35 mm boyutlarēnda ve her iki over vask¿ler 

kodlanma olaĵan izlendi.Nihai Patoloji sonucunda saĵ over kistetektomi materyali mat¿r kistik 

teratom, sol over materyali torsiyona baĵlē hemorajik infarkt¿s olarak raporlandē. Hastanēn 

aylēk ultrason kontrollerine devam edildi. Kontrollerde patolojik bulgu saptanmadē. Over ve 

adneks torsiyonlarēnēn acil m¿dahalesi ºzellikle ¿reme ­aĵēndaki kadēnlarda ºnemlidir. Klinik 

bulgular nonspesifik olmakla beraber cerrahi ºngºr¿ ve klinik ĸ¿phe tanē i­in en ºnemli birinci 

basamaktēr. Cerrahi tedavide organ koruyucu yaklaĸēmlar olabildiĵince ilk se­enek olmalēdēr. 

Anahtar Kelimeler:  Over Torsiyonu, Dermoid Kist, Abdominal Aĵrē 

GĶRĶķ  

Acil servise baĸvuran ve yapēlan fiziki muayenede akut karēn bulgularē saptanan kadēnlarda, her 

yaĸ grubu i­in ayērēcē tanēda over torsiyonu d¿ĸ¿n¿lmelidir. Ancak kesin tanēyē koymak, over 

torsiyonunun belirtilerinin ºzg¿n olmamasē nedeniyle her zaman ­ok kolay olmamaktadēr. 

Doĵru ve erken tanē koymak, ºzellikle gen­ yaĸtaki hastalarda overin kurtarēlmasē ve ilerleyen 

yēllarda fertilitenin korunmasē a­ēsēndan ºnemlidir (1). Overin destek aldēĵē ligamentlerin 

etrafēnda dºnmesi ile ortaya ­ēkan over torsiyonu her yaĸ grubunda karĸēlaĸēlabilecek 

jinekolojik acil bir durumdur. Ķnfundibulopelvik ligamentin kendi etrafēnda dºnmesi sonucu 

arterial, venºz ve lenfatik akēm engellenir. Engellenen venºz ve lenfatik akēm sonucu overde 

ºdem geliĸir ve geliĸen ºdem zaten azalmēĸ olan arterial akēm ¿zerine daha da azaltēr. Arterial 

akēmdaki azalma iskemiye yol a­ar ve iskemi sonucu nekroz, infarkt ve lokal hemoraji oluĸur. 

Nekroza giden over dokusu fonksiyonunu kaybeder ve zaman i­erisinde invol¿syona uĵrar. 

Eriĸkinlerde, over torsiyonu gºr¿len vakalarēn % 50-80ôinde fonksiyonel kist ya da neoplastik 

kist ile karĸēlaĸēlmaktadēr.(2, 3) 
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Yºntem 

 

Kliniĵimiz acil servisine yaklaĸēk 3 g¿n ºnce baĸlayan karēn aĵrēsē ĸikayetiyle baĸvuran 22 

yaĸēndaki virgo hasta deĵerlendirildi. Hasta aĵrēnēn 3 g¿n ºnce baĸladēĵēnē, ara ara gerilediĵini 

ancak baĸvuru g¿n¿nde ĸiddetlendiĵini belirtti. Bilinen ek hastalēk ve operasyon ºyk¿s¿ 

bulunmayan hastanēn yapēlan fizik muayenesinde batēnda yaygēn hassasiyet, saĵ alt kadranda 

istemli defansē mevcuttu. 

 

Bulgular 

 Yapēlan laboratuvar tetkiklerinde Hemoglobin 11.7 g/dl  Beyaz K¿re 6.000 , CRP 122 mg/L, 

karaciĵer fonksiyon testleri ve bºbrek fonksiyon testleri olaĵan, CA-125 42.6,  Beta Hcg deĵeri 

negatifti. Vital bulgularē stabil olarak deĵerlendirildi.  

Yapēlan suprapubik ultrasonda sol over boyutlarē artmēĸ 109x94x110 mm, i­erisinde 55x42x44 

mm hemorajik kist ile uyumlu alan izlendi. Korteks ve medulla ayrēmē yapēlamamēĸ olup 

vask¿ler akēm kodlanmadē. Saĵ over 78x65x85mm i­erisinde yaklaĸēk 54x40mm dermoid kist 

ile uyumlu heterojen hiperekojen kitle lezyonu izlendi. Douglasôta serbest mai izlenmedi.  

Hastaya mevcut bulgular ile operasyon ºnerildi. Hastaya tanēsal laparotomi planlandē. 

Pfannenstiel insizyon ile yapēlan batēn gºzleminde sol tuba ve sol over normalden iri yaklaĸēk 

8cm b¿y¿kl¿kte ve 3 tur torsiyone izlendi. Saĵ overde yaklaĸēk 5cm dermoid kist ile uyumlu 

gºr¿n¿m izlendi. Sol over ve tuba detorsiyone edildi. Sol over kanlanmasēnēn tekrar baĸladēĵē 

gºr¿ld¿. Sol overdeki hemorajik kist wedge rezeksiyon ile eksize edildi. Saĵ overde kist lojuna 

girilerek kistektomi yapēldē. Kist materyali frozena gºnderildi. Frozen sonucu dermoid kist ile 

uyumlu olarak bildirildi. Operasyona son verildi. 

 

Hastanēn post-operatif 2. G¿n suprapubik ultrasonunda sol over boyutu 70x50x50 mm 

boyutlarēnda, parankimde parsiyel vask¿ler akēm izlendi. Saĵ 40x30x45 mm boyutlarēnda 

izlendi.Douglasôta serbest mai izlenmedi. Genel durumu iyi, ek ĸikayeti olmayan hasta post 

operatif 2.g¿nde taburcu edildi. 1 hafta sonra kontrol pelvik ultrasonda sol over boyutlarē 

50x40x40 mm, saĵ over boyutlarē 30x32x35 mm boyutlarēnda ve her iki over vask¿ler 

kodlanma olaĵan izlendi.Nihai Patoloji sonucunda saĵ over kistetektomi materyali mat¿r kistik 

teratom, sol over materyali torsiyona baĵlē hemorajik infarkt¿s olarak raporlandē. Hastanēn 

aylēk ultrason kontrollerine devam edildi. Kontrollerde patolojik bulgu saptanmadē. 
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ķekil 1 : Torsiyone sol over ve saĵ over dermoid kist   ķekil 2 : Kistektomi sonrasē sol ve saĵ 

over   

 

. 

 

 

SONU¢ VE TARTIķMA  

Over ve adneks torsiyonlarēnēn acil m¿dahalesi ºzellikle ¿reme ­aĵēndaki kadēnlarda ºnemlidir. 

Klinik bulgular nonspesifik olmakla beraber cerrahi ºngºr¿ ve klinik ĸ¿phe tanē i­in en ºnemli 

birinci basamaktēr. Cerrahi tedavide organ koruyucu yaklaĸēmlar olabildiĵince ilk se­enek 

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

Kahramanmaras 

Kemal Hansu1 

1 Kahramanmaraĸ S¿t­¿ Ķmam ¦niversitesi Tēp Fak¿ltesi Kadēn Hastalēklarē ve Doĵum 

Anabilim Dalē 

 

Objective: Evaluation with cervical cytology results by determining the distribution of high-

risk HPV types after HPV screenings performed in Kahramanmaraĸ Province Cancer Early 

Diagnosis and Screening Training Center Methods: The study included 36420 women between 

the ages of 30-65, who applied to Cancer Early Diagnosis and Screening Education Centers 

(KETEM) between January 2017 and December 2021 in Kahramanmaraĸ and had HPV DNA 

test done. HPV typing was performed on women with positive HPV test, and patients with high 

risk HPV type were referred to secondary and tertiary healthcare institutions and smear test was 

performed. Results: HPV screening test result was positive in 1420 of 36420 women who were 

screened for HPV (3.89%). 74 sample results were reported as insufficient material (0.2%). 

HPV typing of the patients with positive results was performed; The most frequently isolated 

HPV type was 16 (21.9%). When the results of HPV positive women were examined; Cervical 

cytology was normal in 701 (49%) cases, cervical infection was reported in 378 (26.6%) cases, 

and the results of 212 (15%) patients were reported as insufficient material. Cervical cytology 

result of 81 (5.7%) patients is ASC-US, 7 (0.49%) patients are ASCH, 36 (2.5%) patients are 

LSIL, 2 (0.14%) patients are HSIL, and 3 (0%) ,21) patients had AGC. AIS was not observed 

in any patient. Conclusion: HPV prevalence and genotype distribution seem to be regionally 

variable. Cervical cancer is a disease that can be prevented with appropriate screening 

programs, vaccination and early treatment. Participation in screening programs should also be 

increased in our region and the rate of vaccination should be increased. 

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

Report 

Mehmet Bºl¿kbaĸē1, Pēnar Tuĵ­e ¥zer2, Ozan Odabaĸ1 

1 Sb¿ Tepecik Eĵitim ve Araĸtērma Hastanesi Kadēn Hastalēklarē Ve Doĵum 

2 Kemalpaĸa Devlet Hastanesi Kadēn Hastalarē ve Doĵum Kliniĵi 

 

Patients with congenital uterine anomalies are at an increased risk of having renal, skeletal, or 

abdominal wall abnormalities, or a history of inguinal hernias. Renal anomalies are found in 20 

to 30 percent of patients with M¿llerian defects. The three primary mechanisms for abnormal 

uterine development are agenesis/hypoplasia, defective lateral fusion, and defective vertical 

fusion. Ultrasonography, hysterosalpingography, and magnetic resonance imaging can be used 

in the diagnosis of congenital uterine anomalies, with magnetic resonance imaging being the 

gold standard. Our patient, a 33-year-old woman, gravida 4, parity 1, with a history of 2 

abortions, and her last menstrual period occurring 34 weeks and 2 days prior, presented to our 

hospital with complaints of labor pains. During NST follow-up, the patient exhibited 60 

Montevideo units with 2 contractions in 10 minutes. When the patient's contractions did not 

subside and recurrent decelerations were observed during follow-up, a cesarean section was 

performed based on indications of oligohydramnios, previous cesarean section with pain, and 

cerclage pregnancy. During the cesarean section, a right unicornuate uterus, a left ovary 

adherent to the lateral abdominal wall, and a left kidney ectopic in the left lower quadrant were 

observed. The right ovary and right salpinges appeared normal, while no left salpinges were 

observed. Additionally, there was no cavity associated with the left rudimentary horn of the 

uterus. Unicornuate uterus patients are at higher risk for endometriosis, preterm labor, and 

breech presentation, and particularly, renal anomalies with a 40 percent incidence rate. In our 

case, the left kidney was ectopic in the left lower quadrant. In conclusion, patients with a 

unicornuate uterus have an increased risk of preterm delivery, ectopic pregnancy, and 

endometriosis, and it is recommended to investigate for ectopic renal locations. In patients with 

a unicornuate uterus associated with a rudimentary horn, removal of the rudimentary horn is 

recommended. 

Keywords: unicornuate uterus, pregnancy, ectopically located kidney 

INTRODUCTION  

 

Congenital uterine anomalies can lead to symptoms such as pelvic pain, abnormal bleeding at 

menarche, recurrent pregnancy loss, or preterm birth. These anomalies can be identified in 

patients, including adolescents, presenting with these disorders. Some may be suspected due to 

findings on physical examination, such as a longitudinal vaginal septum, while others may be 

detected during imaging studies for infertility, nonreproductive organ symptoms, or trauma. 

The American Society for Reproductive Medicine's classification system for M¿llerian defects, 

adopted in 2021, emphasizes congenital uterine anomalies and associated anomalies of the 

vagina, cervix, fallopian tubes, and renal system. It utilizes descriptive terminology instead of 

the previous numerical system. This terminology includes m¿llerian agenesis, cervical 

agenesis, unicornuate uterus, uterus didelphys, bicornuate uterus, septate uterus, longitudinal 

vaginal septum, transverse vaginal septum, and other complex anomalies. 

 

Patients with congenital uterine anomalies are at an increased risk of having renal, skeletal, or 

abdominal wall abnormalities, or a history of inguinal hernias, and vice versa. Renal anomalies 
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are found in 20 to 30 percent of patients with M¿llerian defects. For instance, duplex collecting 

systems, horseshoe kidneys, pelvic kidneys, and unilateral renal agenesis have been associated 

with obstructed hemiuteri, obstructed hemivaginas, and transverse vaginal septa. Typically, a 

renal anomaly is ipsilateral to the congenital uterine anomaly. The prevalence of congenital 

uterine anomalies was 5.5 percent in an unselected population, 8 percent in infertile patients, 

12.3 percent in patients with a history of miscarriage, and 24.5 percent in patients with 

miscarriage and infertility. 

 

The underlying etiology for abnormal uterine development is not well understood but is likely 

related to polygenic and multifactorial causes. Patients with uterine anomalies usually have a 

normal karyotype (46,XX). The three main mechanisms for abnormal uterine development are 

agenesis/hypoplasia, defective lateral fusion, and defective vertical fusion. Ultrasonography, 

hysterosalpingography, and magnetic resonance imaging can be used for diagnosing congenital 

uterine anomalies, with magnetic resonance imaging being the gold standard. 

 

CASE 

 

Our patient, a 33-year-old woman, gravida 4, parity 1, with a history of 2 abortions, and her last 

menstrual period occurring 34 weeks and 2 days prior, presented to our hospital with complaints 

of labor pains. An obstetric ultrasonographic evaluation revealed an intrauterine single fetus 

with fetal heartbeat, head presentation, anterior placenta, and an amniotic fluid index (AFI) of 

46 mm. Antenatal measurements were as follows: BiParietal Diameter (BPD): 34+4 weeks, AC 

34+2 weeks, FL 34+3 weeks, Umbilical arterial s/d ratio: 2.68, and pulsatile index: 0.77. In a 

speculum examination, a cerclage rope was observed, and there was no active vaginal bleeding. 

Vaginal examination indicated dilatation with no cervical effacement. The patient had 

previously been under perinatology care and had undergone a cerclage procedure at 16 weeks 

of pregnancy due to cervical insufficiency. 

 

During NST follow-up, the patient exhibited 60 Montevideo units with 2 contractions in 10 

minutes. Her blood pressure was 123/75 mmHg, pulse rate was 78/minute, and her temperature 

was 36.20ÁC. Laboratory findings included Hb 12.9, leukocyte 11300, platelet 205000, and 

fibrinogen 596. The patient was then transferred to our delivery room service, where hydration 

treatment and continuous NST monitoring were initiated. However, the patient's labor did not 

regress, and recurrent decelerations were observed, leading to a decision for a cesarean section 

based on indications of oligohydramnios, painful previous cesarean section, and cerclage 

pregnancy. 

 

During the cesarean section, a right unicornuate uterus, a left ovary adherent to the lateral 

abdominal wall, and a left kidney ectopic in the left lower quadrant were observed. The right 

ovary and right salpinges appeared normal, while no left salpinges were observed, and there 

was no cavity associated with the left rudimentary horn of the uterus. A 2144-gram live baby 

girl was delivered through a transverse incision in the lower segment with a basal 1-minute 

Apgar score of 7. Following the cesarean section, the cerclage rope was appropriately managed. 

