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AIMS AND SCOPE

Turkish Journal of Obstetrics and Gynecology (former Tiirk
Jinekoloji ve Obstetrik Dernegi Dergisi) is the official peer-reviewed
publication of the Turkish Society of Obstetrics and Gynecology and
is published quarterly on March, June, September and December.
It is an independent peer-reviewed international journal printed in
English language since 2014 September. Manuscripts are reviewed
in accordance with "double-blind peer review" process for both
referees and authors.

The target audience of Turkish Journal of Obstetrics and Gynecology
includes gynecologists, obstetricians, urogynecologists, reproductive
medicine specialists, gynecological oncologists and primary care
physicians interested in gynecology practice. It publishes original
work on all aspects of obstetrics and gynecology. The aim of Turkish
Journal of Obstetrics and Gynecology is to publish high quality
original research articles. In addition to research articles, reviews,
editorials, letters to the editor and case presentations are also
published.

The General Guidelines for manuscript preparation specified below
are based on "Recommendations for the Conduct, Reporting,
Editing, & Publication of Scholarly Work in Medical Journals (ICMJE
Recommendations)" by the International Committee of Medical
Journal Editors (2013, archived at http://www.icmje.org/).

Turkish Journal of Obstetrics and Gynecology is indexed in Web
of Science-Emerging Sources Citation Index (ESCI), EBSCO, DOAJ,
Index Copernicus, Scopus, CINAHL, Google Scholar, Tiibitak/Ulakbim
Turkish Medical Database, Turk Medline and Turkiye Citation Index.

Open Access Policy

This journal provides immediate open access to its content on
the principle that making research freely available to the public
supporting a greater global exchange of knowledge.

Open Access Policy is based on rules of Budapest Open Access
Initiative  (BOAI) http://www.budapestopenaccessinitiative.org/.
By “open access” to [peer-reviewed research literature], we mean
its free availability on the public internet, permitting any users to
read, download, copy, distribute, print, search, or link to the full
texts of these articles, crawl them for indexing, pass them as data
to software, or use them for any other lawful purpose, without
financial, legal, or technical barriers other than those inseparable
from gaining access to the internet itself. The only constraint on
reproduction and distribution and the only role for copyright in
this domain, is given to authors to retain control over the integrity
of their work and the right to be properly acknowledged and cited.

This journal is licensed under a Creative Commons 3.0 International
License.

Permission

Permission required for use any published under CC-BY-NC license
with commercial purposes (selling, etc.) to protect copyright owner
and author rights). Republication and reproduction of images
or tables in any published material should be done with proper

citation of source providing author names; title of the article;
journal's name, year (volume) and page numbers of publication;
copyright year of the article.

Financial expenses of the journal are covered by Turkish Society of
Obstetrics and Gynecology.
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an account. This system allows online submission and review. For
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journal content and at www.tjoddergisi.org

Disclaimer

The statements and opinions expressed contained in the articles of
the Turkish Journal of Obstetrics and Gynecology are solely those of
the individual authors and contributors not of the Turkish Society
of Obstetrics and Gynecology or Galenos Yayinevi.

Advertising

Enquiries concerning advertisements should be addressed to
Editorial Office or Publisher:

Editorial Office
Editor in Chief: Eray Caliskan, M.D.

Address : Cetin Emec Bulvar Hirriyet Caddesi Harbiye Mahallesi
1/13 Ovecler, Ankara - Turkey

Phone :+90 (312) 481 06 06
Fax 1 +90 (312) 481 28 28
E-mail :info@tjod.org

Publisher

Galenos Yayinevi Tic. Ltd. Sti.

Address : Molla Girani Mah. Kagamak Sk. No: 21/1 34093
Findikzade, Istanbul - Turkey

Phone  :+90212 62199 25

Fax 1 +90 212 621 99 27

E-mail :info@galenos.com.tr

The journal is printed on acid-free paper.

A-lll



TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

INSTRUCTIONS FOR AUTHORS

The "Turkish Journal of Obstetrics and Gynecology" is the official
publication of the Turkish Society of Obstetricians and Gynecologists. The
journal is published quarterly (March, June, September and December)
in English and publishes original peer-reviewed articles, reviews, case
reports and commentaries in the fields of gynecology, gynecologic
oncology, endocrinology and reproductive medicine and obstetrics.
The journal gives publication priority to original research articles over
case reports. Reviews are considered for publication only if they are
prepared by authors who have at least three published manuscripts in
international peer-reviewed journals on the topic of the review and
these studies should be cited in the review. Otherwise only invited
reviews will be considered for peer-review from qualified experts in
the area.

The “Turkish Journal of Obstetrics and Gynecology” is a peer-reviewed
journal and adheres to the highest ethical and editorial standards. The
editors also adhere to the Committee on Publications Ethics (COPE)
recommendations (http://publicationethics.org).

The journal should be abbreviated as Turk J Obstet Gynecol when
referenced.

Turkish Journal of Obstetrics and Gynecology does not charge any
article submission or processing charges.

Turkish Journal of Obstetrics and Gynecology is indexed in Emerging
Sources Citation Index (ESCI), EBSCO, DOAJ, Index Copernicus, Scopus,
CINAHL, Google Scholar, Tiibitak/Ulakbim Turkish Medical Database,
Turk Medline and Turkiye Citation Index.

Submission of Manuscripts

Turkish Journal of Obstetrics and Gynecology has specific instructions
and guidelines for submitting articles. Those instructions and
guidelines are readily available on the submission service site. Submit
all manuscripts through the journal's web page at www.tjoddergisi.org.
New users should first create an account. Once a user is logged onto
the site, submissions should be made via the Author Centre. Download
the Instructions to Authors for detailed notes on how to prepare your
manuscript.

Manuscripts submitted via any other medium will not be evaluated.
During the submission please make sure to provide all requested
information to prevent any possible delays in the evaluation process.
Only those submitted articles are not currently being considered by
anotherjournal, or have not been previously published, will be considered
for publication in Turkish Journal of Obstetrics and Gynecology. The
submitted articles are firstly evaluated over by the non-baised editors.
The articles that meet the originality and other requirements of the
journal are peer-reviewed by the national or international referees.
Acceptance for publication is based on significance, novelty, and
quality of the article.

Authors who have any queries regarding the submission process can
contact the journal's editorial office:

Cetin Emec Bulvari Harbiye Mahallesi Hiirriyet Caddesi 1/3 Ovecler/
Ankara.

Phone number: +90 (312) 481 06 06
E-mail: editor@tjod.org

Editorial Policies

All manuscripts will be evaluated for their scientific contribution,
originality and content by the editorial board. Only those submitted
articles are not currently being considered by another journal, or have
not been previously published, will be considered for publication in
Turkish Journal of Obstetrics and Gynecology. Authors are responsible
for the accuracy of the data presented in their manuscript. The
journal retains the right to make appropriate changes on the grammar
and language of the manuscript when needed. When suitable the
manuscript will be send to the corresponding author for revision. The
manuscript, if accepted for publication, will become the property of
the journal and copyright will be taken out in the name of the journal.

Peer-review

Turkish Journal of Obstetrics and Gynecology is an independent
international journal based on double-blind peer-review principles.
The manuscript is assigned to the Editor-in-Chief, who reviews the
manuscript and makes an initial decision based on manuscript quality
and editorial priorities. These manuscripts then sent for external peer-
review, the Editor in Chief assigns Associate Editor. The Associate Editor
sends the manuscript to the 3 reviewers internal and external reviewers.
The reviewers must review the manuscript in 21 days. Associate Editor
recommends decision based on the reviewers' recommendations and
sends the manuscript to the Editor-in-Chief. The Editor-in-Chief makes
a final decision based on editorial priorities, manuscript quality and
reviewer recommendations. If there are any conflicting recommendation
of reviewers, Editor-in-Chief can assign a new reviewer. The scientific
board guiding the selection of the papers to be published in the journal
consists of elected experts of the journal and if necessary, selected from
national and international experts in the relevant field of research. All
manuscripts are reviewed by the editor, section associate editors and
at least three internal and external expert referees. All research articles
undergo review by statistics editor as well.

Full text of all articles can be downloaded at the web site of the journal:
www.tjoddergisi.org

Authorship

The role of authorship in Turkish Journal of Obstetrics and Gynecology
is reserved for those individuals who meet the criteria recommended by
the International Committee of Medical Journal Editors (ICMJE; http://
www.icmje.org). Describe each authors’ contribution by using ICMJE's
criteria: substantial contributions to the conception or design; the
acquisition, analysis, or interpretation of data; drafting the work or
revising it critically for important intellectual content; final approval
of the version to be published; agreement to be accountable for all
aspects of the study in ensuring that questions related to the accuracy
or integrity of any part of the work are appropriately investigated and
resolved. The statement about the authors' contributions should be
placed in the cover letter. All persons who contributed to the work, but
not sufficiently to be authors, must be acknowledged.

Cover Letter

Cover letter to the editors addressing the following points:
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INSTRUCTIONS FOR AUTHORS

The authors' intent to submit solely to Turkish Journal of Obstetrics
and Gynecology.

- Verification that the manuscript is not under consideration elsewhere,
and indication from the authors that it will not be submitted elsewhere
until a final decision is made by the editors of Turkish Journal of
Obstetrics and Gynecology.

- The declaration of transparency from the corresponding author.
Clinical trial registration, if applicable.
Institutional review board (IRB) approval or exemption.
Informed consent.

- Any explanations related to reporting guidelines.

- The statement about the authors' contributions.

Preparation of Manuscripts

The “Turkish Journal of Obstetrics and Gynecology” follows the
Recommendations for the Conduct, Reporting, Editing, and Publication
of Scholarly Work in Medical Journals” (International Committee of
Medical Journal Editors - http://www.icmje.org/). Upon submission of
the manuscript, authors are to indicate the type of trial/research and
provide the checklist of the following guidelines when appropriate:

CONSORT statement for randomized controlled trials (Moher D, Schultz
KF, Altman D, for the CONSORT Group. The CONSORT statement revised
recommendations for improving the quality of reports of parallel group
randomized trials. JAMA 2001; 285: 1987-91) (http://www.consort-
statement.org/),

PRISMA for preferred reporting items for systematic reviews and meta-
analyses (Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group.
Preferred Reporting Items for Systematic Reviews and Meta-Analyses:
The PRISMA Statement. PLoS Med 2009; 6(7): €1000097.) (http://www.
prisma-statement.org/),

STARD checklist for the reporting of studies of diagnostic accuracy
(Bossuyt PM, Reitsma JB, Bruns DE, Gatsonis CA, Glasziou PP, Irwig LM,
et al, for the STARD Group. Towards complete and accurate reporting
of studies of diagnostic accuracy: the STARD initiative. Ann Intern Med
2003;138:40-4.) (http://www.stard-statement.org/),

STROBE statement-checklist of items that should be included in reports
of observational studies (http://www.strobe-statement.org/),

MOOSE gquidelines for meta-analysis and systemic reviews of
observational studies (Stroup DF, Berlin JA, Morton SC, et al. Meta-
analysis of observational studies in epidemiology: a proposal for
reporting Meta-analysis of observational Studies in Epidemiology
(MOOSE) group. JAMA 2000; 283: 2008-12).

CARE guidelines are designed to increase the accuracy, transparency,
and usefulness of case reports. (Gagnier JJ, Kienle G, Altman DG, Moher
D, Sox H, Riley D; the CARE Group. The CARE Guidelines: Consensus-
based Clinical Case Reporting Guideline Development.) (http://www.
care-statement.org/)

Human and Animal Studies

Manuscripts submitted for publication must contain a statement
to the effect that all human studies have been reviewed by the

appropriate ethics committee and have therefore been performed in
accordance with the ethical standards described in an appropriate
version of the 1964 Declaration of Helsinki, as revised in 2013 (http://
www.wma.net/en/30publications/10policies/b3/). It should also be
stated clearly in the text that all persons gave their informed consent
prior to their inclusion in the study. Details that might disclose the
identity of the subjects under study should be omitted. In case of
usage of any image media that potentially can expose patients'
identity requires obtaining permission for publication from the
patients or their parents/guardians. Experimental animal studies
should be presented with the disclosure of the appropriateness to the
institutional/national/international ethical guides on care and use of
laboratory animals.

Reports of animal experiments must state that the "Principles of
laboratory animal care" (NIH publication No. 86-23, revised 1985) were
followed, as well as specific national laws where applicable.

The editors reserve the right to reject manuscripts that do not comply
with the above mentioned requirements. The author will be held
responsible for false statements or for failure to fulfill the above
mentioned requirements.

Authors must provide statement on the absence of conflict of interests
between authors and provide authorship contributions and declare if
any financial/material support.

Copyright

The author(s) transfer(s) the copyright to his/their article to the Turkish
Journal of Obstetrics and Gynecology effective if and when the article
is accepted for publication. The copyright covers the exclusive and
unlimited rights to reproduce and distribute the article in any form
of reproduction (printing, electronic media or any other form); it
also covers translation rights for all languages and countries. For U.S.
authors the copyright is transferred to the extent transferable.

After receiving and accept decision for publication, submissions must
be accompanied by the "Copyright Transfer Statement”. The form is
available for download on the journal's manuscript submission and
evaluation site. The copyright transfer form should be signed by all
contributing authors and a scanned version of the wet signed document
should be submitted.

Manuscript Structure

All manuscripts must be submitted as Microsoft Word (.doc or .docx)
files. All manuscript pages (including references, tables, and figure
legends) must be double-spaced. Use a standard, 12-point typeface
such as Times New Roman. Top, bottom, and side margins should be set
at 1 inch. Authors must include the following in the manuscript file:

Title Page

A separate title page should list;

-The manuscript title, which should contain no more than a total of 100
characters (counting letters and spaces) and should not be declarative;
do not use abbreviations or commercial names in the title.

- A short title of no more than 50 characters, including spaces, for use
as a running foot.
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- Allauthor name(s), institutional, corporate, or commercial affiliations,
and up to two major degree(s).

- Corresponding author's name, address, telephone (including
the mobile phone number), fax numbers and e-mail address (the
corresponding author will be responsible for all correspondence and
other matters relating to the manuscript).

Precis

The precis is a one-sentence synopsis of no more than 30 words that
describes the basic findings of the article. Precis sample can be seen
below:

'Using a 45 point questionnaire, we have evaluated the trend of Robotic
surgery training in the gynecologic surgery fellowship programs across
the nation’

Abstract

All manuscripts should be accompanied by an abstract. All information
in the abstract should be consistent with the information in the text,
tables, or figures. Avoid use of commercial names in the abstract.
Original research reports should have a structured abstract of no more
than 250 words, using the following headings:

- Objective: Main question, objective, or hypothesis (single phrase
starting with, for example, “To evaluate..." or “To estimate.” [never start
with “To determine."]).

- Materials and Methods: Study design, participants, outcome
measures, and in the case of a negative study, statistical power.

- Results: Measurements expressed in absolute numbers and
percentages, and when appropriate indicate relative risks or odds ratios
with confidence intervals and level of statistical significance; any
results contained in the abstract should also be presented in the body
of the manuscript, tables, or figures.

- Conclusion:
implications.

Directly supported by data, along with clinical

Authors from Turkey or Turkish speaking countries are expected to
submit a Turkish abstract including subheadings such as "Amag, Gerec¢
ve Yontemler, Bulgular, Sonuc” The abstract of Authors whose native
language is not Turkish will be provided free of charge translation
services into Turkish language.

A structured abstract is not required with review articles and case
reports.
Keywords

Below the abstract provide 3 to 5 keywords. Abbreviations should not
be used as keywords. Keywords should be picked from the Medical
Subject Headings (MeSH) list (www.nIm.nih.gov/mesh/MBrowser.html).

Turkish abstracts should have keywords “Anahtar Kelimeler" picked
from www.atifdizini.com under “Tiirkiye Bilim Terimleri" link.

Several types of articles can be submitted for publication in Turkish
Journal of Obstetrics and Gynecology: Original research, case reports,
systematic reviews, current commentaries, procedures and instruments,
and letters. Stated word counts and page limits were shown in Table 1.

Copyright transfer forms, the cover letter, and figures do not contribute
to the page limits.

Table 1. Manuscript length at a glance

Article type Abstract Manuscript Word Maximum  Maximum
Length Count* Number of  Number of
Authors References®
Original Research 250 words 5,500 words NA 30
(~22 pages)¥
Case report 150 words 2,000 words 4 8
(~8 pages)
Systematic 300 words 6,250 words 4 60
review (~25 pages)
Current 250 words 3,000 words 4 12
commentary (~12 pages)
Procedure and 200 words 2,000 words 4 10
Instruments (~8 pages)
Letters NA 350 words 4 5

*Manuscript length includes all pages in a manuscript (ie, title page, abstract, text, references, tables,
boxes, figure legends, and appendixes). ®Suggested limit. *The Introduction should not exceed 250 words.
~approximately; NA, not applicable.

Original researches should have the following sections;

Introduction

State concisely the purpose and rationale for the study and cite only
the most pertinent references as background. Avoid a detailed literature
review in this section.

Materials and Methods

Describe the research methodology (the patients, experimental animals,
material and controls, the methods and procedures utilized, and the
statistical method(s) employed) in sufficient detail so that others could
duplicate the work. Identify methods of statistical analysis and when
appropriate, state the basis (including alpha and beta error estimates)
for their selection. Cite any statistical software programs used in the
text. Express p values to no more than two decimal places. Indicate your
study's power to detect statistical difference.

Address "IRB" issues and participants informed consent as stated above,
the complete name of the IRB should be provided in the manuscript.
State the generic names of the drugs with the name and country of
the manufactures.

Results

Present the detailed findings supported with statistical methods. Figures
and tables should supplement, not duplicate the text; presentation
of data in either one or the other will suffice. Authors should report
outcome data as both absolute and relative effects since information
presented this way is much more useful for clinicians. Actual numbers
and percentages should be given in addition to odds ratios or relative
risk. When appropriate, number needed to treat for benefits (NNTb)
or harm (NNTh) should be supplied. Emphasize only your important
observations; do not compare your observations with those of others.
Such comparisons and comments are reserved for the discussion
section.




TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

INSTRUCTIONS FOR AUTHORS

Discussion

Begin with a description of what your study found in relation to the
purpose or objectives as stated in the Introduction. State the importance
and significance of your findings to clinicians and actual patient care
but do not repeat the details given in the Results section. Limit your
opinions to those strictly indicated by the facts in your report. Compare
your finding with previous studies with explanations in cases where they
differ, although a complete review of the literature is not necessary.

Study Limitations

Provide information on the limitations of the study. No new data
are to be presented in this section. A final summary is not necessary,
as this information should be provided in the abstract and the first
paragraph of the Discussion. Although topics that require future
research can be mentioned, it is unnecessary to state, “Further
research is needed.”

Conclusion
The conclusion of the study should be highlighted. The study's new and
important findings should be highlighted and interpreted.

Conflict of Interest

Authors must indicate whether or not they have a financial relationship
with the organization that sponsored the research.

The main text of case reports should be structured with the following
subheadings:

Introduction, Case Presentation,
Conclusion and References.

Discussion, Study Limitations,

References

References are numbered (Arabic numerals) consecutively in the order in
which they appear in the text (note that references should not appear
in the abstract) and listed double-spaced at the end of the manuscript.
The preferred method for identifying citations in the text is using within
parentheses. Use the form of the "Uniform Requirements for Manuscripts”
(http://www.icmje.org/about-icmje/fags/icmje-recommendations/).  If
number of authors exceeds seven, list first 6 authors followed by et al.

Use references found published in peer-reviewed publications that
are generally accessible. Unpublished data, personal communications,
statistical programs, papers presented at meetings and symposia,
abstracts, letters, and manuscripts submitted for publication cannot be
listed in the references. Papers accepted by peer-reviewed publications
but not yet published ("in press”) are not acceptable as references.

Journal titles should conform to the abbreviations used in "Cumulated
Index Medicus".
Examples

Journals; Zeyneloglu HB, Onalan G. Remedies for recurrent implantation
failure. Semin Reprod Med 2014;32:297-305.

Book chapter; Ayhan A, Yenen MC, Dede M, Dursun P, Gultekin M. How
to Manage Pre-Invasive Cervical Diseases? An Overview. In: Ayhan A,
Gultekin M, Dursun P, editors. Textbook of Gyneaecological Oncology.
Ankara, Turkey: Gunes Publishing; 2010. p. 28-32.

Book; Arici A, Seli E. Non-invasive Management of Gynecologic
Disorders. In: Arici A, Seli E (eds). London: Informa Healthcare; 2008.

Tables and Figures

Tables should be included in the main document after the reference
list. Color figures or gray-scale images must be at minimum 300 DPI
resolutions. Figures should be submitted in "*tiff", “*jpg" or "*.pdf"
format and should not be embedded in the main document. Tables
and figures consecutively in the order they are referred to within
the main text. Each table must have a title indicating the purpose or
content of the table. Do not use internal horizontal and vertical rules.
Place explanatory matter in footnotes, not in the heading. Explain
all abbreviations used in each table in footnotes. Each figure must
have an accompanying descriptive legend defining abbreviations or
symbols found in the figure. If photographs of people are used, the
subjects must be unidentifiable and the subjects must have provided
written permission to use the photograph. There is no charge for color
illustrations.

Units of Measurement and Abbreviations

Units of measurement should be in Systéme International (SI) units.
Abbreviations should be avoided in the title. Use only standard
abbreviations. If abbreviations are used in the text, they should be
defined in the text when first used.

Revisions

Revisions will be sent to the corresponding author. Revisions must
be returned as quickly as possible in order not to delay publication.
Deadline for the return of revisions is 30 days. The editorial board
retains the right to decline manuscripts from review if authors'
response delays beyond 30 days. All reviewers' comments should be
addressed a revision note containing the author's responses to the
reviewers' comments should be submitted with the revised manuscript.
An annotated copy of the main document should be submitted
with revisions. The Editors have the right to withdraw or retract the
paper from the scientific literature in case of proven allegations of
misconduct.

