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S-01 Retrospective Investigation Of Factors Possible To Affect The Fetal Dna (Cffdna)
Fraction Percentage (%) In Maternal Blood In NonInvasive Prenatal Test (Nipt)
Technique

Adil Barut!, Mah mu € Enfé&Gl°kaszan Pabu-cu
1 Avcélar Murat K°I ¢k State Hospi
2 Ufuk | niversitesi Tép Fak¢l tesi Dokt

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 theineasive prenatal test (NIPT)
technique applied to pregnant women.

Material and method&:his retrospectivéhesis studyncluded 188 pregnant women who were
followed up and screened for chromosomal anomalies from January 2015 toaP@Ré,
department of obstetrics artalynaecologyof Ufuk University Faculty of Medicine Doctor
Rédvan Eg @ataHam pregnanbwomen were retrieved from hospital and patient
records, includindody mass index, gestational age, age, fetal gender, NT measurement and
anticoagulant use. Data obtained from the analysis of maternal plapnego&nt 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 Tablarid 2 The mean age and gestational age 8eke. 2 N4 . 7
yearsand 1482 . 8 week s, r e sfpeetcatli vDeNAy .f rTahcet inbena nl e v e |
The mean percentagefofe t al fraction was 8.56N2.83 in th
in the no using anticoagulant of participants (p=0.049). In additiba,mean percentage of

fetal fraction was 95 4amMB. 287 0M2.B5M3 ilnesBMIt h
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, noanvasive 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 diagyposis 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 dedle fetal DNA (cffDNA)Ybased screening tests. In
traditional tests, hormone levels in maternal blood are measured, while otheoftgee®tic
analysis are performed by analyzing DNA fragments [4]. Traditional prenatal screening tests;
It includes the first trimester screening (combined) test (NT+hCG+PXPahd the second
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trimester screening test (tripteuadr upl e test) ( AFP+hCG+UuE3NI ¥
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 pleatdrst 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 determirtedhave the highest detection rate for Down
Syndrome, with a detection rate of 99% [5].

Although previous studies recommended that NIPT be used only irikigbregnancies
[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 sigmifigebetter than
combined first trimester screening in the {agk group [8]. Therefore, considering the benefits
of NIPT application in lowrisk pregnancies, International Organizations have changed their
NIPT recommendations towards increasing the peefge for NIPT [9,10].

The proportion of fetal cefree 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 B4% can increase false negative rates [11,12, 14]. Inhéss study, we
aimed to retrospectively investigate the factors that are likely to affect the percentage of fetal
DNA fraction in maternal blood in the nenvasive prenatal test technique applied to pregnant
women followed in the Department of Gynecotand Obstetrics of Ufuk University Faculty
of Medicine Doctor Rédvan 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 Fiomasive prenatal test (NIPT) technique,

a follow-up chromosomal test was conducted at Ufuk UniversaiguRy of Medicine Doctor
Redvan Ege Hospital Gynecology and Obstetric
February 2022. It is a retrospective analysis in which anomalies are screened.

The study was approved by the Ethics and Research Com(titiees Committee Date:
22.02.2023; number: 61351342/ 2e23)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) checktis

Inclusion criteria were age, NIPT, gestational weeks, singlation pregn&hdi;,
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 anpntalyy use, abnormal
reproductive history, and malignant/benign tumor hist&yclusion criteria were multiple
pregnancy and missing data.

Data obtained from the analysismaternal 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 amedical 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 cronsnump length (CRL) measurement (compared with the gestational week
calculated according to the last menstrual date or transfer date), thereleésention 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 pregnam¢mwaho
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.

Nonl nvasi ve Fet al TrisomY test (NIFTYE) we
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 amd seanpl
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 athesrs study. Descriptive statistics are
presented as number s and percentages for c
deviati on ( meanNsd) , medi an, mi ni mum, ma X i
Homogeneity was performed according to the Levené desl 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 Shapifitk normality tests, with p > 0.05

being a normal distribution. In cases whédre assumption of normal distribution was met for
numerical variables, the Independent T test was used fegtoup comparisons and the One

Way Anova Test was used for thrgeup comparisons. Nominal variables were examined with
Pearson's Chéquare tesPearson 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
percentagewere 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 Tablarid 2 The mean age and gestational age 8eke. 2 N4 . 7
yearsand 14882 . 8 weeks, r esfpeetcatli vDeNAy .f rTahcet inenanl ev e |
The mean percentagefofe t a | fraction was 8.56N2.83 in th
in the no using anticoagulant of participants (p=0.049). In additiba,mean percentage of

fetal fraction was 95 4dMdB. 2870 M2.BMI ilnesBMIt h
participants (p=0.0001). these two differences were statistically significant.

Table 1: A comparison of the percentagé foetal DNA respect tanaternal and foete
demographic andlinical characteristics

Parameters meanNSD P

Foetal gender female 7,99\2,81 0,0811
male 9,29\3,42

Maternal Rh negative 8,60N3,19 0,988
positive 8,61N3,14

The using anticoagulant no 8,71N3,48 0,049%*
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yes 8,56\2,83

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

Firsttrimester screening test low risk 8,74\3,21 0,413
Maternal 8,25\2,96
risk
High risk 9,11\2,88

Triple/Quadruple screen low risk 8,6M3,35 0,393?
Maternal 8,30\2,24
risk
High risk 7,18\2,53

foetal anomaly ultrasonograpl normal 8,6083,80 0,398t

screening anomaly 9,58\b,46

OGTT no 8,99\3,1 0,373
yes 8,38\3,1

Maternal age <35 9,1N3,38 0,133!
>35 8,30\2,99

BMI <25 9,41R3,48 0,000+
>25 7,70\2,53

SD: Standard deviatiohjndependent Sample T Te$On-&vay ANOVA t est
*p<0.05; GDM: Gestational Diabetes mellitus; BNBlody Mass Index

Table 2: Correlations of foetal DNA withmaternal and foetal demographic ariohical
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: Pearsorcoefficient;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 singlettimspand 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 relationsh@trs 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 secieanaternal 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 adiptssue of obese pregnant women results in
increased release of maternally derived cfDNA into the maternal circulation [15]. To obtain a
reliable norinvasive prenatal test result, the FF percentage must be sufficient (FEYoPS

these reasons, in pmegnt 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 subjentamined, 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 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 namvasive prenatal testing was higher. In this study, the FF
percentage was lower in pregnant women using only ASA, but no significeerence 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 amourfé¢til 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 mathans [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 yeten 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 NIF.

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 femase&dtl9]. 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 commedIgpproach
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 sequencinggexnolo
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 increatsction 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 staligtie@zaluate their relationship

with FF.

Concluséon

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 awgl/¢iFhrate 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 wsitigoagulants 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. [deaecteneeds
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 'kenel
1 KstanlbaAr aikjtiétrinma Ha sveTarnaeevsma t dOra joip ekdlii ni

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 moghtwhan
expected often present with a variety of orthopedic complaints beyond just lower back pain.
This study aims to analyze the orthopedic complaints of-thimester pregnant women with

a Body Mass Index (BMI) >30 and share the results. Materidl$/gthods: Between January

2023 and August 2023, patients who presented to oupaiig@nt clinic were evaluated
retrospectively. Pregnant patient with no previous orthopedic diagnosis, no history of trauma,
BMI>30 and in the 3rd trimester were includedhe study. Twentgeven 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 29maxR&7)9ears mMe an BMI wa-max3@13428Nlowd ( mi r
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 patienand 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
complants. Existing complaints disrupt the quality of life during pregnancy. Orthopedic
complaints can be prevented with a wstluctured 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
Al eynal AWedawve Al déeKa-téeojlu Tal ma-
1 ¥zel Rize kar Hastanesi
2 Bakakke®akurtamkehir Hast asDooJiunKa&kdd@miHast
Jinekol oji k Onkol oj i KIiniiJi

GKRKK

Operatif ya da rpdahaleli vajinal dpum(OVD) yntemleri olarak bilinen vakum
yardéml é ve fjame&ds nydar daamlegkraomm&kléed mak a g & la
fet¢sen kafaséna direk tjuna kysemiygerakletilpnaktedr.a(h).a r a k d
Doguml ar ék@k y R | @6 s & ojuraite&kdmplikediv(?.] i nal do

Forceps rotasyon ve traksiyon i-in kullan
OVD uygulanabilmesi-in servikal aé k| é k t am ol mell anfetusavertekson z a
prezentasyonunda ve angaje olmy, yeterli anestezi $& a x,nepizz ot o mi WKy gul an
ol mal eder (3). Deneyi ml i bir hekim tkalaraf énd a
hazér t utaybdaanakatdpezentasyonu, sefalopelvik uygunsuzluk, konjenital fetal
bkanomal il eri, 34 hdyat mhmaninfetabfléi@md20 Q@gt @dymn
da 4000q9gr O0¢guandufrauznilaarodaduvakum al et kul l anél

Son yéllarda jamesatyiéf e vaepiikea adaarydnale fimm
sayésé artmakta, vakum / forseps kullanéem or
i se f or s e punngradeysedamanien terkeditmi v a Kk u m  yumrisd sadeteé d o
bu konuda deneyim sahibi belirli saw@@.aki ha

M¢dahalelidpum or anéndaki bu az akmedhkdlegd problierslen eel f ak
heki ml eri n b-ekmcekendir(d. dpdahadek vaj;nal dpu ml ar én hem ann

de bebek&#&# séndarkfleci wéel t akl e ol asé bir kompl i kas
dg umun nedentercihedimgdine dair heki min dava edil me ko
dg ru endikasyonlarla tegb e | i heki ml er tarafeéndan uygul an.
ve neonat al kompli kasyonumr erant aeéemadanmnal 68
ol abilir (7). ¢tal ékmaméz dojum ekibine opera
kull anékmzagema konusunda rehberl ik sajl amal
ri skl eri azal tmak ve dojum sonu-Ilaréneée iyile

GEREC¢ VE Y¥ NTEM

¢al é kK Ba Bilesgzt aKaruniSultanS ¢ | e YEma weilA m a K tHastamesinde
1 Ocak 201730 Nisan 2020 tarihleri ar as & a @ & Iretnaspektif bir - al ék madér .
Doj umh avakerdya da forsepsile d 0] yapanllOh astdonseyaasdédaw et | ar é
incelenerekt a r aknndcée. |gauptakirolgular 1845y a & r a3/-81, haftaar al €] endak
gebelerdem | u kK ma Kadlgaky udl danpe&tifdg u p¥ntemib e | i r it 1-nad deikjma
délme&r ak 6] gebelikler,pretermd o] wen@ nt r amottfee t A sall rkdahd y a
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edilmedi. Operatif vajinal d 0 ] u mlfossepdve vakumuy gul amehdr E&€aegyonl a
kompl i k ansateroaivé reeon@tals o n u ylean @ApdarveapH d e | e litdrag I i
bilgileri dikkatea | & nkaarrakké | akt ér él de.

Kstat analizi ks el

Her i ki grupta yer Jearlerdinlirkdnaisatikael analidenin b ul g u |
SPSS (Statistical Package for Social Sciences) for NA& 22 . 0 progr ameé k
Kolmogorov Smirnoffile normal g& | éjrarleddeildi. Batdg & | € m amrhe#rik dpgrler
i-in StuderT test, non parametrik verilerinde ManAWh i t ney U testi uygul a
dgikkenler tin Ki-k ar e Test i -lay & pt@&ASdnédart deSiasyon olarak verildi.
Kktatisti kselgvamlijamd ¢ e pzeyitd: SfeBenddildi.

BULGULAR

Benzerdemografik® zelliklere sahipolgular operatifvajinald o J y°mtemlerineg®re
analize di | dilQ3iolgutlan 4 8 6 i (Pd46.6) forsepsve 55 0 i (AOB33) vakum
yontemlerinink u | | aimlenti.tia s & ahli a rbdzorludchadjed jnk yaktuyvey © nt e m
denemelerfo 100b a kiles @nu - T gaimd & t gdbaikhearf B4aaft@ves z adr. |

Forcepsy ° nt leml | ahnaésl taagl asarr & na | 2618 8.83¢vakumy © nt e mi
kul | daraeslt aorr & ra éise 23884.83y eolarakh e s apHeaikigg @ nt d m] a m
yapanh a s t @débealikhéanf b a 8§ a | a maevigesiee] demografik® z e | |benker e r i
idi(Tablo1,2).Forcepsled o ] vapanh a s t & faresineyakumy ° n tiledno | yapan
h ast a@d5&anesime K ledeth a s t(gdm, préeklampsveght)o | dgpP al eml enmi k't
Operatifd o ] yapanh a s t adritas a@@yménscée | e mudlipaj hastesl & y388 (8680.6),
multiparhastas a yise20€%19.4) olarakizlendi.Nullipariteo r avak@my © n tiledno j u m
yapanhastalardastatistikselolaraka n | alendcadeg ¢ k &lenkli(p<0.05).

Tablo 1: Olgularén Ejitim Seviyesi

OovVvD Okuryazar K| k ° J r Lise Lisans p Dej
Dej il
Forceps 3 42 2 1
0.127

Vakum 5 38 7 5
Tabl o 2: De@lmpylrarfaéerk ¥zellikleri

Demogr af i k Forseps (r48) Vakum (n-55) p Dej e
Y aKk 25.3°6..83 23.34.33 0.275
Gebeli k Haf i38.082.17 38.6°1.93 1
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34 49

0.019
14 6
6 5 0.572

Ha s t &46a sinfle(n=7)evre3 ve4. dereceperinealaserasyomeydanayeldi. Bu
ol guldadr efaiceps,3 6 ¢ nvakem y°ntemi k u | | a rzkeddid Matemal eritrosit
S ¢ S p anrse p/loagenmeken® élgunun(% 8.7);3 6 ¢ foteps6 6 s &akwhgy © nt e mi
kul | atespitediidi.PEgudai @mcleesmogr égenl ear lee n chiarsit lad iajriém:
%66s € nmhternalanemio | d izlendi. Maternalkomplikasyonlaranalize d i | dfark i nd e
istatistikselolaraka n | azlednmedi.

Doj smnyeaesé daj &mApgaijl @ Apgar5. Dakikad e | e jpHvehlaz
eksisik ar kK € | a kvalkumye 9 nl t6l¢ aperadifajinald o | y m p éasw@lardapgar
1veb5.Dakikad e | e istdtigtikselolaraka n | alendcedlel ¢ Kizeadi(Tablo3,p<0.05).

Forseps (r48) Vakum (n-55) p Dej e

3345410 Gr 3407 454 Gr 0.45
7.230.12 7.16°0.12 0.83
8.130.99 6.35 1.89

p<0.05
9.450.78 8.441.48
-6.81°3.81 -8.44 3.64 0.94

Neonatalkomplikasyonlai nc el e haisjt idn8dde sefalhematom, 1 3 6 ¢ nd e
caput succadenuml 2 6 sy p d &kienoz, 4 0 ¢ rkrdrgal © d e 21Q s i snbdoajuktival
kanama5 6 i h d a Ktbé¢srilasadasyonl 1 6 i snadr eeel2 ddstadada omuz distosisi
s a p t itmalr&nial hemorajive periferik sinir h a s ialen@edi.Y e ni dyd jamn b ak é m
cni teai aperatifivajinald o] yAintkeuil ehraé&slt aBildHri(@@Bo | duj u
ve bunundavakumk u | | a nigatsiiksedokaraka n | adendcede ¢ k $ & k etespit | i
edildi (Tablo4).
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_ Forseps (r48) Vakum (n-55) Dej
_ 9(%50) 9(%50) 0.75
Bh e e e
_ 1(%25) 3(%75) 0.37
_ 3(%23.1) 10(%76.9) 0.06
_ 2(%40) 3(%60) 0.76
Byl 0
_ 1(%50) 1(%50) 0.92
_ 7(%63.6) 4(%36.3) 0.23
_ 8(%29.6) 19(%70.3) 0.039
| MATERNAL KOMPL

_ A(%57.1) 3(%42.8) 0.56
_ 3(%33.3) 6(%66.6) 0.40
_ 39(%42.3) 53(%57.6) 0.013
_ 1(%50) 1(%50) 0.92

TARTI k MA

Operati f
bebéi etkin olarak itememesi ile @a mu n

vajinal dojuml arén en ¢enéskvenedeni
i kinci evresinin uzam:
araseénda mat er nal medi kal®°r dluojuimk agibi  tkalr @k
dg umun ikinci evresindegqy en ver meyen fetal kal p akam tra
ilerleyik ni n ve rotasyjumumuni kduwurcma seyv,r edssd ni n uza
Dinyadaki j©VDkbeh!l B uygul awmlandaaukmanieh@hekimlegnl é k | ar

say e gk aao bjam g kterrdektedir(8).
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OVD uygul amal arénda mat er n mldserasyomldr,vibvd i nkt e
vajinal hemat om, uterin r¢gpter, grngruerfekad onr as
inkontinans; neonatal intrakraniyal hemoraji, sefal hematédmglojik yaralanmalar, retinal
hemoraji ve hiperbilirubinemi gibi komplikasyonlar izlenebilmektedir (7).

Bi r --akma operatif vaginaldau ml ar én nul | i pokdlreldépebie !l er de
Pstermektedir (9). B u n u n jumerdikenaoi evregininidaha wguna v i d
ol masé ve mgtungdahaf@dlaggnoesidir(10). Bizm-akma mézda da f or
dguml ar én %7 0judndliar évna kiusne d%8 9 0 uekiemniktit. i par gebe

Operatif vajinal dojum y°ntemlerinde epi
tercihine g°re uygulanmaktadér (9). ¢al éxkmame
anlaml é derecede y¢ksek i zlenmiktir. Johnsonr
y°nt emi il e yapélan dojumlarda epizyot omi 0 |
farkl el ejéen sebebi -al ekmamezda nullipar has
fazla ol maséndan kaynakl anéyorl akaebasyon &vae
ise Johnson ve arkadakl|l aréenén -al ékmasé il e
dojumlarda daha fazla g°r ¢l megkt ¢r. Ayné - al
sar el ek, caput succadenum ve hsaefsadk hieanlad rom
tal @ékmaméezda ise sefal hematom oranl aré her
vakum y°nteminde daha fazla izlense de fark
eki moz, alet 1 zi ve moryd@rnmae mi ned eb eam4 earml| i€e ldiel
izl enmiktir. (11)

Yeni dojan Apgar 1 ve Apgar 5. Daki ka deje
dojum yapan gruptaki apgar skorlaré anl aml é
forceps y°nt emi se-ilen hastal ar éadmaevedi kas
dojumun 2.evresinin uzamasé yer al érken; vV a
géeven vermeyen fetal kalp atéemé endi kasyonl a

¢tal ekxkmaméz hastanemizde ¢- yel i -erisinde
i ncel emi k ve hi-bir dojumda v akummorlyidie da f «
saptanmaméxt ér . Yeni doj an ybc, yat ék oranl ar
yé¢ksek izl ense de yatéek endi kasyonl aré ince
dojum endi kasyonu g°r ¢l memi kerppatégenedénl ef
sepsis taneéel arénén yer aldé]é izl enmi ktir. U
se-imimizin dojru oldujunu ve gereksiz seza
operatif wvajinal Idto§luanbiyl®encteefmlineir ig°isltee ranzeak t e ¢

SONUC¢

Bu- al é ksmoamue-ndlaganagakdao | y fan t esnd -eir mémmaternahem
de neonatakomplikasyonrisklerinin dikkatea | & ngnears eé&ohucujnas a r € | Aaybri él ci ar, .
bu - al égxmmau - dperatifed o] uyn? nt e mlkeurl il rakomsamda hekimleri
bilgilendirmekvey © nl e nd i dethaly olabilit Ay rzémandad o] yhnt eml er |
S e - ikomusunday a p é | ddan gdlecekteki - a | & kK mhbul a0 ré - desgekleyip
dest ekl sehadbkpagtgiop ¢ | asy omuw-mioar a&ni Ideacreg ki tn@r ma s ¢
°neml i dir.

Anahtar Kelimeler. For sep s, Mat ernal ve Neonat al Sonu-
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S-04 Myomectomy During Caesarean Section: 22 Case Series

AliBuhur!, ¢etin?kamilojlu
Kstanbul Kanuni vSuRAtarnt Sgmayhast Enesi ar a|
2 Stanbul Kanuni el |l Arrak tSg1 my mdastEdgnesimar at

[ —

Introduction:

Uterine fibroids are the most common pelvic tumors in reproductive age. The frequency of
myoma in pregnancy is 0.886. Although myomectomy operations performed during
cesarean section are not recommended due to the risks of intraoperative atony, blegkding
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 fibroidrgieethan

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, peand postoperative hemoglobialues, 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. Independefiest was pedrmed 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
hemogl obin value in group 1 was sidjandf i cant
10.34N1.45) respectively 2 units of erythroc
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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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. Thegpresent only 1 % of all Gestational Trophoblastic Neoplasia (GTN). Like PSTTSs,
ETTs follow normolar pregnancy and present months to years after the antecedent pregnancy. It may also develop
after Hydatiform Molar evacuation in rare cases. As It iy vare, 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 extensdgEseacroscopically,

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 Beding 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 detectdiD%t 80cases. The most
common size of metastasis is Lung. Another importairitps 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 P3T 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 thiéautal 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 progsis is their chemoesistant nature. Because of their rarity, no randomizettalted trials

have been donéilthough 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 dis¢lagehas good prognosignfortunately extra
uterine spread of these tumors occur in abouttbimd of cases and still cause death in small humbers.
Metastatectomy should be perfomed for isolated distant disease, especially in the lungs.

The chemotherapy regiens for metastatic diseaseBEMA/EP and EP/EMA. The regiments that are effective

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

may also be considered for patients with 1moetastatic disease who have one or more adverse prognostic factors

(ie, interval from index pregnancy O2 years, deep inv

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 eviyntonths for 2 years is
therecommended schedule in some centers.
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Case Report

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

3 December 2019¢é tah
pelvic lymph node sampling + abdominal fluid
sampling was performed.

Pathology macroscopy: uterine size 15x10x8 cr]
with intramural localization, 7.5x5.5 cdiameter,
a soft tumoral structure with a pinched yellow

color was observed. Trample tumoral structure
was commonly observed as necrotic. In the ero
sections, 4 lymph nodes on the right and 4 on tf
left were observed, the largest of which was 2 ¢
in diameter.