Postoperative laboratory values showed Hb 12.4, leukocyte 16700, and platelet 157000. 

 

On postoperative day 2, our patient became hemodynamically and clinically stable. She was 

informed about her unicornuate uterus and ectopic kidney placement and discharged with 

recommendations for urology and gynecologic follow-up after 6 weeks. 

 

DISCUSSION 
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In the unicornuate uterus, a cavity is usually normally associated with the fallopian tube and 

cervix, while the failed M¿llerian duct may have various configurations. It may not develop at 

all or only partially develop as a primitive horn or an anlage (a cluster of embryonic cells) on 

the uterus. This horn (or anlage) may or may not communicate with the uterus. In our case, the 

affected M¿llerian duct did not develop at all. Diagnosis is typically made by ultrasound 

showing a uterus deviated to one side of the pelvis; 3-D reconstructed images are particularly 

useful. Care should be taken to assess the presence of a non-communicating or rudimentary 

horn. In complicated cases where surgical removal of the rudimentary horn is considered, MRI 

may help in surgical planning. 

 

Patients with a unicornuate uterus are at higher risk for endometriosis, preterm labor, and breech 

presentation. A review of pregnancy outcomes in patients with unicornuate uteri reported rates 

of obstetric complications: 2.7 percent ectopic pregnancy, 24.3 percent first-trimester abortion, 

9.7 percent second-trimester abortion, 20.1 percent preterm birth, 3.8 percent fetal demise, and 

51.5 percent live births. Unicornuate uterus is associated with renal anomalies, particularly at a 

high rate of 40 percent. In our case, the left kidney was ectopic in the left lower quadrant. 

Patients with unicornuate uteri are not usually candidates for reconstructive procedures to 

improve pregnancy outcomes, as this anomaly is typically associated with favorable pregnancy 

outcomes. However, rudimentary horns that do not communicate with the endometrium are 

sometimes surgically removed to prevent ectopic pregnancies. 

 

In conclusion, patients with a unicornuate uterus have an increased risk of preterm delivery, 

ectopic pregnancy, and endometriosis. Investigating ectopic renal locations is recommended in 

these cases. For patients with a unicornuate uterus associated with a rudimentary horn, removal 

of the rudimentary horn is recommended. 
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Saĵ unicornuat uterus  
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Sol batēn yan duvarēna yapēĸēk over 
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Purpose: Line width studies of high field Nuclear Magnetic Resonance (NMR) peaks have been 

seen more frequently in the recent literature. The aim of this study was to compare NMR line-

widths of HOD peaks in healthy blood, cancerous blood, diabetic blood and bloody jaw cysts. 

The line widths of urine samples from the same individuals were also compared. Methods: In 

this study, the blood and urine of 29 cancer patients, 17 diabetic patients, 28 healthy volunteers 

and 20 bloody jaw cysts were collected. Mixtures were prepared by adding 0.02 mL sample to 

0.98 mL D2O. Single pulse proton NMR measurements were performed at 400 MHz and line 

widths were obtained from half-height of the HOD (semi water) peak. Results: Statistical 

evaluations show that the mean line width of cancerous blood is different from normal blood 

(P=0,032) but the mean line width of diabetic blood is not different from normal blood 

(p=0.072). Other groups are completely different (p<0.05). Similar results were found for urine 

groups. Line widths exhibit poor correlation width each of albumin and total protein (the 

coefficient of determination, R2, around 0.3). Poor correlation was also found between some 

biochemical parameters and line widths of diseased samples. The HOD molecules reducing 

spin-spin relaxation (T2) distribution range of each group is responsible from the reduced 

overlap between groups. Conclusion: Present data suggest that comparison of healthy and 

diseased body fluids can be made by line width measurements of the HOD NMR peak in the 

high Field. These results may lead to new research in MRI. 

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

Perfusion (Trap) Sequence 
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ABSTRACT The Twin Reversed Arterial Perfusion (TRAP) sequence is found in roughly 2.6% 

of monochorionic twin pregnancies and 0.01% of all pregnancies. Historically, rates reported 

were 0.003% for all pregnancies and 1% for monochorionic twins. With modern advances in 

obstetric ultrasound and assisted reproductive technologies, these figures are thought to be 

higher. Contrary to its name, the TRAP sequence is seldom observed in monochorionic triplets 

or other higher-order gestations. In TRAP scenarios, the pump twin retains standard fetal 

circulation, but retrograde deoxygenated blood flow is established to its co-twin through arterio-

arterial anastomoses. A 23-year-old G5P2Y2A2 (NSD) patient was referred to the Tepecik 

Training and Research Hospital's perinatology clinic. Without any known comorbidities and no 

regular medications, the patient's diagnosis was made via ultrasonographic evaluation. At the 

18th week of gestation, a microwave ablation technique was applied to impede blood flow to 

the acardiac fetus. Initial ultrasonographic findings revealed a positive heartbeat in the primary 

fetus (CRL:60 mm, 12 weeks + 4 days) and an absence of cardiac activity in the secondary 

fetus, which displayed only a torso and lower extremities. An assessment at the 18th gestation 

week showed unchanged characteristics for the second fetus, while the primary fetus continued 

regular development. Following an abdominal microwave ablation intervention on the 

umbilical vein of the acardiac fetus at this same gestation week, halted blood flow to the 

acardiac fetus was verified via ultrasound. In pregnancies, techniques such as microwave 

ablation are employed for the occlusion of vascular anastomoses and selective fetal reduction. 

Following a diagnosis of the TRAP sequence, due to the evidence suggesting superior outcomes 

with the occlusion of the acardiac twin's cord compared to passive observation, patient referral 

to specialized centers is recommended. 

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

INTRODUCTION  

The Twin Reversed Arterial Perfusion (TRAP) sequence is a rare monochorionic twin 

pregnancy complication where one fetus, termed "acardiac twin", lacks a functional heart and 

is retrogradely perfused by its sibling. TRAP sequence is observed in approximately 2.6% of 

monochorionic twin pregnancies and 0.01% of all pregnancies 1. The pump twin, bearing the 

perfusion load for itself and its acardiac co-twin, is at risk for high-output heart failure, 

evidenced by cardiomegaly, polyhydramnios, and possible hydrops fetalis 2,3. Despite its name 

implying twins, the TRAP sequence is rarely seen in monochorionic triplets or higher-order 

multiple pregnancies. In TRAP, while the pump twin maintains the regular fetal circulatory 

pattern, retrograde deoxygenated blood flow to its co-twin is facilitated through arterio-arterial 

anastomoses 3ï5. In this study, we present the treatment of a patient diagnosed with the TRAP 

sequence. 

 

METHOD  

The patient was referred from an external center to Tepecik Training and Research Hospital's 

perinatology clinic. The patient, a 23-year-old woman, came with a medical history denoted as 

G5P2Y2A2 (NSD), highlighting her previous obstetric experiences and outcomes. 
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On initial assessment, the patient's overall health status appeared stable. She had no reported 

additional illnesses or comorbidities, which is essential in determining the possible risk factors 

and intervention strategies. Furthermore, her medication history was reviewed, revealing that 

she was not on any regular medications, eliminating potential drug-related influences on the 

fetal conditions. 

For diagnostic clarity, a comprehensive ultrasonographic assessment was conducted. This 

advanced imaging technique provided detailed insights into the intrauterine environment, 

enabling the medical team to understand the condition of both fetuses. It was through this 

ultrasonographic evaluation that the presence of the Twin Reversed Arterial Perfusion (TRAP) 

sequence became evident, underscoring the need for specialized intervention. 

Based on the diagnosis and the associated risks of the TRAP sequence, a decision was made to 

intervene at the crucial juncture of the 18th week of pregnancy. A microwave ablation technique 

was selected as the preferred method of intervention. This invasive procedure was aimed 

specifically at halting the blood flow to the acardiac fetus, thus aiming to prevent further 

complications for both the healthy twin and the mother. 

 

RESULTS 

In the initial ultrasound assessment, the examination provided vital insight into the condition of 

both fetuses. The first fetus exhibited positive heartbeats, suggesting a healthy circulatory and 

cardiac function (CRL:60 mm, 12 weeks + 4 days) (Figure 1). The second fetus was observed 

as acardiac (Figure 2). Additionally, only its torso and lower extremities were present. We 

confirmed the diagnosis by demonstrating through the umbilical artery color and spectral 

Doppler interrogation that the blood in the acardiac fetus flows toward its body rather than away 

from it. 

By the 18th week of pregnancy, a subsequent evaluation was conducted. The first fetus 

continued on its path of normal development, manifesting all typical features expected at this 

gestational age. The second fetus was observed to increase in size between the 12th and 18th 

weeks. 

To address the condition, an innovative approach was adopted. At the 18th week, a microwave 

ablation procedure was performed. This intervention, targeted abdominally on the umbilical 

vein, aimed to interrupt the blood supply leading to the acardiac fetus. Following this procedure, 

a follow-up ultrasound was immediately performed. In the umbilical vessels of the acardiac 

twin, absence of blood flow was confirmed post-procedure and in subsequent ultrasound 

examinations via Doppler studies, indicating the procedure's success. 

No complications related to the procedure occurred during or after the intervention. The patient 

was discharged after a one-day hospital stay. 

 

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

 

CONCLUSION AND DISCUSSION 

Due to the presence of vascular anastomoses in these pregnancies, various techniques including 

fetoscopic ligation, laser coagulation, bipolar cord coagulation, radiofrequency ablation, and 

microwave ablation are employed in selective fetal reduction procedures 6-8. The use of 

microwave ablation has been determined to potentially be a viable approach in addressing the 

TRAP sequence by halting the blood supply to the acardiac fetus. After being diagnosed with 

the TRAP sequence, guiding patients to specialized centers with expertise in fetal diagnosis and 

intervention is advisable. Particularly in high-risk pregnancies, research indicates that blocking 

the acardiac twin's cord leads to more favorable results than adopting a passive observational 

strategy 9. 
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S-50 Metastatic Breast Signet Ring Cell Carcinoma Mimicking Peritonitis 

Carcinomatosa 

Melis ¥zbilen1, Hatice K¿bra Can1, Esra Keleĸ1, Murat Api1, Emre Mat1 

1 Kartal Dr L¿tfi Kērdar ķehir Hastanesi 

 

Signet-ring cell carcinoma is one of the rarest forms of adenocarcinoma that can arise from 

breast. Given their similar presentations and the extreme rarity of this unusual malignancy, it 

can be difficult to differentiate between peritonitisis carcinomatosa and SRCC. 

Keywords: signet ring cell carcinoma, peritonitisis carcinomatosa, metastasis 

Introduction:  Signet ring cell carcinoma (SRCC) of the breast is very rare. Until 2003, SRCC 

was placed under ómucin-producing carcinomasô and separated from other carcinomas by the 

World Health Organization (WHO). To date, only a few cases have been reported. Signet ring 

cell carcinoma of the breast despite advances in imaging methods is challenging to recognize 

preoperatively. We describe a rare case of metastatic breast signet ring cell carcinoma 

mimicking peritonitis carcinomatosis. 

 

Case: A 42-year-old female, gravida 0, was referred to the department of gynecologic 

oncology. Transabdominal ultrasonography revealed an approximately 34mm left adnexal 

complicated cyst. A massive ascites was noted. Endoscopic ultrasound-guided fine 

needle aspiration of ascites showed acute and chronic inflammation with suspicious of 

malignancy She had an elevated cancer antigen (CA) 125 level of 228.0 U/mL and CA 15-3 

level of 46.0 U/mL with normal complete blood count values. Gastrointestinal endoscopy and 

colonoscopy were normal. After obtaining written consent from the patient, exploratory 

laparoscopy was planned with a preliminary diagnosis of peritonitis carsinomatosa. There was 

a widespread miliary appearance intraperitoneally in the laparoscopic evaluation. The extensive 

pelvic peritoneal thickening, with multiple miliary peritoneal implants on the anterior 

abdominal wall were also present. Massive ascites was present. Laparoscopy-guided peritoneal 

biopsies and ascites sampling were performed. The definitive pathology resulted in signet ring 

cell carsinoma of breast. 

 

Discussion: Signet-ring cell carcinoma is one of the rarest forms of adenocarcinoma that can 

arise from breast. Given their similar presentations and the extreme rarity of this unusual 

malignancy, it can be difficult to differentiate between peritonitisis carcinomatosa and SRCC. 

Key Words: signet ring cell carcinoma, peritonitisis carcinomatosa, metastasis 

       
 

(1) https://actaoncologicaturcica.com/jvi.aspx?pdir=aot&plng=tur&un=AOT-64326 

(2) https://dergipark.org.tr/tr/download/article-file/511893 

 

https://actaoncologicaturcica.com/jvi.aspx?pdir=aot&plng=tur&un=AOT-64326
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S-51 Ger­ek Doĵal Siklus ile Yapēlan Donma ¢ºzme Embriyo Transferin Baĸarēsēnē 

Araĸtērmak 

Meltem Sºnmezer1 

1 ¥zel Muayenehane, Ankara Ticaret Merkezi 

 

Ama­: Donma ­ºzme embriyo transfer sikluslarēnda ger­ek doĵal siklusun baĸarēsēnē 

araĸtērmak ama­lanmēĸtēr Materyal ve Yºntem : Bu retrospektif kohort analizde Ocak 2022 ile 

Temmuz 2023 tarihleri arasēnda ger­ek doĵal siklus ile yapēlan donma ­ºzme embriyo transferi 

yapēlan 23 vaka deĵerlendirilmiĸtir. Ger­ek doĵal siklus embriyo transferinde hCG tetikleme 

ve luteal faz desteĵi kullanēlmamēĸtēr. ¢alēĸmadaki ana ama­alar, implantasyon ve klinik 

gebelik oranlarē olarak belirlenmiĸtir. Ortalama transfer edilen embriyo sayēsē, ortalama transfer 

edilen menstr¿el siklus g¿n¿, LH pik g¿n¿ (>17iu/ml) ortalama en y¿ksek estradiol d¿zeyi, ve 

embriyo transferi g¿n¿ ortalama serum progesteron d¿zeyleri deĵerlendirilmiĸtir. Sonu­lar: 

Ortalama transfer edilen embriyo sayēsē 1.7, ortalana imlantasyon ve klinik gebelik oranlarē 

sērasē ile %55.8 ve % 69,5 olarak saptanmēĸtēr. Hastalardan 12ôsine tek embriyo, 11ôine ise 2 

embriyo transferi yapēlmēĸtēr. Preimplantasyon genetik analiz yapēlan 8 hastaya tek euploid 

embriyo transferi yapēlmēĸtēr, ve bu hastalardan 7ôsi (%87.5) gebe kalmēĸtēr. Ortalama transfer 

edilen mestr¿el siklus g¿n¿ 19,38Ñ1.67 (17-23), LH pik g¿n¿ ortalama serum estradiol 

307,5Ñ102,5 pg/ml (78-492 pg/ml), ve embriyo transfer g¿n¿ ortalama serum progesteron 

d¿zeyi ise 24,33Ñ16,4 (14.5-41) olarak saptanmēĸtēr. Karar: Ger­ek doĵal siklus ile yapēlan 

donma ­ºzme embriyo transferi umut vaat eden baĸarēlē bir alternatif olarak karĸēmēza 

­ēkmaktadēr. Vaka sayēlarē az olmakla birlikte euploid embriyo transferi yapēlan hastalarda 

gebelik oranlarē artmēĸ gºz¿kmektedir 

Anahtar Kelimeler:  IVF, donmuĸ embriyo transferi, doĵal siklus, gebelik oranē, 

implantasyon oranē 

 

Table 1. Ger­ek doĵal siklus donmuĸ embriyo transferi yapēlan hastalarda IVF  sonu­larē  

 

Deĵiĸken  Deĵer  

(n=23) 

Transfer edilen embriyo (n, meanÑSD) 1.7Ñ0.7 

LH pik g¿n¿ serum estradiol (pg/ml, meanÑSD) 307,5Ñ102,5 

Embriyo transferi g¿n¿ serum progesteron (ng/ml, meanÑSD) 24,33Ñ16,4 

Embriyo transfer g¿n¿ (meanÑSD) 19,38Ñ1.67 

Ķmplantasyon oranē (%) 55.8 

Klinik gebelik oranē (%) 69,5 
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S-52 A Retrospective Analysis Of Patient Characteristics And Ivf Outcome Of Breast 

Cancer Patients Undergoing Oocyte Cryopreservation 

Meltem Sºnmezer1 

1 Ankara Ticaret Merkezi, ¥zel Muayenehane 

 

Objective: To assess patient characteristics and IVF outcome of breast cancer patients 

undergoing oocyte cryopreservation for the purpose of fertility preservation Material and 

Method: Patient datasheets of hormone receptor positive 8 single breast cancer patients with a 

newly diagnosed tumor were reviewed. Tumor types, chemotherapy regimens, age, antral 

follicle counts, serum AMH levels were recorded. IVF outcome parameters included duration 

of stimulation, cumulative gonadotropin consumption, peak serum estradiol, number of oocytes 

retrieved and number of mature oocytes frozen. Any relapse during follow up was noted. 