Accepted Articles

Accepted articles are provided with a DOl number and published as
ahead of print articles before they are included in their scheduled issue.
Journal and Society Web sites:

www.tjod.org (Turkish Society of Obstetrics and Gynecology)
www.tjoddergisi.org (Turkish Journal of Obstetrics and Gynecology)

A-VII



TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

CONTENTS

Clinical Investigations

1 Early initiation and exclusive breastfeeding: Factors influencing the attitudes of mothers who gave birth in a baby-
friendly hospital
Emzirmeye baslama ve sadece anne siitiyle besleme: Bebek dostu bir hastanede dogum yapmis annelerin yaklasimlarini
etkileyen faktsrler
Elif Yilmaz, Fatma Doga Ocal, Zehra Vural Yilmaz, Meryem Ceyhan, Osman Fadil Kara, Tuncay Kigikézkan; Ankara, Amasya, Turkey

10 Evaluating the content and quality of intrapartum care in vaginal births: An example of a state hospital
Vajinal dogumlarda intrapartum bakim hizmetlerinin kapsam ve kalitesinin degerlendirilmesi: Bir devlet hastanesi 6rnegi
Zekiye Karagam, Déndi Arslan Kurnaz, Gizem Gines; Aydin, Turkey

18  Prevalence of gestational diabetes mellitus according to the different criterias
Farkli kriterlere gére gestasyonel diyabet prevalansi
Evren Akgél, Sedat Abusogl, Faik Deniz Gin, Ali Unli; Sanhurfa, Konya, Turkey

23  The significance of reverse flow in ductus venosus between sixteen and twenty weeks’ gestation
On altinci ve yirminci gebelik haftalari arasinda degerlendirilen duktus venozus ters akiminin 6nemi
Goékhan Karakog, And Yavuz, Serenat Eris Yalgin, Mehmet Ozgir Akkurt, Nuri Danisman; Ankara, Isparta, Turkey

28  The incidence, risk factors, and mortality of preterm neonates: A prospective study from Jordan (2012-2013)
Preterm yenidogan insidansi, risk faktérleri ve mortalitesi: Urdiin’den prospektif bir calisma (2012-2013)
Nadin M. Abdel Razeq, Yousef S. Khader, Anwar M. Batieha; Amman, Irbid, Jordan

37  The relationship between fecal incontinence and vaginal delivery in the postmenopausal stage
Postmenopozal dénemde gérilen fekal inkontinanslarin vajinal dogumla iliskisi
Sileyman Kargin, Sami Cifci, Adnan Kaynak, Hiiseyin Ataseven, Cengiz Kadiyoran, Murat Cakir; Konya, Karaman, Turkey

45  Management of vesicovaginal fistulas after gynecologic surgery
Jinekolojik cerrahi sonrasi olusan vezikovajinal fistillerin yénetimi

Burak Tatar, Taylan Oksay, Fatma Selcen Cebe, Sedat Soyupek, Eviim Erdemoglu; Isparta, Turkey

52 Prognostic risk factors for lymph node involvement in patients with endometrial cancer
Endometrium kanseri hastalarinda lenf nodu tutulumu icin prognostik risk faktérleri
Tayfun Toptas, Tayup Simsek, Seyda Karaveli: Antalya, Turkey

58  Clinical analyses of successful and previously failed intracytoplasmic sperm injection cycle parameters in patients with
poor ovarian reserve
Diisiik over rezervli olgularda basarili ve basarisiz sikluslarin klinik analizi
Tayfun Kutlu, Enis Ozkaya, Pinar Kumru, Habibe Ayvaci, Belgin Devianoglu, llhan Sanverdi, Yavuz Sahin, Beyhan Saglam, Ates Karateke; Istanbul, Turkey

Review

64  Intra-cesarean insertion and fixation of frameless intrauterine devices
Cercevesiz rahim ici araglarin sezaryen esnasinda uygulanimi ve fiksasyonu
Ates Karateke, Abdulkadir Turgut, Ozkan Ozdamar, Ditk Wildemeersch; Istanbul, Turkey, Ghent, Belgium

Case Reports

67  Chondrosarcoma mimicking an adnexal mass: A very rare case report
Adneksiyal kitleyi taklit eden kondrosarkom: Cok nadir bir olgu sunumu
Hiseyin Caglayan Ozcan, Aynur Mustafa, Zehra Bozdag, Seyhun Sucu, Ozcan Balat; Gaziantep, Turkey

A-VIl



S

TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

CONTENTS

70  MayerRokitansky-Kuster-Hauser syndrome associated with rectovestibular fistula
Rektovestibiiler fistille iliskili Mayer-Rokitansky-Kuster-Hauser sendromu
Charu Tiwari, Hemanshi Shah, Mukia Waghmare, Kiran Khedkar; Mumbai, India

Letter to the Editor

74 A rare case of complete penoscrotal transposition with hypospadias in a newborn
Yenidoganda nadir gérilen bir anomali olarak komplet penoskrotal transpozisyon ve hipospadias
Faima Beyazif, Eren Pek, Hakan Aylang; Canakkale, Turkey




TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

LETTER FROM THE PRESIDENT

Dear Colleagues,

It is our pleasure and privilege to invite you to join the 25t European Congress of Obstetrics and Gynaecology which will be
held in the beautiful city of Antalya, between the 17th and 21st May 2017, in conjunction with the 15th Congress of Turkish
Society of Obstetrics and Gynecology.

These organizations will serve as invaluable opportunities to enhance our knowledge on the broad domains of obstetrics and
gynecology. They also promise to offer you unique opportunities to participate in top quality scientific programmes.

The European Board and College of Obstetrics and Gynecology (EBCOG) will also be running a second programme for
specialists; European Fellow in Obstetrics and Gynaecology EFOG-EBCOG in Antalya.

Doctors from anywhere in the world will be able to sit a “Knowledge Based Assessment” examination during congress. The
exciting social and scientific activities will be organized for participants in Antalya.

We thank all of our colleagues and Prof. Dr. Eray Caliskan for their contribution to this issue of journal.

We hope you will enjoy the meeting and we are looking forward to welcoming you to Antalya.

Sincerely
Ates Karateke, Prof. MD
President of TSOG
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EDITORIAL

Dear Colleagues,

This is the first issue of Turkish Journal of Obstetrics and Gynecology to be evaluated by PubMed Central. Our editorial team
is eager fo evaluate and respond to all pioneering research in the area of obstetrics and gynecology. Unfortunately due to
the limited number of articles published in the area our acceptance rate is decreasing and only those studies that contributes
significantly to the field of obstetrics and gynecology will be accepted.

There are two studies in this issue which may contribute to baby friendly hospital and mother friendly hospital strategy initiated by
the Ministry of Health of Turkey. One of them aims to evaluate the content and quality of the intrapartum care offered in vaginal
births in Turkey by Karacam et al. and the other one was conducted by Yilmaz et al. on the initation time of breastfeeding,
exclusive breastfeeding rates and complementary feeding practices during the first six months of life among mothers. Both issues
are utmost important fopics for perinatal practices and will guide the clinicians working in the area.

| am proud to anounce that this year a new course on how to prepare a guideline will be held. This course will be organised
by Prof. Dr. Berna Dilbaz as part of an education programme by Turkish Society of Obstetrics and Gynecology. Prof. Dr. Berna
Dilbaz is a member of our Editorial Board and those who want to join this course can mail to the Editor.

Increasing cesarean section rate and all preventive measures to increase vaginal delivery rate are hot topics. As an Editor in
Chief of the journal | would like to call for studies that address the problem in all aspects including malpractice claims, pregnant
womens opinions and obstetrician’s point of view.

Best wishes

Eray Caliskan, Editor
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Early initiation and exclusive breastfeeding: Factors
influencing the attitudes of mothers who gave birth in a
baby-friendly hospital

Emzirmeye baslama ve sadece anne siitiiyle besleme: Bebek
dostu bir hastanede dogum yapmis annelerin yaklasimlarini
etkileyen faktorler

Elif Yilmaz!l, Fatma Doga Ocall, Zehra Vural Yilmaz!, Meryem Ceyhanl, Osman Fadil Kara2,
Tuncay Kiucukozkan!

1Dr. Sami Ulus Maternity and Child Health and Diseases Training and Research Hospital, Clinic of Obstetrics and Gynecology, Ankara, Turkey
2Amasya University Faculty of Medicine, Department of Obstetrics and Gynecology, Amasya, Turkey

Abstract

Objective: To investigate the initation time of breastfeeding, exclusive breastfeeding rates, and complementary feeding practices during the first six months
of life among mothers who gave birth in a baby-friendly hospital.

Materials and Methods: A cross-sectional study was conducted with 350 mothers. Demographic characteristics, obstetric history and information about
breastfeeding initiation were collected at the hospital. Information about factors affecting breastfeeding duration and feeding practices of the infants were
obtained at the end of six months.

Results: Some 97.4% of the mothers initiated breastfeeding, 60.1% within the first hour. Exclusive breastfeeding was maintained for six months in 38.9%.
Low education levels of mother/father, random breastfeeding, rare breastfeeding at night, nipple problems, bottle/pacifier use, and lack of social support were
found associated with early cessation. Planned pregnancy [odds ratio (OR=2.02)] and vaginal delivery (OR=0.3) were found as the most important factors
in early initiation, whereas antepartum breastfeeding education (OR=7.17) was the most important factor for exclusive breastfeeding duration in the logistic
analysis. More than half (61.1%) of the infants were partially/bottle fed for six months; the most common reason was the belief that breast milk was insufficient.
Conclusion: Efforts to encourage mothers and society to breastfeed exclusively should be made as part of a primary public health strategy to prevent early
cessation of breastfeeding.

Keywords: Breastfeeding initiation, exclusive breastfeeding, complementary feeding

Oz

Amac: Calismanin amact bebek dostu bir hastanede dogum yapmus annelerin ilk emzirmeye baslama zamanlarini, yasamin ilk alt ayinda sadece anne sttt
verme oranlarini ve bebeklerini besleme uygulamalarini etkileyen faktorlerin arastirilmasidir.

Gerec ve Yontemler: Kesitsel tipteki bu ¢alismaya toplam 350 anne dahil edildi. Annelerin, demografik bilgileri, obstetrik dykiileri ve emzirmeye baslama
zamanlar ile bilgiler hastanede yattiklar donem icerisinde kaydedildi. Postpartum altinci ayda anneler tekrar aranarak, emzirme siiresini etkileyen faktorler
ve diger besleme yontemleri ile ilgili bilgiler elde edildi.

Bulgular: Annelerin %97,4’ti emzirmeye baslamis olup, ilk bir saat icerisinde bebegini emzirenlerin oram %60,1 olarak bulundu. Ik alu ay sadece anne
stittt verme orant %38,9 idi. Anne/babanin dustik egitim diizeyi, diizensiz emzirme, gece seyrek emzirme, meme ucu problemleri, emzik/biberon kullanimi
ve cevre desteginin olmayisi emzirmenin erken sonlanmasinda etkili faktorler olarak saptand. Lojistik analizde, planh gebelik [goreceli olasiliklar oran
(OR=2,02)] ve normal vajinal dogum (OR=0,3) erken emzirmeye baslamada, gebelikte emzirme egitimi alma (OR=7,17) ise ilk alt ay sadece anne stitit
ile beslemede en etkili faktorler olarak saptandi. Kismen/tamamen formtila alan bebeklerin orani %61,1 olup, en ¢énemli nedeninin annelerin stitlerinin
yetersiz oldugunu diistinmeleri oldugu saptand.

Sonug: Bir halk saghg; stratejisi olarak emzirmenin erken sonlanmasimin engellenmesi ve emzirme devamhhgmin saglanmasi icin gerekli caba harcanmals,
anneler ve toplum bilinclendirilmelidir.

Anahtar Kelimeler: Emzirmeye baslama, sadece anne stitti ile besleme, tamamlayici besleme
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Introduction

The recommendation of the World Health Organization (WHO)
is exclusive breastfeeding (EBF) of infants during the first six
months of life, and breastfeeding (BF) for two years or beyond
with complementary foods for achieving optimal growth
and health(D). In addition to providing essential nutrients to
infants, breastmilk has been shown to be related to decreased
sudden infant death syndrome, respiratory-gastrointestinal
tract infections, and allergic diseases, as well as a lower risk
of developing obesity, cardiovascular disease, diabetes, and
hematologic malignancies in future life(-9). Reduction in
postpartum blood loss due to increased uterine activity and
greater weight loss compared with mothers who bottle feed are
the reported benefits of BF for mothers(2.3).

Despite all recommendations of the WHO, the rates of initiation
and duration of BF are still far from expectations worldwide.
According to the United Nations Children’s Fund (UNICEF),
EBF rates for the first 6 months have not changed significantly
since 1990 and are around 36%®).

Various factors have been shown associated with both the
initiation and duration of BE It has been shown that advanced
age, higher maternal educational level, higher socioeconomic
status, BF education, social support, and an infant with
birthweight over 3 kg and >38 weeks gestation have a positive
affect on BF(®-1D. The belief of mothers that their milk is
inadequate, the failure to provide adequate information and
support from healthcare workers, breast problems due to
incorrect BE and the increased use of bottle-feeding/pacifiers
are important causes for early discontinuation of BF(7,12-14),
According to the Turkish Population and Health Survey
(TPHS) 2013 report, BF is very common in Turkey, with 96%
of children breastfed for some period. However, despite many
encouraging studies condected in our country, both early
initiation and exclusive BF rates are still far below the desired
levels. Only 50% of childen are breastfed within the first hour
and the median duration of EBF is only 1.2 months. The rate
of EBF during the first six months fell to 30.1% in 2013, which
was 41.6% in 2008(15,16),

The main objective of the present study was to determine
the initation time of BF and complementary feeding practices
during the first six months of life among Turkish mothers who
gave birth in a baby-friendly hospital, risk factors associated
with lack of early initiation, and EBE

Materials and Methods

A cross-sectional study was performed in the maternity ward
of a tertiary hospital, one of the major maternity centers in
Ankara, the capital of Turkey, between March and October
2015. A total of 350 mothers aged =20 years who gave birth in
the hospital participated in the study on a voluntary basis. The
exclusion criteria were multiple pregnancies, preterm births
(<37 weeks), foreign patients, women with health problems,
babies with health problems, and those who required the

2

neonatal intensive care unit or intubation. The study was
approved by the Kecitren Training and Research Hospital Local
Ethics Committee (approval no: 2012-KAEK-15/1073) and was
performed in accordance with the ethical standards described
in an appropriate version of the 1975 Declaration of Helsinki,
as revised in 2000.

Our hospital is a certificated baby-friendly institution and all
mothers are explained the benefits of breastmilk and given BF
education after delivery by lactation consultants.

After being informed about the study, informed written consent
was obtained from the mothers. A questionnaire consisting of
questions about demographic characteristics, obstetric history,
and BF history was completed by two research assistants 12-
24 hours after birth. The survey also investigated whether the
infant received prelacteal feeds and their nature. Information
about gestational age, birth weight, sex of the infant, and type
of birth were obtained from hospital records. When discharging
from the hospital, all patients were informed that they would
be called by the research assistant at the end of the sixth month
postpartum in order to get the infant’s nutritional information
and feeding practices. During this call, information about BE,
factors affecting BF and its duration, and feeding practices of
the infant were obtained.

Initiation time and related factors were assessed for over 350
patients. Assessments related to BF duration and EBF were
peformed with 329 patients, excluding the 21 patients that
could not be reached at the end of six months.

Definitions

Definitions included in the study:

-Early breasfeeding was defined as BF within one hour
postpartum.

-Initiation time of first breastfeed was the time at which the
baby was first breastfed after delivery.

-Exclusive breastfeeding was defined as BF only since birth and
no other supplemental fluids.

-Partial breastfeeding was defined as mainly BF combined with
supplemental foods.

-Bottle-feeding was defined as only feeding with formula or
non-human milk without BE

-Complementary feeding was defined as transition from EBF to
family foods.

Statistical Analysis

The analyses were performed using Statistical Package for the
Social Sciences software version 15.0 (SPSS Inc., Chicago, IL,
USA). Results are presented as mean + standard deviation
and n (%). The suitability of continuous variables to normal
distribution was analyzed using the Kolmogorov-Smirnov test.
Nominal data were expressed using cross tables depending
on initiation times before or after one hour, and EBF more
or less than six months. Differences between groups were
assessed using %2, Fisher or Yates tests for categorical variables.
Multivariate logistic regression analysis was used to determine
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which factor best predicted BF within one hour postpartum,
and which factor predicted EBF for six months. The Hosmer-
Lemeshow test was used to determine the goodness of fit of the
logistic regression model. A p value of <0.05 was considered
statistically significant.

Results

Socio-demographic and obstetric characteristics

The mean age of the study group at birth was 27.58+5.4 years
(range, 20-42 years), and the mean gestational age was 38.7+1.2
weeks (range, 37-41 weeks). The majority of the mothers were
housewives, 11.7% were working mothers, and 68.4% were
with their babies at home during the first six months. Regarding
education, 64% of the mothers were educated at primary school
or illiterate. Just under half (47.7%) of the women experienced
a vaginal delivery and 4% of the babies weighed <2500 gr. The
mean birthweight of babies was 3234.34+436.1 g (range, 2080-
4800 g), and 55.1% of the babies were girls.

Breastfeeding initiation and influencing factors

In total, 97.4% of the mothers in this study initiated BE Of
the 341 patients, 60.1% initiated BF within the first hour, and
22.6% within the second hour after birth. Of the mothers
who gave vaginal birth, 76.8% initiated BF within the first
hour, whereas this ratio was 44.6% in the cesarean group. The
mean first BF time was 1.67+1.0 hours postpartum (range, 1-6
hours), 1.33+0.7 hours for vaginal delivery, and 1.97+1.1 hours
in the cesarean group.

Table 1 shows the characteristics of the study group according to
the BF initiation time. Planned pregnancy and vaginal delivery
were found as factors that had an affect on the initiation time
of BE

Planned pregnancy and vaginal delivery were found as significant
factors for early BF in the logistic regression analysis (Table 2).
Early BF was significantly higher in the vaginal delivery group.

Breastfeeding patterns, rates and infant feeding practices of
the study group

Bottle feeding from birth was reported in 2.7% of the mothers,
88.3% of the mothers stated that breast milk was the first food
taken by the newborns, the rest of the newborns were fed with
other fluids before breast milk and then breastfed. The number
of mothers who stated that they stopped BF from the first to
fifth months were 12, 15, 29, 30, and 54 mothers, respectively.
Partial bottle feeding was disclosed by 61.1% of the mothers,
and 38.9% exclusively breastfed until six months from birth
(Table 3).

When the partial feeding group was asked why they were
giving formula/other drinks, the most common responses were
concerning the insufficiency of breastmilk (39.6%), a family
belief that the baby’s weight gain was inadequate (25.5%),
supplementing BF (21.9%), and convenience of the mother
(13%). EBF rates fell whereas partial/bottle feeding rates
increased as babies grew older (Table 4).

Table 1. General characteristics of the study group according to the
initiation time

Initiation time
Characteristics

<1 hour n (%)

>1 hour n (%)

Maternal age, years

<25 95 (61.7) 59 (38.3)
26-34 95 (58.6) 67 (41.4) 0.858
=35 15 (60) 10 (40)
Maternal education level
El i h
ementary school/ 136 (63) 80 (37)
lower
High school 56 (55.4) 45 (44.6) 0.367
University 13 (54.2) 11 (45.8)
Maternal employment status
Employed 22 (55) 18 (45)
0.595
Unemployed 183 (60.8) 118 (39.2)
Health security
Yes 17 (70.8) 7(29.2)
0.370
No 188 (59.3) 129 (40.7)
Family structure
Nuclear 186 (60.4) 122 (39.6)
0.899
Extended 19 (57.6) 14 (42.4)
Planned pregnancy
Yes 143 (55.6) 114 (44.4)
0.005
No 62 (73.8) 22 (26.2)
Antepartum breastfeeding education
Yes 51 (54.8) 42 (45.2)
0.223
No 154 (62.1) 94 (37.9)
Regular antepartum care (=4 times)
Yes 158 (59) 110 (41) 0.401
No 47 (64.4) 26 (35.6)
Parity
1 54 (60.7) 35(39.3)
0.901
2+ 151 (59.9) 101 (40)
Delivery type
Vaginal 126 (76.8) 38 (23.2)
0.001
Abdominal 79 (44.6) 98 (55.4)
Sex
Female 112 (60.2) 74 (39.8)
0.968
Male 93 (60) 62 (40)
Infant birth weight, grams
<2500 5(41.7) 7 (58.3)
0.304
2500 200 (60.8) 129 (39.2)
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Table 2. Logistic regression analyses for factors associated with
initiation time of breastfeeding (a) and with exclusive/predominantly
breastfeeding (b)

a

95% CI

Variables

Planned pregnancy 2.019 1.044-3.905 0.037
Antepartum breastfeeding education 1.622 0.820-3.208  0.165
Vaginal birth 0.304 0.175-0.527  <0.001
Parity 1.140 0.641-2.028  0.656

b

Variables 95% CI

Maternal employment status 0.394 0.118-1.315  0.130
Family structure 1.554 0.439-5.506  0.494
Antepartum breastfeeding education 7.172  3.309-15.546 <0.001
Parity 1.181 0.658-2.122  0.577

OR: Odds ratio, CI: Confidence interval

Table 3. Breastfeeding, feeding patterns, and breastfeeding rates of
the study group

Feeding pattern No %
Breastfeeding
No breastfeeding 9 2.6
Any breastfeeding 341 97.6
Initiation time*
< one hour 205 60.1
> one hour 136 39.9
First food of the infant
Breastmilk 309 88.3
Formula, water or else 41 11.7

Frequency of breastfeeding**

As suggested (at least 3 hours) 138 43.1

Randomly 182 56.9
No. of breastfeeds at night**

0-1 105 32.8

2-3 127 39.7

>4 88 27.5

Exclusive breastfeeding (6 months)***
Yes 128 38.9
No 201 61.1
Feeding pattern***
Exclusive 128 38.9
Partial/Bottle 201 61.1

*No breastfeeding group (n=9) excluded, **At the end of six months, except for the
missed group (n=21) and no breastfeeding group (n=9), ***At the end of six months,
except for the missed group (n=21)

4

Some 39.8% of the infants in the study group were introduced
to solid foods before 6 months, which is the recommended age
by the WHO. Solid foods were more commonly initiated around
4-6 months (6.9% at 4 months, 12.8% at 5 months, 20.1% at 6
months, and 60.2% at the end of six months). The mean infant
age at which solid foods were introduced was 5.33+0.9 months
and for formula milk it was 2.23+1.8 months.

Exclusive breastfeeding duration and influencing factors

EBF for 6 months was maintained by 38.9% of the mothers.
The mean duration of BF was 4.86+1.6 months, and the
mean duration of EBF was 3.66+2.3. Table 5 summarizes the
maternal and infant characteristics of the EBF group compared
with the early cessation groups. Low education levels of mother
and father, not receiving antepartum BF education, random
BE rare BF at night, nipple problems, bottle/pacifier use, and
lack of social support were found as variables associated with
early cessation of BE In the multivarite analysis, antepartum
BF education was found as the most significant factor in EBF
duration (Table 2).

Discussion

This study presents the BF and complementary feeding practices
of Turkish mothers, with a focus on risk factors associated
with lack of early initiation and EBE Planned pregnancy and
vaginal delivery were found as the most important factors in
early initiation, whereas antepartum BF education was the most
important factor for EBF duration in logistic analysis. Education
level of mother and father, frequency of BE number of BFs at
night, nipple problems, bottle/pacifier use, and social support
were found as other factors that had statistically significant
effects on the duration times of EBE

In our study, the percentage of early initiation was 60.1%. This
ratio can be considered in the good group according to the
classification of WHO [poor (0-29%), fair (30-49%), good (50-
89%), and very good (90-100%)](17). Although this result is not
at the desired level, it is better than the initiation times found in
other studies conducted in our country, which determined rates
between 9.9%-50%(16,18,19). Being a baby-friendly hospital
and providing all mothers with lactation consultancy after birth
may have had an effect on these results. Despite the efforts on
BF education all over the country, the premature introduction
of other fluids before BF (11.2%) is still common because of a
superstition among people.