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

Lymph nodes reactive lymphoid hyperplasia.
Abdominal washing: benign cytology. IHC:
Inhibin positive in isolated cells. p63(+)
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ST BATIN ICI SERBEST SIVI; MR, ABDOM

In tumour board, postoperative follewp 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 follops. No sign of
recurrence was found in the postoperative control MK
at 6 months. The patient, who is still under follaw, is
in remission for 4 years.
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S-06 Approach To Adnexal Masses Detected During Cesarean Delivery: A Case
Presentation
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ABSTRACT

This report presents a case of an adnexal mass incidentally discovered during a cesarean
delivery in thecontext of pregnancy. The case involves atyd&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, ana@tic 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. Iwlcasesurgical
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 car&lsholude 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 notewdnttythe 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 irtstiion.

CASE

An 18vyearold 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 plafieeabtaining
informed consent from both the patient and her family. The abdomen was entered via a
Pfannenstiel incision, revealing an approximately 4 cm cysarotic mass located on the left

side of the uterus . The right ovary and tube appearedahoasidid 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 sutbed 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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Figurel

CONCLUSION

The incidence of adnexal masses encountered during pregnancy is relativeantging from

0.05 to 2.4 percent, with approximately 1 to 6 percent of these masses being maligaant[1]
Early pregnancy adnexal masses should be approached with an increased suspicion of possible
malignancy. Magnetic resonance imaging (MRI) can ses\aevaluable 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 susp@enalignancy, 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 ston, it should be excised with precision and subjected to frozen section analysis.
If the frozen section result indicates malignancy, salpigghorectomy should be considered.
Subsequently, postpartum care should include referral to a gynecologiogisc@or further
evaluation and management.
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S-07 Maternal And Neonatal Outcomes In Hellp Syndrome: 10 Years Of Clinical
Experience
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Giri k: HELLP sendromu gebelik veya doj umsol]
enzimlerinin y¢ksekI iJi ve platelet dejerl e
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kaydedildi ve analiz edildi.
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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 Iplatelet 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 methodihe data of patients diagnosed with HELLP in our tertiary central hospital
over a lOyear period were retrospectively analyzed from the system. Maternal and neonatal
complications were recorded and analyzed.

Results:There were 70 cases of HELLP syndrome in thgédr period. Mean maternal age
was 30.15N6.01 years. 88.6% were delivered b
delivery. The mean gestational age at delive

40% of the babies were admitted to the neonatal intensive care unit (NICU). IUGR was detected
i n 52%. Oligohydramnios was detected in 13%.
The mean | ength of stay was 6. 05oN@maadyul . Mat
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recovery was achieved in all cases. AST max
203.74N234.00. Eclampsia occurred in 1 patie

ConclusionAfter 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 va{igsThe prevalence of HELLP syndrome is
between 0.5% and 0.9%, and the mortality rate of these patients is up to 24% in the (B@rature

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
dysfunctior{3). HELLP syndrome develops with multiorgan microvascular damage, hepatic
necrosis, increased intravascular coagulation, and thrombocytopensged by platelets
sticking to the damaged endotheli{da Renal dysfunction can also be seéenHELLP
syndrome, due to periportal hemorrhage with lobular necrosis in the liver and ischemic damage
to the kidneys due to microvascular dan{dg®) 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 theyddr period. Mean maternal age was

30. 15N6.01 years. 88.6% were delivered by c
delivery. The mean gestational age at delive
40% of the babies were admitted to the neonatal intensive care unit (NICU). IUGR was detected

i n 52%. Oligohydramnios was detected in 13%.
The mean | ength of stay was 6. 05oN@mdraul . Ma t
recovery was achieved in all cases. AST max
203. 74N234. 00. Eclampsia occurred in 1 patie
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

Me anNSD
Age 30, 15N6, 01
Gravity 2,2N1, 31
Systolic blood pressuremaj16 4, 01 N24, 09
Diastolic blood pressuremg 1 01, 36 N12, 71
AST max 217,35N201, 7
ALT max 203, 74N234,0
Hospitalizat (6, 05N3
Prenatal magnesium tim7, 6 6 N8, 38
(saat)
Birth weight 1918, 10N785,
Hb 11, 6N1, 46
Hct 34, 07N5, 31
Lenfosit 1, 69N0, 64
WBC 15, 5N5, 36
Table 2: Antenatal information in HELLP patients
Previous form of birth NSD: 23(60%)
C/S: 15(40%)
IUGR 32(52%)
Oligohidroamnios 7(13%)
Type of birth NSD: 8(11,4%)
C/S:62(88,6%)
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S-08 Laparoscopic CervicoisthmicCerclage: To Who And When?
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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 Hospitalmm mersilen suture

was used. No complications were encountered after the operation. No abnormality was
observed in the patient's follewp until the 33rd gestational week. Fetal growth begins to slow

at the 33rd week of pregnancy . The follow 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 3@#ks of gestation. A 2450 g baby with Apgat®

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 transabdomithapproach 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 transabdomin
approach.

Keywords: Cervical insufficiency, Laparoscopic cervicoisthmic cerclage, Transvaginal
cerclage

INTRODUCTION

In selected patients with cervical insufficiency, transabdominal placement of a cerclage
at the cervicoisthmic junctiorather 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
laparoscop is performed for placement, and a cesarean birth is generally recdaorécshould
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 extreorélgrsibsent 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 (histenydicated or ultasoundindicated 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 pregnancyaiféer 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 uterasgeslc) 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 uteenef s 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 abdst tygproach.
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 proaetates
bleeding is reduced compared with procedures performéagdoregnancy. 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 weretrmovided (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
strudural 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 chall engi ng. lahlésince thp largecsiceme n t
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 towa&ks (8). The Society for Materrattal
Medicine suggests firgtimester 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 overamarayv
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 week8 pfegnancy and at 16 weeks in
her 4" pregnancy. Pregnancy with cerclage applied at 13 weeks resulted in abortion at 21 weeks
of gestation. # 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 heate +, 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 bew risk. Aneuploidy markers were checked. No abnormality was
observed. Laparoscopic cervicoisthmic cerclage was performed when the patient was 13+0
weeks of gestatiolhe abdominal cavity was entered with a 10 mm trocar above the umbilicus.
Mild adhesiols 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 thenasnedeased. 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 ldwebladder was returned

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

No problem was observed in the pogerative 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 tiev2€ek of the gestation and found normal.
At 33 weeks of the gestation, mild regression was detected in AC measurements1AC 11
percentile, EFW 222 percentile). No abnormality was observed in the umbilical artery
Doppler values. Notch was not observedhe uterine arteries. €tpatient was followed up to
36+2 weeks with close followp. 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-40 at the 1 and 3" 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 uerine 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 thge¢odie removed. There
was no problem in the pesperative 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 ih @seilage placement
before conception can make the operation easier and more effective.
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»
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e

uterine isthmus '
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Figure 1: Intraoperative images of laparoscopic cervicoisthmic certlage
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6 Passing of the suture on the right of
Window opening in the lig. latum, the uterus, medial to the uterine
on the left of the uterus

artery
= S

Mersilene suture medial to uterine
arteries

Figure 3: The appearance of the cerclage during cesarean section at 36+2 weeks
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S-09 Pregnancy Associated Osteoporosis: A Case Report

Benil Nesli Atal, Can At&
1 ¢iJ i Ejitim Ve Araktérma Hastanesi, Fi
2 Buca Seyf.i Demirsoy EKHadéam Hees tAa lak learma WHea

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 tip®stpartum 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
painwas 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 pregnamtgted osteoporosis, waseated 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 flmlow-up, was femoral neck Z scov2.6,

femoral total Z scorel.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 andnibar movements were evaluated as painless in all directions. The
treatment was planned considering the patienfgagnancy 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 horewvetse 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 gnant 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

Ayke De'miBdgmnanut Kahyaojlu
1 Kstanbul Kart al Dr . | ¢t fi Kerdar

Uterus didelphys is a rare pathology resulting from the bilateral mullerian ducts absence of
fusion. This condition affects 5% of uterimalformations from mullerian ducts and is observed

in one woman in 1,0680,000. A 24yearold, gravid 2, abortus 1, admitted in obstetric
emergency departments for abdominal pain at 36 weeks gestation. The patient past medical
history was unremarkable. Bag 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. Ntvass 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 fandirbt
respectively. At the exteriorization of the uterus outside the peritoneal cavity, we discovered a
uterus didelphys (Figurel). The patient and newborn were discharged with good condition on
the postoperative 2 th day.The chance of reaching ternrégnancies with didelphys uterus

is reported as 20P80%. 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 preagon of the fetus and the occurrence of a previa
obstacle by the heruterus 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 1,080,000. Obstetrical complications are nuoer and
pregnancies with didelphys uterus have a chance of reaching term e8@@%Herein, we
reported a case of pregnancy reaching term on uterus didelphys discovered during an
emergency Caesarean section.

Case:A 24-yearold, 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 mmHigattieate was

60 beats / min. On the vaginal examination of the patient 2 cm cervical dilatation, and breech
presentation was determined. Nstness test (NST) identified bradycardia and fetal distress and
she was prepared for emergency cesaredrosed he 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 fothe uterus outside the peritoneal cavity, we discovered a uterus
didelphys (Figurel)The patient and newborn were discharged with good condition on the
postoperative 2 day.

Conclusion: The frequency of the uterus didelphys is rahe 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 camses on birth management. Studies have shown 24.4% preterm
birth, 68.6% live birth, 2%3% ectopic pregnancy and 20.9% abortion rates with increased
obstetric complications. The chance of reaghtierm for pregnancies with didelphys uterus is
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reported as 20¥80%. 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 nceuwfea previa
obstacle by the henuterus during labor.
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S11 Rahim K- Kontraseptif Aracén Tubal Mi gr
Of An Intrauterine Contraceptive Device: A Case Report

Bilgesu ¢et i nelsnikgaydhwnSeDicramaxKant ar cé
1 Aydén Kad®emnc WDkojHiarst al ekl ar & Hast ane

¥ZET Rahim i-i ar a- ( RKA) , kadeéenl ar da ger
y°ntemlerinden biridir. Ut erin perforasyon
kompli kasyonl ara nedemi gdabydnu . - RKAhadnr dig
kapsamlé bir kekilde tanémlanmaméxkxtér. 32 ya
2 sezeryané olan hasta 1 sene °nce, postpart
adet geci kmeasdyv knrkay&tdgzaerndiene yapélan ul tras:«
sac (gs), yolk sac pozitif fetal pol ayeéert e:
gebelijin devamée, 2. trimesterda | agpawveoskopi
gebeli k tahliyesi istemi olan hastaya | aparo
k¢retaj I K1 e mi ger-eklexktirildi. Rl Abnén f al
ve hen¢gz tam ol arak anl akBéalzaeémahmeest aldiarr dlao napsl
seyret mesi kompli kasyonl ara neden ol abilir.
RI A6l arda éentrauterin yerlekim konusunda K¢ f
edi | mel i, ol asé kompl|l m&kwswyto nldaurr umger °eklm kem

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. Migiean of the 1UD into the tubes is very rare and has not
been extensively described in the literature. Ay8arold 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 tubandiain 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 mayecemsiplications. 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: 1UD, 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 rack s not been
extensively described in the literature.

A 32-yearold 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 delayedstnuation;
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 sopegients may cause complications.

If there is any doubt about intrauterine placement, especially in IlUDs 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 tlodéntial 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 repartare 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, ongpontaneous 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 polé ot be
differentiated, and ria was observed in the left adnexal area. A 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, -ceactive proteirsedimentatiofprocalcitonin 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 participateeifollow-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 ofri@stubal 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 extoacand bilateral tubal ligation were performed
(Fig.4-Fig.5aFig.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 aefmeguwof 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 increaseskle 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 underst8pecifically, 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 pyosalpenontaining a coppesontaining 1UD, another located behind

the bladder with tubal migration, and another resulted in tubal migration of levonergestrel ria
and tubal ectopic pregnhancy. In our case, coppataining IUD was inserted during
breastfeedingrad 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 1UD to a neighboring organ may occur through movements of the
omentum [5,6].

Another theory is the-8tage migration where the 1UD 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 depasitioe fallopian tube can cause
morphological changes and infiltration of inflammatory cells. This may result in hydrosalpinx
or pyosalpinx, as reported by ¥zdemir et al
Given that the migration of the IUD may be symptige 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 IlUD parfaath 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 1UDs is surgery and can be performed laparoscopically or via ¢epari&t11].

The preferred surgical treatment is laparoscopy; however, treatment depends on the degree of
perforation and clinical symptoms.

Failure to monitor 1UD thread should raise concern for I[UD migration, especially if it occurs
during insertion in the-Bhonth 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 IlUDs 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 ultrasouniitrauterine 5 mm gestational sac, yolk sac positive
fetal pole could not be differentiated.

K. -
Fig. 3. Abdominal radiograph shows the intrauterine device projecting over the pelvis.
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rightness in the left fallopian tube.

Fig. 4. onitoring of riab

/' 4 !

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

Fig.5b. Gentle raction easily dislodged IUD from left fallopian tube.
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S13Gebel i kte Pl asent al Gor¢negmeg Takl it

B ¢, Ky Tayfur?

1 Oflaz

2 Vural
Uterin miyomlar (|l eiomyomlar) wuterusun iyl h
czerindeki potansiyel et ki | e potansiyekeetkitera tou | e | i j
temerlerin ¢reme -ajéndaki kadéenl arda yaygeén
Mi yomlu hastalarén -ojunda hamilelik séraser
g°r ¢l mez. Ajrée en séklg°rogkén snmowywowmdar éever®z
ve boyutlaré 5 cmébden daha b¢yé¢k ol an hast al
fetal mal prezentasyon ve plasentanén ayr él ma
artek ol abnlui i seDpjatmf s zyol ojik olarak miyon
kuvvetini hem de koordinasyonunu azaltarak
byl ece uterus atonisine yol a-abilir.

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_ S8Sajlam
1 University Of Health Sciences, Izmir Tepecik Training And Research Hospital, Gynecology
And Obstetrics Department, Division ®€rinatology

Objective: |l tds aimed to emphasize the i mpor
prenatally detected intestinal obstruction findings. Material and Method: The patient referred

to Izmir Tepecik Training and Research Hospital Perinatology Departnanevaluated and
followed-up by ultrasonography. Results: In ultrasonographic evaluation gfe@ld,

gravida2, parity1 case at the 17th week, a fetal intraabdominal cyst (17x23 mm) was observed.
Differential diagnoses of mesenteric cyst and entduplication cyst were considered initially.

The patient didndt accept -ofsetsymimetrigatfata growth t e st
restriction. By the third trimester, there were polyhydramnios, minimal ascite and 3 enlarged
structures compatiblwith 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
37thweek. 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
gal |l bl adder wasnodt observed, c octeasmwasquité eum a
hypoplasic. Dilated cystic structures excised. Gastrojejunostomy and portoenterostomy were
performed. Severe hyper/hypoglycemia attacks, pancytopenia, metabolic acidosis, and
recurrent resistant sepsis attacks developed consecutivelye@ogtnatal 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 ateesmost of which is duodenal atresia, has been
reported as 1-3.5/10000 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 mgtic mutations as MartineEgrias syndrome and MitchidRiley
syndrome. Since the majority of these cases
to provide appropriate genetic counseling and inform family about the prognosis.

Keywords: Fetal intestinal atresia, pancreatic hypoplasia, prenatal diagnosis, Mditiagz
Syndrome, MitcheRiley 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

CeylaCeyhat, Mehmet ¥zer en

1 Sajlék Bilimler:i i niversitesi Kzmir Tepeci
veDojJ um Kl iniiji
2 Sajl éek Bilimler:i | nivelerraski ttéersma KHansi tra nlees

HETEROTOPIC PREGNANCY Heterotopic pregnancy is defined asctexistence 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 heterotopignarecy is known as 1/30,000. In
reproductive treatment pregnancy frequency is %0.%f.Early diagnosis and treatment of
heterotopic pregnancies are important for prevention of mortality, morbidity,and future fertility.
CASE PRESENTATION A 23ear 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 thieornu 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 rupturesbilddid tubal pregnancy with minimal
hemoper t oneum and adhesion from past pelvic in
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 oy sGQBICLUSION
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 treatmémterfotopic pregnancy.

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

Ci_ han Bad &Mehkné Yamah MehmetSal i h!, AIEgné mé& Ak Kk uk
1 Saglék Bilimler:i University Gazi Yakar

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; owsesform 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 minilpahvasive 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 pregnanayas 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. Theimah a
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 definitivesresul

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

tajl ast Keel-dd Kataca Kurtul mucx
lizmirK ©tciepl e bi 'niversitesi Atatg¢grk EJ Tt

In the realm of obstetrics, twin pregnancies present a captivating yet intudgéet 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 poteatiainalies 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 systealfonmations .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 malformatioms 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 mnoamniotic 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 pregnlancy wit
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 techniqgues and genetic testing allows for informed deemsaking 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. Abatltitd®of twins are dizygotic.

Its prevalence is-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 twinggnancies, 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 1015 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 ba&%ow 5
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 @arinlmonochorionic

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 3l-yearold 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 withigdkvas
observedHis 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. Afterngpthair
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 andania in the 2nd fetus. (Figure 3, 4) Then the
patient underwent revision curettage. Endometrial thickness was measured as 4mm on control
USG. No active bleeding was observed in her vaginal examination. The patient was discharged
with recommendations.

IKCU TIP F. PERINATOLOJI

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 bearported 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 diagrsdiitional postmortem
examination provides clinically relevant information and is a useful toolafdhorough
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 malformatiotihe 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 informatiorsuch 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, beause the risk of invasive curettage increases as time passes.
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S-19 Total Laparoskopik HisterektomiSonr as € Dren Yerinden Bater
Herni asyonu Geliken Ol gunun Y°%net:/i

DilaraCan!, Ahkam G°Eksel Kanmaz
1 Kzmir TewAhArtakt &€&fma ikast anesi

Jinekoloji k cerrahi I Kl emler i1 -inde histerek
cerrahén tecr¢besi ve hastaya ait daha ©°nce
etkenl ere bajl é ol ar ak abdomi gatl ; e kvlag ki tniarli |
Jinekol oj i poli klinijine anor mal uterin Kkan:é
yakeénda ol gu dejerlendirildi. Mevcut bul gul
unilateral salpingem o f er e kt o mi + otpemasylonsi Stnes k o @ii vV e
alt kadranda bulunan 5 mmoéli k port yerinden
yerlexktirildi. Yapélan dren takibinde postop
izl endi D rtakibe devam &dildi. Rost@peratik24. Saatte drenin spontan olarak

ayréelarak batén déekéna -éeékteje g°r¢lde. Bat
herniasyonu ol duju g°r ¢l dg. Tanésal | apar os|
batéemal sokadranda bulunan 5 mméli k port i nsi
go°r ¢l dg. Bi pol ar koter ve sojuk makas il e m;
parsiyel omentum rezeksiyonu yapél de. Kanama
verl ekxktirilerek operasyona son verildi. Post
sonucu histerektomi materyali leiomiyom ile uyumlu, omentum materyali fokal nekroz ve

kanama al anlaré i-eren | ipomat?°zpidlk kagqroareana hui
operasyon bitirilirken 10 mm port yeralear:.
port yeralearianin faséaya deafektaleéari kaap

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 satmpyorectomy +
diagnostic cystoscopy operation was recommended and performdabla Silicone drain was

placed into the Douglas space through the 5 mm port in the left lower quadrant of the abdomen
. During the drain followup, 100 cc of serohemorrhadiaid was observed from the drain at

the 20th postoperative hour . The drain was reset and foippwontinued. At the 24th
postoperative hour, it was observed that the drain spontaneously separated and went out of the
abdomen through to the port incisi@ddmentum with drain through abdominal port incision it

was observed that there was a herniation . Diagnostic laparoscopy was pleniied.
laparoscopic observation, it was observed that the omentum was protruded through the 5 mm
port incision in the leftower quadrant of the abdomePartial resection of the omentum was
performed from the macroscopically norragdpearing 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 dischargadpostoperative 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

GKRKKk

Girik

Jinekol oj ik cerrahi I K1 eml er iopefiagyah@ur(l)h i st er
Hi sterekt omi, cerrahén tecr¢besi ve hastaya
beyekl ¢ ¢ gi bi etkenl ere bajl e ol ar ak abd
ger-eklexkxtirilebilir(2) Lasparekkomik @loat ol
mor bidite, kan kaybeée, nor mal aktivitelere df
S¢resi bakéméendan abdomi nal hi sterektomiye
kompli kasyon orané, °jopeama&syedmisSdmesni mizunu s
ol arak karkémeza -éeékmaktadeéer (4). Laparoskopi
10 mm port Kkull anéel arak yapeéelér

Y°ntem

Jinekol oj i poli klinijine anor mal uterin Kkane:é
yakénda ol gu dejerlendirildi. Ol gunun bil ir
b vajinal dojumu ve dék mer kezd eferektomir Ki s
operasyonu °yk¢gse¢g mevcuttu.

Bulgular

Hasta transvajinal ultrason ile dejerlendir.i
yapan 57x60 mm intramur al miyom ng¢gvesi izl e
dejerl endirildi. Ardéndan yapeél an liferatil o met r i
endometrium ol arak raporl ande.