Results: The mean age of the patients was 32,14+/-5.2 years, the mean serum AMH was 3.37+/-

1.67 ng/ml, and mean AFC was 13.6+/-3.3. All of the patients were single and underwent 

letrozole-gonadotropin controlled ovarian stimulation followed by transabdominal oocyte 

retrieval. Excluding one patient with a diagnosis of mixed ductal and serous tumor, all others 

were diagnosed with infiltrative ductal cancer. Regarding the chemotherapy regimens 5 patients 

received 6 cycles of Adriamycin + Cyclophosphamide, 2 received 4 cycles of Adriamycin + 

Cyclophosphamide and the last one received only Tamoxifen + GnRH analog suppression 

without chemotherapy. The mean duration of stimulation was 10.25+/-1.9 days, the mean 

cumulative gonadotropin consumption was 2109.3+/-348 IU/ml, mean serum peak estradiol 

was 613+/-211 ng/ml, mean number of oocytes retrieved was 13.75+/-8.31 and mean number 

of oocytes frozen was 10.8+/-7.62. One of the patients returned 8 years following the initial 

procedure and conceived with frozen oocytes. No cancer relapse was detected in any of the 

patients during a follow up of 41.8+/-23.6 months. Conclusion: Single patients with a newly 

diagnosed hormone sensitive breast cancer should not be refrained from ovarian stimulation 

and oocyte cryopreservation. Transabdominal approach can be utilized safely in experienced 

hands. 

Keywords: Oocyte cryopreservation, breast cancer, abdominal oocyte retrieval 
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S-53 Youtube'daki ¦riner Ķnkontinansa Yºnelik Cerrahi Videolarēnēn Kalitesi ve 

G¿venilirliĵinin Analizi 

Merve Bi­er1 

1 ¥zel Muayenehane 

 

Ama­: Bu ­alēĸmanēn amacē, YouTube'daki ¿riner inkontinans cerrahi videolarēnēn kalitesini, 

g¿venilirliĵini ve yararlēlēĵēnē deĵerlendirmektir. Yºntemler: "¦riner inkontinans cerrahisi , 

anahtar kelimesi kullanēlarak YouTube'da bir arama yapēldē. Arama sonu­larē ilk 400 video ile 

sēnērlē tutuldu. Dahil etme kriterlerini karĸēlayan 350 video incelendi. Operasyon videolarē 

Transobturator Tape (TOT), Tension free Vaginal Tape (TVT) ve Burch operasyonlarēnē 

i­ermekteydi. Beĵeniler, beĵenmeme, toplam izlenme, yorumlar ve kaynaklar gibi izleyici 

parametreleri deĵerlendirildi. Videolarēn eĵitim i­eriĵi, Global Kalite Puanē kullanēlarak 

deĵerlendirildi. Ayrēca videolarēn pop¿lerliĵi Video G¿­ Ķndeksi kullanēlarak deĵerlendirildi. 

Y¿kleme kaynaklarē akademik kurumlar ve bireysel kullanēcēlar olarak kategorize edildi. 

Bulgular: Grup 1 (d¿ĸ¿k ve orta kalite videolar) 286 (%81.7) video i­erirken, grup 2 (iyi ve 

m¿kemmel kalite videolar) 64 (%18.2) video i­eriyordu. Grup 1'deki ortalama izlenme, 

beĵenme ve yorumlar sērasēyla 20233Ñ21342, 112Ñ102 ve 41Ñ31 iken, grup 2'de bu deĵerler 

sērasēyla 26521Ñ22531, 214Ñ168 ve 61Ñ32 idi. Ķki grup karĸēlaĸtērēldēĵēnda, videolarēn 

uzunluĵu ile kalitesi arasēnda bir iliĸki bulunamadē. Ķki grup arasēnda beĵenmeme sayēsē 

a­ēsēndan bir fark bulunmadē. Ayrēca, grup 2'deki VPI deĵerleri grup 1'dekilere gºre istatistiksel 

olarak daha y¿ksekti (p = 0,005). Sonu­: YouTube'daki ¿riner inkontinans cerrahi videolarēnēn 

sadece %18.2ôsi iyi ve m¿kemmel kalitededir, bu da ¿riner inkontinans cerrahi eĵitimi sunan 

videolarēn ºnemli bir kēsmēnēn yetersiz olduĵunu gºstermektedir. 

Anahtar Kelimeler:  ¦riner inkontinans cerrahi, eĵitim videolarē, youtube 
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S-54 Kliniĵimize Baĸvuran Gestasyonel Trofoblastik Hastalēkarēn Retrospektif 

Deĵerlendirilmesi: 10 Yēllēk Klinik Deneyim (Tez Sunumu) 

Merve Daĵlaroĵlu1, Ķbrahim Uyar1 

1 Tepecik Eĵitim ve Araĸtērma Hastanesi 

 

Objective: In our study, we aimed to calculate the sensitivity of ultrasonography in predicting 

histologically confirmed mole hydatiform in patients with suspected hydatidiform mole on 

ultrasound. In addition, we tried to analyze the retrospective analysis of hydatiform mole cases 

in our clinic and to identify possible risk factors in the formation of GTN. Materials and 

Methods: 522 patients who were followed up and treated with the diagnosis of molar pregnancy 

in Tepecik Education and Research Hospital between January 2011 and December 2022 were 

included in our study. Approval for the study was obtained from the hospital Ethics Committee. 

Inclusion criteria: Patients with suspected molar pregnancy on ultrasound, curettage for 

diagnosis and treatment performed in our hospital, and patients whose pathology results could 

obtained were included. Those who were not followed up and treated in our hospital, whose 

pathology results could not be reached, and whose files were missing were excluded from the 

study. Age, gravida, parity, obstetric histories, TSH and fT3, fT4 levels, ɓ hCG values at 

admission and after curettage, GTN development status, pathology and radiological ultrasound 

results were recorded from the files of the patients and the Hospital Information Management 

System (HBYS). The data obtained were evaluated with the SPSS for Windows 11 package 

program. Results: 522 patients who met the inclusion criteria of the study group were recruited. 

In the histopathological examination of the material after surgical evacuation of the uterus, the 

overall sensitivity for ultrasound diagnosis of hydatidiform mole was 82%. In cases diagnosed 

as hydatidiform mole as a result of pathology, the weeks of gestation are respectively; the 

average was 7.42Ñ2.571 in partial mole and 5.63Ñ0.911 in complete mole, and the difference 

between the two was statistically significant (p<0.001). Accordingly, patients diagnosed with 

complete moles were diagnosed with ultrasound in earlier weeks. While the average age of the 

mother was 25.26Ñ7.299 in women diagnosed with complete mole; It was found to be 

28.4Ñ7.263 in women with partial mole diagnosis. The difference between the two in terms of 

maternal age was statistically significant (p=0.004). In nulliparous women, the presence of mole 

as a result of pathology 

Anahtar Kelimeler:  Gestasyonel Trofoblastik Hastalēk 

1. GĶRĶķ VE AMA¢ 

1.1. PROBLEMĶN TANIMI VE ¥NEMĶ 

Gestasyonel trofoblastik hastalēklar (GTH), anormal fertilizasyonun bir sonucu olarak 

geliĸen, fetal trofoblastik h¿crelerin aĸērē proliferasyonu sonucu endometrium ve myometrium 

invazyonu ile karakterize bir hastalēktēr. GTH komplet mol hidatiform, parsiyel mol hidatiform, 

koryokarsinoma ve invaziv mol olarak sēnēflandērēlmēĸtēr. (1). GTH, ilk defa Hipokrat 

tarafēndan tanēmlanmēĸ olup, bu hastalēĵēn etyolojisi hen¿z net olarak a­ēklanamamēĸtēr (2). 

Genellikle spontan rezol¿syon ile sonu­lanēr. Mol hidatiformdan, hayatē riske atan 

koryokarsinoma kadar deĵiĸen spektruma sahiptir (3). GTH oluĸumunda bir­ok risk faktºr¿ yer 

almaktadēr. Bunlar; ilk gebelik yaĸē, daha ºnce ge­irilmiĸ mol gebelik ºyk¿s¿, parite, erken 

menarĸ ºyk¿s¿, ºnceki gebelikler arasēndaki s¿re, genetik faktºrler, viral enfeksiyonlar, 

maln¿trisyon (ºzellikle protein ve karotenden fakir diyet), sosyoekonomik d¿zey ve Asya 
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kºkenli olmaktēr (4). GTHôēn insidansē bºlgeden bºlgeye deĵiĸmekte olup, her 1000 doĵumda 

¿lkemizde 0.3- 16, Avrupa ve Kuzey Amerikaôda 0,6-1,2 Ortadoĵu ¿lkelerinde 3,2-5,8 ve Latin 

Amerikaôda 0,2-4,6 olarak bildirilmiĸtir (5). Genellikle gebeliĵin 10-12. haftalarēnda yapēlan 

rutin ultrasonografi ve birinci trimesterda olan vajinal kanama ile tanē konulur (6). Diĵer klinik 

bulgular ise; uterusun olmasē gereken gestasyonel haftasēndan b¿y¿k palpasyon ve uterusun 

hēzlē b¿y¿mesi, ilk trimesterda gºr¿len preeklampsi ve hiperemezis gravidarumdur (7). Suction 

k¿retajēn kullanēmē ve geliĸimi, kontraseptif yºntemler, gebelik terminasyonu, biyokimyasal 

testler gºr¿nt¿leme yºntemleri doĵum oranlarēnē azaltmakla birlikte GTH sēklēĵēnē da 

azaltmēĸtēr. Ultrasonografi mol hidatiform gebelik ºn tanēsēnda gebeliĵin erken dºnemlerinde 

ºnemli bir yer kazanmēĸtēr (8,9). Mol hidatiform gebeliĵin kesin tanēsē, vakum k¿retaj sonrasē 

alēnan materyalin patolojik olarak deĵerlendirilmesi ile konur (10). 

 

1.2. ARAķTIRMANIN AMACI 

Bu ­alēĸmanēn amacē; ultrasonografinin histopatolojik olarak doĵrulanmēĸ mol 

hidatiformu ºngºrmedeki duyarlēlēĵēnē hesaplamak ve ultrasonografi ile birlikte laboratuvar 

bulgularē temelinde mol hidatiformdan ĸ¿phelenilen t¿m olgularēn sonu­larēnē incelemektir. 

Ayrēca mol hidatiform tanēsē ile kliniĵimizde takip ve tedavi uygulanmēĸ hastalar incelenerek, 

klinikopatolojik bulgularē ile GTN geliĸimindeki risk faktºrleri tespit etmeye ­alēĸēlarak 

literat¿re katkē saĵlamak ama­lanmēĸtēr. 

2. GENEL BĶLGĶLER 

2.1. PLASENTA 

Normal miadēnda olan plasenta yaklaĸēk 15-20 cm ­apēnda, 450-650 gram aĵērlēĵēnda ve 1,5-3 

cm kalēnlēĵēndadēr. Baĸlēca bileĸenleri umblikal kord, amniyon ve koryon membranlarē, 

maternal desidual doku ve villºz parankimdir (11,12,13). Plasentanēn makroskopik gºr¿nt¿s¿ 

Resim-1ôde verilmiĸtir. 

 

Resim 1: Plasenta makroskopik gºr¿n¿m¿ 

 

Term bebekte umblikal kord yaklaĸēk 55-65 cm uzunluktadēr (14). Kordon Wharton 

jºlesi olarak bilinen mukoid baĵ dokusundan oluĸmuĸtur. Ķki arter ve bir venden oluĸan 
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umblikal vask¿ler yapēlar interstisiyel madde i­ine gºm¿lm¿ĸt¿r. Umblikal arterlerde internal 

elastik lamina bulunmaz. Umblikal venin ­apē artere gºre daha geniĸtir ve internal elastik 

laminanēn oluĸturduĵu daha ince bir duvarē vardēr. Umblikal kord plasentaya santral veya 

eksantrik bi­imde girebilir. Eĵer perferden girmiĸse buna raket plasenta denir (Resim-2). 

 

Resim 2: Plasenta yapēsē ve dolaĸēmē 

Plasental membranlar amnion ve koryondan oluĸur (15,16). Amnion boĸluĵunun en 

i­teki ºrt¿s¿ amnion olup, amnion tek katlē yassē epitelden oluĸur. Bu tek katlē yassē epitel 

h¿creleri bazal membran ¿zerine oturmuĸtur. Koryon ise fetal damarlarē taĸēyan bir baĵ doku 

membranēndan oluĸmuĸtur. Koryon i­ y¿z¿ amnionun dēĸ tabakasēyla sēnērlanmēĸtēr. Koryonun 

membranla birlikte olan bºl¿m¿ne koryon laeve denir ve asēl plasentanēn i­inde yerleĸmiĸ olan 

tabaka koryon frondozumdan ayrēlēr (17,21).  