One of the most important factors found to affect early initiation
in our study was delivery type, consistent with the literature.
Mothers who gave birth vaginally were significantly more
likely to initiate early BF compared with cesarean deliveries.
As was shown by several studies, cesarean birth is one of the
most important obstacles that causes a delay in the initiation
times of BF(18,20,21)_ Pain after surgery, significant discomfort in
holding and positioning the baby, delayed skin-to-skin contact,
delay in the production of breastmilk, limited mobility, and
needing extra help for BF could account for this delay. Women
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Table 4. Infant feeding patterns during the first six months

Feeding methods 1-4 weeks 5-8 weeks
. 309 278 243 206 180 153 128
Exclusively breastfeed (only breast) 88.3% 845%  73.9% 62.6%  547%  465%  38.9%
. . 41 51 86 123 149 176 201
Partial/Bottle (formula/other milk/water &breast) 11.7% 15.5% 26.1% 37 4% 45.3% 53 5% 61.1%
Total 350 329 329 329 329 329 329

Table 5. General characteristics of the study group according to breastfeeding type

Breastfeeding type

Characteristics Exclusive Partially/Bottle

Maternal age, years

<25 54 (37) 92 (63)
26-34 63 (39.9) 95 (60.1) 0.755
235 11 (44) 14 (56)
Maternal education level
Elementary school/lower 69 (29.1) 146 (70.9)
High school 49 (49) 51 (51) 0.001
University 19 (82.6) 4(17.4)
Education level of father
Elementary school/lower 51 (33.1) 103 (66.9)
High school 55(37.2) 93 (62.8) 0.001
University 22 (81.5) 5(18.5)
Maternal employment status
Employed 21 (55.3) 17 (44.7)
0.043
Unemployed 107 (36.8) 184 (63.2)
Employment status of father
Employed 123 (39.5) 188 (60.5)
0.455
Unemployed 5(27.8) 13 (72.2)
Health security
Yes 120 (39.3) 185 (60.7)
0.716
No 8(33.3) 16 (66.7)
Family structure
Nuclear 119 (40.2) 177 (59.8)
0.209
Extended 9(27.3) 24(72.7)
Planned pregnancy
Yes 95 (39.7) 144 (60.3)
0.609
No 33(36.7) 57 (63.3)
Antepartum BF education
Yes 60 (68.2) 28 (31.8)
0.001
No 68 (28.2) 173 (71.8)
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who undergo cesarean delivery may need additional help to levels around the world. According to Turkey Health Statistics,
attain comfortable and correct positioning of their infant for BE 50% of all births were performed by cesarean section in 2013,

In recent years, cesarean section rates are above the expected similar to our results (52.3%)22). Developing policies to

Table 5. Continued

Breastfeeding type

Characteristics Exclusive Partially/Bottle  p

Regular antepartum care (=4 times)

Yes 104 (40.2) 155 (59.8)
0.450
No 24 (34.3) 46 (65.7)
Frequency of breastfeeding
As suggested (at least 3 hours) 100 (72.5) 38 (27.5) 0.001
Randomly 28 (14.7) 163 (85.3) '
No. of breastfeeds at night
0-1 7(6.1) 107 (93.9)
2-3 54 (42.5) 73 (57.5) 0.001
>4 67 (76.1) 21(23.9)
Nipple problems
Yes 10 (7.4) 125 (92.6)
0.001
No 118 (60.8) 76 (39.2)
Bottle/Pacifier use
Yes 74.1) 163 (95.9) 0.001
No 121 (76.1) 38 (23.9)
Parity
1 29 (33.7) 57 (66.3)
0.251
2+ 99 (40.7) 144 (59.3)
Starting to work before 6 months
Yes 2(16.7) 10 (83.3)
0.004
No 19 (73.1) 7(26.9)
Social support
Yes 107 (57.5) 79 (42.5)
0.001
No 21 (14.7) 122 (85.3)
Delivery type
Vaginal 60 (39) 94 (61) 0.985
Abdominal 68 (38.9) 107 (61.1)
Sex
Female 66 (36.3) 116 (63.7)
0.274
Male 62 (42.2) 85 (57.8)
Infant birth weight, grams
<2500 8 (57.1) 6 (42.9)
0.250
>2500 120 (38.1) 195 (38.1)

BF: Breastfeeding
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reduce cesarean rates is essential, but it should also be noted
that providing special lactation consultancy and emphasizing
skin-to-skin contact in patients where cesarean is mandatory
is necessary.

In the study group, the initiation times of BF in women who
gave birth after a planned pregnancy were significantly less than
for women with unplanned pregnancies. Consistent with our
results, Taylor and Cabral(23) found a stronge inverse association
between unwanted pregnancies and BF in their study of 6733
first singleton live births. Kost et al.2%) reported that women
with unwanted pregnancies were less likely to breastfeed their
babies than those who intended to conceive. Therefore, as a
woman’s attitude toward her baby can affect her likelihood
of baby-care and consequently her decision to breastfeed, the
importance of lactation consultancy should be kept in mind for
women with unplanned pregnancies.

The majority of mothers in the study group initiated BE but
only 38.9% of them exclusively breastfed their infants for six
months. Although this result is better than the 30.1% detected
in the TPHS 2013 report, it is still far behind the desired
levels. According to UNICEF, global rates of BF have remained
stagnant since 1990, with only 36% of children aged less than
six months were exclusively breastfed in 2012, worldwide(5).
The higher results of our study compared with the TPHS and
UNICEF may be explained by the fact that our hospital is in a
semi-urban region that serves a relatively better income group
who have higher antepartum follow-up and BF education rates
compared with other regions of our country. Also, our hospital
is a baby-friendly hospital that aims to promote and support BE
and this might have had an influence on the results. It should
be kept in mind that there still exists a need for encouraging
mothers to exclusively feed their babies with breast milk for up
to six months. Mothers should be informed about the benefits
of breast milk, BF techniques, and how to avoid circumstances
that would negatively affect this.

Both maternal and paternal education were found as effective
factors for BF duration in our study. Similar to our results, low
maternal and paternal education were found as risk factors for
early weaning of BF in the literature(6,10). Maternal working
status has been previously negatively linked to BE EBF in
housewives was reported more than in working mothers(12,20),
Interestingly, this finding is in contrast with our results. The
higher EBF rates in the working mothers in our study group
may be associated with their late return to work and being at
home, especially during the first six months.

In our study group, mothers who breastfed more frequently
during the day and the night, as suggested by our health staff,
breastfed their infants significantly longer than did mothers
who breastfed their infants upon demand. It is known that
maternal milk production is positively correlated with the
demand of the infant and frequent feeding maintains breast
milk supply(1,25). The findings of our study also support this
information.

Bottle/pacifier use and nipple problems were reported as
negative influencing variables of BF duration6). It is known
that the use of bottle/pacifier possibly changes the baby’s
oral dynamics and sucking pattern and may lead to both a
reduction in BF frequency and breast demand. For improving
EBE effective strategies to reduce bottle/pacifier should be
developed for use among infants, especially those younger than
6 months. Nipple problems are common among BF mothers.
Lack of information about BF positions and poor latch of the
baby are the most frequent cause of damage to nipples27). As
these problems are the common causes of early weaning of BE,
health staff should pay special attention to mother’s breasts in
the early postpartum period. Proper BF education by a lactation
consultant is essential in the prevention of these problems and
ensuring the continuity of BE

Regression analysis indicated that antepartum BF education
was the most significant predictor for the duration of BE One
of the top reasons for the early cessation of BF is mothers’
inadequate knowledge about the importance of breast milk
and BF techniques. Successful BF starts when the mother
thinks she is going to breastfeed her baby and believes that she
can accomplish it. The affect of antepartum BF education on
increasing EBF rates has been shown in several studies(28,29).
In a study performed in Israel to explore the effect of BF
education given in the perinatal period, it was found that both
the initiation and the duration rates of BF were increased(30).
Therefore, antepartum education should be considered by
health staff to increase the self-confidence of mothers.

In the present study, the most commonly reported reason for
starting supplementary drinks was the belief of breastmilk
insufficiency. The concern about milk insufficiency among
mothers is still very common and stems from having insufficient
information on the proper techniques to increase breast milk.
Mothers should be relaxed so that they are able to produce
enough breastmilk for the proper growth of their infants, and
informed about the importance of frequent feeding with the
correct technique for stimulating optimal milk production(1,25).
Similar to our study, results of early introduction of
complementary foods, contrary to WHO recommendations are
of great concern, especially in developing countries. Mothers
should be warned about the impact of premature introduction
of complementary foods on early termination of EBE without
conferring any growth advantage over EBF(0).

Study Limitations

There are several limitations to our study. The nature of data
collection was retrospective and the responses were self-
limited, which may have led to over or under estimation of
BF practices and duration. To minimize these errors, all the
questionnaires were completed by the same author to ensure
consistent technique. Enough time was allocated to all patients
to avoid rushing and insufficient thinking time of the patients
for the questions. Also, the cross-sectional nature of the study
prevented determining causal relationships of knowledge,
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attitudes, or interest with the rates of BE However, the hospital
where the study was conducted is a large women’s health center
located in a semi-urban region, which exhibits a close profile to
the entire country. At the same time, the study is important in
indicating the effectiveness of baby-friendly hospital practices,
especially postpartum BF education. Larger prospective studies
are needed to clarify BF duration rates, factors that affect these
practices, and practical things that should be done to increase
these rates in our country.

Conclusion

In conclusion, this study reported important factors that affect
the initiation and the duration of BE Despite all the efforts spent
on this subject, both the initiation and duration of BF rates
are still below the desired levels in our country. The results
of our study indicate the importance of awareness of both
mothers and their family members regarding the significance
and benefits of BE Efforts should therefore be made to ensure
both professional and social support to mothers to prevent
early cessation of BE
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Evaluating the content and quality of intrapartum care in
vaginal births: An example of a state hospital

Vajinal dogumlarda intrapartum bakim hizmetlerinin kapsam ve
kalitesinin degerlendirilmesi: Bir devlet hastanesi 6rnegi
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1Adnan Menderes University Faculty of Health Sciences, Division of Midwifery, Aydin, Turkey
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Abstract

Objective: The purpose of the research was to assess the content and quality of the intrapartum care offered in vaginal births in Turkey, based on the
example of a state hospital.

Materials and Methods: This cross-sectional study was conducted between January 15t, 2013 and December 318, 2014 at Aydin Maternity and Children’s
Hospital. The study sample consisted of 303 women giving vaginal birth, who were recruited into the study using the method of convenience sampling.
Research data were collected with a questionnaire created by the researchers and assessed using the Bologna score. Numbers and percentages were assessed
in the data analysis.

Results: The mean age of the women was 25.14+5.37 years and 40.5% had given one live birth. Of the women, 45.2% were admitted to hospital in
the latent phase, 76.6% were administered an enema, 3.3% had epidural anesthesia, 2.6% delivered using vacuum extraction, and 54.1% underwent an
episiotomy. Some 23.8% of the women experienced spontaneous laceration that needed sutures. The babies of two women exhibited an Apgar score below
7 in the fifth minute. When the quality of the intrapartum care given to the women was assessed with the Bologna score, it was found that 92.7% went into
labor spontaneously, 100% of the births were supervised by midwives and doctors, 97.7% of the women had no supporting companion, and the nonsupine
position was only used in 0.3% of the women. A partogram was used to follow up on the birth process in 72.6% of the women, and 82.5% achieved contact
with their babies within the first hour after birth. Induction was applied in 76.6% of the women and fundal pressure in 27.4%.

Conclusion: The study revealed that the quality of intrapartum care in vaginal births was inadequate. Reformulating the guidelines regarding intrapartum
care in accordance with World Health Organization recommendations and evidence-based practices may contribute to improving mother and infant health.
Keywords: Intrapartum, care, quality of health care, Bologna score

Oz

Amag: Arastirmanin amacl, bir devlet hastanesi drmeginde, Ttirkiye'de vajinal dogumlarda verilen intrapartum bakim hizmetlerinin kapsam ve Kkalitesini
Bologna skoru kullanarak incelemektir.

Gerec ve Yontemler: Bu kesitsel arastirma, 1 Ocak 2013 ve 31 Aralik 2014 tarihleri arasinda Aydin Kadin Dogum ve Cocuk Hastaliklar Hastanesinde
yapimustir. Arastirmanin drneklemine normal dogum yapan ve gelisigtizel drnekleme yontemi ile belirlenen 303 kadin dahil edilmistir. Arastirma verileri
arastirmacilar tarafindan hazirlanan anket formu ve Bologna skoru ile toplanmistir. Verileri say1 ve yiizde ile analiz edildi.

Bulgular: Kadinlarn yas ortalamasi 25,14+5,37 idi ve %40,5’i bir kez canli dogum yapmisti. Kadinlarm %7,3"tintin dogum eyleminin spontan baslamadig,
%45,2’sinin latent fazda hastaneye kabul edildikleri, %76,6’sma lavman, %3,3tine epidural anestezi, %2,0'sima vakum ve %54,1’ine epizyotomi uygulandig
saptanmugtir. Kadinlarm %23,8inde dikis gerektiren spontan laserasyon olusmustu. Iki kadimm bebeginin besinci dakikadaki Apgar skoru 7'nin alunda
idi. Kadinlara verilen intrapartum bakimin kalitesi Bologna skoru ile degerlendirildiginde, %92,7’sinin dogum eyleminin spontan olarak basladig, ttim
dogumlarmn ebe ve doktorlar tarafindan yapunldigi, %97,7’sinde destekleyici bir kisi bulunmadigr ve kadinlarn sadece %0,3’tinde nonsupin pozisyon
kullamldigr saptanmustir. Kadmlarin %72,6'sinin dogumlarinin izleminde partogram kullanilmis ve %82,5'inin anne ve bebek temast dogumdan sonraki
bir saat icinde gerceklestirilmisti. Kadinlarin %76,6’simin dogumunda indtiksiyon ve %27,4’tine fundal basing uygulanmusti.

Sonug: Bu calisma, vajinal dogumlarda intrapartum bakim kalitesinin yeterli olmadig sonucunu ortaya koymustur. Intrapartum bakim hizmetlerinin Diinya
Saglik Orgiitintin onerileri ve kanita dayah uygulamalara uygun bicimde yeniden diizenlenmesi ile anne-bebek saghgmimn gelisimine katk: saglanabilir.
Anahtar Kelimeler: Intrapartum, bakim, saglik bakim kalitesi, Bologna skoru

Address for Correspondence/Yazisma Adresi: Zekiye Karacam, MD,

Adnan Menderes University Faculty of Health Sciences, Division of Midwifery, Aydin, Turkey
Phone: +90 256 214 80 41 E-mail: zkaracam@adu.edu.tr

Received/Gelis Tarihi: 28.07.2016 Accepted/Kabul Tarihi: 28.02.2017

©Copyright 2017 by Turkish Society of Obstetrics and Gynecology
Turkish Journal of Obstetrics and Gynecology published by Galenos Publishing House.

10



Karacam et al. Quality of intrapartum care in vaginal births

Turk J Obstet Gynecol 2017;14:10-7

PRECIS: Using the Bologna score, we evaluated the content and quality of the intrapartum care offered in vaginal births in Turkey,

based on the example of a state hospital.

Introduction

The high birth rate and percentages of maternal and infant deaths
in Turkey continue to occupy a priority as major health issues.
The World Health Organization (WHO)( calls attention to the
fact that the number of midwives, midwifery care outcomes, and
quality are essential in reducing maternal and infant mortality
rates and in reaching related global goals. Monk et al.(2) reported
that spontaneous vaginal birth rates are higher among women
who give birth in maternity units that are under the direction
of midwives and that newborn health indicators exhibit similar
or even better outcomes when this is practiced. On the other
hand, because statistics on maternal and infant mortality do not
reflect the quality of maternal healthcare services, the process of
caregiving must be evaluated separately®. In this context, the
content and quality of intrapartum care is of vital importance
in putting an end to mother and infant mortality and morbidity
rates that are a consequence of preventable causes*).
Researches in recent years and evidence-based practices have
led to important changes in intrapartum care. With the rise
in the use of technological methods such as electronic fetal
monitorization and induced labor, length of stay in the hospital
has been reduced and the scope of midwifery, nursing, and
medical care has changed(®.

The strategies of the WHO() designed to end preventable
maternity mortality have pointed to the need to prioritize the
basic care and follow-ups of women and newborns throughout
the process of labor and birth. In addition, in the effort to end
preventable maternal and infant mortality and morbidity, it is
stressed that every pregnant woman and newborn needs to
receive evidence-based basic care from well-trained healthcare
professionals and to have this in a supportive environment().
From another perspective, research points to the probable
association between intrapartum care practices and the rise
in cesarean rates, so it is important to avoid elective induction
practices and to maintain professional teamwork if cesarean
rates are to be reduced(”).

Intrapartum care constitutes an important part of healthcare
directed toward women in Turkey. The technological
developments of recent years have significantly affected the
scope of intrapartum care. Elective cesarean and general
cesarean section birth rates have steadily increased, rising to
48.1%®). Despite reports that epidural anesthesia raises the
risk with cesareans(®, there has been a rising trend toward
the use of epidural anesthesia. At the same time, there has
also been an increasing trend toward interventions with
which restricted use is recommended, such as episiotomy
(20%) and induction (10%)(10,1D_ Tt is known that practices
such as the lithotomy position (used in almost all births),
unnecessary palpation, shaving of the perineum, enema, use of

catheters, establishing vascular access, restriction of eating and
drinking water, amniotomy (60%), and fetal monitorization
are widespread(11,12). Moreover, there are serious issues with
providing emotional and physical support during labor and with
practicing nonpharmaceutic pain management methods. These
are matters about which adequate assistance is not provided.
From a different perspective, however, there are some positive
developments in Turkey in the context of intrapartum care.
Almost all births (97.2%) take place in the hospital and with the
assistance of healthcare professionals (97.4%)(®). Rates of early
bonding between mother and child and starting breastfeeding
are considerably high (70.2%)(13).

There are no studies in the national literature that address the
content and quality of intrapartum care. There are certain criteria
used in evaluating the quality of intrapartum care(I). This study
employed the standard measurement instrument, the Bologna
score, which is based on the WHO recommendations for evaluating
the quality of care in vaginal deliveries, which was drawn up by
Chalmers and Porter(13) and used by Sandin-Bojo and Kvist(16-18).
The purpose of this research was to assess the content and quality
of intrapartum care offered in vaginal births in Turkey, based on
the example of a state hospital and using the Bologna score.

Materials and Methods

The research was of cross-sectional design. The study was
conducted between January 1st, 2013 and December 31st, 2014
at Aydin Maternity and Children’s Hospital with 303 women
giving birth by vaginal delivery who were recruited on the basis
of a convenience sampling. The number of vaginal births at this
hospital in 2013 was 3051. The number of women recruited into
the study was determined as 341 at a confidence level of 95%
(s=0.05), with p=0.50 and n=3051. A total of 360 women who
expected a vaginal delivery were invited into the study. Of these
women, 48 were taken in for emergency cesarean section and
data could not be collected for 9, resulting in the final analysis
being performed with a total of 303 women. The study protocol
was approved by the Adnan Menderes University Faculty of
Medicine Ethics Committee (approval number: 2012/111).

In the 150-bed Aydin Maternity and Children’s Hospital where
the research was conducted, midwives provide care for women
going into vaginal delivery. At this hospital, women are generally
placed in the lithotomy position, with their back slightly raised,
their legs in stirrups and mediolateral episiotomy is performed,
particularly on primigravidae. Moreover, the practice in this
hospital proscribes vaginal delivery after cesarean section has
been performed once. In the two-year period in which this
research took in the hospital (2013-2014), the rate of primary
cesarean births was 15.63% (n=1397/8937), the total cesarean
rate was 31.08% (n=2778/8937), and the rate of operative
delivery (vacuum) was 1.18% (n=73/6191).
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The researchers collected data for the research using a
questionnaire that was developed based on the pertinent
literature(19.20), and assessed using the Bologna score.
The questionnaire’s 36 items probed the women’s
sociodemographic and obstetric characteristics; whether their
pregnancies had been planned and wanted; whether they had
received antenatal care; their height and weight; smoking
status; cervical dilation upon admittance to hospital; whether
an enema, epidural anesthesia, vacuum or episiotomy had
been performed during labor; and the baby’s Apgar score in
the fifth minute.

Bologna score: This is an instrument that was developed by
Chalmers and Porter(13) for the purpose of assessing the quality
of care given to women during the process of labor, based on
the intrapartum care recommendations of the WHO®D. The
researchers first translated the Bologna score into the Turkish
language. To verify the comprehensibility and the applicability
of both the questionnaire and the Bologna score, a pilot study
was conducted with 10 individuals, after which sections that
were difficult to understand or apply were revised.

Women who were admitted to the maternity unit and were
expected to have a vaginal delivery were invited into the
study. The women were first informed about the study
and their verbal and written consent was obtained. Later,
the researchers completed the questionnaires based on the
results obtained from face-to-face interviews held with the
mothers. Other parts of the research data were obtained from
patient files and through observations. All of the questions
in the data collection instrument contained concrete data
and therefore no differences stemming from observations
existed.

Statistical Analysis

The Statistical Package for the Social Sciences Version 18 (PASW
Inc, Chicago, IL, USA) was used in the data analysis. All of the
variables in the study were analyzed using descriptive statistics.

Results

The study was conducted with 303 women giving vaginal birth
whose mean age was 25.14£5.37 years (range, 14-41 years).
Data on the women’s age groups, their educational level and
employment status, perceived income level, social security
status, civil status, obstetric characteristics, body mass index
(BMI) before pregnancy, and weight gained during pregnancy
can be found in Table 1.

Of the women in the study, 35.7% (n=108) had experienced
one, 29.1% (n=88) two, 20.1% (n=61) three, and 15.1% (n=61)
had experienced 4-13 pregnancies; 40.5% (n=123) had gone
through one live birth and had one living child. Some 17.5%
(n=53) of the women had experienced one and 3.9% (n=12)
2-4 spontaneous abortions, and 3.3% (n=10) had experienced
one and 1.3% (n=4) 2-3 curettages.

It was found that 24.4% (n=74) of the women had not planned
the pregnancy and 8.3% (n=25) had not wanted the pregnancy,
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1.3% (n=4) had not received prenatal care, and 7.2% (n=22)
received prenatal care after the 13th week of pregnancy. It was
observed that the women’s pre-pregnancy mean BMI score
was 23.14+3.41 kg/m2 (range, 15.99-34.67 kg/m2) and their
average weight gain over the course of the pregnancy was
10£21 kg (range, 0-33 kg). Smoking prior to pregnancy was
reported by 20.8% of the women and 13.2% said they smoked
during pregnancy (Table 1).

Table 2 reveals data on the women’s deliveries and their status
of being at high risk. Four percent (n=12) of the women had not
reached term when they were admitted to the maternity unit,
the babies were not in the vertex presentation in 3.3% (n=10),
and 7.3% (n=22) did not undergo a spontaneous onset of labor.
The fetal heart rate of two fetuses (0.7%) were not within normal
boundaries (120-160 bpm). There was some kind of obstetric
complication in previous births in 5.0% (n=15) of the women,
and 11.2% (n=34) had complications in the present birth; 1.7%
(n=5) had a medical condition that needed special care.

The following risk factors were observed in some women in
the study: preterm labor (n=16), presentation anomaly (n=10),
induced labor (n=22), fetal distress (n=2), meconium amniotic
fluid (n=5), oligohydramnios (n=2), intrauterine exitus (n=1),
placenta previa (n=1), gestational diabetes (n=1), and gestational
hypertension (n=1). Furthermore, bleeding occurred in 4
women after birth and 1 woman developed a deep vaginal tear,
and 2 women’s infants had Apgar scores below 7 in the fifth
minute.