Hasta mevcut bul gul ar il e dejerlendir4l di Y
oof erekt omi Keklinde operasyon se-enej.i S unt
°ncesi hazérl ék tamamlandé. Ol g u malasalpinget a | | a
oof erekt omi + tanésal sistoskopi operasyonu
port yerinden Douglas bokl ujuna 1 adet 3 del
tespit edil di Yapeéel a SaatterdrendentlGD kcisérohenwbrajik mayis t o p
izl endi Dr en éférl anarak takibe devam edi |
ayreéelar ak baten dékéna -éktéejé g°r¢ldeg. Yapeée
Batéen porfaninhsienyohentderaber omentum hernias
veril di . Taneéesal | aparoskopi pl anl ande. Yapée
bulunan 5 mmoéli k port insizyonundan oment umt
soj] mhRkas il e makroskobi k nor mal g°r¢é¢nen on
rezeksiyonu yapeéel dé Kanama kontrol ¢ sonr as:
operasyona son verildi. Postoperatif taki bi
posbper atif 1. G¢égnde taburcu edi | di . Hast an
l ei omiyom il e uyuml u, omentum materyal.| f ok a
doku(omentum) ol arak raporl andeé.
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kekil 1: Hasatsas@émaelraaskem g°r¢nen omentum her

SONU¢ VE TARTI k MA

Laparoskopi k cerrahi operasyonl arénda vaka b
y a da geni Kl eyen 5 mm port yerl erinde ol u
insizyonundan hei riskini art rén fak ferport déij m i n  -laonkanipf lgeypnu, maeryal

- lant | eeen fayan € nrilngse ve faya ddektinin kgpa manasdké r . Bu t¢r dur
omentum, barsak ve her ikisinin herniasyonu
fasya defektlerimul k a onar él mal edeér .
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S20 Servi kal El ongasyonun Exl ik Ettiiji Pel vi
Hi st er ekt omi Sonr asi N¢ ks Oranl ari

Dilek Uysat, Must af a kengygl

1 KX®ittiepl ebi ''ni ver sivd eAr aiAtt @art pa kH&g ti d n an
Girik: Servi kal kol l umprel apgasybBOR) pel gukar
saptanan yaygén g°re¢len bir bulgudur. Bu ol g
cerrahi prosedg¢r ol maktader . Cerrahi sonr as
l'iteratge¢rde -0k ¢alzé mma-mneza&daha2y0eltOk B ue. ar as é
Hi sterekt omi yapélan hastalarda servikal uz
hedefl edi k. Materyal Metod: Bu202&G yerkazéia
POP nedeniyle VH uygl anan kadeénl ar topl anmexkter. Val

Nicelk(PORQ) si steminin C noktasé OO0 ve tahmini s

servi kal kol l um el angasyonu varléejée yQkIluju
sistemit araf endan dejerlendirilen pelvik organ p
sonu-|larée ejilim skoru exlexkmé&sievyenread e ay &i
karkel akt ér el de. Hast al ar oper adayiocaelendi.®m®er a s €
operatif ve post operatif C noktal aré kayeéet
kayetlaré ve postoperatif kompli kasyon ver.
S¢rekli dejikken dajiegloémén&ntrescstmalllie]j t eShap
sayeésal veril eri 2 grup arasénda karkeéel akter
°ncesi ve sonrasé °|-¢mleri karkeéel akt ér mak i
i -in gamnuwélaawt dkrammaek tie-sitni kuiygul ande. Wi ndows
istatisti ksel analiz yapéldé ve p <0.05 deje
Grup ekl exktir me, her i ki grupta @laabenaeées @dm
karkel akt érél dejéenda servi kal efohgaay8Bun d
grupta 2.5 (1.54 ) (n=40) ol arak ©°1 -¢l mgkt¢gr (p: 0. 78
karkeéel akt éréldejéendai ser PORPRab3(gABbag d&maEa8BYyn
grupta-2 (-3//2 ) (n=40) ol arak °I| -¢l mgktegr (p:0.011
servi kal el ongasyonun exl ik ettiijli38POBGP)ol gul
grupta 83 (66116) ol arak saptanmexkteéer (p:0.013). Sonu
prol apsusu ol an kadénlarda yaygén bir bul guc
servi kal uzamanén gel i Ki mi Ku anda tam ol ar s
ekl i k ettiiji POP'"l u kadénl arda vaginal hi st
uzunl uju olan POP hastalaréna g°re daha az s
Anahtar Kelimeler: Ser vi k al koll um uzunl uju, Vaginal h
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 betweenlDem20Dec

2020. Method: In this singleentered 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 orasie df point C of Pelvic

Organ Prolapse Quantity(P@®P) system OO0 and estimated cervi
outcome was recurrence of pelvic organ prolapse (POP) evaluated by th@ 8&@fem. The
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results of the two groups were compared in terms of age, parity and preoperati@Jedyes

after matching the propensity score. Patients were examined in terms of recurrence POP during
the postoperative followp processes. Pre operative and post dger@tpoints 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. Manrhitmey u test was used to compare abnormal
numerical data between 2 groups. Dec. Wilcoxon test was performed to compare preoperative
and postoperative measurements. Thesgoiare test was applied to compare the groups for
categorical variables. Statistianalysis 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 2(-4) (n=33) in POP cases accompanied by cervical elongation, 2.54§1.5
(n=40) in the other group (p:0.782 ). When compared in terms of postoperative C points, it was
measured as3 (-4 /-3) (n=33) in POP cases accompanied by cervical elongaB@8 /-2 )

(n=40) in the other group (p:0.011 ). Compared to the operation times, the operation time/min
was found to be 98 (7438.5 ) in POP cases accompanied by cervical elongation, and 83 (60
-116 ) in the other group(p:0.013 ). Conclusion: Cervicatgd#ion 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 resnge 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

GKRKK

Servi kal koll um el angasyonu pelvik organ pr
yaygén g°r¢é¢len bir bulgudur. Bu ol gul arda va
prosed¢r ol maktadér. Cerrahi sontasBEBibaeratogu
fazla -alékma yok2020 ¢al emamamazaaéeddaoVagir
hastal arda servi kal uzunlujun n¢ks oranl ar én

Y¥NTEM

Bu tek mer kezl i ret-e068pekteilfl ar @al Gawmasckar,da2 P
uygul anan kadénl ar topl anmé NiteBk(PORQY siskemihira r |, Pe
C noktasé OO0 ve tahmini servikal uzunl ujun
el angasyonu varl éjée yokluju a- eéese@dsem i ki

taraféendan dejerlendirilen pseetvmeksi grdgan Kgi C
sonu-laré ejilim skoru ekl ekmd&sievyenread e ay &t
karkel akt éréel de. Hastal ar operasyon sonraseée
operatif ve post @Ipteelaalzﬁlé:nuh.kt[élkazaemzkralyeth
kayetlaré ve postoperatif kompli kasyon ver.
S¢rekli dejikken dajél éeéménén normalliji Shap
sayeddlerver2 grup arasénda karkel aktérmak i -
°ncesi ve sonrasée °| -¢mloeri karkél aktéer mak I
i -in gruplaré 4kzarr}eéltae}sttérrmaykguil-ain'rd-éiklh W m3ID wis |
i statistiksel analiz yapéldée ve p <0.05 dej e
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BULGULAR
Grup ekl ektir me, her i ki gr-tpt aPdeopenaterf de€
a-éséndan karkélaktereéeldéjénda servi#«al el o
(n=33) , dijed)guptd)2o0batakPoOst gbmgat {pf Cpr
a-éséendan karkélaktereéeldéj énda se v (4Aik39]I el or
(n=33) , d-2{3e2 yr pt=d 0) ol ar ak ©° {2y @Qdenasyant ¢ r (
s¢rel eri karkeéel aktady®d®hdaj] éenkda ks eertvtiikal PedPo n¢
s¢resi /-dB898 J79di j-lelr6 g)r ugpltaar é8k3 s(abPOt anmée kKt ér
VH+SE (n=33) VH(n=40) P
Median [25%- Median [25%-
Variables 75%] 75%)]
Yack 57 [38-67 ] 61.5 [54-68.5 ] 0.110
29.36 [26.0532.03|30.27 [25.1632.22
BMI ] ] 0.978
Parite 3[2-3] 3[2-4] 0.162
izl em s¢r 74[65-91] 76 [58.5-95 ] 0.859
HASTANEDE
KALI k(g¢n)2[2-3] 3[2-3] 0.098
PREOP D -5[-5--4] -4[-5--3] 0.002*
OP S| RESK(|83[60-116] 98 [79-138.5 ] 0.013*
Tablo 1.
VH+SE (n=33) VH(n=40)
Median [25%- Median [25%-
75%] 75%)] P
Post PREOP C
menapoz NOKTASI 3[2-4] 2[1,5-3] 0,441
POSTOP C
NOKTASI -3[-4--3] -2,5F3--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 TARTI k MA

Serviksin elangasyonu pelvik organ prol apsus
yatan patofizyolojik mekani zmal ar ve servika
anl akéel maméxkt eéer . Servi kal kol l um uzunl uj unun
hi sterekt omi sonrasé POP rek¢rensi nor mal s e
az saptanméexkter
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S21 A Tertiary Hospital Experience Of Appl
Morcellation In Myom And Polyps

Cihan Bademkér an
1 SaBilléikml er i University Gazi Yakargil Tr

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 fibroidtisrsesynechiolysis,
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 piuresis 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 hystscopy 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 thitruClear method was applied to patients with abnormal uterine
bl eeding who were diagnosed with intracavit a
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 morcellatioguechviich

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, stadies with large series are needed

on this subject.

Keywords: Hysteroscopy, Mechanical tissue morcelation, Abnormal uterine bleeding
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S22 A Case Of A Pateéent Wéth Chronéc Abl at éo
r

a
Trémester
Emre Y@érén SHajAla&kmm G¢l kah! kahing°z Yeé
1 University Of Health Sciences, Izmir Tepecik Training And Research Hospital Department
Of Obstetrics And Gynecology, DepartmentRafrinatology

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 vaginalibipetherefore, 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 eaHynset intrauterin groth restriction was diagnosed with CAOS. Results:

A 26-week pregnant 2gearold G1PO patient was referred to our clinic from an external center
with earlyonset IUGR and placentomegaly. In the ultrasonography of the patient, fetal
measurements were comjdgi 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 parametemwere 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 weekietite pat
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. ConaotuBietachment 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 demonstrateese include advanced maternal age, increased
gravida or parity, gestational hypertension, intrauterine growth retardationyeniex
presentation, polyhydramnios, premature rupture of membranes, history of pregnancy with
detached placenta, smoking amauma. Detached placenta has been associated with maternal
and neonatal morbidity and mortality. In conclusion, evaluation of patients presenting with
IUGR and oligohydramnios in terms of CAOS is important for patient management.

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

Figure 1: End diastolic blood flow in umblical artery
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Figure 2: Positive-avave in the ductus venosus
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Figure3: Hematoma area in the placenta
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S-23 Delayed Diagnosis Of Placenta Previdercreata And Postoperative Outcomes

Erhan Okuyan*!, Kl yds Tur an
1 Bat manreAEjaikttiem ma Hast anesi

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

Keywords: Placenta previa percreata , Obstetric emergency
GKRKk

At the age of 29, the patient, who came to regular follps 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 de@asiomage.

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 followps. 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 sumbilical median and sugtumbilical median

incision, the uterus is passed through a transverse incision at the fundus level and a single live
meconium stained Apgai3 male baby is removed. Subsequently, the placenta cord is ligated
and kept in the cavity and the uterus is quicdtured with fulithickness continuous 1.0 vicryl

and intraabdominal 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 invied 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 plasshasicn

( Figure 13). 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 postoperatiiggl pthe patient

was discharged with healing after the general-yeihg 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 TARTI k MA
Placenta previa percreata is a-ifeeatening condition requiring serious teamwork and

management, and delays in diagnosis increase mortality and morbidity.
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S24 Gebeli kte Adneksi yel Kitlelere

Zeynep Acar', Esra Cah
l1Kstanbul Kanuni Sultan S¢l eyman

OLGU SUNUMU: 22 vyakénda, gravida 3 parite 2
saj adneksiyel alanda 70x75 mm boyutl areéend
Laboratuvar t e tmairkKlearl iamdce ;notrgnmadr t esbit edi
g°ré¢nt ¢l emede saj adnekste septaleée yakl akeéek
la) Hastaya kitle boyut ve |l okalizasyonu ne
daha da artabilegtei ré¢epter ve malignite 1 htimalleri h
de¢kKenegl meyen hasta takibe al éndé. Gebelijin
boyutl arénda arték izlenmedi . 38. Hakikata t ak i
artek izlendi. C/'S il e beraber kistektomi u
yapélan midline kesi il e | apar ot omi yapél de
kerrinsizyonile Apgar8 3610 gr erkekKebebéekhsdayont kagat ¢

sajJ overden kaynakl anan ve karkeé pelvis duva
boyutl arénda, ki stik kitle izl endi . Saj k
intraabdomi nal or gaddjaal vge® rpecenr¢imdoen iyz¢l zeenydlier i
l enf nodu pal pasyonunda patolojik b¢gyeéekl ¢kt

frozen sonucunun fim¢gsinoz ki st adenomo gel m
kontrol ¢gnyg¢ taki beooment apteondie ktympied@e Postop
gel i kmedi . Postoperatif patol oji sonucu mus:i
M¢sin®z kistadenom °n tanéséyla tanéeseéeyla ge
malignite kriterlerinin (agi , bilateralite, vaske¢l arizasyon
yakl akem kararénén alénmasénda et kil.i ol mu Kk
gel i kmemi K, hastanén kitl esi sezaryen séraseée
ackgebel i kte malignite k¢phesi ol an ovaryen k.
tegmerlerin olukturdujunu ve bu tg¢gr kitleler.i
ol dujunu, bu nedenl e cerrahi iglierciejiimiin bgeelbierlt
. Gebeli kte borderline bir t¢gmPre yapeéelacak ¢
vaske¢larite nedeniyle evreleme a-éséndan ye
borderline tg¢mor K ¢ mébelik sonuha ertaleamesiranhdaha gyiguni K i m
olacajeée bildirilmiktir

Anahtar Kelimeler: Gebelik ,adneksiyel kitle

GKRKk

Ant enat al gebeli k takibinde Usg' nin hayatér
pal pe edil emeyen adneksiyel kitlelerin de sa
Gebelij-LlB. i Haf 1 &1 arénda tespit edi |l en basit
kistler olup genelli kle spontan gerilerler.
yeterliyken kompli ke olanlar i-in cerrahi ge
Takip esnasénda persiste b¢gyek kitlelerde 't
ri skl er mevcut i ken cerrahide ise fetal k ay
kompli kasyonlar g°r ¢l ebilir.
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Mal ignite K¢phesi olan ve klinik olarak semp
en uygun d°nem gebel2i7].i madntad ad®° me mis édléan 12

l'1. trimesterde hala persiste eden kitleler
postpartum d°nemde cerrahi gerektirecektir.

Gebelijin 14. Haftasénda saptanan adneksi yel
klinik yaklakém tarzée, histopatolojik bul gu
sunul ar ak, konu g¢ncel |l iterate¢greéen exkeéjénda

OLGU SUNUMU:

22 yakeénda, gravida 3 parite 2 olan 14 haft
al anda 70x75 mm boyutl arénda °]1 - ¢l en mul ti
tetki klerinde; temPr markerl aré nloemade teapi
ekste septaleée yaklakék 9*6 ecla Hastageekilal a s e p
t ve |l okalizasyonu nedenli gebelijin ile
&c¢r ve malignite iiht i¥malpleandah ankakléingdmai tbea |«
be al éndeée. Gebelijin 34. Haftaséna kadar
Hafta takibinde 4 hafta °ncesine g°re ki
|stektom|uygulamase pl anl andeé. i
| apar ot omi y a | de. Bat én
6-8 3610 gr e
kaynaklam n v r
kistik Kk
ve perit
[
e
t

b
r
t
3
k

rtul du. Kerr i
kadar wuzanan
kt omi yapeél de
;, npalpadyenunda | e n d i

@—'
owmn M
—_ —+ D
omg’

yl eri doj al
|l ¢kte kitle hissi al eénmadé. K
| mesi iszerine, kal an over dok
yapéde. P ois Rostgperatifapatoldji sokuocump | i k
denom il e uyumlu gel di

pat ol o]
kist ad
ve omen
musi n®z

TARTI k MA: ¢sin®z kistadenom °n tanéseéyla t a
ayréeca USG6de malignite kriterlerinin (asit,
konservatif yakl akém kararénén éalas@éemasé nala:
kompli kasyonl ar gel i Kkmemi K, hastanén kitl esi
driguez ve ark. gebeli kte malignite K¢
a ve erken evre t¢gmPkiltelrdlne roilnu kg eulr edluif kur
mi ni n - ok zayéf ol dujunu, bu nedenl e
enebil ecejini belirtmiklerdir . Gebelikt
(K uterus Merdrtteamepgelnviyd eveaesk el eme a-
|l anabil eceji, bu nedenl e borderline t¢r
enmesinin daha uygun ol acajeée bildiril mi
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S-25 Histeroskopi lle Anterior Uterin Duvardan Posterior Uterin Duvara Uzanan
Myomun ¢ékar él masé
Fatma Gizem Demirci Pangal, Sabahatltin Anél Aré
1 Kzmir Bakeér-ay | niwbPopumeAnaKadem Baké

Objective: Demonstration ahtramural 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 aterior intramural myoma, 35 mm posterior intramural myoma and 18 mm fundal
intramural myoma within the uterus. The endometrium measures 9 mm, and no pathological
findings are observed in the bilateral adnexal regions. Operative hysteroscopy was planned.
After preparation and analgesia performed, tenaculum was placed to external cervix. Semicircle
loop was used in the 7 mm bipolar resectoscope. The hysteroscope was inserted to the cavity.
Distension medium was normal saline. Bilateral tubal ostia were figentrhe 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 practiceon@nely 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 corplications on the first posiperative 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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S26Univeya Bil ater al Hi drosal pinksin Salpenjek
Prodocal yxin D¢gzeylerini Azaltarak | mpl an

Fatma Tanél ér ¢ajéran
1 ¥zel KadeévaD ddjawsmh aK leikrd iajr ié

Knplantasyon penceresindekin d o met r éumda t ¢m reseptivite ge
antiadeziv podocalyxin (PODXL)"'"nin ekspresyc

ve toksik kimyasal tubal sévé ostéumlar arac
ekspresg n u nu bozar. Ancak HX'" i n endometr éal P
bilinmemektedir.Bu -alékma HX nedeni il e s
PODXL seviyelerini saptamak i-in dizayn edil

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

Férat ¥kmen
1 Buca Seyfi vBAmakKt®ym&E]jHastmanes:

Introduction :Amniotic fluid is a liquid that surrounds a developing fetus within the amniotic
sacand 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-telin pregnancies dugnultrasound
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 mostoirtgmtly, 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 assss fetal welbeing. Findings: A 3%earold case was referred to our clinic

due to hyperechogenic amniotic fluid during the3®weeks of pregnancy. Upon examination,

the patient was identified as gravida 2, para 1. It was learned that her previvasydsid
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. Thetianfluid 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 ebged 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 sohiagrap
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 Cas@resenting With Acute Abdomen Findings

Funda ! @&dnan-Budak
1 Sb¢ TepeedAirlkakEjeirtmamHast aneedio] kandén Hast

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-yearold patient with a known-week pregnancy who presentediwitausea, vomiting, and
diffuse abdominal pain. Emergency ultrasonography revealedesek intrauterine pregnancy

with no fetal heartbeat and a 3 cm paraovarian ectopic gestational sac, along with diffuse
abdominal fluid. Due to deteriorating hemodynaipécameters, 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 concludedtwicurettage 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 assisteddrepive 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-yearold patient, gravida 1, parity 0, with aleek 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 niesslevere noted.
Transvaginal ultrasonography (TWSG) revealed diffuse free fluid, suggestive of intra
abdominal bleeding, along with aweek intrauterine pregnancy lacking fetal heartbeat.
Emergency abdominal USG indicated diffuse fluid in the abdoraesing suspicion of ovarian

cyst rupture with concurrent pregnancy. The patient's hemoglobin level was 13.5 g/dl, and beta
human chorionic gonadotropin-{tCG) 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, evighidence of
intraaabdominal 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 nem@ostoperative complications. The
patient was discharged on the 2nd postoperative day.

83



A3.Ulud a r alJmakalof ve Obstetri Kongresi

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 adhqsior

tubal injury or surgery, and sexually transmitted diseases. Early diagnosis of these pregnancies
is crucial for the patient's wellieing 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 followp rely on betdnCG levels, progesterone levels, and ultrasound
(USG) imaging. Serial progesterone determinations can indicpt®m@prognosis, whereas
serial betehCG 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 inatlreexal region for ectopic pregnancies.
Moreover, an intrauterine pregnancy can mask an accompanying ectopic pregnancy.

Therefore, in firstrimester 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,asitlcases 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 symptomsaldelayed 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 shouldnaiimiae

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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S29 Atipi k Bir Lokalizasyonda Ciltalti Endom
Doku

Yus uf BlaGakze Karababa G° khdan G¢l er
1 Van Yy¢, Dursun Odabake Tép Merk

Endometriosis is a gynecological pathology characterized by the location of functional
endometrial tissue outside the uterus and presenting with clinical symgiomas 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 organ®(coectum, 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 fodiagnosis. 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.

Keywordss Endometri osis, y¢zeyel, gluteal b°l ge
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S30 Nadir G°r¢len Bir Ol gu: 16. Gebelik Haf"

Yusuf BlaGakhzKaababa G° khan G¢l er
1 Van Yy¢ Dursun OdabaelojTuenp Mer ke zi K

ABSTRACT HELLP syndrome is a pregnanspecific 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. Aqgaithe
GenerallL 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 benprés this case, we aimed to discuss

the management and etiopathogenesis of HELLP syndrome diagnosed at 16th gestational week.