Trofoblastik villuslar blastokist oluĸumunun ardēndan trofoektodermden geliĸmiĸir ve 

plasentanēn esas iĸlevsel birimini oluĸturur. Ķlk trimesterda primitif fibroblastlar ve daĵēnēk 

makrofajlarē i­eren mezenkimal santral bir koru ­evreleyen dēĸta sinsityotrofoblast; i­te 

sitotrofoblast tabakasēndan oluĸmuĸtur. Sinsityotrofoblast human koryonik gonodotropin 

(hCG), human plasental laktojen (hPL), plasental benzeri alkalen fosfotaz (PLAP), keratin ve 

inhibin i­in g¿­l¿ imm¿nreaktif, geniĸ asidofilik sitoplazmalē multin¿kleer dev h¿crelerden 

oluĸmuĸtur (22,23). Sitotrofoblastlar sinsityotrofoblastēn progenitºr¿ olup, berrak sitoplazmalē 

momon¿kleer h¿creler olup, h¿cre membranē belirgindir ve keratin dēĸēnda yukarēda belirtilen 

belirleyicilerden hi­biri ile tepkime vermez (Resim-3). 
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Resim 3: Sitotrofoblastlarēn ve sinsityotfoblastlarēn mikroskobik gºr¿nt¿s¿ 

(Hem&Ex200) 

Term bebekteki sinsityotrofoblastlar plasentada k¿melenme halinde gºr¿l¿r. Diĵer 

trofoblast tipi ise intermediyer trofoblasttēr. Bu tip villuslar ve membranlar, implantasyon 

yerinin en derin ana komponenti olan ekstravillºz bºlgede ºzellikle ­ok sayēdadēr.  

Plasentada villºz damarlar 6. haftada gºr¿n¿rhale gelir ve yaklaĸēk 8. haftada sadece 

n¿keluslu eritrositleri i­erir. 10-12 haftaya kadar ­ekirdekli eritrosit oranē %10ôa d¿ĸer ve 12. 

haftadan sonra bu eritrositler b¿t¿n¿yle yok olur. Desidua hem membranlarēn koryona bakan 

y¿z¿nde hem de plasental diskte bulunur. (24) 

2.2. GESTASYONEL TROFOBLASTĶK HASTALIK 

Hidatiform mol ilk kez Hipokrat tarafēndan M¥ 400ôl¿ yēllarda óuterusun ĸiĸkinliĵiô 

olarak tanēmlanmēĸtēr. O zamandan beri mol gebelikler araĸtērmalar i­in ilgi odaĵē olmuĸtur. 

Mol hidatiform gebelikler maternal doku i­erisinde trofoblastik h¿crelerden kºken alan fetal 

h¿crelerden oluĸur ve uterusa invaze olup uzak metastaz yapma ihtimali vardēr. Gestasyonel 

trofoblastik dokudan kaynaklanan maternal bir t¿mºr olmasē nedeniyle GTH patogenezi 

eĸsizdir (1). Hidatiform mol iki farklē gruba ayrēlēr; komplet ve parsiyel mol hidatiform.  Bu iki 

hastalēk kromozom patterni, klinik ºzellikleri makroskopik ve mikroskopik histopatolojik 

ºzellikleri ve prognoz a­ēsēndan faklēlēlar gºsterir (25,26,27). Molar gebelikler benign 

olmalarēna raĵmen, malign hastalēklara dºn¿ĸebilme potansiyellerinden dolayē premalign 

hastalēklar olarak deĵerlendirilirler. Malign hastalēk Gestasyonel Trofoblastik Neoplazi olarak 

adlandērēlēr. Bu gruptaki hastalēklar ise ĸunlardēr: koryokarsinom, invaziv mol, epiteloid 

trofoblastik t¿mºr ve plasental site trofoblastik t¿mºr. 
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2.2.1. Sēnēflandērma ve patogenez 

2.2.1.1 Mol Hidatiform:  

Mol hidatiform komplet ve parsiyel mol olarak sēnēflandērēlan premalign bir hastalēktēr. 

Komplet ve parsiyel mol, histopatoloji, morfoloji, karyotip ve malignensi riski ile birbirinden 

ayrēlēr (28). Mol hidatiform, non molar gebeliĵi (spontan ya da medikal abort, ektopik gebelik 

ve preterm ya da term gebelik) takiben deĵil; aberran bir fertilizasyonu takiben geliĸir. Mol 

hidatiform paternal genlerin overekspresyonu sonucunda anormal trofoblastik hiperplazi 

ger­ekleĸen villºz trofoblastlardan kºken alēr (29).  

Komplet mol hidatiform diploid, parsiyel mol hidatiform ise triploid kromozom sayēsēna 

sahiptir. Komplet mol hidatiform tipik olarak daha y¿ksek titrede ȸ hCG ile karakterizedir. 

Malign GTN riski komplet mol hidatiformda parsiyel mol hidatiformdan daha y¿ksektir. GTN, 

daha sēklēkla invaziv mol, komplet mol hidatiformu takiben hastalarēn %15-20ôsinde geliĸirken, 

parsiyel mol hidatiformu takiben hastalarēn %1-5ôinde geliĸir (30).  

GTN hastalarēnēn b¿y¿k bir kēsmēnē daha ºnce mol gebelik ºyk¿s¿ olan hastalar 

oluĸturur. GTN grubunda olan invaziv mol, koryokarsinoma, plasental site trofoblastik t¿mºr 

ve epiteloid trofoblastik t¿mºr lokal invazyon ve metastaz potansiyelleri olmasē nedeniyle 

malign hastalēklar olarak deĵerlendirilirler. 

Komplet Mol Hidatiform: 

Komplet mol hidatiformlarēn yaklaĸēk %80ôi homozigot 46XX kromozoma sahiptir ve 

fertilizasyon sērasēnda haploid spermin duplikasyonu ve maternal kromozomlarēn mayoz 

bºl¿nme sērasēnda kaybolmasē sonucu oluĸur. Ya da iki sperm ile dºllenmeyi takiben 

diploidizasyon sonucu oluĸur (31,32,33). Komplet mol hidatiformlarēn yaklaĸēk %20ôsi 

dispermik fertilizasyon ile oluĸur ve 46XX veya 46XY kromozoma sahiptir. Komplet mol 

hidatiformda n¿kleer DNA paternal kºkenliyken, mitokondrial DNA yine maternal kºkenlidir 

(34). Nadir vakalarda her iki ebeveynden gelen otozomal resesif ge­iĸli mol hidatiform genleri 

mevcuttur ve bu hastalarda tekrarlayan molar gebelikler gºr¿l¿r. Bu hastalarda saĵlēklē gebelik 

elde edebilmek i­in oosit donasyonu gerekebilir (35,36,37). Hastada ge­irilmiĸ mol ºyk¿s¿ 1 

sonraki gebeliklerde mol riskini artērmaktadēr (38,39,40). Yineleyen mol gebelikler genellikle 

komplet tipte gºr¿lmektedir. Ancak komplet mol¿ parsiyel bir mol de izleyebilir (41). Y¿ksek 

serum ɓ hCG seviyeleri hastalēĵēn klinik ºzelliklerinin bir kēsmēnē oluĸturur. Bunlar, teka lutein 

kistleri ve artmēĸ over boyutlarē; hiperemesis gravidarum, 20. gebelik haftasēndan ºnce geliĸen 

preeklampsi ve hipertiroidizmdir (42-45). 

 

Parsiyel Mol Hidatiform: 

Parsiyel mol hidatiform triploid kromozomludur; genellikle normal ovumun iki spermle ya da 

nadiren diploid kromozoma sahip bir spermle dºllenmesi sonucu oluĸur ve 69XXX, 69XXY, 

69XYY kromozoma sahip olabilir (46,47,48). Diploid parsiyel mol hidatiform olarak bildirilen 

vakalarēn ­oĵu yanlēĸ tanē konmuĸ komplet moller, hidropik abortlar ya da ikiz gebeliklerdir 

(49). Fetusun gºr¿ld¿ĵ¿ tek gestasyonel trofoblastik hastalēk parsiyel mol hidatiformdur. Fetal 

kardiak aktivite de gºr¿lebilir ancak triploidi nedeniyle intrauterin fetal kayēp olasēlēĵē ­ok 

y¿ksektir. Bu da parsiyel mol hidatiformlara sēklēkla missed abort, inkomplet abort olarak tanē 

konulmasēna sebep olur; ger­ek tanē ancak uterin boĸaltēm sonrasē k¿retaj materyalinin 

patolojik incelenmesi sonucu konulabilir (50). 

2.2.1.2. Ķnvaziv Mol Hidatiform 

Ķnvaziv mol hidatiform terimi derin myometriumu ve/veya kan damarlarēnē invaze eden malign 

bir mol hidatiform sēnēfēdēr (­oĵunlukla komplet tip, bazen parsiyel tip) (51,52). T¿m komplet 

mollerin yaklaĸēk %16ôsēnda olan invaziv mol formu, normal trofoblastēn implantasyon i­in 
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gerekli olan invazyon kabiliyetinin aĸērē bir ekspresyonudur. Normal gebelikten sonra 

akciĵerlerde mikroskopik trofoblastik emboluslarēn gºsterilmesi ve plasenta akreata invaziv 

mol¿n diĵer gºr¿n¿mleridir (53). Ķnvaziv molde myometrial permeabilite yaygēn olmasēna 

raĵmen seroza genellikle intakttēr. Buna baĵlē olarak inat­ē kanamalara neden olabilir. Bununla 

birlikte uterin perforasyonu gºr¿lebilir. Vask¿ler invazyon sonucu ekstra uterin yerlerde 

(vajina, beyin, akciĵer ve spinal kord gibi) trofoblastik nod¿ller gºr¿lebilir (54,55). Akciĵerde 

nod¿ller, ɓ hCG ¿retmeye devam ederler ve hemorajik komplikasyonlara eĵilim gºsterirler. 

Klinik belirtiler tutulan yere baĵlēdēr. Akciĵerde kitle b¿y¿k de olsa hi­ semptoma yol a­madan 

kendiliĵinden regrese olabilir. Bazen beyinde mortal kanama geliĸebilir (56,57).  

 

Bir invaziv mol hidatiformun kendini sēnērlama ºzelliĵi dēĸēnda, malign bir neoplazmēn t¿m 

biyolojik ºzelliklerini gºsterdiĵine dikkat edilmelidir. Stromayē invaze eder, t¿mºr emboluslarē 

oluĸturur ve uzak metastaz yapabilirler.  Ķnvaziv mol hidatiform alēĸēlmēĸ mol hidatiformdan 

invazivliĵi ile koryokarsinomdan ise ómetastatikô odaklarda bile villuslarēn bulunmasēyla 

ayrēlēr. Ķnvaziv mol hidatiformdaki trofoblastik proliferasyon derecesi, sēradan mol hidatifora 

benzerdir. Ķnvaziv mol hidatiform olan hastalar temel olarak kemoterapi ile tedavi edilirler, ama 

histerektomi bazē durumlarda endike olabilir (58,59). 

2.2.1.3.Koryokarsinom 

Koryokarsinom, tedavi edilmediĵi s¿rece, en aggresif seyreden trofoblast hastalēĵēdēr. ¢oĵu 

koryokarsinom olgusu, komplet hidatiform mol sonrasē ortaya ­ēkar. Bu sebeple bu malign 

t¿mºr d¿nyada mol hidatiformun daha sēk olduĵu yerlerde gºr¿l¿r. Komplet mol hidatiform 

hastalarēnēn %1-2ôsinin sonradan koryokarsinoma dºn¿ĸt¿ĵ¿ tahmin edilmektedir (60). Ayrēca 

gebeliĵin ilk trimesterinde kºk villuslarēn trofoblastlarēndan geliĸen óin situô koryokarsinom 

vakalarē da mevcuttur (61). Term gebelikte, non molar bir intrauterin abortus, parsiyel mol veya 

ektopik gebelikte de koryokarsinom geliĸebilir (62,63). Koryokarsinom olgularēnda latent 

dºnem ­oĵu zaman 1 yēl olsa da latent dºnemin daha uzun olduĵu vakalar da mevcuttur. 

Koryokarsinom gºr¿len vakalarēn yaĸ ortalamasē 29ô dur. Sonradan koryokarsinom geliĸen non 

molar bir abortusun mikroskopik kesitinde trofoblastik proliferasyon odaklarē ­oĵunlukla 

gºr¿lmektedir. Bu odaklar ºnc¿l bir lezyonun varlēĵēnē d¿ĸ¿nd¿rmektedir. 

 Bagshavve, yaptēĵē bir ­alēĸmada koryokarsinomun insidansē ve prognozu ile kadēnēn 

ve eĸinin ABO gruplarē arasēndaki ­arpēcē iliĸkiyi ortaya koymuĸtur. Aynē gruptaki erkeklerle 

evli A grubuna sahip kadēnlar i­in en y¿ksek risk sºz konusudur. Kendi kan grubundaki 

erkeklerle evli kadēnlar, bir mol hidatiform hastalēĵēn tedavisinden sonraki en y¿ksek spontan 

trofoblast regresyonu insidansē gºstermektedir (64). 

Gross olarak, koryokarsinoma karakteristik olarak hemorajik, koyu kērmēzē, yumuĸak, nod¿ler 

yuvarlak t¿mºr kitleleri oluĸturur. Mikroskopik olarak, t¿mºr karakteristik dimorfik (65) 

pleksiform patern oluĸturan, akēp giden sinsityotrofoblast kitleleriyle ayrēlmēĸ sitotrofoblast 

k¿melerinden oluĸmuĸtur (66). Genel olarak spontan abortuslarda da sēklēkla izlendiĵi i­in, var 

olan kanama ve nekrozun reel bir tanēsal deĵeri bulunmamaktadēr. Karakteristik olarak 

koryokarsinomada villuslar yoktur. Villuslarēn var olmasē, trofoblast h¿creleri atipik olsa da 

olmasa da koryokarsinom tanēsēnē dēĸladēĵē sºylenmektedir. Bu kriterin mantēĵēnē anlamak 

biraz zordur. Sonu­ta, bu tip koryokarsinomlar komplet mollerden sonra oluĸtuĵuna gºre, 

molar dokular ile koryokarsinomatºz dokularēn aynē anda bir arada olduĵu bir zaman kesitinin 

olmasē gerekir. Yine de uygulamada faydalē bir parametre olduĵu da yadsēnamaz bir ger­ektir 

(66,67). 

Tedavi edilmeyen koryokarsinomun doĵal geliĸimi en sēk akciĵer, beyin, bºbrek, karaciĵer ve 

baĵērsaĵa olmak ¿zere hematojen metastazlardēr (68,69). Klinik olarak solid yapēd olabilir, en 
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alēĸēlmadēk yerlerde olabilir ve sēklēkla masif hemoroji ile kendini gºsterir. Yayēlmēĸ 

koryokarsinom sebebiyle ex olan hastalarēn uteruslarēnda rezid¿el t¿mºr ºnemsiz miktarda 

olabilir veya hi­ bulunmayabilir (70). 

Koryokarsinom olan olgularda baĸka organlarda gºr¿len morfolojik deĵiĸikliklerin ­oĵu, t¿mºr 

h¿crelerinden salēnan aĸērē hCG ve diĵer hormonlarēn artan sekresyonuna baĵlēdēr. Bu 

deĵiĸiklikler i­inde teka-lutein kistleriyle overlerin bilateral b¿y¿mesi, desidual reaksiyon, 

endoservikal glandlarda hiperplazi, Arias-Stella reaksiyonu ve meme lob¿llerinde hiperplazi 

yer alēr. Bir koryokarsinom vakasēnēn tedavisinden ­ok sonra bilateral overde teka-lutein 

kistlerinin saptanmasē, genellikle kalēcē hastalēĵēn bir iĸaretidir (71). 