Some 45.2% (n=137) of the women were admitted to hospital
with a cervical dilation of 1-3 cm, 76.6% (n=232) were
administered enemas, 3.3% (n=10) had epidural anesthesia,
vacuum extraction was performed on 2.6% (n=8), and an
episiotomy was performed on 54.1% (n=164). Spontaneous
lacerations that needed suturing were experienced by 23.8%
(n=72) women. Twelve (4.0%) women gave birth to babies who
had Apgar scores below 7 in the first minute, and two women’s
babies (0.6%) had Apgar scores below 7 in the fifth minute
(Table 2).

When the quality of the care given to the women was evaluated
using the Bologna score, it was found that 92.7% (n=281) went
into spontaneous labor and all of the births were assisted by
midwives or doctors. Only 7 (2.3%) women had a supporting
individual by her side and only 1 (0.3%) gave birth in a
nonsupine position. A partogram was used to follow up on the
birth process in 72.6% (n=220) women, and 82.5% (n=250)
achieved contact with their babies within the first hour after
birth. Induction was used in 76.6% (n=232) of women and
fundal pressure was applied to 27.4% (n=83) (Table 3).

Discussion

This study examined the content and quality of intrapartum
care provided at a state hospital in Turkey using the Bologna
score. From the observations of current practices of intrapartum
care at the hospital, it could be seen that the use of a partogram,
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fundal pressure, and the nonsupine position, as well as having a
supporting person present at the birth were not in compliance
with the international standards recommended by the WHO nor
with evidence-based practices. The data obtained are important
in that they reveal the current status through the example of a
hospital in Turkey.

It was seen that high-risk factors were at play in the case of
some of the women in the study. This may have increased the
probability that certain interventions such as induction would
be performed.

A small percentage of the women (4.0%) were not at term (37+0-
41+6 weeks) when they were admitted to the maternity unit for

Table 1. Sociodemographic characteristics of the women and variables related to pregnancy (n=303)

Variables
Mean age + SD* (min-max)

Age group (years), n (%)
14-17
18-35
36-41

Educational status, n (%)
Literate and illiterate®
Elementary school
Middle school
High school
University and graduate school

Working at a paying job, n (%)
Housewife
Employed

Health insurance, n (%)
Yes
None

Marital status, n (%)
Officially married
Not officially married
Divorced/widowed*

Perceived income status, n (%)
Income less than expenditure
Income equal to or more than expenditure

Number of pregnancies mean + SD* (min-max)
Number of live births mean + SD* (min-max)
Number of living children mean + SD* (min-max)
Abortions, n (%)

Spontaneous abortions, n (%)

Stillbirths, n (%)

Unplanned pregnancy, n (%)

Undesired pregnancies, n (%)

Not benefiting from prenatal care services, n (%)
Body mass index before pregnancy (mean + SD)
Weight gain in pregnancy, (mean + SD)
Smoking before the pregnancy

Smoking during pregnancy

25.14£5.37 (14-41)

9 (3.0)
279 (92.0)
15 (5.0)

37 (12.3)
120 (39.6)
86 (28.4)
42 (13.9)
18 (5.9)

264 (87.1)
39 (12.9)

270 (89.1)
33 (10.9)

282 (93.1)
16 (5.3)
5(1.6)

58 (19.1)
245 (80.9)

2.30+1.52 (1-13)
1.93+£1.02 (1-7)
1.93+1.01 (1-7)
14 (4.6)

65 (21.5)

9.9

74 24.4)

25(8.3)

4(1.3)
23.14+3.41 (15.99-34.67)
10.21+4.86 (0-33)
63 (20.8)

40 (13.2)

*SD: Standard deviation, Min: Minimum, Max: Maximum, "Twenty-two women were illiterate, *One woman in this group was a single parent
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vaginal labor. A study conducted in Switzerland similarly noted A significant percentage woman (45.2%) was admitted to
that only 6.0% of pregnant women were admitted for delivery hospital in the latent phase. It is reported, however, that women
before their 37th gestational week(18). These outcomes may should be admitted to the maternity unit at a later stage, that
be associated with early delivery risk or with early membrane is, in the active phase of labor (when cervical dilation is 4 cm
rupture. or more)22). Tt has also been asserted that early admittance to

Table 2. Risk status related to childbirth (n=303)

Childbirth-related risks

Gestational week between 37+0 - 41+6 12 (4.0) 291 (96.0)
Vertex presentation 10 (3.3) 293 (96.7)
FHR within normal limits (120-160) 2 (0.7) 301 (99.3)
Labor began spontaneously 22 (7.3) 281 (92.7)
No obstetric complications before 288 (95.0) 15 (5.0)
No obstetric complications at this time 269 (88.8) 34 (11.2)
History of any medical condition requiring special care 298 (98.3) 5(.7)
Cervical dilation upon admittance to hospital is 4-10 cm 137 (45.2) 166 (54.8)
Epidural anesthesia used 293 (96.7) 10 (3.3)
Vacuum extraction during delivery 295 (97.4) 8 (2.6)
Episiotomy 139 (45.9) 164 (54.1)
Spontaneous lacerations requiring sutures 231 (76.2) 72 (23.8)
Enema 71 (23.4) 232 (76.6)
Apgar score 7 or above in the 1st minute 12 (4.0) 291 (96.0)
Apgar score 7 or above in the 5th minute 2 (0.6) 301 (99.4)

FHR: Fetal heart rate

Table 3. The items in the Bologna score (indicators of the effectiveness of care during labor) (n=303)

Indicators Items

A Planned (elective) cesarean* - .
Inducing labor 281 (92.7) 22 (7.3)
Trained healthcare professionals present at birth - 303 (100.0)
C Presence of a supportive individual (spouse, relative, friend) 296 (97.7) 7(2.3)
Use of partogram 83 (27.4) 220 (72.6)
Use of induction (oxytocin) 71 (23.4) 232 (76.6)
Applying fundal pressure 220 (72.6) 83 (27.4)
Emergency cesarean* - -
Use of nonsupine position during labor 302 (99.7) 1(0.3)
Skin contact between mother and baby within the first hour after birth for at least 30 minutes 53 (17.5) 250 (82.5)

(skin contact should last for at least a half-hour/30 minutes)

*The planned and emergency cesarean rates of the women in the study were not evaluated. However, the primary cesarean rate in the hospital during the period of the research was 15.63%
(n=1397/8937) and the total cesarean rate was 31.08% (n=2778/8937)
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the maternity unit may be associated with increased rates of
oxytocin and analgesic use(22).

Our results could be associated with the traditional approach
adopted by healthcare professionals and the general public in
Turkey. Women are unable to distinguish between real and false
labor, are unaware of the course of labor, and rush to the hospital
as soon as they feel the first contractions because of the current
inadequacy of prenatal education in Turkey. When this happens,
healthcare professionals admit them to the hospital against the
probability of risk, which occurred with most women (76.6%)
in the present study. This rate is considerably higher than what
was reported in Switzerland(17) and Canada(®3), where rates
were 39% and 5.4%, respectively. This might be a consequence
of the country’s prevailing general health practices related to
this matter. This is the case even though it is known in Turkey,
however, that evidence-based research has shown that enemas
and other applications that are not mother-friendly should be
avoided under all circumstances.

It was observed in this study that epidural anesthesia was
administered to only a few women (3.3%). This rate is much
lower than reported by Sandin-Bojo et al.(17.18)  Chalmers
et al.®, and Li et al.(25) (57%, 48.7%, 57.3%, and 18.3%,
respectively). This finding may be connected to the fact that
techniques of coping with labor pains are not widely used in
Turkey.

The vacuum technique is generally used as a birthing instrument
in Turkey The use of vacuum extraction in this study was
2.6%, lower than reported by Li et al.(25) and Sandin-Bojo and
Kvist(18) (10.5% and 8.1%, respectively). In a study conducted
in Canada, Chalmers et al.23) reported a vacuum extraction
utilization rate of 10.0% and a rate of 14.3% for all instrumental
deliveries. In another study performed at the same location
as the present study, the vacuum extraction rate was similar
(3.74%), significantly lower than reported in studies conducted
in other countries(!D. Although the low rate of births with
intervention reported in the literature in Turkey is a positive
finding, this may be associated with the high rate of cesarean
deliveries.

It was observed in the study that episiotomies are still widely
implemented (54.1%). Similar results were reported in studies
previously conducted in Aydin (59.21%) and Ankara (64.0%)
(11,12) These rates are much higher than reported in the
United Kingdom (UK)25 and Canada®% (11.2% and 20.7%,
respectively). This finding is important because it reflects
the traditional approach of clinical personnel to performing
episiotomies.

A significant percentage of women (23.8%) experienced
spontaneous lacerations that needed suturing. In another
study that was carried out previously at the same hospital,
spontaneous lacerations requiring repair with sutures were
reported as 8.98%(11). This rate was reported as 64% in a study
in Canada® and 15.7% in the UK(25). The differences in these
results may be associated with birth assistance techniques used

by health professionals (e.g., birth position, perineal massage,
management of the second phase).

When intrapartum care was evaluated in this study using
the Bologna score, it was found that most women (92.7%)
experienced spontaneous onset of labor. The study encompassed
all births in the hospital and all of these births were attended
to by midwives or doctors. On the other hand, the Turkish
Ministry of Health encourages hospital births in the presence of
health professionals. The Turkish Population Health Research
Survey results of the last five years show that 97% of the births
taking place in the country occurred under the supervision of
health professionals®). Similarly, studies conducted in Brazil(26)
and Switzerland(18) reported that all births occurred with the
help of health professionals. These findings are positive and
gratifying when considered in terms of maternal and infant
health.

Studies on the provision support during childbirth in Turkey
are still controversial and all intrapartum care is handled by
midwives. The results of the present study confirmed that
only 7 women were able to receive supportive intrapartum
care. The WHO), on the other hand, strongly recommends
in its “Coalition for Improving Maternity Services”(10) that
among the mother-friendly care that can be provided,
mothers in childbirth should have, besides midwives,
nurses, and doctors on hand, a doula (a woman assisting the
mother in labor) or other individuals (spouse, partner, family
member, friend) to provide support during labor. In their
study in Switzerland, Sandin-Bojo and Kvist(8) reported
that 98.7% of mothers in labor received this kind of support.
This brings the matter of intrapartum care services in Turkey
to the forefront and points to the need for reviewing and
developing the system.

Similar to other Turkish studies(11,12), the present study
observed that almost all births occurred with women in the
supine position and her legs in stirrups. This high percentage
is pronounced when compared with the rate of 35% reported
in Switzerland(18) and the rate of 57% reported in Canada for
placing women’s legs in stirrups and the rate of 48% for the use
of the supine position2%). In other studies, it is reported that
even though placing the mother in vertical positions during
labor and childbirth positively affects the mother’s control
and satisfaction in terms of the length of the second stage,
the performance of an episiotomy, instrumental birth, severe
pain, and the fetal heartbeat7), it is the attitudes of health
professions that play a decisive role in choosing a position for
the mother(28). Nieuwenhuijze et al.(29) stressed that making a
joint decision is important in terms of increasing women’s sense
of control and satisfaction.

In this study, most births (73%) were monitored using a
partogram. Rani et al.G0 and Sandin-Bojo and Kvist(18)
reported similar findings (72% and 93%, respectively). Giglio
et al.(26), however, reported a considerably lower percentage
(29%). According to these results, it may be said that the use of
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the partogram varies depending upon the individual working
protocols of institutions.

In most births (83%), contact between mother and child took
place in the first hour after birth. Similar results were reported
in other studies conducted in Turkey(13.3D. This rate was 92%
in a study conducted in Switzerland(18). These findings show
that healthcare practices are satisfactory in terms of ensuring
early contact between mother and child.

In this study, the rate of inducing labor was significantly high
(76.6%). Similar results have been reported in other studies
conducted in Turkey(1D. In studies carried out in many other
countries, lower rates for using oxytocin or labor augmentation
were reported(17,18,23-26) Moreover, the WHO(W) suggests as
part of its description of mother-friendly hospital applications
that the practice of induced labor must be used to a limited
extent and not for more than 10% of births. These findings
indicate that there is a need to carry out studies that will help to
reduce the use of induction methods in Turkey.

The WHO®G2) reports a very low quality of evidence regarding
the routine use of amniotomy and induction and offers a
weak recommendation regarding these procedures. Smyth et
al.33) also asserted that amniotomy was not recommended
as a standard part of intrapartum care and management.
In the present study, however, and similar to the results of
other studies conducted in Turkey(ID, it was observed that
amniotomy (67%) and induction (60%) were widely used.
Matsuo et al. 3% and Sartore et al.3%) reported lower rates of
induction in their studies (49% and 22%, respectively). These
findings are important in that they show that amniotomies and
induction are in fact routine in Turkey.

It was seen in the study that fundal pressure was applied
to a significant percentage (27.4%) of women. This rate is
lower than previously reported in other studies conducted in
Turkey(11,36). On the other hand, it is higher than reported
in other countries(18:23). This finding is significant because it
points to the dimension of the wide use of fundal pressure in
intrapartum care in Turkey despite the recommendation that
this is not made a routine part of care given in this period.

Study Limitations

There are some limitations to this study. The first is that the
study was based on a nonrandom sampling. Accordingly, the
results obtained represent the women taken into the study and
cannot be generalized. Secondly, the study data were collected
through face-to-face interviews and observations from patient
files. The different sources may have affected the reliability of
the data obtained. Only concrete and uncomplicated data may
increase the reliability of research. Thirdly, at the hospital where
the study was carried out, all cases of spontaneous lacerations
were sutured. This may have explained the higher percentage
of sutured lacerations compared with that reported in the
international literature. Fourthly, the difficulty in collecting
data in the study for cases of emergency and planned cesareans
made it necessary to include only women who were having

16

their babies through vaginal delivery. Accordingly, there is a
need for studies that include emergency and planned cesarean
births. This study does, however, include the ratios of primary
and total cesarean deliveries that took place over the period the
research was conducted.

Conclusion

This study revealed that the intrapartum care provided at a
state hospital in Turkey was in compliance with international
standards and evidence-based practices recommended by the
WHO in terms of the presence of trained health professionals
during labor and that early bonding was achieved between
mother and child. However, the care was not in compliance in
terms of factors related with admittance to hospital, performing
episiotomies, enema, the use of partograms, induction, fundal
pressure, and the nonsupine position, or in terms of receiving
the assistance of a supportive individual during labor. According
to the findings, recommendations might be: (1) Administrators
should reformulate intrapartum care services to comply with
the recommendations of the WHO, international standards
and evidence-based practices. (2) The curriculums of programs
of formal and widespread education should be reviewed and
adjusted in concordance with standards and health professionals
should thus be encouraged to update their knowledge and
practices in this context. (3) Health administrators should create
institutional and national policies that will raise the quality
of current healthcare services and bring them up to par with
international standards. (4) Studies on this matter should be
conducted at different hospitals, with the inclusion of emergency
and planned cesarean cases and with different sample groups.
(5) More experimental, qualitative and quantitative research
should be undertaken to explore specific problems at different
hospitals to reveal the attitudes and experiences of healthcare
professionals, and to suggest solutions.
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Abstract

Objective: The two-step approach recommended by the National Diabetes Data Group (NDDG), Carpenter and Coustan (C&C), and O’Sullivan, and the
single-step approach recommended by the International Association of Diabetes and Pregnancy Study Group (IADPSG) are used to diagnose gestational
diabetes mellitus (GDM). We aimed to determine GDM prevalence and to compare the two-step and single-step approaches used in the southeastern region
of Turkey.

Materials and Methods: In total, 3048 records of pregnant women screened for GDM between 2008 and 2014 were retrospectively extracted from our
laboratory information system. GDM was defined according to the criteria of NDDG, C&C, and O’Sullivan between in 2008 and 2011, and according to
those of the IADPSG between 2012 and 2014. Demographic variables were compared using student’s t-test. The linear trends in GDM prevalence with age
were calculated using logistic regression.

Results: GDM prevalence was found as 4.8%, 8%, and 13.4% using the NDDG, C&C, and O’Sullivan two-step approach, respectively, and 22.3% with the
IADPSG single-step approach. GDM prevalence increased with increasing age in both approaches.

Conclusion: GDM prevalence was higher using the single-step approach than with the two-step approach. There was a significant increase in GDM
prevalence using the IADPSG criteria.

Keywords: Gestational diabetes mellitus, oral glucose tolerance test, diagnostic criteria, prevalence

Oz

Amac: Gestasyonel diabetes mellitus (GDM) tarust i¢in Ulusal Diyabet Veri Grubu (NDDG), Carpenter ve Coustan (C&C), O’Sullivan tarafindan iki
basamakl yaklasimlar énerirken, Uluslararast Diyabet ve Gebelik Calisma Gruplari Birligi IADPSG) tek basamakli yaklasimi 6nermektedir. Calismamizin
amact Guineydogu bolgesinde iki basamakli yaklasimlar ile tek basamakli yaklasimlan karsilastirarak GDM prevalansim belirlemektir.

Gerec ve Yontemler: 2008 ile 2014 yillan arasindaki 3048 gebe kadinin kayitlar laboratuvar bilgi sisteminden alindi. GDM tanist 2008-2011 yillan
arasinda NDDG, C&C ve O’Sullivan kriterlerine gore, 2012-2014 yillart arasinda IADPSG kriterlerine gore belirlendi. Demografik veriler student’s t-testi
kullanilarak karsilastirildi. Gestasyonel diyabet prevalansinin yasla iliskisini saptamak icin lojistik regresyon testi yapildi.

Bulgular: Gestasyonel diyabet prevalanst NDDG, C&C ve O’Sullivan kriterlerine gore sirasiyla %4,8, %8 ve %13,4 olarak; IADPSG kriterine gore %22,3
olarak bulundu. GDM prevalansinin tiim kriterlerde yasla arttg1 saptandi.

Sonuc: GDM prevalansi tek basamakli yaklasim kullanildiginda iki basamakl yaklasimlara gore daha ytiksektir. IADPSG kriterleri kullanildiginda GDM
prevalansinda anlaml ytikselme olmaktadr.

Anahtar Kelimeler: Gestasyonel diabetes mellitus, oral glukoz tolerans testi, tani kriteri, prevalans

Introduction The initial criteria for GDM were established by O’Sullivan

i i : ) and Mahan in 1964. In this criteria, two or more abnormal
Gestational diabetes mellitus (GDM) is one of the most common )
glucose values in the 3-h, 100-g oral glucose tolerance test
(OGTT) were considered pathological®. In 1979 and 1982,

the National Diabetes Data Group (NDDG) and Carpenter and

medical complications of pregnancy. GDM is defined as glucose

intolerance with onset or first recognition during pregnancy

and is a well-established risk factor for adverse infant health
outcomes, including fetal macrosomia, birth trauma, neonatal

hypoglycemia, and fetal death(1,2).

Coustan (C&CQ), respectively, recommended new diagnostic
thresholds for the 100-g OGTT. These approaches are still
used for pregnant women who have a high glucose challenge
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test (GCT) result™t.5). More recently, after an extensive
analyses of the Hyperglycemia and Adverse Pregnancy
Outcomes study, the International Association of Diabetes and
Pregnancy Study Group (IADPSG) recommended a single-
step approach and new diagnostic criteria for GDM that was
based on a 2-h, 75-g OGTT(6.7). However, in general practice,
this approach is still controversial. The American Diabetes
Association and World Health Organization have adopted the
IADPSG recommendation, whereas the American College of
Obstetricians and Gynecologists advises continuing with the
two-step screening strategy(8-10).

GDM prevalence varies widely depending on the population
studied, age, and the diagnostic test employed. In Turkey, the
prevalence ranges from 1.2% to 4.48% according to the criteria
of NDDG and C&C. However, there are no data on GDM
prevalence using the new, single-step approach.

Our aim was to determine GDM prevalence and to compare
the two-step approach with the single-step approach among a
population from the southeastern region of Turkey.

Materials and Methods

This study was approved by the Ethics Committee of Selcuk
University Faculty of Medicine on September 8th, 2015
(approval number: 2015/267).

This retrospective study was conducted between January 2008
and December 2014 in the Birecik State Hospital, Sanhurfa,
which is located in the southeastern region of Turkey and
provides service to approximately 150000 people. All women
who were non-diabetic, between 24 and 28 weeks’ pregnancy,
and aged between 15 and 49 years were screened for GDM
using a two-step approach between January 2008 and December
2011, and the single-step approach between January 2012 and
December 2014. During the two-step approach, all pregnant
women were screened for GDM with the 50-g, 1-h GCT. A
positive GCT result was defined as a serum glucose level of
2140 mg/dL. Patients with a positive GCT underwent a 3-h,
100-g diagnostic OGTT. Patients with two or more elevated
glucose results from the diagnostic OGTT were diagnosed as
having GDM according to the criteria of O’Sullivan [i.e. fasting
plasma glucose (FPG) level: 290 mg/dL, 1 h: 2165 mg/dL, 2 h:
2145 mg/dL, and 3 h: 2125 mg/dL], NDDG (FPG: 2105 mg/

Table 1. Gestational diabetes mellitus prevalence according to the two-step approaches by year

dL, 1 h: 2190 mg/dL, 2 h: 2165 mg/dL, and 3 h: 2145 mg/dL),
and C&C (FPG: 295 mg/dL, 1 h: 2180 mg/dL, 2 h: 2155 mg/
dL, and 3 h: 2140 mg/dL). In the single step approach, patients
were screened for GDM with a 2-h, 75-g OGTT. GDM was
diagnosed by a single elevated 2-h, 75-g glucose tolerance test
(FPG: 292 mg/dL, 1 h: 2180 mg/dL and 2 h: 2153 mg/dL) as
defined by the IADPSG.

Statistical Analysis

The records of pregnant women screened for GDM were
extracted from the laboratory information system. All glucose
measurements in patient samples were performed using the
hexokinase method. Demographic variables were compared
using student’s t-test. Linear trends with age and GDM
prevalence were calculated using logistic regression. Statistical
analyses were performed using SPSS v16. A p-value <0.05 was
considered significant.

Results

A total of 1385 pregnant women were screened for GDM with
a two-step approach between January 2008 and December
2011. Of these women, 501 (36.2%) were found at risk
for GDM during GCT and were included in the 3-h, 100-
g diagnostic OGTT. During the diagnostic OGTT, 66 of the
501 patients were diagnosed as having GDM according to
the criteria of NDDG and 111 and 185 of 501 patients were
diagnosed as having GDM according to the criteria of C&C
and O’Sullivan, respectively. GDM prevalence was found as
4.8%, 8%, and 13.4% based on the criteria of NDDG, C&C,
and O’Sullivan, respectively, during the two-step approach.
GDM prevalence for each year is presented in Table 1. A total
of 1663 pregnant women were screened for GDM using the
single-step approach between January 2012 and December
2014, and 371 were diagnosed as having GDM. The GDM
prevalence rate was found as 22.3% according to the criteria
of IADPSG. The prevalence rates for each year are presented
in Table 2.

In our study, patients who were diagnosed as having GDM
were significantly older than healthy patients (Table 3). GDM
prevalence increased with increasing age with both approaches
(Table 4).