Keywords: ANAHTAR KELKMELER: HELLP sendromu, gebe

GKRKk

HELLP sendr omu, gebeDi BOenin kypapl akeék e®en
hemol i z(mikroanjiopatiKk hemol itik anemi) , y
pl atell et dekekl ¢ ¢ 11 e karakterize sempton
preekl ampside %20, ekklmamp saiddea . %1IPa Geae kK & dnprs i -
gebelerin i s200waklHeddk %lehdr omu il e kompl ik
sendromunun %706i antepartum %3006u postpartu
mat er nal mortalite sebebi ol maséendan dol ayé
o an Hellp sendromu 1982 de il k ol arak taneéeml
y°neti mi hala netlik kazanmamécktér . Bu neder
°nemini korumaktadér (1).

Hel l p sendromu ve preekl empsi tanésé genel

sonrasénda konul abil mekt e, ancak nadir de ol
rastl anabil mektedir. Erken haftalarda taneé a
antikor sendromuveti pl oi d kromozom anomal il eri tespit
Ki mdiye kadar bildirilen en er ken haftad
haftaséndader (2).

Biz bu olgu bildirimimizde 16. Gestasyonel h
takip ve tedavi ettijimiz olguyu sunmayé am
ol gularda en erken 17. gestasyonel haftada
erken haftadcejda oUr dhlaskdiallear én tané al maséy
sendr omu gi bi altta yat an sebepl erin ar akt
y°netiminin nasél ol acajée ¢zerine tarteéekmayeé
tané alan hastalaré g°zden ge-irmeyi hedefl e
OLGU

41 yak kadén hasta klinijimize birinci bas
sendromu °n tanésé ile sevkedil di. Hast anén

gebel iji olup lyakayané ve 3 dojup °len(pren
°Jrenil di . 1Sobn |ameeyte nt ahraishtiaamn én ul trasonogr afi
uyuml u, fetal kal p at émeé mevcut gebel iji

derinlexktirildijinde °nceki gebeli kl erde pre
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fakat HELLP il e komplike ol madéjé ©°jJrenildi
basénce 190 mmHg di astol ik kan baséncé 11
Laboratuarda karaciijer transaminazl aré yg¢ks

Yapel an peri f er dehemplaeambaulgulanideadi.e me s i n

Hastanén yojun bakém ¢¢nitesine yatékeé yape
bakl andeé. Magnezyum s¢l fat n°roprotekti f ama
genl ¢k yojun bakeém yat ek eé s¢resince antih
tansiyonl ar &€n énk adr¢dkinyeonteosjii ¢kzoenrsi¢gnlet asyonu yap
ekokardiyografi k inceleme yapél deé, patol oj i
ultrasonunda karacijer ve safra yollare ol aj
ve karacijer otoanti kor tHarpaamas &, -had peatéiltd ém
negatif g°r¢l d¢g. Akut yajlée karacijer tabl os
bul gul aréna rastlanél madEé. Karaciijer toksi k
°©zelli k bulunamadé. Hastanén AFAS taramasé a
geldi

Takibinin 2. ge¢négnde yapélan ultrasonografik
ol ar ak dejerl endirildi. Hastanén transamin
durumunun orta ol masé, tansiyonlarénén agres
y ¢ ksek s e y r enedenyyle rhistemtorni ktercih edildi. Hastada
intraoperatif herhangi bir komplikasyon gel:i
bakém ve sonrasénda 3 g¢n serviste takibi
dojum sonrasé tedrici ol arrakardalkékpl atr @msai y o |
gel meye baxkl ade Hastanén mevcutm klinik ve
hezla d¢gzel me g°sterdi. Postoperatif 2. haft
bir jinekolojik patoloji izlenmedi, mevcut Kk
Hastanén AFAS taramasé i-in yapeéelan tetkikle
TARTI k MA

HELLP sendr omu, mat er nal ve fetal mortalite
b¢e¢yéek °nem arz eden bir klinik durumdur.
Bilinen risk faktorl eri arasénda geneti k yat
mevcut °yk¢, yak, diyabet ve b°brek hastal ek
deji kken olup en sék =epigastrik ve saj ¢ st
kusma( %5a))r,éséb(a%3 1) g°r ¢l ¢r. Hastal arén -o0ju
-ékmadag¢th °nce halsizlik baxklar (3).
Patofizyol ojide t emel neden preekl empsi de
sonucunda karacijer, pl asent al yatak gi bi b
|l ezyonl ar ve koag¢syon si st emi akéere aktive
endot el he¢gcre hasa&rtd,vaaybmack mr embuoabsk¢ !l er
trombosit t¢gketi mi ve peéehtélakma aktivitesin
tablo plasenta varl éjeée ve plasentasyona ver
ol duju 1i-1in temel de insanebglEtbdel i Ji ne ©°©zgg¢
preekl empsi tanésé konulabil mesi; fetg¢gs geli
yalnéz plasenta varléejeyla ilixkkkil:@ ol duj unu
t emel mekani zma benzer olup koag¢l asyon sios
hasar é hbai rfaazzlda ol maktader (3) .
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Patofizyolojide ©°zellikI:i 2 teori °n pl ana
pl asentasyon kaynakl|l é& ol up akéré i mmun yaneéil
sinsityal yé¢zeydeki kontroll ¢ h¢gcre yékémeéen
apopt ozkiisl iidier .i |IAyksr eca bu sinsityotrofobl ast:i
yanété da tetikleyebilir(5).

Tanéda sékl ékla kullanélan | aboratuar tetki
fonksiyon testleridir Hemol iz tanéseé, kand:
azal mék haptoglobulin d¢zeyi ve periferik vy
Kistozit,urarnilzpsne og®r dl mesi yl e konul ur . Az
seviyesi hematokrit d¢kmeden hemolizin haber
dejerleri 4000 seviyesine kadar -ékabil mekl e
yé¢kseli Kk mevcutturer iSi7TDaiU/AS T lia-riark ekeil i rd eefmi
trombosit sayésé i-in genel yakl akéem 100. 00
edil mesidir(1,6). DKK mevcut dejilse protrom
Zamaneée vV e fibrinojen seviyetl edig zeyir mal di r .
preekl ampsi tanésénda yararl edeéer fakat HELL
Sonu- ol arak HELLP sendromu tanésénda en ©°r
ol duju s°ylenebilir(6).

Fizi k muayene tamamen nor mal ol abilir. Fak:é
hastada mevcuttur. ¥dem iyl bir bul gu defj il
%306unda ©°dem g°r¢lebilir. Hipertansiyon ve
veya hi- ol mayabilir (7).

HELLP sendromu tanésé al mék hastalarén kIl ini
ejilimndedir. Bu sendromun varl éjé y¢ksek
bajl antélé oldujundan bazeée ot°rler aci l doj
yakl akém dwn axadeceo]j3dn hafta ve ilerisindeki
HELLP sendromu tekhisi konul masé durumunda v
DKK, renal yetmezl ik, ablasyo plasenta k¢phe
s°z konusu ol masé g8hdekHELLPI sendgoimamaknade
gebede il k ama- mat er nal durumu stabilize
konv¢l ziyonlara karké °nlem ol ar ak n°roprot
verilmelidir.. Magnezyum s¢l fat i nf¢gzyonu |
baxmal édeéer ve dojumdan sonra en az 24 saat
Arteryal kan baséncénée d¢kegrmede tercih edil
nifedipidir(9).

Yine bu hastalar ek klinik tablolar il e komp
al mék hastalar artméxk maternal °l ¢m ( %1) , p
yetmezli k (%3), di ssemine intravaske¢l er koa:
( %9) , kar acii Jweey ah eynotrrag 2 1si J i ( %1) , yeti kkin
sendromu (ARDS) , sepsis ve stroke( %1) a-eése
HELLP sendromuyla kompli ke ol muk gebeliklerd
orané ve kan ve kan ¢r gkodusudur(d). n art mék trans
HELLP sendromu ile ilgili |iterat¢r g°zden g
ve ¢zeri gebeli kl erd dojum kararé al énmaseé
gebeli klerde ise il k ama- mat er nal stabil it
veya doj umi lkealbialriéer weDojum sonrasé periyotta
yakéndan takip edil mel.i ve magnezyum s¢l fat
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48 saat devam et mel idir. Hastalarén b¢gyeék -c
d¢zel meye baklar (10). Yapél an bazeé -al ésmal
bet ametazonun postpartum HELLP sendr oml u
hezl andérdej e, h assat latnteédjeé kvau régku | sagnrneaskit naid ek é
ot°rler bu uygul amanén yararl él ej e kaneéetl at
kull anmamaktadeéer!l ar (9).

20 gestasyonel haftadan ©°nce HELLP sendro

beraber ekseriyetle risk fakt°r¢ ol an gebel e

arasénda AFAS, triploid kromozoma sahip fety
yar démcé ¢, r evme ttaxleryiélkcléeerannel i k sayélabilir
tekni kl erii bazé ot°rl ere gre ri sk sayeéel me
grubudur (12, 13, 14). Yine raporl anméeéek bir 20
mevcuttur (15) Son d°nemewakbebbudiot igml ar emi
daha detayl é& incelenmesi ve y°netiminde yeni
aki kardeéer .

Biz bu olgu bildirimimizde 16. Gestasyonel h
takip ve tedavi ettijimiz olguyu sunmayé am
ol gularda en erken 17. Gestasyonel haftada F
erken haftadaejdia, gPu ¢chadbti &1 arén tané al maseée
sendr omu gi bi altta yat an sebeplerin ar ackt
y°netiminin naseé@l ol acajé ¢zerine tarteéekmayé
bakéem «kartl arénda yat ek eéeenldaya ksloankréam bseol nlria skei
hastanén | aboratuar parametrelerinin bozul
negati fl ekmesi czerine histerotomi Il e gebel
Yine bu hastalarda tedavi prosede¢r éenegn g zle
a-éaenpdrotokoll exktiril mesi i -in daha fazl a &
yakl akém deneyimine ihtiya- gerekIl il ifjJi me v C
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S31 Pri mer Di smenor el i Hastal arén Vi sual An
Doppler ¥I|I-¢mleri Araseéndaki 11K

Gamz e Y &atioea\kkaya
1 Ankara Bilkent kehir Hastanesi

AmaPrimer di smenorel. hastal arén Visual anal
ol - ¢sml er i araséndaki iliT kkinin incelenmesi
hastanesi ne24b aykavku ramaslé8Bhnda daha ©°ncaeaitheegn hi -
di smenoresi (PD) olan hasta ile yapél méxkter.
ile 10 (maksimum ajreé, '"hissettijim en ko°t ¢
i ki gruba ayrél mexkter. VAR §KSr skOTuellam!| 40
grub 2 olarak belirlenmiktir. Hastalareén yacx
(geé¢n), kanama s¢rel eri (geé¢n), VAS skorl ar
Ol - ¢ml er i me n s¢gr¢u atlr asnskd budsounmi ndlk ogl ar ak ya
her K tarafta (saj ve sol) servikokorp
seviyesinde Ol - ¢l megkt ¢gr. Her i ki ut erin ar
pulsatilite h d e k s i (PI) ve rezistans indeksl eri (R
BMI 61 er i, si ki S uzunl ukl aré, menstrual geén
bul unmamext Hastal aréen VAS sk o8r.l5a2rRel . alr5a své
4.40N1.29 o k belirlenmiktir(p<0.05). Kk i
er i [ ve pulsatilite indeksleri ar a
ati ar akutaenrliamiml &r tfearr ki -iiznl epm0 X 0
np-= S skoru ile Sol uterin arter
el a n Ktér(p=0.029) Tart é@ékma:
aya It k lpae lbveirkaber pel vi k patol c
ar ak -9ald | aarnadseéred @& rb i IPdDi rpirl
géndeér . ¢tcal ekmamézda °ze!
i f y°nde korelasyon bul u
rt

er rezistans i ndeksine
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S-32 Homeobox A Cluster 7 (Hoxa7) Protein Expression Significantly Increases In
Pregnancies Complicated With Preterm Delivery

Gi zem '6gra&feQeni | O] I ak
1 S.b.¢. GazwveAYakdregima Hjaisttiame s
2Di cl e ni versitesi, HilDsatloél oj i ve Emb

1
I
3SB}] Gazi Yakar gi |IHadlapesiti m ve Arakter

ABSTRACT OBJECTIVE This investigation was sought to determine Homeobox A Cluster 7
(HOXAY) protein expression in the placentas of pregnancies complicated with preterm delivery
using immunohistochemical analysis. MATERIALS AND METHODS Placentas of 25
uncomplicated pegnancies with term delivery and placentas of 25 women with preterm
delivery were included in this research. We fixed the placental specimens-foravatin 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 innpacé&om 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 fpra@priate placental
formation. HOXA7Y 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¢el ¢avukoj !l u
1 Diyarbakir Gazi Yasargil Training And Research Hospital

Introduction

Primary ovarian pregnancy is one of the rare forms of ectopic pregnancy. It oocersn
700040000 live births. It constitutes 0.15% of all pregnancies a38o0lof all ectopic
pregnancies. There are risk factors such as intrauterine device use, salpingitis, previous pelvic
surgery, previous PID, infertility and use of assisted remibeki 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, preogieve 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 diagnas 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 treatmient is sti
the gold standard.

A case

The patient, who applied to our emergency clinic with the complaint of inguinal pain, was 35
years old, had a G2 pl1 Y1 normal delivery history, and had no known additional disease or
previous operation history. The general condition of the patient wasodated, hypotensive,
abdominal rebound and defense were positive. In the gynecological examination and
transvaginal ultrasonography performed after the beta HCG value of the patient with a
hemoglobin value of 5.1 mg/dl was 6152 mlU/ml, the uterus wasnalom 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 comggatilith 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 andrasgal. 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 obserdgein 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 bleedialy contr
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 postoperativelidegpathology left ovarian
biopsy material showed dispersed egtmcytiotrophoblastic cells on the hemorrhagic ovarian
surface and surface stroma. The right ovary recorded sample was reported as hemorrhagic
corpus luteum. In the literature, ovarianggt 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 thisrare 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.

93



A3.Ulud a r alnakaod ve Obstetri Kongresi

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 pregnanciesaarseérvative 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

94



N3.Ulud a r almakaofi ve Obstetri Kongresi

S-34 Could The Use Otsotretinoin Lead To A Suppression Of The Ovarian Reserve In
Patients With Pcos? A Case Control Study

Halime ken Selint
1 Kzmir AtvaAriakkt é&Erffma iHlest anesii

Introduction: It is discussed in the literature that Isotretinoin, the efigsttive 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, avbtill 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 thhsther 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@mhth followup.

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. AMHvéds 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
terms of study start (TO) and thirdonth AMH values, no statistical difference was found
between TO and T3 in the control group (2.10 ng/mL vs. 2.14 ng/mL, P30 ABIH values

were found to be statistically different between TO and T1 in the PCOS+treatment group (11.27
ng/mL vs. 5.39 ng/mL ; p<0.001). (Table 1) When both groups are compared regarding the
level of change in AMH values at 0. months and 3rd monthag statistically significantly

higher in the study groupd.03 ng/mL vs3.66; p<0.001). (Tabig)

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

Tablel: Comparison of AMH level between PCOS+ isotretinoin group and control groups at
the start of the study (TO) and 3rd month (T3)

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

(ng/mL) median (IQR)
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Table2: 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-Mu | | er i an Hor monferility, Quariantresesve, i 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

HavvaG ¢, | }ellsman Akdenizt, Mehmet Obuit
1 Diyarbaker Sajl ék Bilimler:i ''niversitesi

Resolution of fetal atriwventricular block by use of maternal oral methylprednisolone in

pregnancy withoutlupus nt i bodi es Havva G¢gleli l, Osman AKkK
Sciences University, Depart ment of Perinato
Research Hospital, Diyarbakér, Turkey 2 Heal
Cardiology,Di ayar baker Gazi Yakargi l Training and

Aim: Fetal atrieventricular (AV) block is a rare but lifehreatening condition for fetuses. In

most fetuses with structurally normal hearts, fetal AV block is caused by nialigpna
antibodies. Although there is no complete consensus in the literature, transplacental treatment
with fluorinated steroids is one option to prevent progression of complatebkck in
pregnancies with lupus antibodies. However, the usefulnes®ridst in pregnancies with
fetuses with AV 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 bradyarrhythniiae patient had no chronic or acute illness. The
patientds routine | aboratory values were no
anatomic examination were performed by a maternal fetal medicine specialist. No fetal
structural or cardiac abnosatities were noted. On obstetric Doppler, the ventricular beat rate
was 80. On Mmode ultrasound, the atrial rnythm 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 wgegkition, 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 atrericular 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 routinedatipawven on

day?27.

Keywords: Antenatal Steroid, Atrioventricular Block, Lupus Antibodies

97



A3.Ulud a r alnakaod ve Obstetri Kongresi

S-36 The Relationship Between Serum 2Blydroxyvitamin D Level And Herpes Simplex
Virus Type-2 Prevalence

Hesevin Ayt udgf uskvikPatrl @ han
1 Buca Seyfi vbAmakKtse®rym&]Hagstmanes.i
2 ¥zel Karatak 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 in\astgythe relationship
between vitamin D level and Herpes Simplex Virus (HSV) infection are very limited.
Therefore, our study aimed to determine the relationship between Sefdyd&ixy Vitamin

D and HSV type 2 (HS\2) infection. Patients who applied oor hospital between January

2018 and February 2022 with HSV typedetected and whose serumigdroxyvitaminD

value was checked in the hospital database in the last 3 months were compared with those who
did not have an infection and whose serurHg@roxyvitamin-D value was checked in the last

3 months. The diagnosis of HSV Tyfavas made by physical examination and no biochemical

test was applied. Patients actively taking vitamin D replacement, pregnant women, patients
using immunomodulators due to ammune 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 patierst (7.2%) were HS\2 positive. Serum 2blydroxyvitaminD levels of HS\/2

patients were found to be significantly lower than the control group (p<0.05). Serum 25
hydroxyvitamin D3 |l evels in the contr-2l gr ot
positive group, meanserum2by dr oxyvi tamin D3 | evels were 17
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 populBtiere was

no significant age difference between the groups after propensity score matching (p>0.05).
Logistic regression analysis showed that SerumHg8roxyvitaminD was negatively
associated with HS\2 infection (JOR]=0.691, p<0.001). Vitamin D defioiey was seen as an
independent risk factor for HS¥ (Adjusted OR 2.704, p<0.001). Low serum Serum 25
HydroxyvitaminD was found to be significantly associated with increased risk of-BISV
infection. In this direction, future interventional and pathopHggical studies should aim to

clarify the nature and mechanism of the relationship.

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

Uf uk AHlk seamn Aytu] Avkar
1 ¥zel Karatak Hastanesi
2 Buca Seyfi vBAmakKts®ym&E]jHastmanes.i

In our study, we aimed to evaluate pregnancy outcomes in women wiilstay of
hysterescopic myomectomy.The data of the pregnancy outcomes of 48women who had a
history of myomectomy and who performed their pregnancy felipwand delivery in our

hospital between 2018023 after myomectomy were collected retrospectivelieRtst who

underwent myomectomy for submucemgoma were included in the study.The mean age of

the 48patients included in the snassimbdgxwasas 3 2.