Koryokarsinom tedavisi medikal onkolojideki en b¿y¿k baĸarēlardan biridir. Yalnēzca cerrahi 

ile k¿r saĵlandēĵēnda, k¿r oranē uterusa sēnērlē t¿mºrlerde yalnēzca %40, eĵer metastazlar eĸlik 

ediyorsa %20 ôden daha azdēr (72).  

Metotreksat, klorambusil 15 ve aktinomisin D ve gibi kemoterapi ajanlarēnēn kullanēmēyla 

survive oranē uterusa sēnērlē olgularda %100ôe yakēn iken, metastaz varlēĵē olan hastalarda 

yaklaĸēk %83 olmuĸtur (73). Koryokarsinom tedavisinde erken tanē, tedavinin hēzlē 

oluĸturulmasē ve ɓ hCG ¿retiminin seri ºl­¿lerek tedavi sonu­larēnēn izlenmesi ºnemlidir. Fakat 

hCG salgēlanmasē sadece gestasyonel koryokarsinoma ºzg¿ bir durum deĵildir. Non 

gestasyonel koryokarsinomda, testis ve overin diĵer germ h¿cre t¿mºrlerinde, ºzofagus, 

bºbrek, pankreas, mide, karaciĵer, akciĵer, uterus, mesane, s¿rrenal, malign lenfomada, meme 

gibi baĸka yerlerdeki karsinomlarda da hCG salgēlanmasē olabilmektedir. Bu t¿mºrlerdeki ortak 

ºzellik, bunlarēn ­oĵunda imm¿nohistokimyasal tekniklerle hCG i­eren t¿mºr h¿crelerinin 

bulunmasēdēr (74). 

T¿mºr dokusu DNAôsēndaki polimorfizmleri tanēmlamak i­in bºlge- spesifik minisatellit 

problar kullanarak yapēlan genetik ­alēĸmalar, t¿mºr¿n ºnceki bir komplet molden kºken 

aldēĵēnē ortaya koymada ve gestasyonel koryokarsinomu non gestasyonel olan 

koryokarsinomdan ayērmada ve faydalēdēr (75). 

2.2.1.4. Epiteloid Trofoblastik T¿mºr  

GTN grubu i­erisinde ender gºr¿len bir t¿mºrd¿r. Klinik, patolojik ve prognostik olarak 

PSSTôye benzer bir formdadēr. Morfolojik olarak squamºz h¿creli karsinoma benzerlik 

gºsterir. Histolojik olarak koryonik tip ara trofoblastlardan kºken alērlar. Kalsifikasyon ve 

nekrozun genellikle birlikte gºr¿ld¿ĵ¿, ­evre dokularē derinlemesine invaze eden nod¿ller 

ĸeklinde izlenirler (76). 

2.2.1.5. Plasental Site Trofoblastik T¿mºr  

PSTT mono n¿kleer intermedier trofoblast h¿crelerden kºken alan ender bir GTN sēnēfēdēr. 

Sēklēkla erken evrede tanē alēr ve yavaĸ b¿y¿y¿p ge­ dºnemde metastaz yaparlar. Genellikle 

fundus veya servikse lokalizedirler (76). Nekroz, hemoraji ve vask¿ler invazyon ­ok nadir olup, 

lenfatik metastaz yapma meyilindedirler. 

2.2.2 Epidemiyoloji 

Molar gebeliĵin sēklēĵēnē ortaya koymak, hastalēĵēn nadir gºr¿lmesi ve farklē bºlgelerde farklē 

sēklēĵa sahip olmasē nedeniyle zordur (76,77). Avrupa ve Kuzey Amerikaôda d¿ĸ¿k ya da orta 

sēklēkla (100000 gebelikte 66-121) gºr¿len GTH; Asya ve Orta Doĵu ve Latin Amerikaôda ­ok 

farklē sēklēklarda bildirilmiĸtir (100000 gebelikte 23-1299 arasē) (78). Mol hidatiform 

insidansēyla ilgili bu bilgiler eski verilere dayanmaktadēr; takip eden verilerde G¿neydoĵu 

Asyaôdaki verilerin batē ¿lkelerine benzer olduĵu ortaya ­ēkmēĸ, bu da batēya benzeyen yaĸam 

tarzē ve beslenme bi­imleri nedeniyle olabileceĵi gºr¿ĸ¿n¿ desteklemiĸtir (79,80,81,82). 

T¿rkiyeôde mol hidatiform gebelik insidansē bºlgeler arasēnda farklēlēk gºstermektedir. Total 
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insidans her 1000 canlē doĵumda 1-24,6 arasēnda deĵiĸmektedir. 2014 yēlēnda 28 merkezde 

yapēlan ­alēĸmada mol hidatiform gebelik insidansē 1000 canlē doĵumda 0,38 olarak 

belirlenmiĸtir. Histopatolojik olarak doĵrulanmēĸ mol hidatiform gebelik insidansē %45,1 

olarak tespit edilmiĸ ve bu hastalarēn %22,3ô¿nde Gestasyonel Trofoblastik Neoplazi 

saptanmēĸtēr. Hastalarēn %1,9ôunda persiste hastalēk geliĸmiĸ ve %1,4ô¿nde mortal seyretmiĸtir 

(83). 

2.2.3. Risk Faktºrleri 

Mol hidatiform i­in ºnde gelen 2 majºr risk faktºr¿; ­ok k¿­¿k veya ileri anne yaĸēnēn olmasē 

ve ge­irilmiĸ molar gebeliktir. 

Daha ºnce mol gebelik ge­iren bir hastanēn, sonraki gebeliĵinde mol gebeliĵin tekrarlama riski 

genel pop¿lasyona kēyasla yaklaĸēk %10-15 artmēĸtēr ve yaklaĸēk y¿zde 1 ile 1,5 arasēndadēr 

(84). 1999 yēlēnda Tuncer ve ark. 34 gebelik ¿zerinde 20 farklē ­iftle yaptēĵē bir ­alēĸmada, daha 

ºnce 2 molar gebelik ºyk¿s¿ olan hastada n¿ks oranē y¿zde 11 ila 25 arasēnda olduĵunu 

bildirmiĸtir (85).  

 

Komplet mol hidatiform riski, anne yaĸēnēn 15ôten k¿­¿k ve 35ôten b¿y¿k olduĵu durumlarda 

en y¿ksektir. Bir vaka-kontrol ­alēĸmasēnda komplet mol hidatiform gebelik riskinin 35 

yaĸēndan b¿y¿k kadēnlarda 2 kat, 40 yaĸēndan b¿y¿k kadēnlarda 7,5 kat arttēĵē bulunmuĸtur. Bu 

­alēĸmalar, ileri yaĸla birlikte azalan oosit kalitesinin anormal dºllenmeye karĸē daha duyarlē 

olduĵunu d¿ĸ¿nd¿rmektedir. Ayrēca komplet mol hidatiform gebeliĵin anne yaĸē ile iliĸkisi, 

parsiyel mol hidatiforma gºre daha fazladēr ve komplet mol hidatiform gebeliĵin anne yaĸē ile 

iliĸkisi, parsiyel mole hidatiforma gºre daha fazladēr (86). Adºlesan veya ileri yaĸ kadēnlarda 

hem komplet hem de parsiyel mol hidatiform insidansē artmēĸ olarak izlenmiĸtir (87).  

Bunlarēn yanē sēra daha ºnce d¿ĸ¿k ºyk¿s¿ olan ve infertilite ºyk¿s¿ olan kadēnlarda komplet 

ve parsiyel mol hidatiform gebelik riski artmaktadēr. Daha ºnce d¿ĸ¿k ºyk¿s¿ olmayan 

kadēnlarla, 2 ya da daha fazla d¿ĸ¿k ºyk¿s¿ olan kadēnlara kēyasla, komplet ve parsiyel mol 

hidatiform i­in risk sērasēyla 3,1 ve 1,9ôdur (88).  

Gebe kalmada zorluk veya infertilite ºyk¿s¿ olan kadēnlarda, komplet mol hidatiformve 

parsiyel mol hidatiform riski sērasēyla 2,4 ve 3,2 kat artmaktadēr (88,89,90).    

Vaka-kontrol ­alēĸmalarē, karoten (A vitamini ºnc¿s¿) ve hayvansal yaĵ t¿ketiminin 

azalmasēyla birlikte mol hidatiform gebelik riskinin arttēĵēnē vurgulamaktadēr. Komplet mol 

hidatiform gebelik sēklēĵēnēn y¿ksek olduĵu bºlgeler, A vitamini eksikliĵi sēklēĵēnēn y¿ksek 

olduĵu bºlgelerle korelasyon gºstermektedir. Bununla birlikte, parsiyel mol hidatiform diyet 

faktºrleriyle iliĸkili deĵildir (90). 

2.2.4. Tanē Yºntemleri 

Mol hidatiform gebelik tanēsē reprod¿ktif dºnemde anormal vajinal kanama ile baĸvuran 

hastada d¿ĸ¿n¿lmesi gereken hastalēklardan birisidir. Bu hastalarda serum ɓ hCG seviyesi 

gºr¿lmeli ve ultrasonografik deĵerlendirme yapēlmalēdēr.  

Serum ɓ hCG y¿ksek bulunan hastalarēn nonmolar gebelik ihtimali (normal intrauterin gebelik, 

ektopik gebelik, spontan abortus) daha y¿ksektir. Non molar gebelik tanēlarē dēĸlandēĵēnda ve 

ºzellikle hastada molar gebelik ºyk¿s¿ varlēĵēnda mol gebelik olma ihtimali y¿ksektir. 

2.2.5. Anamnez 

Hastanēn anamnezi ºnceki gebelik ve doĵum ºyk¿leri; tarih, gebelik s¿resi ve sonu­larēnē 

i­erecek ĸekilde detaylē alēnmalē, varsa mol gebelik ºyk¿s¿ detaylēca sorgulanmalēdēr. Hastanēn 
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medikal, jinekolojik ve cerrahi ºyk¿s¿ de olduk­a ºnemlidir. Hastada mol gebelik semptomlarē 

sorgulanmalēdēr. Eĵer klinik ºzellikler mol gebeliĵe iĸaret ediyorsa mutlaka GTN dēĸlanmalēdēr. 

Bu sebeple hastanēn metastatik hastalēk a­ēsēndan anamnezi alēnmalēdēr. En sēk metastaz olan 

organlarēn tutulumlarē bulgularē; pulmoner semptomlar (dispne, gºĵ¿s aĵrēsē, ºks¿r¿k, 

hemoptizi), santral sinir sistemi bulgularē (baĸ aĵrēsē, bulantē, kusma hemiparezi), karaciĵer 

tutulum bulgularē (sarēlēk, epigastrik aĵrē), virilizim (teka lutein kistlerinden salgēlanan 

testosteron nedeniyle) sorgulanmalēdēr. 

2.2.6. Fizik muayene 

Pelvik muayene tamamēyla yapēlmalēdēr. Spekulum ile vajinal direkt bakēda vajen metastaz 

yºn¿nden deĵerlendirilmelidir. Bimanual pelvik muayenede komplet mol hidatiformde uterus 

boyutu gestasyonel haftada beklenilenden daha b¿y¿k izlenir. Bu hastalarda ɓ hCG 

stim¿lasyonu nedeniyle bilateral teka lutein kistleri gºzlenebilir. Tek taraflē adneksiyal kitle 

baĸka bir ovaryen kitleye iĸaret eder. 

 

 

2.2.7. Laboratuvar 

Serum ɓ hCG seviyesi sēklēkla aynē gestasyonel haftadaki, ektopik ya da intrauterin gebelikten 

daha y¿ksek izlenir. ¢ok y¿ksek hCG seviyeleri (>100,000 mIU/mL), komplet mol hidatiform 

gebelikte parsiyel mol hidatiform gebeliĵe gºre daha sēklēkla gºr¿l¿r (91). Hastaya kan grubu 

tayininin yapēlmasē ve Rh uyuĸmazlēĵē durumunda Anti-D yapēlmasē gereklidir. Kanama en sēk 

gºr¿len semptom olduĵundan tam kan sayēmē ve hipertiroidizm geliĸme ihtimalinden dolayē 

tiroid fonksiyon testleri bakēlmasē gereken tetkiklerdendir. 

2.2.8. Gºr¿nt¿leme 

Komplet mol hidatiform gebelikte ultrasonografide fetus ve amniyotik sēvē gºzlenmez. Uterin 

kavitede ­ok sayēda anekoik boĸluklar i­eren heterojen kitle gºr¿l¿r. Bu gºr¿nt¿ye tipik ókar 

manzarasēô denir. Bazen bu hidropik villuslar geniĸleyerek anembriyonik gebelik ile uyumlu 

bir gºr¿nt¿ oluĸturabilir. Aynē zamanda bilateral ovaryan teka lutein kistleri de gºr¿lebilir. 

Komplet mol hidatiform tanēsēnda ultrasonografinin sensitivitesi %70-90 arasēnda 

deĵiĸmektedir ve gebelik haftasē ile birlikte bu oran artmaktadēr (91,92,93,94). Parsiyel mol 

hidatiform ultrasonografik gºr¿nt¿s¿ vakalarēn %15-60ôēnda missed abortus ve inkomplet 

abortus tanēsē almaktadēr (95,92,96). Parsiyel mol hidatiform gebeliĵin ultrasonografik 

bulgularē arasēnda; fet¿s (sēklēkla intrauterin b¿y¿me kēsētlēlēĵē mevcut olarak), amniotik sēvē 

(oligohidramnios olabilir), plasenta (kistik boĸluklar, hiperekojen gºr¿n¿m normalden b¿y¿k 

plasenta olabilir) gºzlenir. Parsiyel mol hidatiformda bilateral teka lutein kistleri genellikle 

gºr¿lmez (97,98,99). 

GTN'nin tipik ultrasonografik ve Doppler ºzellikleri bulunmamaktadēr. Ultrasonda ­eĸitli 

sonografik gºr¿nt¿ler izlenebilir. Hiperekojenik, hipoekojenik veya heterojen miyometriyal 

kitle bulunabilir ve genellikle endometriyum ile net bir ayrēm yoktur. Doppler ultrasonda yoĵun 

damarlanma izlenebilir (100).  

GTNôde en sēk olan metastaz organlarēakciĵer (%80), vajina (%30), karaciĵer (%10) ve santral 

sinir sistemi (%10)ôdir. Vajina ve akciĵerde metastaz yoksa diĵer alanlarda metastaz daha 

enderdir (101). Metastazlarē olduk­a vask¿ler olduĵu ve biyopsi almak hayati risk teĸkil eden 

kanamalara neden olabileceĵi i­in metastazlardan biyopsi ºnerilmez. Vajinal metastazlar ºn 

vajen mukozasēnda yumuĸak mavi nod¿ller ĸeklinde gºr¿l¿r ve genellikle pelvik muayene ile 

saptanēr.  Akciĵer metastazē tanēsē koymak i­in gºĵ¿s X-ray incelemesi yeterlidir. X-ray filmi 

negatif tespit edilen hastalarēn %40ôēnda akciĵer bilgisayarlē tomografi (BT) ile 



ñ3.Uluslararasē Jinokoloji ve Obstetri Kongresiò 

 

148 

 

mikrometastazlar saptanabilir; fakat bu mikrometastazlar sonu­larē etkilemediĵi ve risk faktºr¿ 

olarak deĵerlendirilmediĵi i­in BT gerekli deĵildir. Beyin metastaz tanēsē BT veya manyetik 

rezonans gºr¿nt¿leme ile, karaciĵer metastaz tanēsē ise ultrasonografi veya BT ile konulabilir 

(102).   