GCT 100-g OGTT (NDDG) 100-g OGTT (C&C) 100-g OGTT (O’Sullivan)
Positive n Positive  Prevalence (%) n Positive Prevalence (%) n Positive  Prevalence (%)
2008 241 87 87 5 2.1 87 13 5.4 87 31 12.9
2009 156 55 55 7 4.5 55 10 6.4 55 16 10.3
2010 390 151 151 29 7.4 151 41 10.5 151 68 174
2011 598 208 208 25 4.2 208 47 7.9 208 70 11.7
Total 1385 501 501 66 4.8 501 111 8.0 501 185 13.4

GCT: Glucose challenge test, OGTT: Oral glucose tolerance test, NDDG: National Diabetes Data Group, C&C: Carpenter and Coustan
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Discussion

GDM prevalence may differ depending on the population
being screened and the diagnostic test being performed. GDM
prevalence was reported as 8.8% using the NDDG criteria and
10.6% using the C&C criteria in Spain(11,12). GDM prevalence
was also determined as 5.5% in the United States of America
(USA), 8.4% in China, and 7.7% in Morocco according to the
C&C criteria13-15),

In studies conducted in different regions of Turkey, GDM
prevalence was found between 1.23% and 4.2% according to
the criteria of the NDDG, and between 2% and 4.48% according
to the C&C criteria(16-20). In our study, GDM prevalence was
found as 4.8% and 8% using the NDDG and C&C criteria,
respectively, which is higher than that those reported in previous
Turkish studies. The higher GDM prevalence is probably due to
regional dietary habits. GDM was higher using the criteria of
C&C than with the NDDG criteria. This increase may result
from the increased sensitivity of the test when using the C&C
criteria because its glucose value for a diagnosis of GDM is
lower than in the NDDG criteria.

After IADPSG issued a consensus statement on the new criteria
for the diagnosis of GDM, GDM prevalence significantly

Table 2. Gestational diabetes mellitus prevalence according to the
single-step approach by year

75-g OGTT (IADPSG)

Positive Prevalence %

2012 434 96 22.1
2013 455 102 22.4
2014 774 173 22.4
Total 1663 371 223

OGTT: Oral glucose tolerance test, IADPSG: International Association of the Diabetes and
Pregnancy Study Group

Table 3. Age characteristics of healthy patients and patients with gestational diabetes mellitus

increased when the new criteria were adopted(12,21,22). GDM
prevalence increased 3.3 times in Spain (10.6% to 35.5%), 2.8
times in the USA (5.5% to 15.6%) and 2.25 times in China
(8.4% to 18.9%) using the new IADPSG criteria(12-14).

In Turkey, our study is the first to determine GDM prevalence
using the new, single-step approach. Similar to other studies,
we found that GDM prevalence using the IADPSG single-step
approach increased the positivity rate as much as 4.5 times than
that of the two-step NDDG approach, 3 times more than the
two-step C&C approach, and 1.7 times more than the two-
step O’Sullivan approach. This significant increase results from
the fact that only one elevated result is sufficient to make the
diagnosis, not two. In our study, the increase in GDM prevalence
with IADPSG was 2 times higher in a subgroup of women aged
<30 years.

In our study, GDM prevalence increased significantly with
increasing age, regardless of the criteria used. A similar
association has been observed in various studies(16,23.29). GDM
prevalence in women aged >30 years was 4.2 times greater
than that of women aged <30 years using the C&C and NDDG
criteria, 2.5 times greater using the criteria of O’Sullivan, and
2 times greater using the IADPSG criteria. This means that
the criteria of O’Sullivan and IADPSG diagnose more younger
women (i.e. women <30 years) as having GDM.

Conclusion

Therefore, the new IADPSG criteria provide a higher GDM
prevalence and diagnose more young women. This may also
be effective in decreasing the medical disbursement for the
treatment of the disease; however, the benefits of these findings
are still unclear. New prospective studies may highlight the
outcomes of new approaches by the criteria of IADPSG.

Ethics

Ethics Committee Approval: This study was approved by the
Ethics Committee of Sel¢uk University Faculty of Medicine on

Ages of patients

Negative Positive
100-g OGTT according to NDDG i 1'58075 090 i if;;dm z‘z ‘6362*4'89 0.032
100-g OGTT according to C&C i ifgfs 0 i 1'3395 Ois o8 ii '1710115 20 <0.001
100-g OGTT according to O’Sullivan ii.5807115.90 ii3018 616'02 r3:.1281515.45 <0.001
75-g OGTT according to IADPSG iifg—?}'m ii.l7249¢25484 22317311 612 <0.001

GCT: Glucose challenge test, OGTT: Oral glucose tolerance test, NDDG: National Diabetes Data Group, C&C: Carpenter and Coustan, IADPSG: International Association of the Diabetes

and Pregnancy Study Group
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Table 4. The trends in the prevalence of gestational diabetes mellitus with age

75 gr. OGTT (IADPSG)

100 gr. OGTT (O’Sullivan)

Q
2
c
[l
)
]
o
I
=V9]
(=]
(=]
—

100 gr. OGTT (NDDG)

Prevalence

%

Prevalence

%

Prevalence

%

Prevalence

%

Prevalence

%

Positive

Positive

Positive

Positive

Positive

13.8

82

593

54

17

75

2.8

75

1.6

75

23.7

75

316

<25

18.9

88

9.4 465

13 33 118 37

118

2.0

118

29.9

394 118

25-29

370 108 29.2

13.4

135 37.0 135 23 6.3 135 35 9.6 135 49

365

30-34

26.0 178 68 38.2

36 16.7 113 56

113

9.3

20

113 52.6 113

215

35-39

27.4 57 25 43.9

60 18 18.9 60 26

10.5

10

60

63.2

95 60

>39

0.001
[95% CI: (0.099-0.149)]

p:

0.007
[95% CI: (0.081-0.208)]

p:

0.006
[95% CI: (0.113-0.301)]

p:

0.005
[95% CI: (0.212-0.542)]

p:

0.002
[95% CI: (0.065-0.126)]

p:

GCT: Glucose challenge test, OGTT: Oral glucose tolerance test, NDDG: National Diabetes Data Group, C&C: Carpenter and Coustan, IADPSG: International Association of the Diabetes and Pregnancy Study Group, CI: Confidence interval
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The significance of reverse flow in ductus venosus between
sixteen and twenty weeks’ gestation

On altinc1 ve yirminci gebelik haftalar1 arasinda degerlendirilen
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Abstract

Objective: To evaluate the correlation between reversed a-wave in ductus venosus at 16-20 weeks’ gestation and trisomy 21 and adverse perinatal outcomes.
Materials and Methods: Our study included 174 pregnant women who were under follow-up at a tertiary center between May and September 2010.
Ductus venosus Doppler (DVD) measurements were obtained throughout the 6-month period from women who underwent amniocentesis procedures due
to increased risk for trisomy 21 in terms of first or second trimester screening test results. These women were followed up for enrollment of subsequent
data about perinatal outcomes.

Results: In 13 of 174 cases, Doppler studies indicated a reversed a-wave in the ductus venosus. Of these fetuses, 3 were diagnosed as having trisomy 21
after amniocentesis, which related to 60% (3 of 5 fetuses) of all fetuses with trisomy 21. The pregnant women with reversed a-wave in DVD also had an
increased rate of preeclampsia (15%) and gestational diabetes mellitus (GDM) (23%) in late pregnancy.

Conclusion: Reversed a-wave in ductus venosus between 16-20 weeks’ gestation is associated with increased risk of trisomy 21, preeclampsia, and GDM.
If further prospective studies confirm its utility, DVD interrogation for trisomy 21 may be extended until 20 weeks’ gestation.

Keywords: Ductus venosus Doppler, gestational hypertension, gestational diabetes mellitus, second trimester, trisomy

Oz

Amagc: Gebeligin 16.-20. haftasinda saptanan duktus venozus ters a-dalgasi ile trizomi 21 ve advers perinatal sonuclar arasindaki korelasyonun
degerlendirilmesidir.

Gerec ve Yontemler: Calismamiz, Mayis-Eylul 2010 tarihleri arasinda tictinctil bir merkezde takip altinda olan 174 gebeyi icermektedir. Birinci veya ikinci
trimester tarama testi sonuclar acisindan artmus trizomi riski nedeniyle amniyosentez uygulanan kadinlardan 6 ay boyunca duktus venozus Doppler (DVD)
oletimt elde edildi. Bu kadmlar, perinatal sonucla ilgili daha sonraki verileri kaydetmek icin takip edildi.

Bulgular: Yiiz yetmis dort olgunun 13'tinde, DVD’de ters a-dalgast izlendi. Bu fetuslarn 3'tinde, amniyosentez sonrast trizomi 21 teghisi kondu. Trizomi
21 olan tim fetuslarm %6071 (5 fetustan 3't) ters a-dalgasi varhg ile iliskiliydi. DVD’de a-dalgast tersine cevrilen olgularin gebeligin ilerleyen asamalarinda
preeklampsi (%15) ve gestasyonel diabetes mellitus (GDM) orant da artmus olarak izlendi (%23).

Sonug: On alu-20 haftalik gestasyonda duktus venozusta saptanan ters a-dalgas, trizomi 21, preeklampsi ve GDM riskinde artis ile iligkilidir. Daha ileri
prospektif calismalar yararim teyit ederse, trizomi 21 i¢in DVD sorgulamast gebeligin 20. haftasina kadar uzatilabilir.

Anahtar Kelimeler: Duktus venozus Doppler, gestasyonal hipertansiyon, gestasyonal diabetes mellitus, ikinci trimester, trizomi

Introduction positive rate (FPR) of 5 percent(2). Incorporation of assessment

The primary purpose of prenatal aneuploidy screening of nasal bone, tricuspid blood flow, and ductus venosus (DV)

tests is early detection of pregnancies at high risk for Down waveform to the combined test increases the detection rate to

syndrome, which is the most common autosomal trisomy approximately 93-96% with a FPR of 2.5 percent. In the second
among live births(1). First trimester combined screening tests trimester, by combining classic ultrasonographic markers for
can detect approximately 84% of trisomy cases with a false Down syndrome (hyperechogenic intestines, an echogenic
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cardiac focus, pyelectasis, and short femur or humerus) with
maternal age can diagnose 70% of trisomy 21 cases, but it may
also record a false positive diagnosis in 10-15% of cases®).

DV is a special shunt that directs oxygen rich blood from the
umbilical vein to the heart®. The characteristic properties of
ductal blood flow include a high flow rate during ventricular
systole (S wave) and diastole (D wave), and a continuous
forward flow during atrial systole (A wave). A-wave negativity
is regarded as a reflection of fetal cardiac dysfunction(>.
Abnormal DV waveforms between 10 to 13+6 weeks have
shown a relationship with chromosomal defects, cardiac
anomalies, and poor gestational prognosis®®). Following the
demonstration of a correlation between abnormal ductal flow
and nuchal translucency (NT), it has been proposed that a
combined assessment of DV and NT thickness may increase
the efficacy of early sonographic screening of trisomy 21.
Ultrasonographic evaluations in the first trimester have shown
that this abnormality is present in 66.3% to 80% of trisomy 21
cases(0). Additionally, DV flow abnormality is a common finding
in the presence of a cardiac defect in fetal Doppler examination
in the first trimester(7.8). Furthermore, some abnormalities have
been found in DVD ultrasonography during pregnancies with
gestational hypertension (GHT), preeclampsia, and gestational
diabetes mellitus (GDM)(©-11).

Although analysis of free fetal DNA in maternal blood flow for
screening is a promising method, its widespread use is still
restricted due to high costs. Thus, parameters that aid increased
detection rates of routine screening tests are still substantial.
The aim of our study was to determine whether DV waveform
abnormality in Doppler ultrasonography would aid in second
trimester screening when the detection rate is relatively low,
and whether it was correlated with maternal complications.

Materials and Methods

Our study included 174 pregnant women aged 20 to 45
years who were followed up at Zekai Tahir Burak Women’s
Health Training and Research Hospital between May 2010
and September 2010. The study design was approved by
the local institutional ethics committee and review board
(approval number: 04/2009-16). Written consent for
participation was obtained prior to recruitment into the
study. The subjects were referred for high risk for Down
syndrome and scheduled for amniocentesis as a result of
a risk assessment based on maternal age and/or the results
of double test [NT, nasal bone hypoplasia, and beta human
chorionic gonadotropin (BhCG) and pregnancy-associated
plasma protein A measurements between 11 and 13+6
gestational weeks] or triple test (BhCG, unconjugated
estriol, and alpha-fetoprotein measurements between 16
and 19 gestational weeks). All pregnancies were between 16
and 20 gestational weeks. High-risk pregnancies including
multiple pregnancies, maternal diabetes, and hypertension
were excluded.
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DVD was performed to all subjects prior to the amniocentesis
procedure. Ultrasonographic examination and measurements
were conducted by two sonographers (G.K. and A.Y.) using a
Voluson 730 Expert color Doppler ultrasonography device. A 4
MHz convex transducer was used in all examinations. Doppler
ultrasonography was performed in the right ventral part of the
fetal body on the mid-sagittal plane. Pulsed Doppler was used
for measurements from the mid-section of ductus venosus.
After adjustment of the insonation angle to <30 °C, DV was
easily visualized using the aliasing phenomenon. Abnormal
DV blood flow was defined as reversed velocities during atrial
contraction (A-wave). The demographic data of the patients,
and results of amniocentesis and detailed ultrasonography were
recorded. The women were followed up throughout pregnancy
and gestational complications were investigated. Neonatal
records were inspected after birth. All study data were digitally
recorded and analyzed using Statistical Packages for the Social
Science (SPSS) version 11.5. All variables are expressed as
mean + standard deviation, frequency, and percentage. All
comparisons were performed using the Mann-Whitney U test.
Nominal and ordinal variables were analyzed using one of the
chi-square tests suitable for expected values and frequencies
of the variables (Fisher’s exact, and Yates’s chi-square tests).
Statistical significance was set at p<0.05.

Results

One hundred seventy-four women were enrolled in the study.
The mean maternal age was 32.15 years; the mean number of
previous pregnancies was 3.06; the mean number of previous
deliveries was 2.24; and the mean number of previous abortions
was 0.75. The demographic data of patients are shown in Table 1.
Amniocentesis was scheduled according to the results of first
trimester screening in 66 patients and the results of second
trimester screening in 98 patients. Twenty-four (13.8%)
subjects were aged more than 35 years. Of these, six women
had detected risk in the first screening test and eight had risk in
the second trimester screening test. The remaining 10 women
were offered amniocentesis due to maternal anxiety.

In the later stages of pregnancy, 6 (3.4%) women developed
GDM, 4 (2.3%) developed GHT, 4 (2.3%) developed
preeclampsia, and 2 (1.1%) developed abortus. Eleven (68.8%)

Table 1. The demographic data of the patients

Mean SD Minimum Maximum
Maternal age (years) 32.15 5.56 20 45
Paternal age (years) 35.46  5.95 23 52
Gravida (n) 3.06 1.7 1 8
Parity (n) 2.24 1.04 0 5
Previous abortus (n) 0.75 1.05 0 5

SD: Standard deviation
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of 16 pregnancies with maternal complications had normal
DVD and 5 (31.2%) had abnormal DVD. Three (50%) of these
women had GDM and 2 (50%) had preeclampsia. The presence
of reversed a-wave in DV was a significant predictor of maternal
complications in later weeks of pregnancy (p=0.003, Fisher’s
exact test) (Table 2).

Among the pregnant problems
(spontaneous abortus, trisomy, cardiac defect), 157 (95.7%)
had normal DVD and 7 (4.3%) had reversed a-wave in DV.
A total of 10 fetuses had problems, 2 of which were lost to
spontaneous abortion (post-amniocentesis abortus), 4 had
cardiac anomalies, and 5 had trisomy 21 (1 fetus had both
trisomy 21 and ventricular septal defect).

In 13 of 174 cases, Doppler studies indicated a reversed a-wave
in the ductus venosus. Of those, 3 fetuses had trisomy 21,
which related to 60% (3 of 5 fetuses) of all fetuses with trisomy
21. In the euploid group, reversed flow in the DV was observed
in 5.9% of the cases. The rate of reversed a-wave in DV was
significantly higher than in normal DVD in fetuses with trisomy
21 (p=0.003, Fisher’s exact test) (Table 3).

women without fetal

Discussion

The diagnostic accuracy and false positivity rates of the
available screening methods for trisomy 21 have not reached
an ideal level(12,13). Recently, a novel screening method called
non-invasive prenatal test based on free fetal DNA analysis
in maternal blood was developed14.15). However, such tests
cannot be included in routine screening tests owing to their
high costs in developing countries.

Based on fetal ultrasonographic examinations of cases of trisomy
21, former studies reported that DV showed an abnormal flow
pattern in these cases(16-18). In a study on over 5000 pregnant
women, 281 cases of trisomy 21 were diagnosed. An abnormal

flow pattern in DVD was observed in 80% of trisomy 21 cases
and 5% of euploid fetuses(12). Another study detected a DV flow
pattern abnormality in the first trimester in 66.3% of trisomy 21
cases(©). In most studies where DV was assessed with Doppler
ultrasonography, the assessment was made in the first trimester.
Geipel et al.(18) evaluated women with 808 euploid fetuses and
37 fetuses with Down syndrome between the 14th and 18th
weeks of gestation. These women were investigated for the
presence of abnormal DV waveform, tricuspid regurgitation,
and nasal bone hypoplasia/aplasia. The trisomy 21 group
had reversed a-wave in DVD at a rate of 23.3%, tricuspid
regurgitation 27%, and nasal bone hypoplasia/aplasia 45.9%,
and the euploid group had a rate of 1.6% for reversed a-wave in
DVD, 4.6% for tricuspid regurgitation, and 3.2% for nasal bone
hypoplasia/aplasia. The authors concluded that the presence
of these ultrasonographic markers in the second trimester
increased the risk of Down syndrome by 6-15-fold. Combining
maternal age, nuchal fold, nasal bone, tricuspid regurgitation
with DVD, they accurately diagnosed 90% of all trisomy 21
cases(16). A large-scale study conducted in 2011 that involved
20,000 euploid fetuses and 20,000 cases of trisomy 21 showed
that tests including DV, tricuspid blood flow, and nasal bone
at 15-18 gestational weeks improved trisomy 21 screening
performance when used in conjunction with maternal age. That
study revealed rates of 1.7% and 14.3% for abnormal DV flow
in the euploid and trisomy 21 groups, respectively(17).

We detected DV waveform abnormalities in 3 (60%) of 5 cases
of trisomy 21. Our study indicated that DVD evaluation at 16-
20 gestational weeks was significantly beneficial for predicting
trisomy 21, in accordance with the above-mentioned studies.
The strengths of our study over other studies include its
prospective design and the more homogenous nature of its
sample.

Table 2. Correlation between maternal complications and ductus venosus Doppler

Ductus venosus Doppler

GDM GHT

Pregnancies with maternal complication (n=16)

Normal (n=161)
Abnormal (n=13)

3(1.8) 124
3(23) -

Pregnancies
Preeclampsia Abortus rithoutmaternal
complication
(n=158)
2(1.2) 2(1.2) 150 (93.1)
0.003
2(15) - 8 (61.5)

Data are given as numbers with frequencies within parentheses, GDM: Gestational diabetes mellitus, GHT: Gestational hypertension

Table 3. Distribution of normal and abnormal ductus venosus flow rate waveforms based on the presence of Down syndrome

Ductus venosus Doppler

Normal (n=161)
%
Abnormal (n=13)
%

Number

Number

Trisomy 21
Absent Present
159 2
94.1 40
0.003
10 3
5.9 60
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Study Limitations

Our limitation is the small sample size. It has been shown
previously that among cases proven to be free of chromosomal
anomalies in first trimester fetal Doppler ultrasonography
examination, abnormal DV flow pattern was present in
0-40% of those without cardiac defects, but 75-100% of
those with cardiac defects(7.8). We found that 3 of 4 fetuses
with cardiac problems had abnormal DV waveform. This
rate appears to be in accordance with previously reported
studies.

It has been reported that women with GHT and preeclampsia
had altered DV waveforms in fetal Doppler ultrasonographic
examination performed after the index of disorder due
to placental dysfunction(®. A recent study that aimed to
determine the performance of maternal characteristics,
Doppler, and a set of biochemical markers for preeclampsia
screening in the first and second trimester demonstrated
that inclusion of pulsatility index of DV to other parameters
could potentially aid patient counseling with regard to early
screening for preeclampsial®). We demonstrated abnormal
DV flow in all 4 cases of preeclampsia. Some studies indicated
that the pulsatility index of DV was higher in women with
GDM compared with control subjects(11.18). We found an
abnormal DV flow pattern in 3 of 6 women with gestational
diabetes. Our results concerning GDM were in agreement with
literature reports. In our study, the ratio of DVD abnormality
was significantly greater in pregnancies that would later
develop maternal complications.

Conclusion

Despite limited safety data due to the small number of fetuses
with Down syndrome, we are of the opinion that the addition of
DVD to second trimester screening tests will be an inexpensive
and beneficial method to increase the rate of Down syndrome
detection in women who cannot undergo DVD examinations
in the first trimester. DVD examination in the second trimester
may also provide information to predict adverse pregnancy
outcomes such as preeclampsia and GDM. However, this
hypothesis needs to be supported by further research with large
sample sizes.
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The incidence, risk factors, and mortality of preterm
neonates: A prospective study from Jordan (2012-2013)
Preterm yenidogan insidansi, risk faktorleri ve mortalitesi:
Urdiin’den prospektif bir calisma (2012-2013)

Nadin M. Abdel Razeql, Yousef S. Khader2, Anwar M. Batieha2

IThe University of Jordan Faculty of Nursing, Department of Maternal and Child Health Nursing, Amman, Jordan
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Abstract

Objective: To explore the incidence of preterm delivery, maternal risk factors for having a preterm neonate, and preterm neonates’ mortality in Jordan.
Materials and Methods: A cross-sectional population-based design was applied. Socio-demographic, perinatal, delivery risk factors, and survival
information were gathered in pre- and post-hospital discharge interviews with 21075 women who gave birth to live neonates at 220 weeks of gestation in
18 hospitals in Jordan. Women were interviewed between 2012 and 2013. The sample was limited to singleton women who gave birth to live neonates.
Women who gave birth to stillborn babies were excluded.

Results: Preterm delivery incidence was 5.8%, of which 85% were in 32-36 gestational weeks. Male sex, primigravidity, hypertension, preeclampsia, and
diabetes were significantly associated with an increased risk of preterm delivery. Women aged 20-35 years had the lowest risk of preterm delivery. Mother’s
weight <50 kg, hospitalization at 24-34 gestational weeks, lack of antenatal care visits or <8 visits during pregnancy, a history of preterm delivery, and a
history of stillbirth/neonatal death were associated with increased risks of preterm delivery. The neonatal mortality rate was 4/1000 live births among full-
term and 123/1000 live births among preterm babies. Prematurity, congenital anomalies, and maternal diseases were the causes of 84% of preterm neonatal
deaths.

Conclusion: The mortality rate was considerably higher among preterm neonates than among term neonates; discrepancies between Jordan and other
countries existed. Systematic prenatal risk assessment and quality postnatal health care improvements are required to improve the survival rates of preterm
neonates.

Keywords: Preterm, infant, prematurity, obstetric, premature birth

Oz

Amag: Urdiin'deki preterm dogum insidansi, prematiire yenidogan icin maternal risk faktorleri ve preterm yenidogan mortalitesinin incelenmesidir.
Gereg ve Yontemler: Kesitsel, popiilasyon temelli bir tasarim uygulanmistir. Urdiin’deki 18 hastanede >20. gebelik haftasinda canli dogum yapan 21075
kadmla hastane dncesi veya sonrast yapilan goriismelerde sosyo-demografik, perinatal ve dogum sirasindaki risk faktorleri ve sagkalm bilgileri elde
edilmistir. Kadinlarla yapilan gértismeler 2012 ve 2013 yillart arasinda gerceklestirilmistir. Calismaya tekli gebeligi olup canlt dogum yapanlar dahil
edilmistir, 61t dogum yapanlar calismaya alimmamuistir.