29.5N4.56kg/ m2, 10(20. 8 %) never-spontandoatd i ver e
delivery(NSPD),27(56.2%) cesarean section(C/S),and 2(4.1%) both NSPD,C/S there was.The
me an operation ti me was 34. 16N12. 7minutes

1. 09N0. 11da-week Gewhicta thé aeliverdy took place was found to be
37weeks, 3dna gaverdye. @ha yneed 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%)patists; The most common complications were premature rupture of membranes in
6 patients(12.5%),threat of premature birth in 10(20.8%)patients,and intratgeouat-
retardation in 9(18.7%)patients,respectively.When postoperative complications were
evaluated,a complication developed in 38(79.1%)patients.The most common postoperative
complication was regtlacenta in 7(14.3%)patients.In 3patients,wounfdction 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 andfibBoids 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 opetiat®mas 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.Adogrtb 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<®.)0There 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 ndergone 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 PostpartunHemorrhage:
Surgical Treatment Duration 11 Month

Kbrahim Buflr aAyBkaeh aFdiéelrGamXevVv¥&l maz
1 Ankara Sincan EjJitim Araktér ma H
2 Ankara Bil kent hir Hastanesi
3 Ankara Bil kent hir Hastanesi

ke
k e

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, antt deatoccur.A
36-yearold 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 maomatbefore 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 cteige 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 massiveabttaminal bleeding on the 2nd day

of follow-up, toeal 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
hemaology 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 -fteparotomy due to the development of acute abdomen 10 days
later.4500 cc hematoma was extracted from the abdomen and hemostatic agents such as
Floseal E and Tisseel E were applied. Thte fasci
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 cry@sBtanits 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 factodgficiency 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¢rl ere diren-11

edinil mik kanama bozuklujuna ilikkin klinik
t eébbi m¢dahal el er ve cerrahi prosedcdomlrears ék a
masi f kan kaybeé, artmék morbidite, dojurganl
fakt°rl erine karkeée Dbir otoanti kor i nhi bit©or
kanamanén kontrol ¢, ve sonrakiakaeeamma] att atkkd mé
hemostati k tedavi ve fakt°r inhibit°rlerinin
bakéeéména bajl édeér Fakt©°r inhibit°r¢ne bajl é
bir nedenidir; ancrkr lgiecdii tkeni we tmaratval iatnemreidre
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Bu vaka takdi minin amacé hematologlar ve kad
araseénda, PPH' nin bir nedeni ol ar ak Fakt©°r ¢
konusunda farkeéndal éj e art ér ma kyioptimizetetmeke s a | C
i-in kaden dojum wuzmanlareé/jinekol ogl ar il e
°nemini vurgul amakt er . Edinil mik bir fakt©or
yakayan kadénl arén uzun %Xadéhn bedaessibheéektm
ol duju unutul mamal edeéer

CASE

36 kpdha g4plylald/ c2 olan hasta sezaryen amel
ve mas f kanamaf émaeaébakeuruyor. épém wmer ke
sezaryen olan hgsmae pestdepamnmat sfenkopgve ev

°©yiks ¢ gt el swuv dsie IHlastanén gebel Kk ©°nces p u
Fakt©°orbh Le denfjumutgedednk dlodgwnca enoksapar
aset | sal s | kas t 100éjmyg sitxolp(edma.th a&f €3a.ygae nk;
hemat om ol masé neden yle enoksapar n 6000 ¢n
yap ®P§jreen | d . Kabul ¢gnde tans yon: 80/50 mm/
- njden ko age¢l ¢m zl enm K ol up vaj nal mu ay
Kartlarda hastaya el |l e¢isjdabamagyi@@d @inn gll &k kraama:
devam eden hastaya 1 ampul met | ergonov n,
m zoprost®l Ebyguhahds yapél déktan soémlagkayv
20 mm ol ar ak zl end . 500 otkes momg@uliVaped nat
kanamasé devam eden hastaya kan merkez ar

kr yopreas| gnddatst ma& .6, Hg: Inlg./6d M4 6@ t0:0D84£.6aQ ® . 9
f br nod emer3:.. D0 .d7%x2 deglsarbla kacg®r kartl arda pr obe
hemostat k balon uygul amd@tsaést a-y an ua merla syoant he

k¢eretaj kKd .eméendggulhasdaya 350 cc Kk K r | er
Hastaya 1 adet2 dgeh lrerhnekénruydul andé. Hem
tetk kler sten | d . Tak pler nde major kK an:
tak be aléndé ve 2 gg¢n - nde 10 ¢n te ES, 8
Dr en n’nadsenf kanama bul gusu gel meapagatomnepPRarc
Ha s ttaoytaa | abdom naljshl pteerj elktt ®m 0@, e rlaaryamal
kontrol ¢ sajlande Cerrah tedav | er boyunc
uygun ant b yot k tedav s ver |Im kKt r. He m:
mut asyonu, prote n C/S rez £t &kmoaalvda .edHarsd el
fakt°r 7a replasmané yapéel de. Kmm¢ns¢pres f
Il mm¢éinogl obul n (IVI G) tedav s ver | d . oj u
batéenda yaygén hemadtoen ggdels | kvmes vseebaddutyle
b r | -lkatpear arteom ye al eéndé. B a tFél nodsaena | 4,5 OTO scsce ehl «
hemostat k ajanlar wuygul ande. Fasya a-€ék beér
retans yon s¢igturler yle usul ¢ne ve anatom y
hatténén aItendaSpo:ngdstadrtém;aguSluargarcaekl Jeec k s
prolen s¢turla matr s kKekl nde kaeganetl alres Ea
s¢turl oer nekroza g den hasta sekonder y |
hastanén kes n tanésé Bethesda 6 ol arak ed
ol arak bel rlend . Bateéemaymandhwasta@aywott alpl @alm
- nde 51 ¢n te er tros t s¢sSpans yonu 36 ¢n
f br nojen 1 human platelet ver | d . Uygun
sajleklée b r kKeMHalsda thabemc heedtlod o] k| n j
tanése | e Bethesda 2 sev yeler nde tak p e
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CONCLUSION

Bu vaka takdi minin amacé hematol oglar ve ka
postpartum hemorajinin bir nedeni ol arak Fak
konusunda farkéndal éj & art ér mavyioptimizetegneké s a | C
i -in kaden hastaleéeklaré ve dojum wuzmanl ar é
vurgul amakt er . Edinilmik bir fakt©or i nhi bit
kadénl arén wuzun vadeleik tod caaav ibsui riars t md rétka lai the
unutul mamal edeér
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S39 Kzol e Fet al-Amnsiiytatei kA bkdaonmi nlby gul a mas

Raziye Torun', Atalay Ekint, K| kler U- ar
1 TepecivkArBEjkitteirnrma Hast anesi

25 yakeéenda, ik @gebeliki halfamsbéadaai 2al e f ¢
bakvur du. Yapéel an dejerlendirmede kardiyak,
anomal i saptanmadeé. Yapélan tetkikIlerde h a s
sitomegal owixrogps ,azrmab etlelsa,i tnegati f ol arak sarg
karyotip olarak raporl andéeé. Hastaya 23. Ge b e
kavite ve amniyotik séve araséna kateter yer

Anahtar Kelimeler: Abdominca mni yoti k kant, f et al anomal i,

OBJECTKVES
To determine the effectivenes of abdomaraniotic shunt method applied in the treatment of
isolated fetal ascites.

METHODS
25-yearold patient with her first pregnancy presented at 21 weegssition 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 parvovirugjtamegalovirus, 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 betwedretfetal 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 ascitesbs@s/ed 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 followps are ongoing at our clinic, aimdthe evaluation performed at the

29th week, no fetal ascites findings were detected. The shunt has been observed in its place.

-

CONCLUSION
Although isolated fetal ascites generally leads to favorable neonatal outcomes, the prognosis
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varies significantly depending on the underlying etiology. (1) There are studies in the literature
indicating that the week of detecting fetal ascites is significant in terms of prognosis and
perinatal mortality rates. It is noted that fetal ascites deddmtfore 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, ag#d 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. Abdommo-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 faveepetit
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 bearedsas 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

ayan
iversitesi Te;]

| |l kin Seda can ¢ajl
1 Sivas Cumhuriyet | n

Objective:Leiomyomas are rare benign smooth muscle tumors of the ovary. Ovarian
leiomyomas constitute approximately % of benign tumors of the ovarihey 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-26 years. They are ually 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 ovari#gsue, 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 tumortwist 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. @aa&id

patient, who had been in menopause for 13 years, hedl @rbsolid lesion wittborders not
clearly separated from the ovary, which was thought to be associated with the right adnexal
area. Total abdominal hysterectomy + bilateral salpimgghorectomy (frozen) was planned

for the patient with no abnormalities in tumor markers aherotaboratory 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 usyatbt 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 performg 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 fiboroma

INTRODUCTION

Leiomyoma, with its variants, is the most common benign mesenchymal tumor of thet uterus

It can also be seen in extrauterine sites. The broad ligament is the most certraaterine

site with an incidence of less than 2%©ther unusual sites are the round ligament, ovarian
ligament, vulva, ovaries, bladder and urethr@varian leiomyoma is rare, accounting for
approximately 0.8.% of benign tumors of the ovéryThey 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 agin from the smooth muscle of the ovarian ligaments through which they
enter the ovary or from the smooth muscle of the ovarian blood ve¥sélost cases are
asymptomatic and 85% occur in preenopausal women. Most common in women age@320
years*’. 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 usuallyirope-menopausal
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women.

CASE REPORT

We present a case of primary ovarian leiomyoma in the postmenopausal perioge#¥ 6l

patient presented to our gynecology outpatient clinic with complaints of abdominal pain and
abdominal distension for 6 months. She went through menopause 13 yedgigragda: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 cm in size, which was thought to be amaging 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;3Ca 15
Cal99, carcinoembryonic antigen (CEA), and algbtoprotein (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 reeatrophic. Total abdominal hysterectomy and
bilateral salpingabophorectomy 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 incidentalfy Clinical findings are variable in symptomatic cases; abdominal pain,
palpable mass, hydronephrosis, elevated1B, hydrothorax and ascites may be detettid.

can also be Meigs' syndroré. Meigs syndrome is characterized by the presence of ascites
and pleural effusion in the presence of solid ovarian tansach as fibroma, tectoma and
granulosa cell tumorS. Ovarian leiomyoma associated with Meigs syndrome is extremely rare
and only two cases have been repdtte@ur 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 eamination 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 fiboromas 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 thesdiitd
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 ecialp important for ovarian
sparing surgery in young and reproductive age patients. In the literature, thereyisaadld

patient who underwent bilateral salpingoooferectomy for bilateral ovarian leiomydfmas.
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 vericuiff especially in
primary ovarian l@myomas 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 ParaAorta-Caval Metastas: A
Rare Case Report

Hat i ce K% bKaBra@al na Es r ‘aMukaeApie
1 Kartal Dr . Lg¢tfi Kerdar kehir H

Introduction: Primary ovarian sarcomas are an uncommaon 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 stéigigcondition often
present with no symptoms, while disease progression is rapid, and symptoms becoeme non
specific in advanced stages with a high degree of malignancy. Unfortunately, most patients are
diagnosed with advanced disease at the time of jegg®En. Herein, we present a rare case of
paraaortacaval recurrence of ovarian leiomyosarcoma. Casey®aB0ld female, gravida O,

was referred to the Department of Gynecologic Oncology. In 2007, she had undergone a
hysterectomy and bilateral salpirngophorectomy 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 tfie 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 followips, a fistula developed in the retroperitoneal area,
and aaparotomy 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 colonosceppymeal. 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 regioe@adava repair was performed

with the cardiovascular surgery team, and tumors in the bowel mesentery were excised. Para
aortic lymph node dissection was performed, and RO resection was achieved. The surgical
specimens were submitted for histopathologianexation, 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 dise&sto 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

Kl ke ¥z%r MAstafha T°rehan Asl an

1 Tekirdaj Naméek Kemal i ni ver geiDtog ssiim RPea@mbk & k 4
Dal e
2 Tekirdaj Namék Kemal i niversitesi Teéep Fakyg
Dal &, Neonatol oj i Bilim Dal é
Giri k: Gebeli kte anafil aksi ge-ir me ol gul ar
hi potansiyon ve fetal hi poksi k i skemik ensef
mor bidite ve mortalitelere sebaepgebeabielhekte
sezaryen oranlarée da dikkat -ekmektedir. Biz
ve neonat al sonu-|lardan bahsederek ol duk-a n
kadar °neml i ol duj unu v u lamak| istedil. r Gekelik Ivé t er at
Fetal/ Neonatal Y°netim: 25 yak G4P3Cl1lY2 son
ol gumuzun gebeli k °ncesinde de iki defa are
bul unmaktadeér. Taraférylé;n@ Rakv soksnarsEen sOme as
aj ér hipotansiyon ve nefes darl é&]Jé& gi bi S e mj
mer keze bakvurmuk intramusk¢ler 0,5 mg adren
geril emi kti-rekiAcen Jdstemtesgosittesaon er d (NST) fet
czerine taraféméeza y°nlendirilmixktir Tar af
atém/ daki ka saptanmaseée ¢zerine akcijer mat u

takibenyyt ar ak izl eme al énmék ve yakén NST takib
oksijen deste]i uygul anarak res¢te edil mesin
edennor eakt i f bir NST paterni ol an( Rasiumhakpanf
ol guya acil sezaryen kararé aleéenméxteér. 174
5.dakika 7 (ent¢be) ol an, canle kez bebek d
sekéntésé ve taxkikardisi Ssaphavyafpunebiad @&jmarg
yat ér él mékteéer. Yenidojan yojun bakeém ¢nitesi
adrenalin uygul amas é&misnoentuicku edtekvia ma -eédseénn dbaent a
bakl anarak yakén tangioynon atka lpil ir i nap @l°mé&k tae
azaltelarak postnat al 16. g¢nde kademel. e
seyretmi ktir, fetal ekokardiyografisinde e
intrakraniyal kanama ve neonatal ensefalopatb ul gul ar énén ol masé ol d
Tart ekma: Ol gumuzdaki gi bi mat er nal hayat é
gebeli k d°neminde de karkeél akél masé durumur

destekl enmektedi ratAdc sk nal-dkac ak ésmeecaardan di k|
beni msemek mutl aka hastalarén yatékeéné yapeé,|

yakl akém ol umsuz fetal Ve neonat al sonu- |
taradej emezda klkeindiam maltgumwd dde& é sokmasé sol
geli ken sadece Dbir ol gu bulunmakla birlikte
bul gul aré geli kmiktir

Anahtar Kelimeler. Gebel i k, aré sokmasé@, anafil aksi, f

Introduction: Although cases of anaphylaxis during pregnancy are rare, they can lead to
negative consequences such as maternal hypotension and fetal hgplosmic

encephalopathy, causing severe morbidity and mortality. High cesarean section rates in
pregnant women o 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 ManagementA 25-yearold 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 aplaylaxis 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. Bag referred to us after fetal
tachycardia was detected in the rairess 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, inpati 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;raamive NST pattern (Figure 1),

and whose fetal tdnycardia continued in the NST follewps 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 pressoitering was carried out in

the case of the patient with hypertension, given the ongoingnugtatic effect resulting from
antenatal adrenaline administration. According to blood pressure fafiswthe patient
remained normotensive after reducing tlamtihypertensive 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 rerkable.

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 follpnand 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 anaphylaixig dregnancy 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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S-43 The Relationship Between Placental Location And Histopathologic Findings Of
The Placenta And Umbilical Cord

Krem ké&nyiuwad?n Kg¢- ¢k
1 Ukak | niversitesi Teéep Fakg¢gltes
2 UkakveRAjriakit@r ma Hastanes.i

Pl asenta Lokalizasyonu ile Plasenta ve Umbl
KIi kKKki T h e Re | Rlacdantal rLecationpandBHistopath@ogic Findings of the

Pl acent a and Umbi |l i cal Cord Kr em Kenyuva:
iremsenyuva@yahoo. c@m Wik Elkn ti nK¢ - yle Ar axk:
Hastanesi,ata2012irin53@yahoo.com ¥zet Pl as e
kord histopatol ojik bulgul aré araseée-Adakekil:
tari hleri arasénda UkaKadé¢mnmtHanstvael dklaat & r ma
m¢racaat eden hastalar retrospektif ol arak i
hasta analiz edil di. Anterior ve posterior
umbilikal kord makroskobik bulgalr & a- éséndan karkél akterél de
fark bul unmadeé. Hi stopatol oj ik i ncel emede;
saptanmadé(p>0.05) . Anterior pl asent al | ok a
olguda koranjiozis ile uyumu hi pok s bul gusu g°zl endi f ak
saptanmadé (p=0.09). Bu ol gul arda koranjiozi
tanémlanmadeé. Anterior ve posterior pl asent
hipoks i bul gul arénén g°zl enmemesi uterin arter/|l

ut erin vaske¢l er bir patol ojinin ol mamasé i
lokalizasyon, plasenta Abstract The aim of this study was to examine thetwgen 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 DeceshB819. 52 women, term and lewgk
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 womenitiv posterior placental location both had chorangiosis,
however it was not statistically significant. ( p=0.09). Furthermore, there were no other
hypoxiaoverlapping lesions seen with the chorangiosis in these cases. Hypoxia was not
observed in the anterior 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 wor ddhatuthingo o xi a,
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. MaterMéthod: Retospective 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. Patienesendivided into two groups according to
placenta location, and their histopathologic results were compared. Results: 52 women, term

andlowr i sk pregnancy, were included in this st
of delivery was vaginal 53.8% andl6.2% caserean, 28.8% of vaginal deliveries were
primiparous, and 72.2% were multiparous. The

and none of them required intensive care. The location of the placenta was found to be anterior
in 33 women (63%) anplosterior in 19 women (36%). There was not any statistical significant
between placenta location and macroscopic histopathologic findings {TNaldlbere 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 hypmwealapping lesions seen with

the chorangiosis in these cases. (FiglireDiscussion and Conclusion: Chorangiosis is
determined as hyper vascularity of terminal villus of placenta and it is related to hypoxia.
According to Altshuler criteria: >10capitlai es i n at | east 10 ter mi na
areas in at least 3 low power fields of the placenta. On the other hand, it might be allowed to
combine with other hypoxiaverlapping lesions, such as intravillous hemorrhage, villous

infarct, aterosclerosis 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 atttitautew risk pregnancy,

the absence of pre uterin vascular pathology such diabetes, hypertension, etc., and the proximity

of the uterine arteries. Referenced\ltshuler G. Chorangiosis. An important placental sign of
neonatal morbidity and mortality. én Pathol Lab Med. 1984 ;108(1):41 2 Stanek J.

Placental hypoxic overlap lesions: a clinicoplacental correlation. J Obstet Gynaecol Res. 2015
:41(3):35869. 3Dur an Erdol u M, Ko K¢K A, K% K ¢ K N, Di
between placental localigan, birth weight, umbilical Doppler parameters, and foetal sex. Turk

J Med Sci. 2014;44(6):111A4 Tablel.Placenta location and histopathologic findings

Hi st opathol ogic findings -Nax&edan)paPlademta (gry i on
Anterior336® , 18N134A017 4%25) 0,419 Post8ar(66hd)r 19 ¢
Placenta size(cm) -20tet7pr0368537Pd&6P04L730Mn519
Placenta thickness(em)( 33nt0er4i83r P303s t34,(D Noor, 6169
Umbl i cal cord lenght (cind Ah&8er0 04983P38S8t 86ING®
2362 (34) Umbl i cal cord si-2¢L(5c0dp5 PAgterior 49 o r 3
1, 42 Ne@,5 81&) Figurel: Capiller hypervascularity in terminal villus gtangiosis (

arrow) (HE x 40)

N
[

h
0

Anahtar Kelimeler: histopathology, location ,placenta

| nt r ad Goenéramnuterine 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. Patiga were divided into two groups according to placenta location, and their
histopathologic results were compared.

Results: 52 women, term and lowsk pregnancy, were included in this studiyie mean age

was 28.6N6.45, the mode of delivery was vagi
deliveries were primiparous, and 72.2% were multiparous. The mean weight of babies were
3323, 08N45.6 gr and none of them required

found to be anterior in 33 women (63%) and posterior in 19 women (J6#é)e was not any
statistical significant between placenta location and macroscopic histopathologic findings
(Tablel). 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 charangio
however it was not statistically significant. ( p=0.09). Furthermore, there were no other
hypoxiaoverlapping lesions seen with the chorangiosis in these cases. {Eigure

Discussion and Conclusion:

115



N3.Ulud a r almakaofi ve Obstetri Kongresi

Chorangiosis is determined as hyper vascularity of terminal villus of placenta and it is related

to hypoxia. AccordingtdAl t shul er criteria: > 10 capillari
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 hypoxaverlapping lesions, such as intravilloleorrhage,

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 absdrmre uterin vascular
pathology such diabetes, hypertension, etc., and the proximity of the uterine arteries.
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Table1.Placenta location and histopathologic findings

Histopathologic Placenta N _ | Min-Max
findings location Me a n N g (Median) p
Placenta (gr) Anterior 33 |639, 184551017
17 (625)
Posterior 19 657, 63417817 0,419
72 1(661)
Placenta size(cm) | Anterior 33 17, 45N1520(17) 0.653
Posterior 19 17,32 N 15-20 (17) '
Placenta Anterior 33 3, 2N0, 25(3 0483
thickness(cm) Posterior |19 |3, 08 N(Q254(3) ’
Umblical cord| Anterior 33 38, 36N2159 (38)
lenght(cm) Posterior 19 g 7, 37N 2362 (34) 0,494
Umblical cord| Anterior 33 |1, 44N(Q1-2(15) 0.465
size(cm) Posterior 19 1, 42 N(d125(1,5 '
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S-44 Case Presentation: Preeclampsia Developing In The Context Of Chronic
Abruption -Oligohydramnios Sequence (Caos)

Ksmai |I! Aykdt Memmét ¥ze
1 Kzmir Tepeci k KeDb]HKande Hast al ékl

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'Gigonic 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 ireceaareness of chronic abrupton
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 @pproximately 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 bleethg, 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, venaliadpledhe
placenta. In chronic abruption, bleeding usually -Bedits. Intermittent, mild bleeding,
oligohydramnios, and intrauterine growth restriction can be observed. Oligohydramnios
accompanying chronic abruption cases is referred to as 'ChroniptirOligohydramnios
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 preteinttn §3,5).

CASE

A 26-yearold, G1PO0 (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 followps have not been regular, and there ikmmwvn medical history or
surgical history.

On initial evaluation, the patient's general condition is good, blood pressure is 140/75 mmHg,
heart rate iIis 78 beats per minute, and tempe
no signs of guarding or rebound tenderness. There is no fundaiess. 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 dex (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 shewed 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 x10j/uL, platelet count (PLT) at 308 xl1
aspartate aminotransferase (AST) at 16 UAre@ctive protein (CRP) at 3gfL, 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 plannedtur urine collection. Due to blood pressure readings

of 155/80, 140/80, and 140/90 on the second day of hospitalizatiba;ragthyldopa 250 mg

3x1 therapy was initiated. On the second day of hospitalization, blood pressure readings were
160/ 90 and 150/90, and | aboratory findings s
238 x10j)/ ulL, ALT: 82 U/ UL, and fbiinogenl 222 mgldL. 1A, CRP
control ultrasound revealed a retroplacental hematoma measuring 50x35 mm, with Doppler
examination showing endiastolic flow reversal and a positive A wave in the ductus venosus.

The patient received 4 grams of magnesiutiate (MgSO4) as a loading dose, and then a
continuous infusion of 1.5 grams per hour was started, while the-adptieyldopa dose was

changed to 3x2.