Ķnvaziv mol ve koryokarsinomda y¿ksek hCG d¿zeyleri gºr¿l¿rken, ETTôde ve PSSTôde d¿ĸ¿k 

hCG d¿zeyleri mevcuttur. K¿tlesel t¿mºrlerde dahi hCG seviyesi genellikle 1000 mIU/ mLôden 

azdēr. Olgularēn yarēsēna yakēnē metastatik hastalēĵa baĵlē geliĸen semptomlar ile tanē alēr. 

Tanēda ultrasonografi yardēmcēdēr. Ultrasonda myometrium ve endometriumu i­eren solid veya 

kistik ekojenik kitle gºr¿lebilir. T¿mºr¿n vask¿laritesini belirlemek i­in Doppler 

ultrasonografi eklenebilir (103). 

2.2.9. Klinik ºzellikler 

Mol hidatiform hastalarē genellikle Kadēn Hastalēklarē ve Doĵum uzmanēna adet rºtarē, pozitif 

gebelik testi, vajinal kanama, pelvik aĵrē, hiperemesis gibi erken gebelik semptomlarē ile 

baĸvururlar (30,104,105,106). Olgularēn ­oĵunda, ºzellikle parsiyel mol hidatiformda ºn tanē 

sēklēkla spontan abortustur ve hastalar k¿retaj sonrasē patoloji sonucu ile tanē alērlar. Bazen de 

hastalar erken dºnemde, semptomlar geliĸmeden, normalden y¿ksek serum ȸ hCG seviyeleri 

ya da ultrason bulgularē ile tanē alērlar (107). 1980li yēllara kadar komplet mol hidatiform 

hastalarēn baĸvuru semptomlarē ge­ bulgulardē (hipertiroidizm, preeklampsi gibi). 

Ultrasonografi ve sensitif kantitatif ȸ hCG ºl­¿mlerinin kullanēmēnēn yaygēnlaĸmasē ile birlikte 

artēk daha erken tanē artēk m¿mk¿n olmaya baĸladē (108-112). 

2.2.10. Tedavi 

Mol hidatiform tedavisinde temel basamaĵē, komplet ya da parsiyel, k¿retaj ile uterusun 

evakuasyonu oluĸturulmaktadēr. Fertilitesini tamamlamēĸ hastada histerektomi de bir tedavi 

se­eneĵidir. Profilaktik kemoterapi, y¿ksek riskli komplet mol hidatiform hastalarēnda ya da 

takibin uygun, ulaĸēlabilir olmadēĵē durumlarda faydalē olabilir (91). Profilaktik kemoterapide 

kullanēlan metotreksat ve aktinomisin D hastalarēn gelecekteki fertilite potansiyelini 

etkilememektedir (113,114). Ķki ajan arasēnda tercih i­in yeterli data mevcut deĵildir. 

Kemoprofilaksi uygulanan merkezlerde y¿ksek riskli hastalara genelde aktinomisin D tercih 

edildiĵi bildirilmiĸtir. Kemoprofilaksinin takipte geliĸebilecek GTN riskini azalttēĵēnē ileri 

s¿ren ­alēĸmalar da mevcuttur. Fakat d¿ĸ¿k risk grubunda yer alan hastalar i­in kemoprofilaksi 

ºnerilmemektedir (114-119). Anti-D immunglobulin: Rh (-) kan grubuna sahip hastalar, tedavi 

zamanēnda anti-D immunglobulin almalēlar. ¢¿nk¿ Rh faktºr trofoblastlar tarafēndan eksprese 

edilir 

2.2.11. Komplikasyonlar 

2.2.11.1. Hipertiroidizm 

Mol hidatiform gebelikle iliĸkili hipertiroidizm, hastalēĵēn tedavisi ile birlikte gerilemektedir. 

Bazē hastalar tedavi s¿reci tamamlanana kadar antitiroid tedaviye ihtiya­ duyabilirler. Anestezi 

ºncesinde tiroid fērtēnasēnēn metabolik ve kardiyolojik komplikasyonlarēndan ka­ēnmak i­in ɓ 

adrenerjik blokºrler uygulanabilir (120). 

2.2.11.2. Over teka-lutein kistleri 

Teka lutein kistleri genellikle, uterin evakuasyonu takiben, ɓ hCG seviyeleri d¿ĸt¿k­e; 2-4 ay 

i­inde, regrese olurlar. Nadiren torsiyone veya r¿pt¿re olabilir; bºylece cerrahi tedavi ihtiyacē 

doĵabilir (121). 

2.2.11.3. Preeklampsi 

Mol hidatiform gebelikle iliĸkili preeklampsi, mol hidatiform gebelik tedavisini takiben hēzlēca 

­ºz¿l¿r ve genellikle ek tedavi gerektirmez. 
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2.2.11.4. Kardiopulmoner semptomlar 

Birinci trimesterde kardiopulmoner semptomlar ­ok nadir gºr¿lmektedir (122,123). Ķkinci 

trimesterde tahliye yapēlan komplet hidatiform mol olgularēnda, hastalarēn yaklaĸēk %2ôsinde 

kardiopulmoner semptomlar geliĸir. Bunlar gºĵ¿s aĵrēsē, dispne, takipne ve taĸikardidir (122). 

Osk¿ltasyonda genelde raller duyulurken, Akciĵer grafisinde bilateral pulmoner infiltrasyonlar 

gºr¿l¿r. Semptomlar genellikle tahliyeyi takiben 72 saat i­inde geriler. Respiratuar distress 

durumunda trofoblastik embolizasyon mutlaka akla gelmelidir. Fakat bu durum tiroid 

fērtēnasēna, sēvē y¿klenmesine baĵlē da geliĸebilir. Bazen pulmoner infiltrasyonlar metastaz 

olarak da deĵerlendirilebilir ve hastaya erken kemoterapi uygulanabilir. Ancak infiltrasyonlar 

48-72 saat i­inde ɓ hCG seviyeleri d¿ĸt¿k­e geriler. ɓ hCG seviyelerinin d¿ĸt¿ĵ¿ durumda 

mevcut olan pulmoner nod¿ller tedavi gerektirmez; trofoblastik emboli spontan olarak regrese 

olur(124). 

 

 

 

 

 

3. GERE¢ VE Y¥NTEM 

Bu ­alēĸma 2011-2022 yēllarē arasēnda Tepecik Eĵitim ve Araĸtērma Hastanesi Kadēn 

Hastalēklarē ve Doĵum bºl¿m¿nde 522 hasta incelenerek yapēldē. Ķlk baĸvurularēnda ultrasonda 

mol gebelik ĸ¿pheli olan bu hastalarēn dosya bilgisine ulaĸēldē ve olgular retrospektif olarak 

deĵerlendirildi. 

Toplam 522 mol gebelik olgusu kayētlarē incelendi. Hastalarēn dosya bilgilerine 

hastanenin veri tabanēndan (Probel, Probel yazēlēm ve biliĸim sistemleri A.ķ- Verusa Holding) 

ulaĸēldē. Mol hidatiform tanēsēyle takip edilen; fakat k¿retaj materyalinin patolojik sonucu 

olmayan olgular ­alēĸmaya dahil edilmedi. Abortus inkompletus ve abortus insipiens ºn tanēlarē 

ile tedavi yapēlēp histopatoloji sonucu mol hidatiform olan vakalar ­alēĸmaya dahil edilmedi. 

Ayrēca dosyalarē eksik olan, 15 yaĸēn altēnda olan hastalar ­alēĸmaya d©hil edilmedi. Mevcut 

verilerden hastalarēn yaĸ, gravida, parite, abortus, ɓ HCG, kan gruplarē, serum tiroid uyarēcē 

hormon (TSH), serbest tri-iyodotironin (T3) ve serbest tiroksin (T4), akciĵer grafisi ve 

histopatoloji ile ilgili sonu­larē kayēt edildi. Gestasyonel trofoblastik hastalēĵēn histopatolojik 

tipi, mol gebelik ºyk¿s¿, ektopik gebelik ºyk¿s¿, gebelik haftasē kaydedildi. Nihai 

histopatolojik sonu­ ile ultrason tanēlarē ve laboratuvar deĵerleri karĸēlaĸtērēlarak incelendi. 

Ultrasonun mol hidatiform tespitindeki doĵruluĵu hesaplanmaya ­alēĸēldē. Elde edilen veriler 

hastanemizin arĸiv taramasē yapēlarak kayēt edildi. ¢alēĸma i­in Tepecik Eĵitim ve Araĸtērma 

Hastanesi Etik Kurulundan 2023/06-01 etik kurulu onayē alēnmēĸtēr. 
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                    3.1. ARAķTIRMA PLANI VE TAKVĶMĶ 

Araĸtērma plan ve takvimi Tablo 1ôde gºsterilmektedir. 

Tablo 1: Araĸtērmanēn planē ve takvimi 
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3.2. VERĶLERĶN DEĴERLENDĶRĶLMESĶ 

Veriler IBM SPSS Statistics Standard Concurrent User V 24 (IBM Corp, Armonk, New York, 

ABD) istatistik paket programēnda deĵerlendirildi. Elde edilen verilerin tanēmlayēcē analizleri 

y¿zde deĵerleri ve ortalama (standart sapma) ĸeklinde sunuldu. Toplanan verilerin aritmetik 

ortalama ile standart sapma deĵerleri hesaplandē. Normal daĵēlēma iĸaret eden parametrik 

deĵerler i­in Student T testi kullanēldē. Kategorik deĵiĸkenler i­in ki-kare testi kullanēlmēĸtēr. p 

<0.05 istatistiksel olarak anlamlē kabul edilmiĸtir. G¿­ analizi i­in G*Power istatistik programē 

(ver.3.1.9.4; Faul ve Erdfelder, 1998) kullanēlarak; Tip-1 hata %5, Etki b¿y¿kl¿ĵ¿ 0,5 alēnarak 

196 hasta i­in ñTestin G¿c¿ò (Power) %80 bulundu. 

3.3. ETĶK KURUL ONAYI 

Bu ­alēĸma Saĵlēk Bakanlēĵē ¦niversitesi (S.B.¦) Tepecik Eĵitim Araĸtērma Hastanesi (E.A.H.) 

Giriĸimsel Olmayan Klinik Araĸtērmalar Etik Kurulu tarafēndan 13/07/2023 tarihi ve 2023/06-

01 karar numarasē ile onaylanmēĸtēr (Ek 1). Bu ­alēĸma, Helsinki Deklarasyonu (2013) 

prensipleri doĵrultusunda y¿r¿t¿lm¿ĸt¿r.  
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4. BULGULAR 

¢alēĸmaya 522 hastanēn verileri d©hil edildi. Hastalar ultrasonografik olarak mol 

hidatiform ĸ¿pheli olarak deĵerlendirilmiĸti. Cerrahi olarak uterin kavitenin boĸaltēmē sonrasē 

materyalin histopatolojik incelemesinde vakalarēn 428(%81,9)ôi mol hidatiform tanēsē almēĸ, 

93(%17,82)ô¿ olaĵan gebelik kalēntēsē olarak deĵerlendirildi (Tablo 2). 

Tablo 2: Ultrasonografik olarak mol hidatiform tanēsē konulan hastalarda 

histopatolojik sonucunun daĵēlēmē 

Mol/Normal gebelik Sēklēk(n) Y¿zde (%) 

Normal Gebelik Kalēntēsē 93 17,82 

Mol Hidatiform  428 81,99 

Koryokarsinom 1 0,19 

Total 522 100,0 

 

Tablo 3: Nihai patoloji sonucu daĵēlēmlarē 

Patoloji sonucu Sēklēk(n) Y¿zde (%) 

Gebelik Kalēntēsē 93 17,8 

Hidropik Villus 82 15,7 

Koryokarsinoma 1 0,19 

Komplet Mol 96 18,4 

Parsiyel Mol 92 17,6 

Mol (alt tipi belirtilmemiĸ) 158 30,31 

Toplam 522 100 

 

Histopatolojik incelemede Mol hidatiform olarak deĵerlendirilen hastalarēn (428); 92 

(%17,6)ôsē parsiyel mol, 96(%18,4)ôsē komplet mol hidatiform olarak deĵerlendirildiĵi, 240 

(%46,01)ôēnda ise mol alt tipi belirtilmediĵi gºr¿ld¿. Mol hidatiformunun ultrason tanēsē i­in 

genel duyarlēlēĵē %82 olarak saptanmēĸtēr (Tablo 2 ve Tablo 3). 
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Tablo 4: Patoloji sonucu mol bulgusu ile obstetrik ºyk¿ arasēndaki korelasyon analizi 

Obstetrik ¥yk¿ 
Patolojide Mol Bulgusu 

p deĵeri 
Var n (%)  Yok n (%) 

Ektopik Gebelik ¥yk¿s¿a    

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

0,031* 1 9 (100) 0 

2 3 (100) 0 

Mol Gebelik ¥yk¿s¿a    

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

0,005* 
1 12 (100) 0 

2 6 (100) 0 

3 3 (100) 0 

Gravideb    

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

0,225 
2 54 (69,2) 24 (30,8) 

3 92 (63,9) 52 (36,1) 

4+ 108 (62,10) 66 (37,90) 

Pariteb    

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

<0,001* 
1 78 (63,40) 45 (36,60) 

2 71 (52,60) 64 (47,40) 

3+ 72 (75,00) 24 (25,00) 

Abort ¥yk¿s¿b    

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

<0,001* 1 45 (51,70) 42(48,30) 

2+ 39 (54,20) 33 (45,80) 
aFisherôs Exact Test, bPearson Ki-Kare, *p<0,05 

Patolojide mol bulgusu olmayan hastalarda ektopik gebelik ºyk¿s¿ de bulunmamēĸtēr. 

Ektopik gebelik ºyk¿s¿ olan hastalarēn t¿m¿nde ise mol bulgusu gºzlemlenmiĸtir. Patoloji 

sonucu mol gebelik olan 9 hastanēn 1 ektopik gebelik ºyk¿s¿, 3 hastanēn 2 kez ektopik gebelik 

ºyk¿s¿ olduĵu saptanmēĸtēr.  

Ektopik gebelik ºyk¿s¿ ile patolojide mol bulgusu arasēndaki iliĸki istatistiksel olarak 

anlamlē olarak saptanmēĸtēr (p=0,031). 

Mol gebelik ºyk¿s¿ olan t¿m hastalarēn patoloji sonucunda mol bulgusu vardēr. Patoloji 

sonucu mol gebelik olduĵu gºr¿len toplam 12 hastanēn daha ºnce 1 mol gebelik ºyk¿s¿, 6 

hastanēn 2 mol gebelik ºyk¿s¿ mevcutken; 3 hastanēn da daha ºnce 3 mol gebelik ºyk¿s¿ 

olduĵu saptanmēĸtēr. Patoloji sonucu mol bulgusu olmayan hastalarēn hi­birinde mol ºyk¿s¿ de 

bulunmamēĸtēr. Buna gºre mol gebelik ºyk¿s¿ ile patoloji sonucu mol bulgusu varlēĵē 

arasēndaki iliĸki istatistiksel olarak anlamlēdēr (p=0,005).  