Bulgular: Preterm dogum insidanst %5,8 olarak hesaplanmustir. Bunun %851 32-36. gebelik haftasma ait dogumlardan meydana gelmektedir. Erkek
cinsiyet, ilk gebelik, hipertansiyon, preeklampsi ve diyabet belirgin olarak artmus preterm dogum riski ile iliskili bulunmustur. Yirmi-35 yas arasindaki
kadinlarin preterm dogum icin en az riski tasidig goriilmustiir. Anne kilosunun 50 kg altinda olmast, 24-34. gebelik haftalarmda hastaneye yatma, antenatal
bakim ziyaretlerinin yoklugu veya gebelik boyunca 8'den az ziyaret, preterm dogum hikayesi ve anamnezde 6lit dogum/yenidogan 6limii olmast preterm
dogum icin artmis riskler olarak belirlenmistir. Yenidogan mortalite hizi miyadinda doganlar icin 4/1000 canli dogum olarak hesaplanirken, preterm
bebekler i¢in 123/1000 canli dogum olarak bulunmustur. Preterm yenidogan dltmlerinin %84’tinde neden olarak prematiirite, konjenital anomaliler ve
maternal hastaliklar saptanmistir.

Sonug: Preterm yenidoganlarda, miyadinda doganlara kiyasla, mortalite hizi daha ytiksek olarak izlenmistir. Urdiin ve bagka tilkelerin sonuglar arasimda
farkliliklar oldugu goriillmektedir. Preterm yenidoganlarin sagkalim oranlarimni iyilestirmek icin sistematik prenatal risk degerlendirmesi ve postnatal saglik
hizmet kalitesinde iyilestirme calismalar gerekmektedir.

Anahtar Kelimeler: Preterm, infant, premattirite, obstetrik, premattire dogum
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PRECIS: The neonatal mortality rate was 30 times higher in preterm neonates than in term neonates, which indicates a survival gap

between the two groups.

Introduction

Prematurity presents a significant challenge to the global
community due to the rapid increase in its incidence and its
disproportionate contribution to increased infant mortality rates.
In 2010, approximately 15 million babies were born preterm, and
more than 1 million died due to complications during the first
month of life(1. Globally, among all neonatal deaths in 2013, 35%
were caused by preterm birth complications alone(?). Research
that expands our understanding of the causes and risk factors of
preterm birth and how to identify women and adolescents at risk
is particularly needed to decrease the global neonatal mortality
rate(l). Without accurate, comprehensive background information
describing the existing state of preterm neonatal births, risk
factors, and national mortality, an international improvement in
preterm neonatal care would be extremely challenging to achieve.
Population-based studies reporting the outcomes of preterm birth
using standardized mortality definitions are highly recommended
in low- and middle resource settings®®.

Jordan has a total fertility rate of 3.5 per woman, and a birth
rate of 27 per 1000 people (2010-2012)4). Corresponding to
the global picture, during 2013, half of the 4000 children in
Jordan who died under the age of five years were neonates®).
Jordan ranked 97th globally in under-five mortality rates in
201205). Despite a progressive decline in neonatal mortality
rates between 1990 and 2013, the national neonatal mortality
rate remains high, at 11 neonatal deaths per 1000 live births in
2013@). However, evidence regarding the incidence, geographic
distribution, associated factors, and mortality risks of preterm
births in Jordan is limited; these are mostly deduced from single
settings or confined to data from limited geographic areas(6-14).
This study is part of a larger nation-wide study, conducted in
2012 and 2013, to examine perinatal mortality in Jordan(1%),
The purpose of this paper was to report the incidence of preterm
birth, its risk factors, and its contribution to neonatal mortality.

Materials and Methods

Study design
This was a national, prospective, hospital-based study.
Setting

The study was conducted at 18 maternity hospitals that were
carefully selected based on criteria determined by the study’s
technical committee, which consisted of representatives from
the United Nations International Children’s Emergency Fund
(UNICEF), the World Health Organization (WHO), and the
Jordanian health sectors. These criteria reflected the diverse
socioeconomic status of the participants and the quality levels
of services provided to them. The hospital selection criteria
also considered the workload of the hospitals in terms of the
number of deliveries.

Accordingly, the 18 hospitals were distributed over the three
regions of the country: seven hospitals in the middle, six in the
north, and five in the south. The hospitals represented all health
care delivery sectors in the three geographic regions of Jordan,
including urban and rural areas. The number of births selected
from each hospital was proportional to the number of births in
each health sector and region. The Institutional Review Boards
at the Ministry of Health and selected hospitals approved the
study (approval number: 2012/035).

Participants

All women who gave birth to dead or live neonates at 20
or more weeks of gestation in each of the selected hospitals
were eligible for inclusion and were interviewed before
discharge from the hospital. The sampling criteria and size of
the larger study are described in detail elsewhere(15). In the
current analysis, the sample was limited to singleton women
who gave birth to live neonates. Women who gave birth to
stillborn babies were excluded. Written informed consent
was obtained for each participant prior to commencing the
interviews.

Data source and measurements

A number of questionnaires and forms were developed, revised,
and finalized by the study team to facilitate the gathering and
recording of research data. The questionnaires had specific
instructions, and the content was organized to increase clarity
and enhance the accuracy of the obtained data. A team of 3-6
midwives/nurses, led by an obstetrician and a neonatologist
or pediatrician, was assigned to collect data at each selected
hospital. Qualified local trainers conducted a two-day training
workshop for researchers working in each region. The study
questionnaires and forms were pre-tested in the field on a
sample of women similar to those who were actually included
in the study.

The pre-discharge interview questionnaire
information about the socio-demographic, maternal, and
clinical characteristics of the women; information about

contained

pregnancy, labor, and delivery; relevant information about the
neonates; and perinatal and neonatal deaths. Information was
also gathered from the participating women’s medical records
pre-discharge. Woman whose neonates died before discharge
were asked further questions about the circumstances and
causes of death.

For those women who did not experience perinatal or neonatal
death before discharge, consent to follow-up with them
postpartum was obtained, and their phone number was noted.
The women who agreed to be contacted were called 30 days
postpartum to participate in a phone interview; questions
were asked about whether the neonate was alive, the health
of the neonate, and details of visits to health facilities for both
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the mother and her neonate. If, through this screening call, it
was discovered that a neonate had died, plans were made for a
follow-up interview at the woman’s home for a “verbal autopsy”.
Neonatal gestational ages were recorded in the women’s medical
records by practicing physicians. The gestational age was based
on both ultrasound and the last menstrual period (the interval
between the first day of the mother’s last normal menstrual
period and the date of delivery of the fetus or newborn). A
preterm neonate was defined as a neonate that was born before
37 completed weeks of pregnancy. Based on the gestational age,
preterm babies were further classified as born between 32-36
weeks of gestation and born at <32 weeks. A birth weight less
than 2500 grams (5 pounds, 8 ounces) was considered as low
birth weight and a birth weight of 2500 grams and above was
considered as normal weight. The neonatal mortality rate was
defined as the number of deaths during the first 28 completed
days of life per 1000 live births that occurred during the study
period. Neonatal deaths were subdivided according to the time
of death into early neonatal deaths at 0-6 days after live birth
and late neonatal deaths at 7-27 days after live birth. Both were
expressed as per 1000 live births.

The hospital diagnosis of the causes of neonatal deaths was
based on standard obstetric and neonatal guidelines. The deaths
were classified according to the National Institute for Heath and
Care Excellence (NICE) system, a standard classification system
that is based on the modified Wigglesworth classification(16),
together with information on the calculation of birth weight
in relation to gestational length. The NICE -classification
program classifies neonatal death into one of a range of specific,
mutually exclusive, cause-of-death subgroups. The order of the
subgroups is strictly hierarchical.

Statistical Analysis

Data were described using means (standard deviation) for
continuous variables, and frequencies and percentages
were used for categorical variables. The differences between
proportions were tested using chi-square tests. Risk factors
were analyzed using generalized, linear-mixed multilevel
models, and traditional logistic regression analysis was used
to measure the hierarchical complexity of predictor variables.
The Akaike information criterion (AIC) and the Bayesian
information criterion were used to select and compare models
based on the -2 log likelihood. Based on the information
criteria, we preferred the final binary logistic regression model
predicting prematurity over the final generalized linear mixed
model with one random intercept, because it had smaller AIC
values. Based on a likelihood ratio test, the binary logistic
regression (no random effect) was still preferred. The variables
were included in the model systematically, and those with
p<0.10 in the univariate analysis were included in the model.
The possible associated factors were examined for evidence of
multicollinearity, which was reflected by either the changes in
the direction of effect between the univariate and multivariable
analysis or implausible standard errors for a particular variable.
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A p-value of <0.05 was considered statistically significant.
Traditional and multilevel analyses were performed using IBM
SPSS 20 (SPSS Inc., Chicago, IL, USA).

Results

Participants’ characteristics

During the study period, 21 075 women gave birth in the
selected hospitals. Approximately one third of deliveries (34.2%)
occurred in the northern region, 55.0% in the middle region,
and 10.8% in the southern region. About 30.5% of women gave
birth in private hospitals, 46.9% in public hospitals, 18.7%
in military hospitals, and 3.8% in teaching hospitals. Almost
all women (99%) sought antennal care, with 70.1% seeking
antennal care >8 times. Less than one-third (32%) of women
had an education level that was lower than high school, and
41.5% had an income of >350 Jordanian dinar (JD) per month
(1 $=0.71]JD). About 8.0% of women had a history of preterm
or low-birth-weight delivery, 3.2% were smokers, 1.2% had
preeclampsia, 1.2% had gestational diabetes, 0.5% had pre-
gestational diabetes, and 4.8% had pre-gestational high blood
pressure.

Incidence of preterm birth

Among the participants, 5.8% delivered before 37 completed
weeks of gestation. The majority of preterm deliveries (85%)
occurred between 32 and 36 weeks, and 15% reached <32
weeks of gestation. The preterm birth rate, according to the
socio-demographic and clinical characteristics of the mothers
and their babies, is shown in Table 1. The preterm birth rate
was the lowest among women aged 20-35 years (7.8% for
women aged <20 years, 5.4% for women aged 20-35 years, and
7.7% for women aged >35 years). The rate was extremely high
among women who did not use antenatal care services (13.8%).
The rate was also higher among women who had a history of
preterm/low-birth-weight ~ delivery (14.4%), hypertension
(12.6%), preeclampsia (24.7%), gestational diabetes (10.3%),
pre-gestational diabetes (25.7%), and women who were
hospitalized between 24 and 34 gestational weeks. The rate of
cesarean section births (46.4%), both planned and emergency,
among the preterm neonates was almost equal to that by vaginal
delivery (50.7%).

The main characteristics of the full-term and preterm deliveries
are shown in Table 2. Presentation at delivery was cephalic in
95.4% of full-term deliveries and 86.9% of preterm deliveries.
About 27% of full-term deliveries and 46.4% of preterm
deliveries were performed via cesarean section. Neonatal
resuscitation was necessary for 9.6% of full-term babies and
29.2% of preterm babies. Preterm babies were more likely to
have poor Apgar scores at 1 and 5 minutes compared with full-
term babies.

Risk factors of preterm delivery

In multivariable analysis (Table 3), male sex [odds ratio
(OR)=1.2], primigravid (OR=1.6), hypertension (OR=1.5),
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Table 1. The rate of preterm birth according to socio-demographic and clinical characteristics of mothers and their babies

Gestational age

Full term (GA>37) Preterm (GA<37)

n % n %

Mother’s age

<20 1201 92.2 101 7.8 <0.001
20-35 16250 94.6 934 5.4
>35 2360 923 197 7.7

Mother’s education

<12 6276 93.5 434 6.5 0.016
12-14 9025 94.2 551 5.8
>14 4441 94.8 244 52

Income (JD)
<350 11581 943 701 5.7 0.270
>350 8170 93.9 528 6.1

Region
North 6821 94.6 387 5.4 0.012
Middle 10866 93.7 728 6.3
South 2147 94.8 117 52

Health sector

Private 6087 94.6 345 5.4 <0.001
Public 9341 94.4 549 5.6
Military 3654 929 280 7.1
Teaching 752 92.8 58 7.2

Nationality
Jordanian 18688 94.2 1156 5.8 0.569
Others 1146 93.8 76 6.2

Baby sex
Male 10 174 93.8 671 6.2 0.032
Female 9650 94.5 561 5.5

Number of antenatal care visits

None 187 86.2 30 13.8 <0.001
1-8 5558 923 464 7.7
>8 13906 95.0 727 5.0

Inter-delivery interval

First delivery 5531 93.6 377 6.4 0.007
<2 years 4912 93.8 326 6.2
>2 years 8397 94.7 407 53

Smoking
Yes 636 93.4 45 6.6 0.392
No 19188 94.2 1187 5.8

GA: Gestational age, JD: Jordanian dinar
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preeclampsia (OR=3.1), and diabetes (OR=1.6) were
significantly associated with an increased risk of preterm
delivery. Women aged between 20 and 35 years had the lowest
risk of giving birth to a preterm neonate compared with older
or younger women. A mother’s weight <50 kg, hospitalization
at 24-34 gestational weeks, no antenatal care visits or <8 visits
during pregnancy, and a history of preterm or low-birth-weight
delivery or stillbirth/neonatal death were all associated with an
increased risk of preterm delivery.

Rates and causes of neonatal mortality among preterm and
full-term babies

The neonatal mortality rate was four per 1000 live births among
full-term (early neonatal death=three per 1000 live births, and
late neonatal death=one per 1000 live births). The neonatal
mortality rate was 123 per 1000 live births among preterm
babies (early neonatal death=99 per 1000 live births, and late
neonatal death=24 per 1000 live births). Among normal birth
weight babies, the neonatal mortality rate was 3 per 1000 live

Table 2. The main characteristics of full and preterm deliveries

births for full-term and 22 per 1000 live births for preterm
babies. Among low-birth-weight babies, the rate was 32 per
1000 live births for full-term, and 116 per 1000 live births for
preterm babies. The causes of death for full-term and preterm
babies are shown in Table 4.

Discussion

The incidence of preterm births in the current study was 5.8%,
comparable to that reported in developed countries such as
Finland, Ireland, and Sweden(17). The preterm birth rate in
this study compares positively with that observed in the United
States and in most low- and middle-income countries(17-20).
The relatively lower incidence rate in this study may be due to
the larger number of participants aged 20-35 years and educated
participants. Evidence from previous studies indicated that
young (<20 years) and advanced (=40 years) maternal ages are
strong risk factors of preterm births(9.21,22). Similarly, increased
risks of mothers having a preterm birth were associated with
low or no education levels(2D.

Gestational age

Full term (GA>37) Preterm (GA<37)

n % n %

Presentation at delivery
Cephalic
Breech
Other

Mode of delivery
Vaginal delivery
Forceps/vacuum delivery
Emergency cesarean
Planned cesarean

Neonatal resuscitation
Not necessary
Necessary/not performed
Necessary/performed

Apgar score at 1 minute
Poor (0-3)
Intermediate (4-7)
Normal (8-10)

Apgar score at 5 minutes
Poor (0-3)
Intermediate (4-7)
Normal (8-10)

GA: Gestational age
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18898 95.4 1069 86.9 19967
628 3.2 114 9.3 742
285 1.4 47 3.8 332
13367 67.7 620 50.7 13987
1045 53 36 29 1081
2451 12.4 287 23.5 2738
2872 14.6 280 22.9 3152
17661 90.4 837 70.8 18498
766 3.9 41 35 807
1112 5.7 304 25.7 1416
73 0.4 47 4.1 120
8251 42.3 731 63.1 8982
11199 57.4 380 32.8 11579
18 0.1 14 1.2 32
836 4.3 214 18.5 1050
18661 95.6 926 80.2 19587
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The incidence rate of preterm birth noted in this study was
also lower than that reported in earlier studies in Jordan(7.9,10).
The proportion of preterm births, as reported by single-setting
studies conducted in Jordan, ranged between 10.7%( and
12.8%10) out of the total births in each setting, and the highest
mortality in the neonatal intensive care unit was among preterm
and low-birth-weight admissions(12). The discrepancy in the
incidence of preterm births between the current study and
previous studies in Jordan could be due to the small samples
and geographic areas studied previously. The lower preterm
birth rate in our study could indicate the positive progress that
has been made recently in the quality of maternal-fetal health

Table 3. Multivariable analysis of factors associated with preterm delivery

care in Jordan. The high number of women in the current study
who attended antenatal clinics supports this supposition.

However, the high attendance rate of antenatal care in this study
did not reflect positively on the preterm neonatal mortality rate.
The mortality rate of 123/1000 was relatively high. The neonatal
mortality rate was 30 times higher among preterm neonates than
among full-term neonates, indicating a survival gap between
the groups; this disparity may be perceived as an urgent call for
the systematic improvement of postnatal and neonatal intensive
health care in Jordan. The best intervention for prevention
of spontaneous preterm birth in women with risk factors is
still unclear(23). However, simple cost-effective and research-

OR (95% Confidence interval) p

Region
North
Middle
South
Neonate gender (male vs. females)

Number of deliveries

Hypertension
Preeclampsia
Diabetes
Age (year)
<20
20-35
>35
Hospitalization at 24-34 gestational weeks
Not hospitalized
Hospitalized/no prophylaxis
Hospitalized/with prophylaxis
Number of antenatal care visits
None
1-8
>8
Mother’s weight (<50 vs. 250 kg)
History of preterm/low-birth-weight delivery

History of neonatal death/stillbirth
OR: Odds ratio

1.0
1.2(1.0,1.4) 0.024
0.8 (0.6, 1.0) 0.021
12(1.1,1.4) 0.001
1.6 (1.3,2.0) <0.001
1.2(1.0,1.5) 0.120
1.0 (0.8, 1.2) 0.700
1.0

151.2,1.9) 0.002
3.1(2.2,4.5) <0.005
1.6(1.1,2.3) 0.021
13(1.2,1.5) 0.043
1.0

1.4(1.1,1.7) 0.046
1.0

42(3.0,5.8) <0.005
7.6 (6.1,9.5) <0.005
3.8(2.4,6.1) <0.005
1.7(1.5,1.9) <0.005
1.0

13(1.0,1.6) 0.033
2.7(2.3,3.3) <0.005
1.6 (1.2,2.0) <0.005
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supported interventions are available to reduce deaths among
premature babies; for example, the promotion of early and
exclusive breastfeeding, handwashing, and innovative skin-to-
skin care(24.25). The prevention of hypothermia and management
of respiratory distress syndrome, neonatal pneumonia, sepsis,
and hyperbilirubinemia are evidence-based interventions that
can greatly increase the survival of small and sick neonates(24).
Globally, 4 out of 5 newborn deaths result from
three preventable and treatable conditions, primarily
prematurity(25.26). Prematurity alone was the direct cause of
almost 50% of neonatal deaths in the current study, followed
by congenital anomalies and maternal medical conditions.
Prematurity is often complicated by infections and respiratory
complications, which commonly leads to the death of preterm
infants(19.27). These complications can be prevented and
treated by skilful and high-quality postnatal care of preterm
neonates, especially during the first week of life. Our findings
indicate that preterm neonates were four times more likely to
die postnatally during the first week of life, compared with
later times after birth. Nevertheless, high-quality antenatal
screening and care are still key components in efforts to
identify preterm birth risk factors early, prevent preterm
births, and reduce infant mortality.

This research showed that the incidence of preterm birth was
significantly reduced when mothers received health care in
antenatal clinics during pregnancy. The more antenatal visits
mothers attended during pregnancy, the lower was the risk of
preterm births. Previous studies have shown that preterm births
were significantly more common among women who had no or
only occasional visits to antenatal care(27-30). In this study, the

risk of preterm birth was almost four times greater in women
who did not attend antenatal care, a risk ratio that is consistent
with a study in Thailand(29).

Globally, the proportion of women receiving antenatal care
at least once during pregnancy was 83% between 2007 and
2014. However, only 64% of pregnant women attended the
WHO-recommended minimum of four or more antenatal
care visitsGD. Correspondingly, in this study, almost all of the
women had received antenatal care at least once. However,
nationally, this is not sufficient, because more than one quarter
of the sample received less than the national goal of a minimum
of eight visits; this indicates a need to improve women’s access
to and compliance with antenatal health services. These results
may influence health policies in Jordan and globally.

The identification of warning signs during pregnancy is an
important goal of antenatal careGD. Preeclampsia, diabetes, and
hypertension, whether pre-existing or gestational, are maternal
medical conditions that commonly predict preterm birth(20,32),
a finding that is similar to those of this study. For women with
preeclampsia, the risk of preterm delivery was three times
greater than it was for women who were not affected. This
highlights that screening and medical management during
antenatal care are clinically important to decrease the risk of
preterm birth. Madan et al.33) found that the risk of preterm
birth was augmented for obese and overweight mothers if
they experienced one or more of the conditions listed above.
Their conclusion highlights the importance of including weight
indices in the assessment of preterm birth risk factors. The
evidence suggests an increase in the likelihood of preterm birth
when body mass index (BMI) decreases below or increases above

Table 4. The leading causes of neonatal deaths among full term and preterm babies, based on the National Institute for Heath and Care

Excellence classification

Cause of death

Gestational age

Congenital anomalies
Unexplained immaturity
Maternal disease

Specific infant conditions
Unexplained asphyxia
Obstetric complications
Unclassifiable cases
Unexplained small-for-dates infants
Placental abruption
Multiple births

Specific fetal conditions

GA: Gestational age
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Full term (GA>37) Preterm (GA<37)

n n %

44 52.4 37 24.8 81
0 0.0 71 47.7 71
4 4.8 17 11.4 21
15 17.9 5 3.4 20
13 155 3 2.0 16
3 3.6 6 4.0 9
5 6.0 1 0.7 6
0 0.0 3 2.0 3
0 0.0 4 2.7 4
0 0.0 1 0.7 1
0 0.0 1 0.7 1
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normal(2933). Due to too many missing data, the researchers
were unable to include BMI in the statistical analysis of their
study; however, their results provide additional evidence of the
role of underweight mothers on the increased risk of preterm
birth.

Multiparous women with a history of preterm birth are also
at risk for further preterm birth(21,29.33) In the current study,
the likelihood of having a preterm birth at least doubled when
there was a history of preterm or low-birth-weight delivery
in previous pregnancies; a rate similar to that reported in a
Canadian study@D. Likewise, primigravida was associated with
a 1.6 increase in the likelihood of giving birth to a preterm
neonate, which is approximate to the findings of similar
studies(21,29). The rate of caesarian section births, both planned
and emergency, among the preterm neonates was remarkably
high (46.4%) and is worth further investigation.

Maternal hospitalization during 24-34 weeks of gestation was
associated with a very high likelihood of preterm delivery. This
finding is understandable because early maternal hospitalization
during pregnancy indicates the existence of maternal or fetal
health problems or early identification of a potential problem.
The reasons for hospitalization and types of care provided need
more investigation because these factors could lead to a better
understanding of preterm birth risk factors and hence prevent
prematurity complications and preterm neonate mortality.
Interventional studies that incorporate the results of this study
in preterm delivery risk assessment in maternal and child health
centers are also encouraged.