On the fourth hour of monitoring, the patient reported an increase in bleeding. A-tglow
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 hat@alient exhibited

bilateral positive deep tendon reflexes. Control laboratory results showed HGB: 9.3 g/dL,

WB C: 16. 3 x10j/ulL, PLT: 145 x10j/uL, ALT: 1.
fibrinogen: 118 mg/dL. Control ultrasound showed progresditimearetroplacental 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 gimegpsia and abnormal Doppler findings. It was
planned to administer 2 grams of fibrinogen during the cesarean section.-gkagiZmale

infant was delivered with a head presentation. Brownish amniotic fluid was observed, and the
placenta had areas of nesi® 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:86gd L, WBC: 17.1 x10j)/wuL, PLT: 150 x10j/ulL
20 mg/L, magnesium (Mg): 5.5 mg/dL, and fibrinogen: 225 mg/dL. Blood pressure readings
ranged from 12840/7680 during followup. On the first postoperative day, the patient's
geneal 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
x10j/ulL, PLT: 178 x10j)/ ulL, ALT: 63 U/ LS, AST:
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, théignt was discharged

in good health.
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CONCLUSIONS

Similar to our case, Chronic Abruptigdligohydramnios 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 @ameicimorion 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 detigjuiecidual 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 binas been found to be 28.1 45 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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S45 Sol Over Torsiyonuve Saj Over Dermoi d Ki st Bul una

FedenK¢ b ¥alilekKe r - tkaedn  ¥%7t @kka¥y Akgen
1 Kzmir TewARArcrakt &E€fjmaikastanesi

Acil servise bakvuran ve yapélan fiziki muay
yak grubu i -in ayeéddeErkeEn glametldiad iorv.e r A ntcoarks i kyeosniu
torsiyonunun belirtilerinin ©°©zg¢n ol mamaseéeé
Dojru ve erken tané koymak, °zelli kle gen- vy
yéllarda fremaseéei aeasandckaomu®°nemlidir. KIinijJi
°nce baklayan karén ajreésé kKkikayetiyle bakvu
ajréenen 3 g¢é¢n °nce bakl adeéej éene, ara ara ger
bel i rtti. Bilinen e k hastal ék vV e operasyon
muayenesinde baténda yaygén hassasiyet, s ol
suprapubi k ultrasonda sol over boyutrmmreé ar
hemorajik kist ile uyumlu alan izlendi. Kort
akém kodl anmade. Saj over 78x65x85mm i -eris
uyumlu heterojen hiperekojen ki tenmed.Has@awyonu i
tanésal | apar ot omi pl anl andé. Yapél an batén
yakl akek 8cm b¢gye¢kl ¢kte ve 3 tur torsiyone i
uyumlu g°ré¢negm izl endi . &pol Boukrover tkbhal a@er
bakl adéejé g°re¢ldeg. Sol overdeki hemoraji k ki
kist | ojuna girilerek kistektomi yapél dé 1
50x40x40 mm, Isafé o¥Ex32bxo3ybutmm boyutl areénda
kodl anma ol ajan izl endi. Ni hai Patoloji sonuc
terat om, sol over mat ervyal. torsiyona bajl e
ayl ek koéntrrmasloneri ne devam edil di . Kontroll er
adneks torsiyonlaréenén acil m¢dahal esi °zel |l
bul gul ar nonspesifik ol makl a ber abédibirincier r ahi
basamaktér. Cerrahi tedavide organ koruyucu
Anahtar Kelimeler: Over Torsiyonu, Dermoid Kist, Abdom
GKRKK

Acil servise bakvuran ve yapeéelan fizi ki mu ay
yak grubu i-in ayérécé tanéda over torsiyonud
torsiyonunun belirtilerinin °kgkay obmmammackt .
Dojru ve erken tané koymak, °zellikle gen- 'y
yéllarda fertilitenin kOvenmaseeatékéenrmndamr] €
etraféenda d°nmesi i | e hoerrt ayak - @kuwaimu nodvae r k atrc
jinekolojik acil bir durumdurKnf undi bul opel vi k Iigamentin ke
arterial, ven°z ve |l enfatik akéem engellenir.
°dem gelikir ve geliken °dem zaten azal mék o
akémdakzal ma i skemiye yol a-ar ve iskemi soni

Nekroza giden over dokusu fonksiyonunu kayb
Eri kkiwéerder sioyonu g98r0dliemrdev dloanlkasri &ron% |5 & i s
kist i1ile karkél akel maktader . (2, 3)
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Yontem

Kl'inijimiz aci/l servisine yaklakék 3 g¢n ©°n
yakéndaki virgo hasta dejerlendirildi. Hasta
ancak pgumygwmrde Kiddetl endijini bel irtti. Bi l
bul unmayan hastanén yapélan fizik muayenesin
istemli defansé mevcuttu

Bulgular

Yapélan | aboratuvar tetkiklerinde Hemogl obir
karacijer fonksiyon testl er il 2bhe 412° I6r, e k Bfed rak H
negati fti Vital bul gul aré stabil ol arak dej
Yapél an suprapubi k ultrasonda sol over boyut
mm hemoraji k kist il e uyumlu alan izl endi
vaske¢l er akéem kodl anmadeée. Saj over 7d&kst6é 5x85nm
il e uyumlu heterojen hiperekojen kitle |lezyo
Hastaya mevcut bul gul ar il e operasyon °ner
Pfannensti el Il nsizyon ile yapeélan bateén g°zl
8cm b¢egyekl ¢kte ve 3 tur torsiyonkstileudmbiindi S
geré¢negm izl endi . Sol over ve tuba detorsiyon
ger¢l d¢g. Sol overdeki hemorajik kist wedge r
girilerek kistektominay agp’énlddeér.i |IKdiis.t Fmaotzeerny asloil

uyumlu olarak bildirildi. Operasyona son verildi.

Hastan®mpempatsit f 2. Gé¢n suprapubi k ul trasonur
boyutl arénda, paranki mde parsiyel vaske¢l er
izl endi . Dougl asdéta serbest mai 'zl enm&adi . Ge

operatif 2.9g¢nde taburcu edil di. 1 hafta so
50x40x40 mm, saj over b

oyutl aré 30x32x35 m
kodl anma ol ajan izl endi . Ni hai Patiolnogtig¢ rs okniusct
terat om, sol over materyal:| torsiyona bajl é
ayl ek ultrason kontrollerine devam edil di . K
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kekil 1 : Torsiyone sol over ve saj over der

SONU¢ VE TARTI k MA

Over ve adneks mgarmndhiayesliareréhi &kdiel ¢r eme - aj
KI i ni bul gul ar nonspesifik ol makla beraber
birinci basamakteér . Cerrahi tedavide organ
ol mal edeér .
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S-46 Hpv Frequency, Types And Cytology Results In Women Between 2017 And 2021 In
Kahramanmaras

Kemal Hansu'
1 Kahramanmarak S¢t-¢ Kmam | ni veD®ijuensi TEer

Anabilim Dal e

Objective: Evaluation with cervical cytology results by determining the distribution of high

ri sk HPV types after HPV screenings perform
Diagnosis and Screening Training Center Methods: The study included 36420 Wetween

the ages of 3®5, who applied to Cancer Early Diagnosis and Screening Education Centers
(KETEM) between January 2017 and December 20
test done. HPV typing was performed on women with positive HPV test, ardtgatiith 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 wererteg@s 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%) caseervical 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 ASCTS, 7 (0.49%) patients are ASCH, 36 (2.5%) patients are

LSIL, 2 (014%) 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 gcreenin
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

Me hmet B4l JPkemaakwée?TupPzan¥@eéabacx
1 Sb¢ TepeedirlakEjeirtmamHast anesi Kadéen Hast
2 Kemal paka Devl et keasDoajnuens iKIKandiéjni Has

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 pati ent simawimednanibhgslfol abmoimaln d e f
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 uterineoamalies, with magnetic resonance imaging being the
gold standard. Our patient, a-g8arold 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 compliets of labor pains. During NST followp, 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 fgfipa cesarean section was
perfamed 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 thevedt uadrant 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 higlsér 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 dncreased 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
recomnended.

Keywords: unicornuate uterus, pregnancy, ectopically located kidney
INTRODUCTION

Congenital uterinenomalies 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 suspéazted due
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 classificatioresyst f or M¢ | | er i an
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 termhinm g y i ncludes mel I eri an
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 wi
systems, horseshoe kidneys, pelvic kidneys, and unilateral renal agenesis have been associated
with obstructed hemiuteri, obstructed hemivaginas, and traseswvaginal 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 losf 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 abnormahetdevelopment 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 intgageing the gold standard.

CASE

Our patient, a 3§earold 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 obstetrigltrasonographic 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+2weeks, 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 effacemehe Ppatient had
previously been under perinatology care and had undergone a cerclage procedure at 16 weeks
of pregnancy due to cervical insufficiency.

During NST followup, 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 36.20AC. Laboratory findingst205000,landded H
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 obsenagliindeto 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 abserved, and there

was no cavity associated with the left rudimentary horn of the uterus. Adzaa#live baby

girl was delivered through a transverse incision in the lower segment with a basalté

Apgar score of 7. Following the cesarean sectiloe 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 foHogvafter 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¢{ll erian duct may
all or only partially develop as a primitive horn or an anlageyster 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 devel op at
showing a uterus deviated to one sidehef pelvis; 3D reconstructed images are particularly
useful. Care should be taken to assess the presence ofcamorunicating or rudimentary

horn. In complicated cases where surgical removal of the rudimentary horn is considered, MRI
may help in surgi@l 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 pregnancg, @&¥cent firstrimester abortion,

9.7 percent seconmimester 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 percentn 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 associatedwdtinentary horn, removal

of the rudimentary horn is recommended.
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S-48 Differentiation Of Healthy Blood, Diseased Blood, Bloody Jaw Cysts And Urine By
Line Widths Of High Field Nmr Peaks

Mehmet Nafi Sakar, Mehmet Zafer Koylt4¢, Ut ku Né&zi h Yeél maz
1 Department Of Obstetrics And Gynecology, Faculty Of Medidstanbul, Turkey
2 Faculty Of Science, Dicle University, Diyarbakir, Turkey
3 Department Of OraMaxillofacial Surgery, Faculty Of Dentistry, Dicle University,
Diyarbakir, Turkey

Purpose: Line width studies of high field Nuclear Magnegsonance (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 frometsame individuals were also compared. Methods: In
this study, the blood and urine of 29 cancer patients, 17 diabetic patients, 28 healthy volunteers
and 20 bloody jaw cysts were collected. Mixtures were prepared by adding 0.02 mL sample to
0.98 mL D20. $gle pulse proton NMR measurements were performed at 400 MHz and line
widths were obtained from hafieight of the HOD (semi water) peak. Results: Statistical
evaluations show that the mean line width of cancerous blood is different from normal blood
(P=0032) 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 potaéin (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
spinspin relaxation (T2) distribution range of each group g&poasible 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 researbtRn

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

Mehmet! ¥zer
1 Sajl ék Bilimleri ven i Area isti drema , Haretpaewea ki ,EJ K
Dojum Perinatol oji KIinijJi

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 madeances 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 higheworder gestations. In TRAP scenarios, thenp twin retains standard fetal
circulation, but retrograde deoxygenated blood flow is established tetitsrcthrough arterio

arterial anastomoses. A -3@arold G5P2Y2A2 (NSD) patient was referred to the Tepecik
Training and Research Hospital's petatagy 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 fetu 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 tgest8tion

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 wedkdhalbod 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, dukd@vidence 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 ofetus, 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 pregnahciBise pump twin, bearing the
perfusion load for itself and its acardiac-tean, is at risk for higkoutput heart failure,
evidenced by cardiomegaly, polyhydramnios, and possible hydrops fétdbigspite its name
implying twins, the TRAP sequence is rarely seen in monochorionic triplets ceraigter
multiple pregnancies. In TRAP, while the pump twin maintains the regular fetal circulatory
pattern, retrograde deoxygenated blood flow to itbagn is facilitated through arteriarterial
anastomose®®. 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 3@arold woman, came with a medical history denoted as
G5P2Y2A2 (NSD), highlighting her previous obstetric experiences atudmes.
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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 medicatioarhigtas reviewed, revealing that

she was not on any regular medications, eliminating potentiatrétaged 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. Ihraaght 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 invasieedure 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) (Figur@li¢. 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 theardiac 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 bletnE2th 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 Fetilswing this procedure,

a follow-up ultrasound was immediately performed. In the umbilical vessels of the acardiac
twin, absence of blood flow was confirmed ppsbcedure and in subsequent ultrasound
examinations via Doppler studies, indicating the pdate's success.

No complications related to the procedure occurred during or after the intervention. The patient

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 guwes®®. 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 speci@dkizaters with expertise in fetal diagnosis and
intervention is advisable. Particularly in higek pregnancies, research indicates that blocking

the acardiac twin's cord leads to more favorable results than adopting a passive observational
strategy’.
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S-50 Metastatic Breast Signet Ring Cell Carcinoma Mimicking Peritonitis
Carcinomatosa

Mel i s ¥z Hialte r el, KEBb r ‘aMukeApie kmre Mat
1 Kart al Dr Lg¢gt fi Kerdar kehir Ha

Signetring 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 tmél 2003, SRCC

was pl aced -punodeurc i hngu cciarr ¢ i n o ma s éarcinomds bysteep ar at
World Health Organization (WHO). To date, only a few cases have been reported. Signet ring

cell carcinoma of the breast despite advances in imaging matholdallenging to recognize
preoperatively.We describe a rare case of metastatic brea@giet ring cell carcinoma
mimicking peritonitis carcinomatosis.

Case: A 42-yearold female, gravida O, was referred to the department of gynecologic
oncology. Transabdominal ultrasonography reveaded approximately 34mm left adnexal
complicated cyst.A massive ascites was notedEndoscopic ultrasounguided fine
needleaspirationof ascites showedacute and chronic inflammation with suspicious of
malignancyShe had an elevated cancer antigen (CA) 125 level of 228.0 U/mL and-BA 15
level of 46.0 U/mL with normal complete blood count valieastrointestinal endoscopy and
colonoscopy were normalfter obtaining written consent from the patient, exploratory
laparoscopy was planned with a preliminary diagnosis of peritonitis carsinonigtesa.was

a widespread miliary appearance intraperitoneally in the laparoscopic evallingaxtensive
pelvic peritoneal thickening, withmultiple miliary peritoneal implants on the anterior
abdominal wall were also presektassive ascites was presdraparoscopyguided peritoneal
biopsiesand ascites sampling were performed. The definitive pathology resulted in signet ring
cell carsinoma of breast.

Discussion:Signetring cell carcinoma is one of the rarest forms of adenocarcinoma that can
arise from breastGiven their similar presentations and the extreme rarity of this unusual
malignancy, it can be difficult to differentiate betwegmnritonitisis carcinomatosand SRCC.

Key Words: signet ring cell carcinoma, a, metastasis
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S51 Ger -ek DeoYaaplelSink Duosnma ¢°zme Embriyo Tr e
Arakter mak

Mel tem SPnmezer

1 ¥zel Muayenehane, Ankara Ticaret
A ma -D:o n ma - %z me embrivyo transfer si klusl ar é
araktéermak ama-|l anméktér Materyal ve Y°%°ntem
Temmuz 2023 tarihleri arasénda ger - ekferidoj al
yapélan 23 vaka dejerlendirilmicktir. Ger - ek
ve |l uteal faz deste]i kull anél maméxkt er . ¢ al
gebeli k oranl aré ol arak beliyrol semmiéstéi,r or @ratl a
edil en menstr¢el si klus g¢ng, LH pik geé¢neg (>
embriyo transferi géne¢g ortalama serum proge
Ortalama transfer ,edodtal eemdri mloa rstagyLysEn 1lv &
sérasé ile %55.8 ve % 69,5 olarak saptanméxkt
embriyo transfer.i yapéel méexkt ér . Prei mpl ant as)
embriyo transferiyaé | mékt ér, ve bu hastalardan 706si (Y

edil en mestr¢ I sik2|3u)s, gleHh ¢pilk9 , 8 8MNg . 67 t dl1an

e

307,5N102, $9pgpoi mi()78 ve embriyo transfer g
dézeey|24533N46)4 (Ad4ak saptanméxtéer. Kar ar :
donma -°zme mb r iyo transferi umut vaat ed
-ékmaktadeéer . V k a ayélare az ol maklada bi r | i
gebeli k oranl ar e artméK g°z¢kmektedir
Anahtar Kelimeler: | VF, donmuk embriyo transferi, doj] a
i mpl antasyon oraneé
Tablel. Ger - ek dojal siklus donmuk emfMrsioya-tlrnars:
Deji kken Dej er

(n=23)
Transferedilen embriyd n, meanNSD) 1. 7N0. 7
LH pi kerumgstragliolspg/ ml, meanNS 307, 5N102
Embriyo transferi (ggpmmeaSieb 24, 33N16,
Embriyo tr smeadNSPr ge¢ne ( 19, 38N1. 6
Knplanta y on (%)r an é 55.8
Klinik gebel®k orané 69,5
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S-52 A Retrospective Analysis Of Patient Characteristics And Ivf Outcome OBreast
Cancer Patients Undergoing Oocyte Cryopreservation

Mel tem SPnmezer
1 Ankara Ticaret Merkezi, ¥zel Mu a

Objective: To assess patient characteristics and IVF outcome of breast cancer patients
undergoing oocyte cryopreservation for therpose 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 leels 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 nan age of the patients was 32,1%+2 years, the mean serum AMH was 3.37+/

1.67 ng/ml, and mean AFC was 13.6t3. All of the patients were single and underwent
letrozolegonadotropin 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 aytckdriamycin +
Cyclophosphamide and the last one received only Tamoxifen + GnRH analog suppression
without chemotherapy. The mean duration of stimulation was 10R29+days, the mean
cumulative gonadotropin consumption was 21093%8 IU/ml, mean sera peak estradiol

was 613+211 ng/ml, mean number of oocytes retrieved was 13-834/ and mean number

of oocytes frozen was 10.8%/62. One of the patients returned 8 years following the initial
procedure and conceived with frozen oocytes. No cancapselwas detected in any of the
patients during a follow up of 41.828.6 months. Conclusion: Single patients with a newly
diagnosed hormone sensitive breast cancer should not be refrained from ovarian stimulation
and oocyte cryopreservation. Transabdahapproach can be utilized safely in experienced
hands.

Keywords: Oocyte cryopreservation, breast cancer, abdominal oocyte retrieval

137



A3.Ulud a r alnakaod ve Obstetri Kongresi

S53 Youtube' daki ''riner Knkontinanwa Y°%°neli
GevenilirliJinin Anali zi
Mer ve 'Bi-er
1 ¥zel Muayenehane

Ama - : Bu -al eékxmané amacé, YouTube' daki rin
geveni b irl i Jini ve yararl él éjene dejerlendir
anahtar kelimesi kull anél ar aku-YloarTa biel' Id a4 ®0 r
senérl é& tutul du. Dahi | etme kriterlerini k a
Transobturator Tape (TOT), Tension free Vag
i -ermekteydi. Bej enil er , runtlae yeekaymeklan eyibi izleyip | a m
parametrel eri dejerlendirildi. Videol arén e
dejerlendirildi. Ayréca videol ar én pplerli
Yé¢kl eme kaynakl|l ar@ealbbademislke! k kb mlaamcéel ar 0
Bul gul ar : Grup 1 (d¢ke¢gk ve orta kalite vided
m¢ ke mme | kalite videol ar) 64 (%18. 2) vi deo
bejenme ve yomumlo2rl3Nenadsde, 112N102 ve 41KN3:
séraséyla 26521N22531, 214N168 ve 61N32 id
uzunluju ile kalitesi araséenda bir i KKk f
a-éséndbébol hinmafd&r k Ayréca, grup 2'deki VPI de
ol arak daha y¢ksekti (p = 0,005) Sonu-: You
sadece %18. 206si Iy ve m¢gkemmel k dimiisunand e d i r ,
videol arén ©°neml. bir késménén yetersiz ol du
Anahtar Kelimeler: | r i inemkonti nans cerrahi, ejitim vide:t
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S54 KlinijJimize Bakvuran Gestasyonel Trofo
Dejerlendiril mesi: 10 Yéell ék Klinik De

Merve Daj |l &bojahi m Uyar
1 Tepecivk Afjaktiar ma 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. Iraddition, 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 opregliaancy

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 lmasound, 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, andsetfdes were missing were excluded from the
study. Age, gravi da, parity, obstetric hist
admission and after curettage, GTN development status, pathology and radiological ultrasound
results were recorded frothe 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 hstopathological 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 gestaBoregpectively; the
average was 7.42N2.571 in partial mol e and &
between the two was statistically significant (p<0.001). Accordingly, patients diagnosed with
complete moles were diagnosed with ultrasound ilieeaveeks. While the average age of the

mot her was 25.26N7.299 in women diagnosed
28. 4N7.263 in women with partial mole diagno
maternal age was statistically signifitgp=0.004). In nulliparous women, the presence of mole

as a result of pathology

Anahtar Kelimeler: Gest asyonel Trofoblasti k Hastal ék
1. GKRKk VE AMAC¢
1.1. PROBLEMKN TANI MI VE ¥NEMK

Gestasyonel trof obl astfiekr thdsgtzalsglolnaurn (bGTF

geliken, fetal trofoblastik h¢gcrelerin akére
invazyonu il e karakterize bir hastal ékter. G
koryokarsinoma veakiseazify amoér éllméckt ér . (1)
taraféndan tanémlanmék ol up, bu hastaleéején
Genelli klezospsyoan it e sohofrmdaéayr. hMght eéhi d
koryokar si noena &npael lestarhd epjtii r (3). GTH ol ukumun
al maktadeéer. Bunl ar ; il k gebeli k yake, daha
menar K °yk¢se, °nceki gebeli kler araséndaki
maltnr¢gi syon (°zelli kle protein ve karotenden
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ol makter (4). GTHOG6eéen insidansé b°l ge
e @AvBupa ve Ktz &y OAmerdiok arb 8 k@ ¢l a tnic
éﬁ,dai DL, r ak bil diril mi «Kt2haf t( dl) ar &Grechae |y
|l trasonografi ve birinci trimesterda
r i se; uterusun ol masé gereken gest a:
cyéemesi, il lampsi meset i pgaregmmeglieangpraee
n kull anémé ve gelikimi, Kokitmaasseplt i
gere¢nt ¢l eme yo°ntelmd ebir ldioktuem Q@TrHan § «
memkd €£omodJrl oafiidat i form gebeli k °n tanéseén
i bir yer kazanméxkteéer (8, 9). tMojl shandraatsi
n materyalin patolojik olarak dejerl end

a
e

cCy XS OTT >N X
—SNOC DS S g — O©
DO YYVSNTOD XX
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1.2. ARAKTI RMANI N AMACI

Bu -al @ékmaneéen amacé,; ultrasonografinin
hidatiformu ©°ng°rmedeki duyarl el ejéné hesapl
bul gul aré temelinde mol hidati formdanir. K¢ phel
Ayr éca mol hidatiformtanéséile klinijimizd
klini kopatolojik bulgularée ile GTN geli ki mi
|l iterat¢re katke sajlamak ama-1 anmécxkt éer .