Gravide ile patoloji sonucu mol bulgusu varlēĵē istatistiksel olarak anlamlē 

saptanmamēĸtēr (p>0,05). 

Parite ile mol bulgusu arasēndaki iliĸki istatistiksel olarak anlamlēdēr (p<0,001). Paritesi 

0 olan hastalarēn mol bulgusu oranē 1 ve 2 olan hastalara gºre anlamlē d¿zeyde y¿ksektir. 

Paritesi 2 olan hastalarēn mol bulgusu ise 3+ olan hastalara gºre anlamlē d¿zeyde daha d¿ĸ¿kt¿r. 
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Abort ºyk¿s¿ ile mol bulgusu arasēndaki iliĸki istatistiksel olarak anlamlēdēr(p<0,001). Abort 

olmayan hastalarēn patolojide mol bulgusu oranē abort 1 ve 2 olan hastalara gºre istatistiksel 

olarak daha y¿ksektir. 

 

 

 

 

Tablo 5: Patoloji sonucu mol tiplerine gºre gebelik haftasē, anne yaĸē ve ɓ hCG 

ortalama daĵēlēmlarē 

 

Mol Tipi  

p deĵeri Komplet Mol  Parsiyel Mol 

n OrtalamaÑStd. Sapma n OrtalamaÑStd. Sapma 

Gebelik haftasēc 72 5,63Ñ0,911 67 7,42Ñ2,571 <0,001* 

Anne yaĸēc 96 25,26Ñ7,299 92 28,4Ñ7,263 0,004* 

ɓ hCG D¿zeyi 96 212964,9Ñ194624,5 92 177787,6Ñ154991,9 0,173 
 

cBaĵēmsēz ¥rneklem T-Testi, *p<0,05 

Hastalarēn tanē anēndaki gebelik haftalarē; parsiyel molde ortalama 7,42Ñ2,571, komplet 

molde 5,63Ñ0,911 olarak saptandē. Gebelik haftasē ortalamasēnēn mol tipine gºre gºsterdiĵi 

farklēlēklar istatistiksel olarak anlamlēdēr (p<0,001). Komplet mol tipinde gebelik haftasē 

ortalamasē parsiyel mol tipi gebelik haftasē ortalamasēndan istatistiksel olarak anlamlē d¿zeyde 

daha d¿ĸ¿kt¿r.  

Komplet mol tanēsē konulan kadēnlarda anne yaĸē ortalama 25,26Ñ7,299 iken; parsiyel 

mol tanēlē kadēnlarda anne yaĸē ortalama 28,4Ñ7,263 olarak saptanmēĸtēr. Anne yaĸē 

ortalamasēnēn mol tipine gºre gºsterdiĵi farklēlēklar istatistiksel olarak anlamlēdēr (p=0,004). 

Buna gºre komplet mol tipi anne yaĸē ortalamasē parsiyel mol tipi anne yaĸē ortalamasēndan 

istatistiksel olarak anlamlē d¿zeyde daha d¿ĸ¿kt¿r. 

ɓ hCG d¿zeyi ile mol tipi (komplet/parsiyel) arasēndaki iliĸki istatistiksel olarak anlamlē 

deĵildir (p=0,173). 

Tablo 6: Patoloji sonucu mol bulgusu ile anne yaĸē arasēndaki korelasyon analizi 

Anne Yaĸē Patolojide Mol Bulgusu 
p deĵeri 

Var  Yok 

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

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

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

Patolojide mol bulgusu varlēĵē anne yaĸēna gºre anlamlē farklēlēk gºstermemektedir 

(p=0,303).            
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Tablo 7: Patoloji sonucu mol bulgusuna gºre kan grubu daĵēlēmlarē 

Kan Grubu  Patolojide Mol Bulgusu 
p deĵeri 

Var  Yok 

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

0,403 
A 145(41,90) 71(39,70) 

B 76(21,90) 35(21,10) 

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

 

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

Kan grubub 
Mol Tipi  

p deĵeri 
Komplet mol n(%) Parsiyel mol n(%) 

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

<0,001* 
A 33(34,4) 40(43,5) 

B 21(21,9) 17(18,50) 

AB 3(3,1) 19(20,7) 
bPearson Ki-Kare, *p<0,05 

Patolojide mol bulgusu kan grubuna gºre istatistiksel olarak anlamlē farklēlēk 

gºstermemektedir (p=0,403). Fakat mol alt tip olarak parsiyel ve komplet mol saptanmēĸ olan 

hastalar kēyaslandēĵēnda; komplet mol tanēsē almēĸ hastalarda en y¿ksek oranla 0 kan grubu 

gºr¿l¿rken; parsiyel mol tanēsē alan hastalarda A kan grubu gºr¿lmektedir. Aradaki fark 

istatistiksel olarak anlamlēdēr (p<0,001). 

Tablo 9: Patolojide mol bulgusuna gºre TSH, sT3, sT4 ortalamalarēnēn daĵēlēmlarē 

Tiroid 

Fonksiyon 

Testi 

Patolojide Mol Bulgusu 

p deĵeri Var  Yok 

n 
OrtalamaÑStd. 

Sapma 
n 

OrtalamaÑStd. 

Sapma 

TSH 

D¿zeyic 76 1,46Ñ0,99 47 1,97Ñ2,99 0,039* 

Serbest T3c 76 3,82Ñ1,84 4 3,69Ñ1,05 0,487 

Serbest T4c 73 1,36Ñ0,82 4 1,24Ñ0,63 0,185 
cBaĵēmsēz ¥rneklem T-Testi, *p<0,05 

TSH d¿zeyi patolojide mol bulgusu varlēĵēna gºre anlamlē farklēlēk gºstermesine 

raĵmen (p=0,039), serbest T3 ve serbest T4 ortalamasē patolojide mol bulgusu varlēĵēna gºre 

anlamlē farklēlēk gºstermemektedir (p>0,05). 
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Tablo 10: Patoloji sonucu mol gebelik olan hastalarda hipertiroidi ve hipotiroidi 

daĵēlēmlarē 

TSH Sēklēk (n) Y¿zde (%) 

Hipertiroidi mevcut  95 18,2 

Hipotiroidi mevcut  11 2,1 

Patoloji sonucu mol gebelik olan hastalarēn %18,2ôsinde hipertiroidi, %2,1ôinde ise 

hipotiroidi mevcuttur.  

Tablo 11: Patoloji bulgusuna gºre GTN bulgusu daĵēlēmē 

Patoloji Bulgusu Sēklēk (n) GTN sayēsē (n) GTN y¿zdesi (%) 

Gebelik Materyali 93 3 3,23 

Komplet Mol 96 3 3,13 

Parsiyel Mol 92 1 1,09 

Mol Hidatiform 240 10 4,17 

Koryokarsinom 1 1 100,00 

Toplam 522 18 3,44 

        ¢alēĸmada incelenen toplam 522 hastanēn 18 (%3,44)ôinde GTN geliĸimi saptanmēĸtēr. 

Patoloji bulgusu gebelik materyali olarak deĵerlendirilen 93 hastanēn 3ô¿nde, komplet mol 

hidatiform olarak deĵerlendirilen 96 hastanēn 3ô¿nde ve parsiyel mol tanē alan 92 hastanēn 

1ôinde GTN geliĸmiĸtir.  Patoloji sonucu mol (alt tipi belirtilmemiĸ) olarak raporlanan 240 

hastanēn 10ôunda GTN geliĸmiĸtir. Patoloji sonucu 1 hasta koryokarsinom tanēsē almēĸtēr. 

Tablo 12: GTN tiplerinin daĵēlēmē 

GTN sēnēflandērmasē Sēklēk (n) 

Ķnvaziv Mol Hidatiform 4 

Plasental Site Trofoblastik T¿mºr 2 

Koryokarsinoma 1 

GTN (alt tip belirtilmemiĸ) 11 

Toplam 18 

Hastalarēn takip ve tedavi s¿re­lerinde toplam 4 hasta histerektomi olmuĸ olup; bu 4 

hastanēn 3ô¿n¿n histerektomi sonrasē patoloji sonucu invaziv mol olarak deĵerlendirilmiĸ, 1 

hasta ise komplet mol hidatiform tanēsēyla kanamasē olmasē ¿zerine histerektomi olmuĸ ve 

ameliyat patoloji sonucunda GTNô ye rastlanmamēĸtēr. Vakum k¿retaj sonrasēnda seri ɓ hCG 

takiplerinde anlamlē d¿ĸ¿ĸ olan ve takiplerinde herhangi bir komplikasyon geliĸmeyen hastalar 

taburcu edilmiĸ, taburculuk sonrasē haftalēk ɓ hCG takibine alēnmēĸtēr. Taburculuk sonrasē 

takipleri sērasēnda tanēsē konulan olgularla birlikte toplam 18 hasta klinik olarak GTN olarak 

deĵerlendirilmiĸtir. GTN olgularēnēn 2ôsi Plasental Site T¿mºr, 4ô¿ invaziv mol ve 1ôi ise 

Koryokarsinoma olarak tanē almēĸtēr; kalan olgular ise sēnēflandērēlmamēĸtēr. Sēnēflandērēlmayan 

GTN olgularē, hastalarēn taburculuk sonrasē seri ɓ hCG d¿zeylerinde yeterli d¿ĸ¿ĸ gºr¿lmediĵi 

i­in klinik olarak GTN tanēsē konulan olgulardēr. Bu hastalara hastanemiz jinekoloji-onkoloji 

bºl¿m¿nde kematerapi protokelleri uygulanmēĸtēr.  

¢alēĸmamēzda bakēlan t¿m hastalarēn akciĵer grafileri normal olarak deĵerlendirilmiĸtir. 
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Tablo 13 : Patoloji bulgusunun GTN varlēĵēna gºre korelasyon analizi 

Patoloji Bulgusu 

GTN Varlēĵē 

p deĵeri GTN (-) 

Sēklēk-y¿zde (n%) 

GTN (+) 

Sēklēk-y¿zde(n%) 

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

0,056 

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

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

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

Koryokarsinoma 0 1(5,55) 

Patoloji bulgusuna gºre GTN geliĸme durumu arasēnda istatistiksel anlamlē fark saptanmamēĸtēr 

(p= 0,056). 

 

 

Tablo 14: GTN geliĸimi ile obstetrik ºyk¿ arasēnda korelasyon analizleri 

Obstetrik ºyk¿s¿ 
GTN Varlēĵē 

p deĵeri 
GTN + GTN- 

Ektopik Gebelik + 0 12(2,40) 
0,989 

Ektopik Gebelik - 18(100) 492(97,60) 

Abort ºyk¿s¿+ 9(50,0) 150(29,8) 
0,067 

Abort ºyk¿s¿- 9(50,0) 354(70,2) 

Mol ¥yk¿s¿ +             2(11,10)             19(3,80) 
0,16 

Mol ¥yk¿s¿- 16(88,90) 485(96,20) 

Fisherôs Exact Test, p<0,05 

Ektopik gebelik ºyk¿s¿ (p=0,989), abort ºyk¿s¿ (p=0,067) ve mol ºyk¿s¿ (p=0,16) ile GTN 

varlēĵē istatistiksel olarak iliĸkili deĵildir. 

Tablo 15: GTN geliĸimi ile hipertiroidi arasēndaki korelasyon analizi 

Hipertiroidi varlēĵē 
GTN Varlēĵē 

p deĵeri 
GTN + GTN- 

Hipertiroidi +  4(22,2) 91(18,1) 
0,754 

Hipertiroidi - 14(77,8) 413(81,9) 

Fisherôs Exact Test, p<0,05 

Hipertiroidi varlēĵē ile GTN varlēĵē istatistiksel olarak iliĸkili deĵildir (p=0,754).     

     

 

 

5. TARTIķMA 

Birinci trimesterde yapēlan ultrason ile hastalarēn %82ôsine molar gebelik olarak doĵru 

tanē konabilmiĸtir. Chelli ve arkônēn yaptēĵē ­alēĸmada mol hidatiform halinde ultrason 

duyarlēlēĵē %75,86 olarak saptanmēĸtēr (125). Kirk ve ark.ônēn yaptēĵē ­alēĸmaya gºre ise t¿m 
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molar gebeliklerin ultrason ile tanēnma oranē %44 olarak saptanmēĸtēr (126). Bizim 

­alēĸmamēzda diĵer ­alēĸmalara gºre duyarlēlēĵēn daha y¿ksek saptanmasēnēn nedeni 

­alēĸmamēzēn daha g¿ncel olmasē olabilir. G¿n¿m¿zde kullanēlan ultrasonografik cihazlarēn 

teknolojisinin daha ileri seviyede olmasē ve gºr¿nt¿ kalitesinin daha iyi olmasē sayesinde fetal 

imaj ve trofoblastik dokuyu daha iyi ayērt edebilme avantajē saĵlanmēĸ olabilir. Ayrēca diĵer 

neden kliniĵimize baĸvuran hasta sayēsēnēn daha ­ok olmasē ve gebelerin takiplerinin 

kliniĵimizde daha sēk ve d¿zenli yapēlmasē olabilir. 

¢alēĸmamēzda t¿m vakalara suction k¿retaj uygulanmēĸ olup, iĸlem sērasēnda ve 

sonrasēnda herhangi bir komplikasyon izlenmemiĸtir. Suction k¿retaj, gestasyonel trofoblastik 

hastalēklarēn tedavisinde dikkate alēnan tedavi ĸekli olup t¿m olgularda kesin tanē ve tedavi i­in 

uygulanmalēdēr. 

¢alēĸmamēza gºre abort ºyk¿s¿ olmayan olgularda abort ºyk¿s¿ olanlara gºre mol gebelik daha 

y¿ksek saptanmēĸtēr. Bruce ve arkônēnn yaptēĵē bir ­alēĸmada spontan abortus, k¿retaj ºyk¿s¿ 

olan kadēnlarēn, spontan abortusolmayan kadēnlara gºre molar gebeliĵin 2-3 kat artēĸ olduĵu 

rapor edilmiĸtir (127). ¢alēĸmamēz bu konuda literat¿rden farklē sonu­ elde edilmiĸtir.  

¢alēĸmamēzda mol gebelik ºyk¿s¿, mol gebeliĵi olmayan kadēnlarla kēyaslandēĵēnda mol 

hidatiform i­in risk faktºr¿ olarak saptanmēĸtēr. 1999 yēlēnda Tuncer ve arkadaĸlarēnēn 34 

gebede yaptēĵē bir ­alēĸmada, daha ºnce iki molar gebelik ºyk¿s¿ olan hastalarda GTH n¿ks 

oranē %11-25 arasēnda olduĵunu bildirmiĸtir (128). Vargas ve arkadaĸlarēnēn ­alēĸmasēnda 

hastalarēn %1,5ôde rek¿rren molar gebelik gºzlenmiĸtir (129). Bu konuda ­alēĸmamēz literat¿rle 

uyumlu olarak sonu­lanmēĸtēr.  