Study Limitations

Although this study had several strengths compared with
previous studies, it also had several limitations. Among the
strengths of the current research were that it was nation-wide,
covered a wide geographic area, and included information from
all birth records in all sectors and types of hospital settings. It
was not feasible, however, to include information on deliveries
that occurred outside formal birth settings, such as private
homes, which do occur in Jordan, albeit rarely. Although not all
of the results of this study can be generalized to other countries,
efforts were made to follow the WHO’s recommended
definitions of prematurity and international standards of
reporting mortality to allow for international comparisons and
to enhance generalizing the data. In addition, this study was
conducted over a specific period; therefore, replicating this
study is highly recommended in future years to compare trends
over time and identify changes in preterm birth estimates.
Moreover, a longitudinal cohort study is strongly encouraged to
follow preterm neonates because it would be highly beneficial
to identify the long-term outcomes of preterm births, and the
health needs of babies who survive prematurity.

Conclusion

Addressing the major risks associated with the incidence and
the mortality of preterm neonates is a priority to reduce the

global burden of preterm birth, along with identifying areas that
are crucial to improve the health care systems across countries.
Regarding risk factors, the limited research carried out in Jordan
shows that the rate of preterm and low-birth-weight infants was
highest for males and first-born neonates10) among teenage
women(8,13) and women aged 35 years or above(9,10), as well as
for women in consanguineous marriages(! 1. By adding relevant
information from Jordan, this study has contributed evidence to
international comparison tables, and to the national as well as
the international picture about prematurity.
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The relationship between fecal incontinence and vaginal
delivery in the postmenopausal stage

Postmenopozal donemde goriilen fekal inkontinanslarin vajinal
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Abstract

Objective: Obstetric anal sphincter injuries are one of the most significant complications of vaginal delivery that give way to fecal incontinence, which is
defined as the involuntary leakage of gas, fluid or solid stool. Although sphincter injuries are seen in 0.5-9% of all deliveries. It has been reported that 20-
41% of women who had vaginal deliveries had occult anal sphincter injuries as endoanal ultrasonography began to be used by physicians. The aim of our
study was to investigate the relationship between fecal incontinence, whose incidence increases dramatically during the postmenopausal stage, and occult
anal sphincter injuries.

Materials and Methods: Two hundred healthy female patients with no history of anal sphincter injury, aged between 18 and 70 years were included in the
study. The participants were divided into 4 groups according to their menopausal stages and mode of delivery; premenopausal (group 1) and postmenopausal
(group 2) vaginal delivery, and premenopausal (group 3) and postmenopausal (group 4) cesarean section. Wexner incontinence scores were determined. The
participants’ defects were assessed using endoanal ultrasound and their status of fecal incontinence using anorectal manometric measurements.

Results: Anorectal manometric measurement results were found significantly lower in group 1 than in group 3 (p<0.01). The Wexner scores of groups
1 and 3 were similar. The anorectal manometric measurement results of group 2 were significantly lower than those of group 4, and the Wexner score of
group 2 was significantly higher than other groups (p=0.03).

Conclusion: Anal sphincter injuries formed after vaginal delivery may be one of the reasons that increase the incidence of postmenopausal fecal incontinence
and cause the formation of fecal incontinence symptoms in women.

Keywords: Fecal incontinence, obstetric sphincter injury, postmenopausal stage

Oz

Amagc: Obstetrik anal sfinkter yaralanmalar vajinal dogumlarin énemli bir komplikasyonudur ve istemsiz gaz, sivi veya kati gaita kacag olarak tanimlanan
fekal inkontinanslara neden olmaktadirlar. Ttim dogumlarn %0,5-9'unda sfinkter yaralanmasi gériilmesine ragmen endoanal ultrasonografinin kullanima
girmesiyle vajinal dogum yapmis kadinlann %20-41'inde okiilt anal sfinkter yaralanmalar oldugu tespit edilmistir. Calismamizin amact postmenapozal
donemde insidans: dramatik artan fekal inkontinanslarin okdlt anal sfinkter yaralanmalart ile iliskisinin incelenmesidir.

Gerec ve Yontemler: Anal sfinkter yaralanmasi 6ykiistt olmayan 18-70 yas aras1 200 saghkh kadin calismaya alindi. Kaulimalar premenapozal ve
postmenapozal vajinal dogum; premenapozal ve postmenaozal sezaryenle dogum yapanlar olmak tizere 4 gruba ayrldi. Katilhimcilar menapoz durumu
ve dogum tiiriine gore 4 gruba ayrildi. Wexner inkontinans skorlar belirlendi. Katilimeilarin anal sfinkter defektleri endoanal ultrason ile anal sfinkter
fonksiyonlar ise anorektal manometer ile degerlendirildi.

Bulgular: Grup 1°de anorektal manometre 6l¢tim degerleri grup 3’ten anlamh olarak daha dustik bulundu (p<0,01). Grup 1 ve grup 3 arasinda Wexner
skoru benzerdi. Grup 2’nin anorektal manometrik ol¢tim degerleri grup 4’ten anlamli olarak daha diistiktti. Wexner skoru ise grup 2’de anlamh olarak
daha ytiksekti (p=0,03).

Sonug: Vajinal dogum sonrast olusan anal sfinkter yaralanmalar1 kadinlarda menapoz sonrasi fekal inkontinanslarn insidansinin artmasina ve fekal
inkontinans semptomlarin olusmasina neden olan bir faktor olabilir.

Anahtar Kelimeler: Fekal inkontinans, obstetrik sfinkter yaralanmasi, postmenapozal durum
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Introduction

Obstetric anal sphincter injuries (OASIS) account for a
significant complication of vaginal deliveries and cause fecal
incontinence (FI), which is defined as the involuntary leakage
of gas, fluid or solid stool(D). They are seen in 0.5-9% of all
deliveries). Post-delivery FI incidence, however, is about
3%®). Only 30% of patients with OASIS were observed to have
FI symptoms a year after delivery(®). It has also been reported
that rates of fecal emergency and FI in the geriatric population
reaches up to 53-80%(5).

As endosonography became more common, occult anal
sphincter injuries were detected in most of women with FIL.
Moreover, it has been shown that 20-41% of women who
had normal deliveries but were without FI symptoms had
ongoing occult anal sphincter injuries(®). Although there
have been ample studies on occult anal sphincter injuries
within the last decade, its clinical significance and natural
history are still unclear(?). Further, it has also been argued
that these injuries might become symptomatic at later
ages®. The reason for the increase seen in FI prevalence in
women at later ages is controversial. It has been suggested
that the existence of estrogen and progesterone receptors
in women led to an increase in FI in the postmenopausal
stage because of their hormonal effects on sphincters and
pelvic floor muscles(® but this correlation still proves to be
controversial(10,1D),

We believe that occult anal sphincter injuries following delivery
become symptomatic with changes seen in the postmenopausal
stage. Therefore, our aim in this study was to investigate
whether occult anal sphincter injuries are among the causes of
postmenopausal Fls.

Table 1. The study inclusion and exclusion criteria

Materials and Methods

Before the study was initiated, the consent of Necmettin
Erbakan University, Meram Faculty of Medicine’s Board of
Ethics for Clinical Trials was obtained (approval number:
2013/79). Healthy women who presented to the gynecology
outpatient clinics of Necmettin Erbakan University Meram
Faculty of Medicine between May 2013 and November 2013
with a history of delivery but with no previous history of
anal sphincter injury were included in the study. Women
aged between 18 and 70 years with at least one delivery and
a 6-month interval after their latest delivery were covered
by the study. Patients who had been clinically diagnosed
as having sphincter injuries and subsequently received
treatment for these injuries, and women aged over 70 years
were excluded from the study because they were thought to
be unsuitable for the tests required. All participants who had
vaginal deliveries had a mediolateral episiotomy story at the
first birth. Participants who underwent multiple episiotomies
or did not have episiotomy were not included in the study.
The criteria for inclusion and exclusion in the study are
shown in Table 1.

Informed consents were obtained from all participants and they
were allocated into 4 groups according to their mode of delivery
and menopausal status. Each group had 50 participants, a total
of 200 for the whole study. Sample size was set at a minimum of
46 participants for each group with a margin of error of =0.05
and P=0.20 as revealed by the power analysis performed based
on study data presented by Donnelly et al.(12).

Groups

Group 1: Premenopausal women with a history of vaginal
delivery,

Criteria for inclusion

- Aged between 18 and 70 years
- At least one delivery at the expected delivery time

- At least 6-month interval from the latest delivery for subjects with recent

history of delivery
- Less than one episiotomy at vaginal delivery

38

Criteria for exclusion

- Previous history of anorectal or vaginal surgical procedure
- Diabetes

- Chronic constipation

- History of neurologic disease

- Pelvic organ prolapsus

- Inflammatory intestinal diseases

- Stage 3 or 4 sphincter injury during vaginal delivery
- Complicated delivery

- Macrosomia

- Fetal growth retardation

- Fetal malformation

- Oligohydramnios

- Polyhydramnios

- Existence of malignancy

- Pregnancy

- Other major health issues

- Multiple episiotomies at vaginal delivery

- No episiotomy at vaginal delivery
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Group 2: Postmenopausal women with a history of vaginal
delivery,

Group 3: Premenopausal women with a history of c-section
(premenopausal control group),

Group 4: Postmenopausal women with a history of c-section
(postmenopausal control group).

Premenopausal period: Women aged between 18 and 49 years
with at least one delivery and who menstruated at least once in
the last 12 months.

Postmenopausal period: Women aged between 49 and 70 years
who had no history of menstruation in the last 12 months.

Evaluation of participants

The age, mode of delivery, number of deliveries, history of
postpartum clinical anal sphincter, history of anal sphincter
repair, and whether the patients had had symptoms of
postpartum FI were questioned. FI scoring was conducted
according to the 20-point Wexner incontinence scale (WIS),
which is based on patients’ gas, fluid, solid incontinence
status and designed to determine changes in lifestyle and the
frequency of the need to use pads.

Anorectal manometric measurement

All subjects received rectum cleansing with a fleet enema
before the examination. The subjects were evaluated in the left
lateral decubitus position. A Peritron precision perineometer
9300AV (Cardio Design Pty Ltd, Oakleigh, Victoria, Australia)
perineometer and 3010 (Cardio Design Pty Ltd, Oakleigh,
Victoria, Australia) type anal sensor were used.

The anal probe was 80 mm in length and was produced
to have a pressure-sensitive part of 30 mm in the middle.
The average figure for serial measurements of 1 minute
anal channel resting pressure of the subjects was recorded.
The subjects were then told to contract the anal sensor as
powerfully as they could and to hold it in contraction. This
procedure was repeated 3 times with 10 second intervals and
the data were recorded. The values with the most successful
contraction were determined to be the manometric values of
the subject(13). Maximum contraction pressure values were
taken into consideration in the evaluation of the subjects’
external anal sphincter (EAS) contractions. The pressure unit
was taken in cm H50 values in measurements conducted with
the perineometer.

Endoanal ultrasonography

The anal endosonography procedure was performed at the
imaging laboratory of our hospital's gastroenterology clinic.
Imaging was conducted using a Fujinon ITD-01 EUS and
a P2612M model flexible radial ultrasonic sonoprobe with
12 MHz frequency. All endoanal ultrasonography (EAUSG)
procedures were performed by two physicians experienced in
gastroenterology and proctology. The participants’ information
about their mode of delivery was not shared with the physician
performing EAUSG. The locations of all defects [OASIS and/or
internal anal sphincter (IAS)] were located.

Statistical Analysis

The mean, standard deviation, lowest, highest median,
frequency, and percentage rates were used in the descriptive
statistics of the collected data. The distribution of variables
was measured using the Kolmogorov-Smirnov test. The Mann-
Whitney U test was used for the analysis of quantitative data, and
the chi-square test was used for the analysis of qualitative data.
The effect level was investigated by univariate and multivariate
logistic regression. SPSS 22.0 was used for all analyses.

Results

The demographic data of the premenopausal (group 1 + group
3) and postmenopausal (group 2 + group 4) groups are shown
in Table 2. The episiotomies in vaginal deliveries were all
mediolateral. There were no statistical differences between the
groups regarding the participants’ body mass index (BMI), high
birth weight, and instrument use (p>0.51).

The mean age and the number of deliveries of the patients in group
1 were similar to those of group 3. The endoanal ultrasonography
imaging revealed that 20 (40%) and 2 (4%) patients in groups 1
and 3 had occult anal sphincter defects, respectively. Although
sphincter defects were mostly seen in the EAS (24%) in group
1, only 2 patients were detected as having IAS defects in group
3 (Table 3). Anorectal manometric measurements showed that
the maximum extrusion pressure, mean extrusion duration, and
mean extrusion pressure values of group 1 were significantly lower
than group 3 [odds ratio (OR): 1.02, 95% confidence interval
(CI): 1.01-1.039; OR: 1.04, 95% CI: 1.02-1.05; OR: 1.03, 95%
CL 1.02-1.05; p<0.01, respectively). There was no significant
difference (p>0.05) between group 1 and group 3 regarding WIS
and the mean resting pressure values (Table 4).

There was no difference between group 2 and group 4 with regards
to the mean age of the patients and the number of deliveries.
Twenty-two (44%) patients in group 2 were detected to have occult
anal sphincter defects according to endoanal ultrasonography
data, and 2 (4%) patients in group 4 had sphincter defects
(p<0.001). The most common sphincter defect seen in group 2
was EAS (24%). Anorectal manometric measurements showed
that the maximum extrusion pressure, mean extrusion duration,
mean extrusion pressure values of group 2 were significantly
lower than group 4 (1.025 OR, 95% CI:0,46-0,78; p<0.001).
There was, however, no significant difference between the groups
regarding the mean resting pressure. The Wexner score of group
2 was significantly higher than group 4 (0.64 OR, 95% CI:[0.48-
0.86]; p=0.003). Although 8 (16%) of patients had distinctive FI
and 14 (28%) had incontinence symptoms in group 2, 10 (20%)
patients had started to have fecal complaints in group 4 (Table 5).
When the patients who had had vaginal delivery were compared
with regards to their menopausal status, there were no statistical
differences between the groups according to EAUSG data with
regards to the existence of sphincter defects and the location of
defects (p=0.68). Anorectal manometric measurements showed
that the maximum extrusion pressure, mean extrusion duration,
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mean extrusion pressure values of group 2 were significantly
lower than group 1 (p<0.05). The Wexner scores of the groups
were not significantly different (Table 6). Although no obvious
FI was observed in group 1, 7 (14%) patients in group 2 had
obvious FI. Figure 1 graphically demonstrates maximum
contrusion pressures, WIS, mean contrusion durations, and
mean contrusion pressure values of all groups.

Discussion

One of the most significant causes of FI in women is vaginal
deliveries that result in anal sphincter injuries. Although

Demographic data

Age

Delivery number

Wexner score

Maximum contraction pressure cm H,O

Time/second

Average contraction pressure cm H,O

Gradient

SD: Standard deviation, Min: Minimum, Max: Maximum

OASIS is seen in 0.5-9% of all deliveries, it has been reported
that 35-44% of women who had vaginal deliveries also had
occult anal sphincter injuries when EAUSG began to be used
by physicians(®). However, FI symptoms are observed in
only 20% of these women. Therefore, the natural history and
significance of occult anal sphincter injuries still proves to be
controversial14). In our study, we investigated the effects of
occult anal sphincter injuries formed after vaginal deliveries
on FI seen in the postmenopausal stage. Factors such as the
number of deliveries, which increase the risk of FI after vaginal
delivery, use of vacuum and forceps during delivery, BMI,

Table 2. Demographic data of the participants according to premenopausal and postmenopausal stages

Premenopausal group

(group 1 + group 3)

Postmenopausal group p

(group 2 + group 4)

Mean = SD Mean = SD

Min - Max Min - Max

36.66+6.44 55.68+5.49 >0.001
21-48 49-70

2.52+1.15 3.18+1.81 0.060
1-6 1-11

1.08+1.84 1.14£2.05 0.828
187.66+51.30 161.70+50.44 <0.001
90.90-290.30 56.50-264.90

65.31+39.14 54.80+30.14 0.035
10-194.29 5-147.8

120.83+38.11 118.17+43.77 0.647
40.20-211.60 25.40-217.20

42.33+47.17 40.31+41.75 0.748
0.70-223.6 2.20-220

Table 3. Endoanal ultrasound data of participants that location and size of defect at all groups

Location

Group 1 IAS
EAS
IAS + EAS

Group 2 1AS
EAS
IAS + EAS

Group 3 IAS
EAS
IAS + EAS

Group 4 IAS
EAS
IAS + EAS

IAS: Internal anal sphincter, EAS: External anal sphincter

40

No defect 90-180°

n (%) n (%)
- 24 -

30 (60) 7(14) 4(8) 1)
5(10) 1(2) -
2#) 1) 1)

28 (56) 10 (20) 1) 1)
6(12) - -
24 - -

48 (56) - - -
2% - -

48 (56) = - _
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Figure 1. The distribution of maximum contrusion pressure, Wexner incontinence scale, mean contraction duration, and mean contraction
pressure values of the participants according to the groups

Table 4. The comparison of demographic data, endoanal ultrasonography, and manometric measurement results of groups 1 and 3

(Min - Max) Mean + SD (Min - Max)

Age 38.0£6.2 38 21-48 37.3£6.4 36 2548 0.154
Delivery number 2.5+1.4 3 1-6 2.30.8 2 1-4 0.064
Wexner score 1.3+2.0 0 0-7 0.8+1.7 0 0-7 0.112

0 28 56% 36 72%

1-3 16 32% 10 20%

4-5 2 4% 2 4%

>6 4 8% 2 4%
RP 53.1£20.7 52 23-95 53.8£12.5 52 33-77 0.912
MCP 163.8+46.6 167 91-268 211.5+44.5 212 125-290 <0.001
Time 48.6+30.8 46 10-147 82.0£39.7 68 43-194 <0.001
ACP 103.0+29.9 112 40-144 138.6+37.4 141 76-212 <0.001
Gradient 33.4£40.1 15 1-153 51.3+£52.2 30 3-224 0.003
Defect e 0 00% 48 Jo% <0.001

Yes 20 40% 2 4%

Defect location

IAS 2 4% 2 4%
EAS 12 24% 0 0%
IAS + EAS 6 12% 0 0%

RP: Resting pressure, MCP: Maximum contraction pressure, ACP: Average contraction pressure, SD: Standard deviation, Min: Minimum, Max: Maximum, Med: Median, IAS: Internal anal
sphincter, EAS: External anal sphincter, Mann-Whitney U test, chi-square test was used
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existence and type of episiotomy, and birthweight were regarded
as similar to those of the co-control groups. The premenopausal
and postmenopausal anorectal manometric measurement data
of women with vaginal deliveries were worse than women
with c-sections (Table 6). During the course of our study, we
observed that anal sphincter functions in post-vaginal delivery
life were negatively affected regardless of the existence of FI
symptoms. Furthermore, we ascertained that c-section had a
protective effect both on OASIS and anal sphincter functions.
Similarly, Hannah et al.(15) also reported that c-section proved
to be protective for postpartum FI symptoms.

When we compared the results of the premenopausal groups,
we saw that 20 (40%) among the patients with vaginal delivery
had occult anal sphincter injuries. When patients with vaginal
deliveries were compared with the control group, there was
no difference between FI symptoms and Wexner incontinence
scores, although the former’s mean maximum extrusion
pressure was lower (p>0.05). Studies in literature have reported
that as EAUSG went into effect in medical practice, the rate of
sphincter injuries reached 35% in primiparous women and
40% in multiparous women(16). Moreover, FI symptoms in
these patients were observed less than sphincter injuries (13%
and 23%, respectively)17). Thus, some sphincter injuries

Mean + SD

Age 55.3+5.6 54
Delivery number 4.2£2.0 4
‘Wexner score 1.8+2.6 0

0 28

1-3 10

4-5 4

>6 8
RP 49.2£16.4 45
MCP 137.0+43.0 131
Time 36.1£20.8 34
ACP 91.5+29.0 96
Gradient 68.8+138.2 28
e No 28 56%

Yes 22 44%

Defect location

IAS 4 8%
EAS 12 24%
IAS + EAS 6 12%

Table 5. The comparison of demographic data, endoanal ultrasonography, and manometric measurement results of groups 2 and 4

(Min - Max) Mean = SD (Min - Max)
55.7£5.5 56 41-64 0.287
2.2+0.8 2 1-4 <0.001
0.4£1.0 0 0-3 0.003
40 80%
10 20%
0 0%
0 0%
22-77 53.6+11.1 52 36-83 0.140
57-221 186.4+45.2 175 117-265 <0.001
73.5£26.2 72 38-148 <0.001
144.8+39.8 132 81-217 <0.001
42.5+33.0 42 5-112 0.348
48 96%
<0.001
2 4%
2 4%
0 0%
0 0%

25-153
2-691

formed during vaginal delivery do not result in FI. It is highly
likely that remnant sphincter tissue is exposed to hypertrophy
and enables the continuation of continence by increasing the
amount of collagen in spite of the sphincter injury.

When the postmenopausal groups were compared, 44%(22)
of the vaginal delivery group had sphincter injuries. When
the vaginal delivery group was compared with the control
group, however, it was ascertained that the former had both
worse manometric measurement results and significantly
higher WIS (p=0.03; Table 5). Based on these data, it can be
suggested that anal sphincter injuries that formed after vaginal
delivery in the premenopausal stage remained occult but
they proved to be a factor, which give way to an increase in
FI symptoms in the postmenopausal stage. In contradiction
to our results, Mous et al.(18) stated that the increase in Fls
in the postmenopausal stage was related to postmenopausal
disorders seen in the pelvic floor rather than sphincter injuries
formed during vaginal delivery. With increasing age, and
especially during the postmenopausal stage when estrogen in
the body decreases, type 1 collagen tissue, which has thicker
and stronger fibers, is replaced by type 3 collagen tissue, which
has thinner, weaker, and isolated fibers. Moreover, IAS sclerosis
develops with increasing age and atrophic changes take place in

RP: Resting pressure, MCP: Maximum contraction pressure, ACP: Average contraction pressure, SD: Standard deviation, Min: Minimum, Max: Maximum, Med: Median, IAS: Internal anal

sphincter, EAS: External anal sphincter, Mann-Whitney U test, chi-square test was used
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the EAS and pelvic floor muscles with the decrease in estrogen
as menopause begins(19). Furthermore, vaginal deliveries cause
the pelvic diaphragm to move downward and give way to
weakness in the pelvic floor(20). When all these mechanisms
are taken into consideration, it is clear that bodily changes
in the postmenopausal stage increase FI. The results of our
study revealed that patients with vaginal deliveries had worse
results in all anorectal manometric measurements and higher
WIS compared with those in the co-control groups when we
compared the results of postmenopausal patients with vaginal
deliveries and c-sections. Therefore, we believe that occult
anal sphincter injuries become symptomatic with pelvic floor
disorders formed in the postmenopausal stage, and they bring
about a further increase in the incidence of FI. Our results are in
parallel with former studies; however, two previous studies that
compared more than 15-year follow-up results of patients with
FI with or without anal sphincter injury reported contradictory
results21,22). Nygaard et al.2D found no significant difference
pertaining to FI between women with c-section delivery and
those who had OASIS during normal delivery, and Faltin et
al.(22) conducted a study with similar groups and the authors
reported that OASIS had little contribution to FI. The results

of our study revealed that women with vaginal deliveries had a
higher rate of anal sphincter injury and had higher WIS and FI
symptoms in the postmenopausal stage compared with women
with c-section deliveries in the same stage. Previous studies in
the literature stated that FI symptoms increased depending on
many factors in the postmenopausal stage(20). The results of our
study demonstrated that occult sphincter injury proved to be a
significant factor that exacerbated these symptoms.