2. GENEL BKLGKLER
2.1. PLASENTA

Nor mal mi adénda ol-20h @ ase®&Rd grRrama&Eedlr IL&] €én

cm kaléenl éjéndadeér. Bakl éca bilekenleri umb
mat er nal desi dual doku ve vill®©°z lpbaganknmgs ¢
Resml6éde veril miktir.

Resimil: Pl asenta makroskopi k g°°r ¢ng¢mg

Term bebekte umbl-bkakmkorzdnlyakt adék 654).
j°l esi olarak bilinen mukoid baj dokusundan
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umbl i kal wvask¢l er yapeéelar interstisiyel madd
elastik |l amina bulunmaz. UmbIl i kal venin -ap
l ami nanén olukturduju daha i nc eayalsantral véyav ar é
eksantrik bi-imde girebilir. EJ eResipp2rferden
FETAL CIRCULATION '
—— Umbikcal vein
Uaa'duam “—— Umbilical anedes
|'Il' Smomhmvan'} Chodoamnionic
ﬁ_mo‘rrbmne

Inenillous spaces
AN\

larginad sinus

v v |
Endommtrigd veins Endomatrial ararias Placental septum
MATERANAL CIACHIL ATION

Resim2. Pl asenta yapésé ve dol akémé

Pl asent al me mbr anl ar amnion ve koryondan
i -teki °rte¢gse amnion ol up, amnion tek katl e
h¢gcreleri bazal membran ¢zerine ot war] mukotkwr .
membr anéndan ol ukmuktur. Koryon i- y¢gzeée amni
membr anl a birlikte olan b°l ¢m¢gne koryon | aev
tabaka koryon frondozumdan ayreéeleéer (17,21).

Trofoblastik villuslar blastokist ol ukumu
pl asentanén esas ikl evsel birimini ol ukturu
makrofajl ar é i -eren mezenki mal sod rotbrl aals t bi ri
sitotrofobl ast tabakaséndan ol uKkmuktur. Sin
(hCG), human plasental laktojen (hPL), plasental benzeri alkalen fosfotaz (PLAP), keratin ve
inhibin i-in g¢-1¢ i mmegnreamal i, n glkelne «r ade W
ol ukmuktur (22,23). Sitotrofoblastlar sinsit
momong¢kl eer h¢gcreler ol up, h¢cre membrané be
belirleyicil emavermeziRdasimB).i r i il e tepki

141



A3.Ulud a r alnakaod ve Obstetri Kongresi

Resim 3: Sitotrofoblastl ar én vV e sinsityotf
(Hem&Ex200)

Term bebekt eki sinsityotrofoblastl ar pl a
trofoblast tipi ise intermediyer trofobl ast
yerinin en derin ana komponenti ol an ekstrav

Pl asentada vill©°z damarl ar 6. haftada g°©°r
negkeluslu eri-t2obattaeya kaeair-eHlBOrdekl i er i
haftadan sonra bu eritrositlerr@at Kgwloemay dk
yé¢zende hem de plasental diskte bulunur. (24

2.2. GESTASYONEL TROFOBLASTKK HASTALI K

Hi dati form mol il k kez Hipokrat tarafeéend:
ol arak tanémlanméxkt ér . O zamandan beri mo | (
Mol hidatformge b el i kl er mat er nal doku i-erisinde t
h¢crelerden olukur ve uterusa invaze ol up u:
trofoblastik dokudan kaynakl anan mat er nal b
ekgdir (1). Hidatiform mol i ki farkl e gruba
hastal @€k kromozom patterni, klinik ©°zellikl
czell ikl eri vV e prognoz a- €és én dyebaliklef bekigne | el a
ol mal aréna raj men, mal i gn hastal ékl ara d°nyg
hastal ékl ar ol arak dejerlendirilirler. Mal i g
adl andeéer el ér Bu gr upt syékarsindma ;itazavi mok lepitaloid i s e |
trofoblastik t¢gméer ve plasental site trofobl
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2.2.1. Sénéflandérma ve patogenez
2.2.1.1 Mol Hidatiform:
Mo | hidati form kompl et ve parsiyel mol ol

Komplet ve parsiyel mol, histopatoloji, morfoloji, karyotip ve malignensi riski ile birbirinden
ayreler (28). Mo | hi dati f or m, aborgektopikgébelk gebe

ve preterm ya da term gebeli k) takiben deji
hidatiform paternal genlerin overekspresyonu sonucunda anormal trofoblastik hiperplazi
ger-ekleken vill©°z trofoblastlardan k°ken al
Kompl et mol hidatiform diploid, parsiyel
sahiptir. Kompl et mo | hidatiform tipik ol ar:
Mal ign GTN riski komplet mol hi dasektif BMNmMda pa
daha sékléekla invaziv mol, kKkomR0Oéti male lyied a «
parsiyel mo | hidati H5@1i muet gleil b&mn rhgd8t0al. ar én
GTN hastal aréeneén b¢yeék bir késménée daha
ol ukturur. GTN grubunda ol an invaziv mol, K @
ve epiteloid trofoblastik te¢gmer | okaiyle i nvaz
mal i gn hastal ékl ar ol arak dejerlendirilirler
Komplet Mol Hidatiform:
Kompl et mo | hidatiformlarén yaklakék %800i
fertilizasyon sérasénda haploid spermin dup
b°l ¢nme sérasénda Kkaybol masé sonucu ol ukur .
diploidiz a sy on sonucu ol ukur (31,32, 33). Kompl e
di spermi k fertilizasyon ile olukur ve 46XX
hidati formda n¢gkl eer DNA paternal k°kenliyke
(34).Nadir vakalarda her i ki ebeveynden gelen o
mevcuttur ve bu hastalarda tekrarl ayan mol ar
el de edebil mek i-in oosit don-aisryiolnmi yemelkeby
sonr aki gebeli kl erde mol riskini artéermaktad
kompl et tipte g°r¢l mektedir. Ancak komplet m
serum b hCG seviyeli&krlierhadtnalbéijrée k élsimémiék o9 ae
kistleri ve artméxkx over boyutlaré; hiperemes

preeklampsi ve hipertiroidizmdir (425).

Parsiyel Mol Hidatiform:

Parsiyel mol hidatiform triploid kromozomludur; genellikle normal ovumun iki spermle ya da
nadiren diploid kromozoma sahip bir spermle
69XYY kromozoma sahip olabilir (46,47,48). Diploid parsiyel mol hidatiformakdaildirilen

vakal arén -o0oju yanlékxk tanée konmuk kompl et m
(49). Fetusun g°re¢l d¢gj ¢ tek gestasyonel trof
kardiak aktivite de gtyltkebintirmuaercak fetpl
yé¢ksektir. Bu da parsiyel mo | hi dati formlar a
konul maséna sebep ol ur; ger-ek tané ancak

patolojik incelenmesi sonucwkulabilir (50).

2.2.1. 2. Knvaziv Mol Hi dati form

Knvaziv mol hidatiform terimi derin myometr.
bir mol hidatiform sénéfedéer (-ojunlukla kon
mol |l erin yaklakek wWl66ésénda olnan mpnvaanztiavs ymal
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ol an i nvazyon k n
rde mikroskopi Kk asti k embol
e geré¢negmleridi 5 ) Konl vnaazsi évh am o
roza genellikle intaktteér. Buna baj

erin perforasyonu g°r¢lebilir. V
, yin, akcij]er lel esrpig®arl¢ Ikeolridl igri b(i 5

r, hCG ¢retmeye devam ederl er ve h
k belirtiler tutulan yere bajleédér. Akc
| i i nden zreeng rbeesye nadlea bmolritra.l HBKanama gel ik
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ziv mol hidatiformun kendini senér | ¢
ji1 k °zelliklerini g°sterdijine dikkat
rur ve uzak metastaz wa&pan@ikl inroll erh.i daKr
viIiigi ile koryokarsinomdan ise Ometas
r. Knvaziv mol hidatiformdaki trofobl a
dir Knvazi varmemdl oldnak leeradterapi itetedavi ediliden antaa s t a
ekt omi bazé durumlarda endi ke ol abilir
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.1.3.Koryokarsinom

ryokarsinom, tedavi edi |l medi i S¢rece, en
ryokarsinom ol gusu, kompl et hidatiform mol
mer d¢gnyada mol hidatifor mun da hidatifer@ k ol d
st al axdésniéemi Molsonr adan koryokarsinoma d°ng¢Kk!
belijin i1ilk trimesterinde k°k wvilluslarén
k
t
n
r
I
r

é
[ é
alare da mevcuttur ( énttauterindbertusnpagigebnollveyk t e ,

opi k gebelikte de koryokarsinom gelikebi
em -o0oJju zaman ategwe!l ddhemimd daha wuzun ol c
yokarsinom g°r ¢l en vakal arén yak ortal ama
ar bir abortusun mikroskopi k kesitinde t
¢l mektaekdliar. °Bruc ¢old bir | ezyonun varl éj éneé

@3gxao<aQIs~xX
°co o

Bagshavve, yapteéejeée bir -alékmada koryokar
ve ekKinin ABO gruplaré araséndaki -arpece il
i A grubuna sahip kadeénl ar i -1 nbundaki y ¢ k s ¢
e evli kadenl ar , bir mol hidati forn
t

I
S regresyonu insidansé g°stermekted

—
]
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ol arak, koryokarsinoma karakteristik o
ak t ¢ mor kitl el eri ol ukturur . Mi kr os k
form patern olukturan, akdmegi csamnt odgirm
rinden olukmuktur (66). Genel ol arak s
kanama ve nekrozun reel bir tanésal d
yokarsinomada vill dganaasrée,ydktodro.bl Mislt| thglcar
masa da koryokarsinom tanéséné dekl adéj

raz zordur. Sonu-ta, bu tip koryokarsi
|l ar dokular ildekkbtayekhamyineomadaz bir ar
masé gerekir. Yine de uygul amada faydal
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al éxel madeéek yerl erde ol abilir vV e sékl ékl a
koryokarsinom sebebiyle ex olan hastalar én
olabilir veya hi- bul unmayabilir (70).
Koryokarsinom ol an ol gularda bakka organl ard
h¢crelerinden sal enan akKer e hCG ve dijer h
deji ki kli kHert eii ni kdesttt ekayl e o vidual reaksiyom bi | a
endoservikal glandlarda hiperplazi, A8t el | a reaksi yonu ve meme |
yer al er . Bir koryokarsinom vakaseénl@en t edav
kistlerinin saptanmasaé,kagendldliirkl(er1lkal écé ha
Koryokarsinom tedavi si medi k al onkol ojideki
ile ke¢r sajlandejénda, k¢gr orané uterusa sén
ediyorsa %20 O6den daha azdeéer (72)

Met otreksat, kl orambusi | 15 ve aktinomisin
survive orané uterusa séneéerl e olgularda %10
yakl akék %8 3 ol muktur (73) Koryokhésl aom
olukturul masée ve b hCG ¢retiminin seri °1-¢1
hCG salgél anmasé sadece gestasyonel koryok
gestasyonel koryokar si nomda, t esda,s ©9zo foaweur:
b°brek, pankreas, mide, karacijer, akcijer,
gi bi bakka yerlerdeki karsinomlarda da hCG s
°czel l ik, bunl arén -o0jJ undae ihnth nio-hd rsam ki mmars
bulunmaseéedér (74).

T¢mor dokusu DNAG6séndaki pol i spesifik mizisatelle r i t a
probl ar kull anarak yapeéelan geneti k -al ékmal
al dejene ortaya koy mada vV e gestasyonel k
koryokarsinomdan ayérmada ve faydaleéedeéer (75)
2.2.1. 4. Epiteloid Trofoblastik Tg¢gmor

GTN grubu i-erisinde ender ger¢len bir t ¢ me°
PSST6éye benzer bir formdadeér . Mor foloji k o
gesterir. Hi stoloji k olarak koryohasyonvei p ar
nekrozun genellikle birlikte g°r¢ldeg ¢, -ev
Keklinde izlenirler (76).

2.2.1.5 Pl asental Site Trofoblastik T¢gmor
PSTT mono n¢kl eer i ntermedi er trofobl ast h ¢
Sékl ekl a erken evrede tané aléer ve yavak bg
fundus veya servikse | okalizediyrolner ok7@)adiNe
lenfatik metastaz yapma meyilindedirler.

2.2.2 Epidemiyoloji

Mol ar gebelijin sékléjené ortaya koymak, has
ekl éja sahip ol masé nedeniyle zordur (76,77
ekl ékla (100200 gebeleht &TBHSLASYA YeeOr kadbD
far kl é sékl ekl arda bi |l di2roi9l markadag) ((108)0.00 Mc
insidanséyla il gildi bu bilgiler es ki verile
Asyaododaki verilerin babé-gkkkméker bonedhebateteya
tarzé vebib-eismhleenrme nedeniyle ol abil eceji ger
T¢rkiyedode mol hi datiform gebelik i nsidansé
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insidans her 10204, 6c aaarl &&s édnodj au nddea] ilk me kt edi r .
yapél an -al ekxmada mo | hi datiform gebelik i
belirl enmicktir. Hi stopatol ojik olarakl dojru
ol ar ak tespit edi | mi K vV e bu hastal ar én %2 .
saptanméexkxtér. Hastalarén %1, 96unda persiste
(83).

2.2. 3. Ri sk Fakto°orl eri

Mo | hidatiform i-in °nde gelen 2 maj®°r risk
vV e e-i1rilmik molar gebeli ktir

D 0 mo | gebeli k ge-iren bir hastanén,

¢l asyonalXkéeygratshhakty@ark | ax éekakdldk ek vy¢
9 yélénda Tuncer ve vyaakt.é]3& kpierb e-l a lké
2 mol ar gebeli k °yk¢gse ol an hastada ny
il rmi ktir (85).

Kompl et mol hidatiform riski, anne yakeéneéen 1
en y¢iksektkaont rBilr -vaadktak masénda kompl et mo |

yakéndan b¢yeé¢k kadéenlarda 2 kat ,uldOnmaktéewmrd.an
-al ékmal ar , Il eri yakla birlikte azal an oo0si
ol dujunu d¢gkegndegr mektedir . Ayréca kompl et m ¢
parsiyel mo | hidati for nmao | g °hried adta hfao rfrma zgl eabded ri ]
i i kkisi, parsiyel mol e hidatiforma g°re dah
hem komplet hem de parsiyel mo | hidatiform i
Bunl arén yané séra daha °nce d¢kegk °ykegse ol
ve parsiyel mo | hidatiform gebeli k riski a |
kadenl arl a, 2 ya da daha fazl a dpasyklmély k¢ s ¢
hidatiform i-in risk séeéraséyla 3,1 ve 1,906du
Gebe kalmada zorluk wveya infertilite °ykg¢sye
parsiyel mo | hidatiform riski séraseéyla 2, 4

Vakak ont r ol -al exmal ar é, kar ot en (A vitamini
azal maséyla birlikte mol hi dati form gebel ik
hidatformge bel i k sékl eéjénén y¢ksek ol duju bol gel
ol duju b°lgelerle korelasyon g°stermektedir.
faktorleriyle 1 1ixkkild@ dejildir (90).

2.2.4. Tané Y°ntemler.i

Mo | hi datiform gebeli k tanésé reprod¢gktif d
hastada d¢Keéegneél mesi gereken hastal ekl ardan

ger ¢l mel i ve ultrasonografik dejerlendirme vy
Serum b hCG y¢ksek bulunan hastalarén nonmol
ektopi k gebelik, spontan abortus) daha y¢kse
°zelli kl e hastada mol ar gebeltiilmadyk ys kseknl &
2.2.5. Anamnez

Hastanén anamnezi °nceki gebeli k ve dojum °
i -erecek kKkekil de detayl e al éeénmal &, varsa mol
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medi kal, jinekolojik ve cerrahi °yk¢gse de ol
sorgul anmal edér. Ejer klinik °zellikler mol

Bu sebeple hastanén metast atdékr .hakn ad &k me téas
organl ar én tutul uml ar é bul gul ar é; pul moner
hemopti zi), santr al sinir sistemi bul gul ar é

tutulum bul gul arée (gdr&liék,(terkiagalsutraikn akirg
testosteron nedeniyle) sorgulanmal édeér .

2.2.6. Fizik muayene

Pelvik muayene tamaméyla yapél mal édeéer . Speki
y°n¢gnden dejerlendirilmelidir. Bi manual pel v
boyutu gestasyonel haftadae k| eni | enden daha be¢yék izl en
stim¢glasyonu nedeniyle bilateral teka | uteir
bakka bir ovaryen kitleye ikaret eder.

2.2.7. Laboratuvar

Serum b hCG seviyesi séklékla ayné gestasyon
daha ye¢ksek i zlenir ¢tok y¢ksek hCG seviyel e
gebeli kte parsiyel mo | hi dat i I).ddastayaganigredui j e g
tayininin yapél maseé ve -[Rhy aupyéeul knmaaszél €&gjeér edkul riudm ur
g°ré¢len semptom ol dujundan tam kan sayémé v
tiroid fonksiyon test Indm.i bakél masé gereken
2.2.8 Gore¢é¢nt ¢l eme

Kompl et mol hi datiform gebelikte ultrasonogr
kavitede -0k sayeda anekoi k bokluklar i-erer
manzaraséd denir. Bazen bu hi Kgebepkiilkkuyaumiul | us | &
bir geré¢nt¢e ol ukturabilir., Ayné zamanda bil
Kompl et mo | hidati form tanésénead wlrtarsa@snalre

deji kmektedir ve gebeli kkthaadd@ras@9 1, %2 ,b9 3,I9 4)
hidatiform ultrasonogr-a0oé&ndgdr@mins ged abaatl a

abortus tanése al maktader (95,92,96) . Par s |
bul gul aré ar aseénda; bfiegtegmse (kseeskeltd kell & ] ieén tnreavwctue
(oligohidramnios ol abilir), pl asenta (kistik
pl asenta ol abilir) gzl enir. Par si yel mo | h
ge°r ¢l me29). (97, 98,

GTN'" nin tipik wultrasonografik ve Doppler 0 7
sonografi k g°re¢nt el er Izl enebi |l ir. Hi pereko]j
kitle bulunabilir ve genelliklerenmdomasongam
damarlanma izlenebilir (100).

GTN6de en sék olan metastaz organl aréakcijer
sinir sistemi (%10) o6dir. Vajina ve akcijerd
enderdir (101). Met astazl aré oladuk-ra swka g kxlka
kanamal ara neden ol abil ecefji i -in metastazl ¢
vajen mukozasénda yumukak mavi nod¢l | er kekl
saptaner. Ak ck pgmaiket d-myircgdnest yrtarlais. Eay filmi
negatif tespit edil en hastal ar én %4 00éenda
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mi krometastazl ar saptanabilir; fakat bu miKkr
ol arak dejerlendirilmedif J:i i -in BT gerekl: C
rezonans g°re¢nt el eme i1 e, k di veyac BT jileekonulabidirt a st a z
(102).

Knvaziv mol ve koryokarsinomda y¢ksek hCG dg¢
hCG d¢zeyl er i mevcuttur. K¢tl esel tegmePrl erde
azder . Ol gul arén yaréséena yakéner melteastané k
Tanéda ultrasonografi yareé@&moen@ér.i ubhluti a®omead
ki stik ekojenik kitle ger ¢l ebi I ir. Teé¢mor ¢
ultrasonografi eklenebilir (103).

2.2.9. Klinik °zellikler

Mo | hi dati form hastalaré genellikle Kadén Ha
gebeli k testi, vajinal kanama, pel vik ajreée,
bakvururlar (30,104,105, 106) . hOldguliaroé&rmd-ao j°u
ekl ékl a spontan abortustur ve hastalar kg¢re
hastal ar erken d°nemde, semptomlar gel i kmede
ya da wultrason bul glu9&0lei iyel taama kddear akon
hastal ar én bakvuru semptoml ar é ge- bul gul
Ultrasonografi ve sensitif kantitatif o hCG
artek daha erkenot aag aaXPpek amgmk 1038

2.2.10. Tedavi

Mo | hidatiform tedavisinde temel basamaj é,
evakuasyonu olukturul maktadeéer . Fertilitesini
se-enejidir. Profilakti k kemot ertagliar éynidkas eyka
taki bin uygun, ulakéelabilir ol madéejeé dur uml a
kull anél an met otreksat vV e aktinomisin D h
et kil ememektedir (113,114yet Krklii ad atna ameaw@u
Kemoprofil aksi uygul anan merkezlerde y¢ksek
edi | diJi bildirilmiktir. Kemoprofilaksinin
sé¢ren -al ékmal ar ¢ka rmevwke wtrtubru.n dlRaa kyaetr ddkan h a
°ner i |l me melk9). ArdiD immyndldbdin: Rh<) kan grubuna sahip hastalar, tedavi
zamaneéenda mmutnigl obul in al mal el ar . ¢enkeg RhOf g
edilir

2.2.11. Komplikasyonlar
2.2.11.1. Hipertiroidizm

Mo | hi datiform gebelikle 1 1ikkil:i hi pertirol
Bazée hastalar tedavi S¢reci tamaml anana kada
°ncesinde tiroid férteéenadaéarkéars ymatl alb @&lnidlka nv & ak
adrenerjik blok°rler uygulanabilir (120).
2.2.11.2. Over tekdutein kistleri

Teka lutein kistler:i genel |l ikl e, ut e-dayn evak
i-inde, regrese olurlar Nadiren torsiyone Vv
dojabilir (121)

2.2.11.3. Preeklampsi

Mo | hi datiform gebelikle 11 ixkkild@ preekl amps
-%z¢l ¢r ve genelli kle ek tedavi gerektirmez.
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2.2.11.4. Kardiopulmoner semptomlar

Birinci trimesterde kardiopul moner sempt oml
trimesterde tahliye yapélan komplet hidati fo
kardi opul moner semptomlar gel i ktiaki kBaurndiadri rg °
Osk¢l tasyonda genel de raller duyulurken, Akc
gor ¢l ¢r. Semptomlar genellikle tahliyeyi t al
durumunda trofoblastik embolizasyon mutlaka aaldelmelidir. Fakat bu durum tiroid
férténaséna, sévé y¢klenmesine bajl é da gel
olarak da dejerlendirilebilir ve hastaya erk
487 2 saat i -inde BW¢kE€EGksevigeel ¢ er . b hCG s e\
mevcut ol an pul moner nod¢l Il er tedavi ger ekt
olur(124).