Mol gebelik ºyk¿s¿n¿n mol hidatiformda risk faktºr¿ olmasēnēn nedeni hastada mevcut 

genetik bir defekte baĵlē tekrarlayan mol olgularēnēn olduĵunu da d¿ĸ¿nd¿rmektedir. Rek¿rren 

mol gebelik olgularēnda hastalarda genetik mutasyon varlēĵē ile ilgili araĸtērmalar hala devam 

etmektedir. (130) 

¢alēĸmamēzda mol gebelik olgularēna bakēldēĵēnda en sēk mol gebelik olgusu 21-40 yaĸ 

aralēĵēndadēr; fakat patolojide mol bulgusu varlēĵē anne yaĸēna gºre anlamlē farklēlēk 

gºstermemektedir. Buna raĵmen komplet mol olgularēnda anne yaĸē ortalamasēnēn parsiyel mol 

olgularēna gºre daha k¿­¿k olduĵu tespit edilmiĸtir. Palmer ve arkadaĸlarēnēn yaptēĵē bir 

­alēĸmada 21-35 yaĸ aralēĵēnda kadēnlara gºre, 35 yaĸēndan b¿y¿k ve 21 yaĸēndan k¿­¿k 

kadēnlar i­in mol hidatiform riskini daha y¿ksek bulmuĸlardēr (131). Lurain ve ark.ônēn yaptēĵē 

­alēĸmada GTHôēn 20 yaĸ altēnda gºr¿lme riskinin 1,5 kat, 40 yaĸ ¿st¿nde ise 5,2 kat arttēĵē 

rapor edilmiĸtir (132). Sebire ve ark.ônēn bir ­alēĸmasēnda erken yaĸ ve ge­ yaĸ gebeliklerin 

GTH insidansēnē arttērdēĵēnē rapor edilmiĸtir (133). Benzer bir ĸekilde daha erken yaĸlarda 

saptanan mol gebeliklerin GTH insidansēnē ciddi ĸekilde arttērdēĵē rapor edilmiĸtir (134). 

¢alēĸmamēz yapēlan diĵer ­alēĸmalarla uyumlu olmasa da; mevcut saptadēĵēmēz bulgular ile 21-

40 yaĸ aralēĵēnēn reprod¿ktif dºnem i­erinde olmasē sebebiyle, bu yaĸ aralēĵēndaki gebelik 

insidansē diĵer yaĸ gruplarēna gºre y¿ksektir. Bundan dolayē GTH olgularēnēn daha fazla 

gºr¿ld¿ĵ¿ yorumu yapēlabilir.  

¢alēĸmamēzda nullipar hastalarda mol gebelik olgularēnēn daha fazla gºr¿ld¿ĵ¿ 

saptanmēĸtēr. Literat¿re bakēldēĵēnda gravide ve paritenin sayēsē arttēk­a GTH geliĸiminin daha 

fazla olduĵu gºr¿lm¿ĸt¿r. Barut ve arkadaĸlarēnēn ­alēĸmasēnda primipar gebelik sayēsēnē %20,2 

olarak saptanmēĸ, %51,7 olgunun da gravida sayēsēnē 4 ve ¿zeri olarak tespit etmiĸlerdir (135). 

¢alēĸmamēzda mol gebelik tespit edilen ortalama gebelik haftasē 6 haftadēr. Ultrason ile 

birlikte GTH genellikle birinci trimesterda tanē almaktadēr (136). Karateke ve arkadaĸlarēnēn 

­alēĸmasēnda mol gebelikte ortalama gebelik haftasēnē 10 hafta olarak raporlanmēĸtēr (137). 
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Neelakanthi ve arkadaĸlarē ise hastalarēn mol gebelik tanēsē aldēklarēnda ortalama gebelik yaĸēnē 

12 hafta olarak belirtmiĸlerdir (138).  

Bizim ­alēĸmamēzda mol gebelik tespit edilen ortalama gebelik haftasē diĵer ­alēĸmalara 

gºre daha erken tespit edilmiĸtir. Buna ek olarak komplet molde gebelik haftasē ortalamasē 

parsiyel molden daha d¿ĸ¿k olarak saptanmēĸtēr. Gebelik haftasēnēn daha erken dºneminde 

GTH tanēsē almasēnēn nedeni g¿n¿m¿zdeki g¿ncel ultrason teknolojisinin daha geliĸmiĸ 

olmasēna baĵlē olabilir.  Ayrēca komplet mol olgularēnēn parsiyel mole gºre daha erken gebelik 

haftasēnda tespit edilmesinin nedeni, komplet mol olgularēnda uterus boyutunun gestasyonel 

yaĸtan daha b¿y¿k saptanmasē ve fetal dokulara ait doku bulunmamasē olarak 

deĵerlendirilebilir. 

¢alēĸmamēzda komplet mol tanēsē almēĸ hastalarda en y¿ksek oranla 0 kan grubu 

gºr¿l¿rken; parsiyel mol tanēsē alan hastalarda A kan grubu gºr¿lmektedir. Bagshwe ve ark.ônēn 

bir ­alēĸmasēnda mol hidatiform gebeliklerde anne A kan grubunun daha sēklēkla gºr¿ld¿ĵ¿n¿ 

bildirilmiĸtir (139).  

¢alēĸmamēzda hastalarēn tiroid fonksiyon testleri incelendiĵinde %18,2 ôsinde 

hipertiroidi tespit edildi. ¢alēĸmada mol gebelik tanēsē konulan hastalarēn TSH ortalama deĵeri 

1,97 mIU/mL iken; serbest T3 ortalama deĵeri 3.82 ng/dl, serbest T4 deĵeri ortalama 1,36 ng/dl 

olarak bulunmuĸtur. ¢alēĸmamēza gºre hastada hipertiroidi varlēĵē ile GTH arasēnda anlamlē 

iliĸki mevcuttur. Braga ve ark.ônēn yaptēĵē bir ­alēĸmada GTHôēn ºnemli komplikasyonlarēndan; 

vajinal kanama, hipertiroidizm ve preeklampsi olduĵu raporlanmēĸtēr (140). ¢alēĸmamēzēn bu 

konuda literat¿rle uyumlu olduĵu gºr¿lm¿ĸt¿r. TSH ve ɓ hCG hormonunun alfa alt ¿nitesi aynē 

olduĵu i­in bu biyokimyasal benzerlik nedeniyle artan ɓ hCGônin TSH reseptºrlerine 

baĵlanarak hipertiroidizm tablosuna neden olduĵu literat¿rde mevcuttur (141). Buna ek olarak; 

hipertirodizm tablosu GTHôta anlamlē olmasēna raĵmen, ­alēĸmamēzda GTN ile iliĸkisi 

bulunamamēĸtēr. Sun ve arkadaĸlarē mol hidatiform tanēsē konulan hastalarda saptanan 

hipertiroidinin post molar GTN riskini deĵiĸtirmediĵini raporlamēĸlardēr (142). Bu da 

­alēĸmamēzēn literat¿rle uyumlu sonu­larēndan biridir.  

¢alēĸmamēzda GTN geliĸme oranē %3,44 olarak tespit edilmiĸtir. Ayrēca patoloji sonucu 

mol gebelik olarak raporlanan hastalarda %2,68 olarak, patoloji sonucu normal gebelik 

materyali olan hastalarēn ise %0,57 olarak hesaplanmēĸtēr. 

GTN geliĸen hastalarēn patoloji sonucuna bakēldēĵēnda %16,7ôsi normal gebelik 

materyali, %77,75ôi mol hidatiform, %5,55ôi ise koryokarsinom olarak raporlanmēĸtēr. GTN 

geliĸen hasta insidansē literat¿rde 1/400000 olup, bu hastalarēn %50ôsi molar bir gebelik sonrasē, 

%25ôi normal gebelik (term gebelik sonrasēnda geliĸen trofoblastik hastalēklarēn hepsi), %25ôi 

ektopik gebelik ve d¿ĸ¿k sonrasē oluĸmuĸtur. (143). ¢alēĸmamēzda ayrēca komplet mol ve 

parsiyel mol kēyaslandēĵēnda GTN geliĸimiyle ilgili anlamlē bir iliĸki saptanmamēĸtēr. Parazzini 

ve arkadaĸlarēnēn yaptēĵē ­alēĸmaya gºre komplet ve parsiyel molden sonra postmolar GTN 

geliĸme riski sērasēyla %15-20 ve %0,5-1ôdir(144). GTN geliĸimde mol tipinin literat¿rle 

uyumlu olmamasēnēn sebebi patoloji sonu­larēndaki mol alt tipi belirlenmemiĸ hasta sayēsēnēn 

fazla olmasēndan olabilir. 

¢alēĸmamēzēn g¿­l¿ tarafē, diĵer ­alēĸmalara gºre daha ­ok hastayla yapēlmēĸ olmasē ve 

­alēĸmanēn Ķzmir ilindeki 3. basamak en donanēmlē merkez deneyimini yansētēyor olmasēdēr. 

Ancak ­alēĸmamēmēzēn eksik yºnleri; bazē hastalarēn epikriz bilgilerine ulaĸēlamamasē ve 

deĵerlendirmemizin retrospektif elde edilen verilerle yapēlmasēdēr. 
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6. SONU¢ 

Hastalarēn ilk baĸvurularēnda ultrasonda mol hidatiform olarak tanē alma oranēnēn 

­alēĸmamēzda diĵer yapēlan ­alēĸmalara gºre daha y¿ksek olduĵu tespit edilmiĸtir. Mol 

hidatiform saptanan hastalarda ge­irilmiĸ mol gebelik ve ektopik gebelik ºyk¿s¿n¿n risk 

faktºr¿ olduĵu saptanmēĸtēr. Nullipar kadēnlarda daha fazla mol gebelik gºr¿ld¿ĵ¿, parite 

sayēsēyla korele olarak mol gebelik insidansēnēn azaldēĵē saptanmēĸtēr. Abort ºyk¿s¿ olmayan 

olgularda abort ºyk¿s¿ olanlara gºre mol gebelik daha y¿ksek saptanmēĸtēr. ¢alēĸmamēzda 

diĵer ­alēĸmalara gºre hastalara daha erken gebelik haftalarēnda mol hidatiform tanēsēnē 

konulduĵu tespit edilmiĸtir. Komplet mol ve parsiyel mol kēyaslandēĵēnda; komplet mol 

gebelikte daha erken gebelik haftasēnda mol gebelik tanēsē konulduĵu saptanmēĸtēr. Komplet 

mol olgularē parsiyel mol olgularēna gºre daha gen­ kadēnlarda saptanmēĸtēr. Ek olarak; komplet 

mol gebelikte 0 kan grubu daha sēk gºr¿l¿rken, parsiyel mol gebelikte A kan grubuna daha sēk 

rastlanmēĸtēr. Ayrēca mol hidatiform gebelik vakalarēnda tetkik ve tedavileri gºz ºn¿ne 

alēndēĵēnda hastalarda subklinik hipertirodi bulgularēnēn daha ºn planda olduĵu gºzlenmiĸtir.  

Hastalēkla ilgili daha detaylē tanē ve risk faktºrlerinin deĵerlendirilebilmesi i­in daha 

geniĸ serilerle ile yapēlacak prospektif ­alēĸmalara ihtiya­ vardēr. Genetik ve molek¿ler biyoloji 

alanēndaki ­alēĸmalar ile literat¿re daha ­ok katkē saĵlanabilir ve hastalēk hakkēnda daha fazla 

bilgi elde edinilebilir. 
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¢IKAR ¢ATIķMASI 

Araĸtērma ve tez yazēmē s¿resince herhangi bir ­ēkar ­atēĸmasē mevcut deĵildir. Herhangi bir 

kurum ya da kuruluĸtan destek alēnmamēĸtēr. Tez ­alēĸmasēnēn tasarēmē STROBE- kesitsel 

­alēĸma kēlavuzuna uygun olarak yapēlmēĸtēr. Tezin alēntēlama oranē lisanslē program ile 

yapēlmēĸ olup % 22 izlenmiĸtir. 
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S-55 Approach To Incidentally Detected Unicornuate Uterus Rudimentary Horn 

Anomaly 

Mesut Bala1 

1 S.b.¿. Gazi Yaĸargil Eĵitim Araĸtērma Hastanesi 

 

ABSTRACT Unicornuate uterus with rudimentary horn is very rare congenital anatomic 

anomaly of women genital truct causing many obstetrical and gynecologic complications. The 

frequency of this pathology is approximately 1/100 000. Here in, we present a case of 

incidentally detected this congenital anomaly and discus our approach. 

Keywords: Uterin Anomally, Unicorn 

 
 FIGURE.1. PRE-OP 

 

 
FIGURE.2. POST-OP 
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S-56 A Complication Of B-Lynch Uterine Compression Suture Which Is Resulting With 

Uterus Necrosis, A Case Report 
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1 Saglēk Bilimleri University Gazi Yaĸargil Training And Research Hospital 

 

Ķntroduction 

Postpartum hemorrhage (PPH) is one of the leading causes of maternal mortality and morbidity 

worldwide, and PPH is responsible for 25-30% of maternal deaths worldwide each year. The 

most common cause of primary PPH is uterine atony. In postpartum atony cases that do not 

respond to medical treatment, uterine artery ligations, internal iliac artery ligations and 'uterine 

compression sutures' which are thought to be the surgical equivalent of uterine tamponade, have 

been described among conservative surgical procedures. Although uterine compression sutures 

are effective procedures in reducing bleeding due to atony, complications such as erosion, 

necrosis, and pyometra rarely occur. In this case, we aimed to emphasize that the possibility of 

complications after conservative surgical procedures should be considered in postpartum atony 

cases that do not respond to medical treatment. 

Case 

31 years old, G2P1Y1, term pregnant giving normal delivery in an external center. On the 

postpartum 6th day, she applies to another center with bleeding and B-Lynch suture is applied 

to the patient in order to control the bleeding caused by atony in the patient who does not 

respond to medical treatment. The patient, who was referred to us 2 days later with postpartum 

bleeding, was prepared in the lithotomy position under general anesthesia after preoperative 

blood preparation and hysterectomy consent forms were signed. In the vaginal examination, the 

episio, skin and vaginal mucosa were intact. The abdomen was entered through the old 

pfannenstiel incision. Widespread clotted hemorrhagic fluid was observed in the observation. 

An old b-lynch suture was observed in the uterus. Uterus, tuba and ovaries were edematous, 

fragile and necrotic. Deformations, bleeding and necrotizing areas were observed in the uterus 

and hysterectomy was decided. Round ligament, uterine artery, cardinal ligament were 

involved, cut and ligated. The infundibulopelvic ligament was opened, then the uterus was 

removed, and the vaginal cuff was created. The ovaries were not taken. Partial omentectomy 

and bridectomy were performed. Bleeding control was achieved, a drain was placed. 

Antibiotherapy was applied to the patient for 7 days. He was discharged on the 8th postoperative 

day. 
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Discussion 

With the introduction of uterine compression sutures by B-Lynch in 1997, the surgical 

management of uterine atony has changed worldwide. Due  to the B-Lynch suture is a uterus 

preservating surgery and can be applied relatively quickly and easily, it has been applied by 

many obstetricians until today. Despite its worldwide use, there are very few studies evaluating 

its success as well as complication rates. Our case report questions the success of the 

compression suture, and also mentions its rare complications. The case series on the success 

rate of these sutures is insufficient and more studies are needed. 

Keywords:Postpartum Hemorrage, Uterine Atony, B-Lynch Uterine Compression Suture 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