3. GERE¢ VE Y¥NTEM

Bu -al erknda2 22 0y1ell | dre@earls&jdda i m ve Arakter |
Hastal ékl arée ve Dojum b°l ¢m¢gnde 522 hasta in
mo | gebel i k kK¢ prhéenl idooslyaan bbiud gh asstnel aul ak él deé
dejerl endirildi

Toplam 522 mo | gebel ik ol gusu kayetl ar e
hastanenin veri tabanéndan ( Pr oWMeusgHolBimgbbel vy
ul akel de. Mo | hidatiform tanéséyl gksancki p ed
ol mayan ol gul ar -al ékmaya dahil edil medi. Ab
il e tedavi yapél ép histopatol oj i sonucu mol
Ayréca dosyal aré eksi k loalran-,alle5 maakaé nd Cli tl & nec
verilerden hastalarén yack, gravi da, parite,
hormon (TSH), serbest iy odoti ronin (T3) ve serbest ti
hi stopatolojikayeéet ieddqiilldi .soG@astlagy¥onel trofo
tipi, mo | gebel ik °yke¢se, ektopi k gebel ik
hi stopatolojik sonu- il e ultrason tanél ar e
Ultrasonunmo | hidatiform tespitindeki dojruluju h

hastanemizin arkiv taramasé yapeéelarak kayét
Hastanesi Etik Kurulundan 2023/061 et i k kurul u onayeé al énméext
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3.1. ARAKTI RMA PLANI VE TAKVKMK

Araktérma plan ve takvimi Tablo 106de
Tablol: Ar aktérmanén plané ve takyv

-
4

€

— — N c E\] +— [e2] +
7)) N | O [} —_ Qo @© 8 c § n
N N %) I

) n/| o| Nl ] 5] 81 E] 5

q = q 4 % 2l 89 29 TY ¢ q

—{ > |80 | 3| 8| 28I g ¢

< q W | ¥d<€dO | x| =|Z2Zd=dITdqdkFdq<Cq
Kaynak
Tarama
Planlama

¥n ¢cal é

Kzinler
Onaylar

Veri Toplama
ve

Dej e
Kst a
¢°zg

Yaz

rol

o X |

313137

e
Bas é

Sunum

32VERKLERKN DEJERLENDKRKL MESK

Veriler IBM SPSS Statistics Standard Concurrent User V 24 (IBM Corp, Armonk, New York,

ABD) istatistik paket programémad@mtiayeérckemadi
y¢zde dejerl eri ve ort al amaoplénantvaritednaaritmetiks a p ma )
ortalama ile standart sapma dejerl eri hesap
dejerler i-in Student T t estkarkeultlesntéil dkul |Kaal
<0.05 istatistibedimk t®&®kkar akabnkaml éi hkaG* Power
(ver . 3.1.9. 4, Faul ve Hr dhfaglad &b, BHIE8 arblewlalka
196 hasta i-in AiTestin G¢gcego (Power) %80 bul

3. 3. ETKK KURUL ONAYI

Bu -al ékma Sajl ék Bakanléejé | niversitesi (S.
Giri ki msel Ol mayan KIlinik Araktérmal ar- Etik
01 karar numar asé€ I e onayl anmé sybna r(2018)E k 1)
prensipl eri dojrultusunda ye¢r gt el megkt ¢gr .
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4. BULGULAR
¢tal ékmaya S22 i hast amnd&@mhi | edi | di . Hast al ¢
hidatiform kK¢gpheldi ol arak dejerlendirilmickti
materyalin histopatolojik nc el emesi nde vakal arén 428( %81, 9
93(%17,82)06¢, ol ajan gebelik kaléntésée ol ar ak
Tablo 2: Ultrasonografik ol ar ak mo | hidat.i
hi stopatolojik sonucunun dajeél éme
Mol/Normal gebelik Sékl ekYy¢gzde (
Nor mal Gebel i93 17,82
Mol Hidatiform 428 81,99
Koryokarsinom 1 0,19
Total 522 100,0
Tablo3: Ni hali patol oji sonucu daj él éml ar €
Patoloji sonucu Sékl ek(nY¢gzde (9
Gebeli k Kaleéenteseé 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 belirt]i158 30,31
Toplam 522 100

Histopatolojik incelemede Mdhi dat i form ol arak dejerl endi

(%17, 6)06sé parsiyel mo | , 96 ( %18, 4) 6se kompl e
(%46, 01)6énda ise mol alt tipi belirtil medi]
genel day®w82 édlearak saptanméexkteéer (Tablo 2 ve
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Tablo4: Patoloji sonucu mol bul gusu il
: Patolojide Mol Bulgusu R :
Obstetri k ¥ Var n (%) Yok n (%) p dejeri
Ektopik Ge b el i k2
0 319 (65,2) 170 (34,8)
1 9 (100) 0 0,031*
2 3 (100) 0
Mol Gebeld k
0 319 (65,4) 169 (34,6)
1 12 (100) 0 .
2 6 (100) 0 0,005
3 3 (100) 0
Gravide®
1 77 (73,3) 28 (26,7)
2 54 (69,2) 24 (30,8)
3 92(63,9) 52 (36,1) 0,225
4+ 108 (62,10) 66 (37,90)
Parite®
0 110 (74,80) 37 (25,20)
1 78 (63,40) 45 (36,60) .
2 71 (52,60) 64 (47,40) <0,001
3+ 72 (75,00) 24 (25,00)
Abort ¥ykg¢sd
0 247 (72,20) 95 (27,80)
1 45 (51,70) 42(48,30) <0,001*
2+ 39 (54,20) 33 (45,80)

i sher 6s "PrarsmrckiKarg, &ps0t05

e

obst

Pat ol ojide mol bul gusu ol mayan hastal arda
Ektopi k gebeli k °yk¢gseg ol an hastalaréen t¢mg
sonucu mol gebeli k olan 9 hastaneénkg@ebelkkt opi k
°yke¢gse ol duju saptanméexkt ér .

Ektopi k gebelik ©°yk¢se¢e 1 1le patol ojide mol
anlamlée ol arak saptanméxteéer (p=0,031).

Mol gebelik °yk¢seg olan t¢m hastal arén pa
sonucu mol gebeli k olduju g°r¢len toplam 12
hastanén 2 mol gebeli k °yk¢gseg mevcutked; 3
ol duju saptanméxt éer . Patol oji sonucu mol bul
bul unmameéet®°adre. mbdnagebeli k ©°yk¢gseg 11l e patol
araseéendaki Pl kki i statistiksel ol arak anl am

Gravide i1 e patol oj i sonucu mo | bul gus
saptanmaméxteéer (p>0, 05)

Parite il e mol bul gusu araseéndaki I
O olan hastalarén mol bul gusu orané 1 ve 2
Paritesi 2 olan hastalaréen mod¢ day dyas sdua h & ed 3k
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Abort °yke¢gse 11 e mol bul gusu araséndaki il ik
ol mayan hastalarén patolojide mol bul gusu or
ol arak daha y¢ksektir.

Tablo 5: Pat ol oj i sonucu mol tiplerine g°°re
ortal ama dajeéel éeml ar é

Mol Tipi
Komplet Mol Parsiyel Mol p de
n |Ortal amaNStgn |Ortal amaNSt

Gebelik |72|/5, 63N0, 911 |67 |7, 42N2, 571 |<0,001*

Anne °y ak|9 92 |28, 4N7, 263 |0,004*
b hCG D¢l 96 92 (177787, 6 N15/0,173

‘Baj eéms ez ¥est ®ROIOE M T

Hastal arén tané anéeéndaki gebeli k haftalar
mol de 5, 63N0, 911 olarak saptande. Gebeli k h
farkl el ékl ar i statisti ksel ol ar aekb ed n lka nH a&fdtée
ortal amasé parsiyel mol tipi gebelik haftase
daha d¢kegktor .

Kompl et mol tanésé konulan kadénl arda ann
mo | tanéel é kadeéenl ar da anne y ake ortal ama
ortal amasénén mol tipine g°re g°st e004).7 i fart
Buna g°re komplet mol tipi anne yaké ortala
i statisti ksel ol arak anlamlée d¢zeyde daha dg¢

b hCG d¢zeyi il e mol tipi (komplet/ parsiy
dejildir (p=0,173).

Tablo6: Pat ol oji sonucu mol bulgusu ile anne
Anne Y a K| Patolojide Mol Bulgusu o deferi

Var Yok
<20 68(73,10) 25(26,90)
21-40 257(64,90) 139(35,10) 0,303
41+ 21(63,60) 12(36,40)
Pat ol ojide mol bul gusu varl éjJé anne yakeé@

(p=0,303).
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Tablo7: Patoloji sonucu mol bul gusuna g°re Kk

Kan Grubu Patolojide Mol Bulgusu deier |
Var Yok P J

0 88(25,40) 56(31,30)
A 145(41,90) 71(39,70) 0403
B 76(21,90) 35(21,10) ’
AB 37(10,80) 14(7,90)

Tablo8: Patol oji sonucu mol alt tipleri ve Kk

Mol Tipi
b

Kan grubu Komplet mol n(%) Parsiyel mol n(%) pde]
0 39(40,6) 16(17,4)
A 33(34,4) 40(43,5) N
B 21(21,9) 17(18,50) <0,001
AB 3(3,1) 19(20,7)
bPearson KKare, *p<0,05

Patol oji de mo | bul gusu k an grubuna go°r e
g°stermemektedir (pebDand@B)paFakpel moée kROMmptke
hastal ar kéeyasl andéj énda; kompl et mo | taneésé¢
ger ¢l ¢rken; parsiyel mo | tanésé alan hast al
i statisti kse(p<O®@01l)ar ak anl aml édeéer

Tablo9 Patolojide mol bul gusuna g°re TSH, s

o Patolojide Mol Bulgusu

Tiroid

Fonksiyon | Var Yok p de

Testi Ortal ama Ortal ama

n n
Sapma Sapma

TSH - -

_ . |76 |1, 46 NO, 9|47 1, 97N2, 9|0,039*

D¢zeyi

Serbest T3 |76 |3, 82 N1, 8|4 3,69N1, 0/0,487

SerbestT4 (73 |1, 36 NO, 8|4 1,24N0, 6/0,185
‘Baj € ¥hs a e k {Testm*pd0,05

TSH d¢zeyli patol ojide mol bul gusu varl éefj
raj men (p=0,039), serbest T3 ve serbest T4 ¢
anlamle farkleéelek g°stermemektedir (p>0, 05) .
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Tablo 10: Patoloji sonucu mol gebelik olan hastalarda hipertiroidi ve hipotiroidi

daj el eml ar é

TSH Sekl ék (|Y¢gzde (%
Hipertiroidi mevcut 95 18,2
Hipotiroidi mevcut 11 2,1
Patol oj i sonucu mol gebeli k ol an hastala
hipotiroidi mevcuttur.
Tablo11l: Patol oj i bul gusuna g°re GTN bul gusu
PatolojiBulgusu | Sékl €éGTN say|GTN y¢zd
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
¢tal ékmada incelenen toplam 522 hastanéen 1
Pat ol oj i bul gusu gebeli k materyal:i ol arak d
hidatiform ol arak dejerlendiril émno9®2hdatsam
16inde GTN gelikmikKtir Patol oj i sonucu mo
hastanén 106unda GTN gel i kmi«ktir. Patol oji s

Tablo12 GTN tiplerinind aj €l € mé

GTN sénéflandérmasé|Sékl é
Knvaziv Mol Hidatif |4
Pl asent al Site Trof |2
Koryokarsinoma 1
GTN (alt tip belirt]|l11
Toplam 18
Hastal arén takip ve tedavi s¢re-lerinde t
hastanén 30¢n¢é¢n histerekt omi sonraseé patol oj
hasta i se kompl et mo | hidatiform todmauxeé wlea
ameliyat patol oji sonucunda GTNO6 ye rastl anr
takiplerinde anlamlé d¢k¢gk ol an ve takipleri
taburcu edil mik, taburculukméewnémaséeTalhart al lé
takipleri sérasénda tanésée konulan ol gul ar |l &
dejerlendirilmiktir. GTN ol gul arénén 206si P
Koryokarsi noma ol aorlgkltaanég sael me&mtéed rl ;a nkda&lrand ma
GTN ol gul aré, hastalarén taburculuk sonrasé
i -in klinik olarak GTN tanésé Kkonudorkalojiol gul
b°1l ¢ m¢ nadtee rkaepm  pr ot okel | er i uygul anmext eér .
¢al ékmaméeézda bakélan t¢m hastal arén akci]j
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Tablo13: Pat ol oj i bul gusunun GTN varl éjéna g
GTN Varl ejeé
Patoloji Bulgusu GTN () GTN (+) p dej €
Sekyé&kde (nSéky e&xde(
Gebelik Materyali 90(17,90) 3(16,70)
Mol Hidatiform 230(45,50) 10(55,50)
Komplet Mol 93(18,50) 3(16,70) 0,056
Parsiyel Mol 91(18,10) 1(5,55)
Koryokarsinoma 0 1(5,55)
Patolojb ul gusuna g°re GTN geli kme durumu araseénd
(p= 0,056).
Tablo14: GTN gel i ki mi Il e obstetrik °yk¢ ar a:
. GTN Varl ej e
ObstetrlkG_l_N+ GTN- p dej ¢
Ektopik Gebelik + |0 12(2,40) 0989
Ektopik Gebelik - 18(100) 492(97,60) ’
Abort ©°yk]|950,0) 150(29,8) 0067
Abort 2 ykj950,0) 354(70,2) ’
Mol ¥ykg¢s 2(11,10) 19(3,80) 016
Mol ¥y k¢ s|16(88,90) 485(96,20) ’
Fi sherds Exact Test, p<0, 05
Ektopi k gebeli k °yk¢gseg (p=0,989), abort °ykyg
varl éje istatistiksel olarak ilikkili dejild
Tablo15: GTN gel i ki mi il e hipertiroidi arase.|
. . GTN Varl ej é
Hlpert|rOGTN+ GTN- p dej e
Hipertiroidi + 4(22,2) 91(18,1) 0754
Hipertiroidi - 14(77,8) 413(81,9) '
Fisherds Exact Test, p<0, 05
Hi pertiroidi varlejé ile GTN varl éjée istatis

5. TARTI k MA

Birinci trimestaeasda yhpéhanstal ar é
tane konabi |l mi ktir. Chel | vV e arkoénen
duyarl el é]jé& %75,08b2) .arkhikr lsape aamekd @é&n
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mol ar gebel ikl erin ul trason il e t anénma or
-al ekxkmamézda dijer - al @k masleakr a s agp®traen md 8 ¢ a € h
-al ekmamézén daha ge¢ncel ol masée ol abilir. G
teknolojisinin daha ileri seviyede ol masé ve
i maj ve trofoblastik dokuyu daha 1iyi ayeéert
neden klinijimize bakvur an h a eléria takspkenyni@ s é n é n
klinijimizde daha sék ve d¢gzenli yapél masé o

¢al ékmamézda t¢m vakal ara sucti on k¢ereta
sonrasénda her hangi bir komplikasyon izl enme
hastal ékl arén tedavisinde di kkat evealtéendaanv it eid-
uygul anmal éder
¢tal @ékmaméza g°re abort °yk¢se¢ ol mayan ol gul a
yé¢ksek saptanméecxkt eéer . Bruce ve arkoénénn yapt €
ol an kadénl ar én, spontan abor t2Bs cklama yaarnt ékka doé
rapor edilmiktir (127) ¢al @ékmaméz bu konuda
¢tal @ékmaméezda mol gebeli k ©°ykg¢sye, mo | gebel.i
hidatiform i-in risk fakt°%r¢ olarak saptanm
gebede yapteje bir al exmada, dahaTHn e kisk i
or ane2b%wldlrasénda ol duj unu biIdirmiKtir (128)
hastal arén %1, 506de rek¢rren molar gebeli k g°
uyumlu ol arak sonu-Ilanmékter

Mo | gebeli k °yk¢gsegnegn mol hidati formda ri
geneti k bir defekte bajlée tekrarl ayan mol ol
mo | gebeli k ol gularénda hast al araldrdalagdevanet i k n

etmektedir. (130)

da mol gebelik ol gul ar é4Ma ymxk é |
fakat patol oji de mo | bul gus
. Buna rajmen kompl etmomol ol
g e daha kRalkmerol de] ar kadakl are&
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Neel akanthi ve arkadakl aré ise hastalarén mo
12 hafta olarak belirtmiklerdir (138).

Bizim -al é&kmamézda mol gebelik tespit edi
g°re daha erken tespit edi |l mi ktir. Buna ek
parsiyel mol den daha d¢keé¢k ol ar akdnepniamdree K
GTH taneésé al maséneén nedeni génegmegzdeki g ¢l
ol maséna bajl é olabilir. Ayréca komplet mol
haftasénda tespit edil mesi nrusnboyotendnegastasyon&l o mp | e
yaktan daha be¢yéKk saptanmaseée vV e fetal do
dejerlendirilebilir.

¢tal ekxkmamézda kompl et mo | tanésé al mék ha
go°r ¢l ¢rken; parsiyel mol tanésé alan hastal a
bir -alékmasénda mol hi datiform gebled¢ijkelnes de
bildirilmiktir (139).

¢al ékmameézda hastal ar én tiroid fonksiyol
hipertiroidi tespit edildi. ¢al éekmada mol ge
1,97 mlU/ mL iken; serbest T3 ortaladBbang/die] er i
ol arak bulunmuktur. tal ekmaméza g°re hastad:
il i kki mevcuttur. Braga ve ark.oéonén yapteje
vajinal kanama, hi pertirdiacdim@mtee griedd®Rl ammd
konuda I|iterate¢grl e uyumlu ol duju gor el megkter
ol duju i1T-in bu biyokimyasal benzerl ik nede
bajl anarak hipertiroilditzmattgbldes umrear crue d aar I1
hipertirodizm tablosu GTHOta anlamlé ol masé
bul unamaméxt éer . Sun vV e arkadaxkl!l ar é mo | hi d
hipertiroidinin post molar GTN riskini dlei Kkt i r medi J i ni rapor | améck
-aléekmaméezén |iterate¢grle uyumlu sonu-1 arénda

¢tal ékmaméeézda GTN geli kme orané %3, 44 ol ar
mol gebelik olarak raporlanan hastalarda %2,68 olarak, patoloji sonucu normal gebelik
mat ervyal. olan hastalarén ise %0,57 ol arak h

GTN geliken hastal ar én patol oj i sonucune
materyalii, %77, 7561 mo | hidatifor m, %5, 550
gel i ken hasta insidansé |literat¢rdes@hdaee6pao
%250 i nor mal gebeli k (term gebeli k sonrasénd
ektopi k gebeli k ve d¢k¢k sonrasé ol ukmuktur
parsiyel mol kéyasl andé] énda k&T N sgepltiaknimaimeélke
ve arkadakl|l arénén yapteéejé -aléekmaya g°re kol

)
gel i kme r i s k20 ves¥0yslaGkeiyrl (al 49%1)5. GTN geli ki mde
uyuml u ol mamaséneén sakbie bmo Ip aalotl otjiipis omeul-il ralres

fazla ol maséndan ol abilir.

¢tal ékmamézén g¢-1¢ tarafe, dijer -al ékmal
-al ekmanén Kzmir ilindeki 3. basamak en don.
Ancak -al ékmamémézén eksik y°nl ermamalsa&z éveha
dejerl endirmemizin retrospektif elde edil en
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Hastal arén 1ilud tbhbasvovuondal ammodndhai dati form ol
-al ekxkmaméezda dijer yapélan -al éexkmal ara g°r e
hidati form saptanan hastalarda ge-iril mik m
faktor¢ ol dujuwl Isiappatra nkneecké@ relrar dia daha fazl a
sayeéseyla korele ol arak mol gebeli k insidans
ol gul arda abort °yk¢gse¢e ol anl ara. gtakémmadmagz
dijer -al ekxmal ara g°re hastalara daha erker
konul duju tespit edi | mi ktir. Kompl et mo | V €
gebeli kte daha erken gebeli k uhasfatpd saegmeExt @ol
mol ol gul aré parsiyel mol olgularéna g°re da
mol gebeli kte O kan grubu daha séek g°r ¢l ¢r ke
rastl anmécxkt er Ayriegk avaloal ahriédnadtai f toe tmk igke be é
al éndéejénda hastalarda subklinik hipertirodi

Hastaléekla i1 gild] daha detayl e tané ve ri
geni kK serilerle ile yapélacak prospektif - al
alanéendaki -al ékxmal ar i1l e Ilhiatsdradtekr dh akk&klear d-ao
bilgi elde edinilebilir.
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S-55 Approach To Incidentally Detected Unicornuate Uterus Rudimentary Horn
Anomaly

Mesut Bala'
1 S.b.¢. Gazi Yaxkargil Ejitim Arackt

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.
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S-56 A Complication Of B-Lynch Uterine Compression Suture Which Is Resulting With
Uterus Necrosis, A Case Report

Mesut Bald, Berfin Bulut!, E mi n & Abdudah Acat, Sedaid k g'° |
1 Saglék Bilimler:i University Gazi Yakar

Kntroduction

Postpartum hemorrhage (PPH) is one of the leading causes of maternal mortality and morbidity
worldwide, and PPH is responsible for-26% of maternal deaths worldwide each year. The
most common cause of primary PPH is uterine atony. In postpartum at@sytbhas 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 surgicaigrures. 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 afteconservative 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-layracB suture is applied

to the patient in order to control the bleeding caused by atony in tiemtpaho 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 famere 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 blynch suture was obsemén 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 andigated. 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 bizyBch in 1997, the surgical
management of uterine atony has changed worldwide. Due toltyadB suture is aiterus
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 rgpedtions 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.
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