Study Limitations

One of the limitations of our study is that we did not conduct
research on pudendal nerve damage. There is, however,
controversy over the effect of pudendal nerve damage formed
during vaginal delivery on FI formation(23). In a study by Sultan
et al.(®) the authors found that 16% of primiparous women and
15% of multiparous women had long-term pudendal nerve
terminal motor latency (PNTML) 6 weeks after vaginal delivery,
but there was no relationship between PNTML change and
the development of FI symptoms. Further, abnormal PNTML
prolongation had a statistically significant relationship with
anal sphincter injuries. The results of another study showed that
only one third of prolonged PNTMLs 6 months after delivery

Table 6. Comparison of vaginal delivery groups’ demographic, endoanal ultrasonography, and anorectal manometric data according to

menopausal status

(Min - Max)

Mean = SD

Age 38.0+6.2 38 21-48
Delivery number 2.8+1.4 3 1-6
‘Wexner score 1.3£2.0 0 0-7

0 28 56%

1-3 16 32%

4-5 2 4%

>6 4 8%
RP 53.1£20.7 52 23-95
MCP 163.8+46.6 167 91-268
Time 48.6+30.8 46 10-147
ACP 103.0+29.9 112 40-144
Gradient 334£40.1 15 1-153
e No 30 60%

Yes 20 40%

Defect localization

IAS 2 4%
EAS 12 24%
IAS + EAS 6 12%

Mean = SD (Min - Max)
55.3+£5.6 54 48-71 <0.001
4.2+2.0 4 1-11 <0.001
1.8+2.6 0 0-7 0.584
28 56%
10 20%
4 8%
8 16%
49.2+16.4 45 22-77 0.327
137.0+43.0 131 57-221 0.004
36.1£20.8 34 5-76 0.037
91.5+29.0 96 25-153 0.025
68.8+138.2 28 2-691 0.181
28 56%

0.685
22 44%
4 8%
12 24%
6 12%

RP: Resting pressure, MCP: Maximum contraction pressure, ACP: Average contraction pressure, SD: Standard deviation, Min: Minimum, Max: Maximum, Med: Median, IAS: Internal anal

sphincter, EAS: External anal sphincter, Mann-Whitney U test, chi-square test was used
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remained pathological24). Thus, we neglected to investigate the
effects of pudendal nerve damage on FI in our study.

The other limitation of our study is that the participants in the
pre- and postmenopausal groups were composed of different
individuals. Pre- and postmenopausal data of participants in the
same group could have rendered this study more significant.
Instead, we selected participants with FI predisposing factors
such as age, number of deliveries, BMI, birthweight, and
instrument use to ensure similarity between the groups. This
method of selection, in turn, contributed to the reliability of
our study.

Conclusion

Vaginal deliveries prove to be one of the most significant causes
that increase the rate of anal sphincter injuries. Anal sphincter
injury formed subsequent to vaginal delivery can be an
important factor which gives way to an increase in the incidence
of postmenopausal Fls and the formation of FI symptoms in
women.
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Abstract

Objective: In developed nations, surgery, especially gynecologic procedures, is the major cause of vesicovaginal fistulas (VVFs). We retrospectively
evaluated our treatment modalities for VVF repair caused by a gynecologic surgery, and discussed the reasons of selecting certain surgical techniques and
their outcomes.

Materials and Methods: We compared the surgical procedure preferences of surgeons and their results with patient and surgeon characteristics for the
management of VVFs after an inciting gynecologic surgery in Stileyman Demirel University Hospital, Isparta over a 10-year period. The surgical procedures
were undertaken in departments of urology and obstetrics and gynecology.

Results: Abdominal repair was chosen for 65%, vaginal repair for 25%, and laparoscopic repair for 10% of patients. For the 75% of the patients that
urologists operated, they chose the abdominal route. The mean parity number of patients who underwent abdominal repair was lower than that for vaginal
repairs (p<0.05). For the patients managed with the vaginal route, 20% had a Martius flap, and 80% had a simple excision and repair. For patients operated
via the abdominal route, 18% needed omental flap; no tissue interposition was used for the rest. The mean hospitalization time was less in patients managed
with transvaginal repair (3.4 days) compared with transabdominal repair (9.2 days) (p<0.05).

Conclusion: The choice of repair method depends on surgeon’s training (gynecology vs. urology). The vaginal route should be the first choice because it
does not compromise the success rate and the mean hospitalization time is less. For the transvaginal approach, access to the lesion is the most important
factor for the success of the procedure. No flap is needed for tissues that appear well vascularized.

Keywords: Vesicovaginal fistula, gynecologic surgery, transvaginal fistula repair, abdominal fistula repair

Oz

Amac: Gelismis tilkelerde, cerrahi ve 6zellikle jinekolojik prosediirler vezikovajinal fisttillerin (VVF) baslica nedenidir. Bu yazida, jinekolojik cerrahi sonrast
olusan VVF’lerin onarimi i¢in tiniversitemizde uygulanan tedavi yontemlerinin neden secildikleri degerlendirilmis ve sonuclart tartistimstur.

Gereg ve Yontemler: Siileyman Demirel Universitesi Hastanesi, Isparta’da son 10 yilda jinekolojik cerrahi sonrast olusan VVFlerin cerrahi olarak yonetimi
tiroloji ve kadin hastaliklart ve dogum boltimleri tarafindan yapilmistir. Onarim i¢in kullanilan cerrahi yaklasim tercihleri ve onarim sonuglari, hasta ve
cerrah ozellikleri goz ontinde bulundurularak karsilastirlmstir.

Bulgular: Abdominal onarm hastalarin %65'inde, vajinal onarim %2 5’inde ve laparoskopik onarm %10’unda kullanilmistir. Urologlar hastalarm %75 inde
abdominal yolu se¢mistir. Hastalarin ortalama parite sayist abdominal onarim tercih edilenlerde vajinal onarm yapilanlara gore daha dusiik oldugu
gortlmustir (p<0,05). Vajinal yoldan yonetilen hastalarm %20’sinde Martius flebi kullanilmis ve %80'inde basit eksizyon ve onarim yeterli olmustur.
Abdominal yolla ameliyat edilen hastalarda, %18 omental flep kullanms olup, geri kalan hastalarda doku interpozisyonu icin flep kullanilmamstir.
Ortalama yats stiresi transabdominal onarim (9,2 giin) ile karsilastirildiginda transvajinal onarim grubunda (3,4 gtin) daha azdir (p<0,05).

Sonug: Tamir yontemi tercihi cerrahin aldigi egitime (tiroloji ya da jinekoloji) baghdir. Basar olarak abdominal yoldan farki bulunmayan ve ortalama
hastanede kalis stiresi daha az olan vajinal yol tamir icin ilk secenek olmalidir. Transvajinal yaklasim icin lezyona erisim kolayhg, cerrahinin basarist icin
en onemli faktordir. Vaskilarizasyonu iyi gorinen dokular icin flep kullanimu gerekli degildir.

Anahtar Kelimeler: Vezikovajinal fistiil, jinekolojik cerrahi, transvajinal fistil onarimi, abdominal fistiil onarimu
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Introduction

Genitourinary fistulas represent significant morbidity, especially
in developing nations where obstetric trauma is the major
etiologic cause. The true incidence is unknown, and lack of
seeking care is a major contribution for this uncertainty(l.
Vesicovaginal fistulas (VVFs) are the most commonly acquired
fistulae of the urinary tract. In developed nations, surgery,
especially gynecologic procedures, is the major cause-4.
The most common symptom in patients with VVF is constant
urine leakage from the vagina. Predisposing factors such as
chronic illnesses, previous surgery, chemotherapy, infections
for postoperative fistulae are blamed, but the majority occur
without any of these factors().

Diagnosis of genitourinary fistula requires a thorough
medical history and careful physical examination. Timing for
presentation of symptoms may differ due to the cause and
location of the fistula. Most present with leakage of urine from
the vagina, immediately following injury. However, fistulae
resulting from hysterectomy or cesarean delivery often present
later than one or two weeks from the inciting surgery. Radiation-
induced fistulas generally occur years after treatment.

The diagnosis can be established based on symptoms and
physical examination alone (methylene blue is frequently
utilized) or using imaging techniques such as cystoscopy,
tomography
(Figure 1) or ultrasound. Cystoscopy may clarify the exact

magnetic resonance imaging, computerized
anatomic origin and it is used frequently.

The type of surgical technique chosen (transvesical,
transvaginal, laparoscopic or robotic), depends on surgeon
experience, whether the fistula is simple or complex, and
patient characteristics. Complex or high fistulas are better
treated abdominally with meticulous dissection, and simple
ones can be treated easily vaginally by simple excision of
the devascularized tissue and multi-layer approximation

of healthy tissues. Vaginal operations can be performed

according to the Latzko technique as denuding vaginal
epithelium and tension free re-suturing, without excision of
the entire fistula tract.

In this study, we retrospectively evaluated our treatment
modalities for primary VVF repair after a gynecologic surgery,
and discussed the feasibility and outcomes of the surgical
techniques used in our institution over a 10-year period. The
aim of this single-center study was to contribute evidence to
the Turkish literature by describing the surgical management of
VVF treatment in one university hospital in Turkey. This may
aid physicians in the selection of appropriate surgery for their
patients.

Materials and Methods

Patient selection

Between 2006 and 2015, a total of 20 patients were admitted
to Stleyman Demirel University Hospital, Isparta, for VVE
management after an inciting gynecologic surgery. Patient
characteristics are outlined in Table 1. The Siileyman Demirel
University Ethics Committee and Review Board approved
the study (approval number: 01.06.2016/02). The study was
performed in accordance with the ethical standards described
in an appropriate version of the 1975 Declaration of Helsinki,
as revised in 2000.

Methods

Surgical techniques

Transvaginal repair

After positioning the patient in low-lithotomy, we usually start
with cystoscopy, especially if there is an uncertainty about

involvement of the ureters. A Foley catheter is routinely placed
to mark the fistula tract. A cystoscopic identification of the tract
is made and ureteral catheterization is performed if the ureteric
orifices show close proximity to the fistula.

Figure 1. Computerized tomography urogram of a patient who underwent laparoscopic fistula repair in the delayed phase. Arrows indicate

the fistula tract a) Axial image b) Sagittal image
B: Bladder, V: Vagina
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For transvaginal repair, we prefer excision of the fistula tract
and multi-layer closure with or without a Martius flap or
fat pad. The excision is accomplished by taking margins
with healthy tissue, approximately 1-1.5 cm in diameter.
After excising the fistulous tract, the first layer sutured
is the bladder mucosa, followed by the detrusor and/or
prevesical or endopelvic fascia, and the third or fourth layer
incorporates vaginal epithelium. Before the repair of the
vaginal epithelium, a leak test is performed using diluted
methylene blue. The vaginal epithelium is sutured in a
perpendicular fashion with 2-0 Vicryl. For inner layers, 3-0
Vicryl is preferred. A Martius flap is used especially for larger
or devascularized tissues managed with the vaginal route.
The Martius flap procedure involves the use of a 2-cm wide
fat pad dissected along the labium majus and tunneled as
a vascular barrier under the vagina in the location of the
excised fistula.

Transabdominal repair

For the abdominal approach, after a Pfannenstiel or midline
incision and exploration of the pelvis, a cystotomy is made on
the dome of the bladder, and if the fistula opening is located
near the ureteral orifices, ureteral stents are placed. The
fistulous tract is marked by placing a 14-F Foley catheter. The
fistulous tract is excised with the catheter inside. An omental
or peritoneal flap is attached between the vaginal wall and
bladder if necessary. The vagina is closed with 2-0 Vicryl, and
the bladder is closed in 2 layers using 3-0 Vicryl.
Laparoscopic repair

Laparoscopic surgery is performed in our institution using one
umbilical port for the camera, one suprapubic 10-mm port,
and two 5-mm ports bilaterally located medial to the anterior
superior iliac spines. We use a 30-degree angled camera for
the repair. The vesicovaginal plane is dissected until reaching
the fistula tract without making a prior cystotomy. The tract
is totally excised and the vagina and bladder are separately
sutured using 3-0 Vicryl. A leak test is performed using diluted
methylene blue.

Urinary diversion

Urinary diversion is achieved as a part of the pelvic exenteration
procedure. The ileal conduit technique is chosen for these
patients. A 15-cm ileal segment is isolated using GIA staplers, and
a side-to-side anastomosis is performed for the remaining bowel
segments using GIA staplers. The left ureter is passed under a
tunnel created in the mesentery of the sigmoid colon. A Wallace
type 1 anastomosis is performed, as conjoining the distal ends of
the ureters together we perform the anastomosis to the proximal
end of the ileal segment. Using a Foley catheter to drain the
conduit, feeding tubes are passed into each ureter and secured
to the distal end of the ileal loop, and a Foley catheter is used
to drain the conduit. The stoma is matured to the right side of
the patient between the umbilicus and the superior anterior iliac
spine.

Statistical Analysis

Statistical analysis of the data was performed using SPSS 15.0
(SPSS Inc. Chicago, IL, USA) and p<0.05 was determined as
significant. Non-parametric data were compared using Mann-
Whitney U test and Pearson’s chi-square test.

The effect of age on the preference of the surgical route was
calculated using the Mann-Whitney U test.

Results

Abdominal repair was chosen for 11 (55%) patients, vaginal
repair for 5 (25%), laparoscopic repair for 2 (10%), and 2
patients underwent ileal conduit urinary diversion (10%).
Patient characteristics for each repair type are shown in Table 2.
Of the surgeries performed by urologists, 75% were via the
abdominal route and 8.3% were vaginal. Laparoscopic repairs
were only performed by urologists. All patients treated by
gynecologists were operated using the transvaginal route. It is
clear that urologists preferred the abdominal or laparoscopic
route, whereas gynecologists preferred the vaginal route, and
this difference was statistically significant (p<0.05). Eighty
percent of operations performed both by gynecologists and
urologists were performed abdominally.

The most common single symptom was urinary incontinence
(80%), followed by constant leakage of urine through the vagina
(20%). Cystoscopy was performed for 85% of the patients for
confirmation of the diagnosis and to evaluate the exact location
of the fistula, and physical examination only sufficed for 15%
of the patients.

For patients managed through the vaginal route, 20% were
treated with a Martius flap, and 80% with a simple excision
and repair. For patients operated via the abdominal route, 18%
needed an omental flap; no tissue interposition was used for
the remainder. Ureteral catheterization was performed for 5
patients, all of whom were managed via the transabdominal
route. Their fistulas had proximity to ureteral orifices, 3
needed bilateral catheterization, and two needed unilateral
catheterization (Table 2).

Two VVFs with obstetric etiologies were managed using
abdominal excision and repair. The first patient was nulliparous
and she had preterm labor at 35 weeks. The second patient
had 3 prior vaginal births and had an obstructed labor due
to macrosomia. A cesarean section was performed for both
obstructed labors and fistulas developed thereafter.

For the patients with malignancies, both had prior history of
radiotherapy. The first patient had recurrent endometrial cancer
and the other had a cervical cancer and had undergone primary
radiotherapy. Both had central recurrence with vesicovaginal
fistulas with no evidence of extra-pelvic metastasis. lleal
conduits were performed for both patients as part of a total
pelvic exenteration procedure. An infra-levator pelvic
exenteration was performed for the patient with cervical cancer,
whereas a supralevator procedure sufficed for the patient with
endometrial cancer.
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Excluding the patients with malignancies who underwent
ileal conduit procedures, the mean hospitalization time was
less in patients managed with transvaginal repair group (3.4
days) compared with transabdominal repair (7.9 days), and the
difference was statistically significant (p<0.05). We expected
a tendency of more older patients to have undergone surgery
through the vaginal route, but we found no difference between
the groups, even when we classified the groups by age as 25-45
years, 46-55 years, and >55 years (p>0.05). The mean parity
number of the patients who underwent abdominal repair was
1.9, for vaginal repairs 3.8, and for laparoscopic repairs 2
(p<0.05).

One case was started vaginally and converted to laparotomy,
after excision of the fistulous tract. For this patient, the multi-
layer closure of tissues was impossible through the vaginal
route due to the high location of the fistula. The patient had
a recent history of a concomitant abdominal hysterectomy for
myoma uteri and Burch colposuspension procedure for urinary
incontinence.

One patient developed stress urinary incontinence after the
repair. The patient was initially managed via the abdominal
route. She was offered various treatment modalities including

Table 2. Vesicovaginal fistula characteristics stratified by repair type

Presenting symptoms (some patients had multiple symptoms)

* Urinary incontinence

* Continuous urinary leakage
* Hydronephrosis

e Frequent urinary infection

Hormonal status
* Premenopausal
* Postmenopausal

Comorbid conditions
e DM
e HT
* Hypothyroidism
e DM + HT

Age (years)
° 25-45
* 46-55
* >55

Previous inciting condition
* TAH +/- BSO
* TAH + BSO + Burch colposuspension
* TVT
* C/S
* RT

Total

sub-urethral slings and bulking agents, but she refused
treatment.

The only recurrence was noted in a patient who had undergone
laparoscopic surgery. A transabdominal repair was successtully
performed 4 weeks after the first surgery. No flap was used due
to the well-vascularized appearance of the tissues. The etiology
of the fistula was abdominal hysterectomy for myoma uteri,
which performed 6 weeks earlier than the first repair attempt.
No recurrence occurred during her 1-year follow-up.

Discussion

In this retrospective study, we evaluated only the surgical
approach for the management of VVFs; therefore, patients who
were conservatively treated were out of the scope of this study.
There are controversies as to whether the treatment should be
conservative or surgical. In the minority of cases, the fistula may
close spontaneously after 2-4 weeks of urethral catheterization,
especially if the fistula is detected early (no epithelization on the
fistula tract) and the diameter is small(®). Timing of the repair is
also important. When identified before 72 hours after iatrogenic
cystotomy, VVF can be repaired immediately. If the diagnosis of
a small fistula is established late and the fistula is epithelized,

Abdominal Vaginal = Laparoscopic
n (%) n (%) n (%)
11 4 2
1 2 1
1 0 0
1 0 0
9 4

2
1 1 0
2 0 0
1 1 0
0 0 1
4 1
8 3 1
1 1 0
7 4 2
2 0 0
0 1 0
2 0 0
2 0 0
13 5 2

DM: Diabetes mellitus, HT: Hypertension, TAH: Total abdominal hysterectomy, BSO: Bilateral salpingo-oophorectomy, TVT: Transvaginal tape, C/S: Cesarean section, RT: Radiation therapy
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electrocoagulation of the mucosal layer and catheterization may
lead to closure in up to 75% of cases(?).

In a recent report from Turkey, outcomes of 53 cases with VVFs
were discussed and none of the fistula closed with conservative
management®. The use of fibrin sealants for closure of small
fistulae has also been reported(©.10). Fibrin glue has also been
successfully used instead of Martius flap in cases when tissue
interposition was needed(11). However, in our clinic, we do
not have such experience. As reported in the study of 52 cases
by Kapoor et al.(12), the mean blood loss and postoperative
pain may be less, and the mean hospital stay may be shorter
for transvaginal repair compared with transabdominal repair,
especially in non-complicated cases.

For vaginal approach, our clinic prefers simple excision and
repair, and the long-term success of this approach seems
excellent, because none of the fistula recurred. In the literature,
the success of transvaginal repair ranges from 70% to 1009%(13-
15) A large prospective cohort study from Africa that compared
1273 abdominal and vaginal genitourinary fistula repairs found
that vaginal route repairs were associated with increased risk of
failure in closing the fistula compared with the abdominal route.
However, the follow-up was 84 to 99 days, nearly 20% of the
patients had a degree of genital mutilation; there was extensive
scarring in 7.7% of patients operated via vaginal route versus 3.5%
of patients operated via the abdominal route, only 3.69% of the
patients underwent abdominal surgery, and finally the population
comprised VVFs and all types of genitourinary fistulas(16).
Martius flap is used only for 20% of patients, and is chosen
for tissues that appear as devascularized. The success of this
technique seems more than 90%(2). The vaginal approach may
also be possible for supra-trigonal fistulas, depending on the
experience of the surgeon(17).

The abdominal route should be considered for larger, more
complex or recurrent fistulas. Large fistulas (>2 ¢m) and those
close to ureteric orifices may be considered as “complicated”
or “complex” and there is no consensus as to which fistulas are
considered as complicated. The success abdominal repair ranges
between 90-100%U4). Despite the proven long-term results of
the vaginal approach for VVFs, there is a tendency in our clinic
to perform abdominal repairs, especially for cases that urologists
perform. However, that difference may be according to a selection
bias; urologists generally deal with more complicated cases. Both
patients who received prior radiotherapy underwent surgery with
urologists and gynecologists together, and the laparoscopic failure
of closure was performed by the urologists. The mean number
of births was higher in transvaginal repair group compared with
the transabdominal group, and this may be one of the factors for
surgeons to consider when choosing either route.

The laparoscopic approach, as an alternative, results in less
morbidity and recovery is faster than the transabdominal
route. The success of this approach is comparable with open
procedures(18). However, it requires advanced skills such as
suturing in non-ergonomic angles.
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There are no randomized controlled studies to evaluate whether
abdominal, laparoscopic or vaginal approach is superior. We
found that the mean hospitalization time was less for vaginal
repairs, and avoiding a laparotomy may also reduce the rate of
complications, although we did not encounter any. It would be
appropriate to repeat classic teaching that if the fistula is large,
complex, ureteral involvement is suspected, an abdominal
approach may be preferred over a vaginal approach.

No de-novo stress urinary incontinence was reported in the
vaginal or laparoscopically managed groups, but there was
one in the trans-abdominally managed group. After excluding
patients with urinary diversion, the rate was 11%. After
fistula surgery, most residual incontinence is thought to be
stress urinary incontinence(19). Nevertheless, there are some
data in favor of detrusor instability as a major contributing
factor. A report from the United Kingdom mentioned a
post-repair stress urinary incontinence rate of about 11%,
whereas detrusor instability was documented as 50% in this
population(!3). In another report, it was indicated that both
stress and urge symptoms occurred in similar numbers in
patients after a repaired fistula@0®). A report from Australia
indicated a 23.9% rate of urinary incontinence after repair.
In developing countries where obstetric fistulas are major
contributors, this rate seems much higher(21.22). A series of
318 consecutive patients from Addis Ababa, where the main
inciting factor was obstetric trauma for the fistula, reported
an immediate post-operative incontinence rate of 33%%).
Bladder neck involvement and proximal urethral contribution
to fistula can be considered as risk factors for post-closure
incontinence23).

In the current study, abdominal hysterectomies alone
contributed to 65% of the fistulas and hysterectomy with Burch
colposuspensions caused 10% of the fistulas. These rates are
closer to the rates of developed nations as gynecologic surgeries,
mainly abdominal hysterectomies, rather than obstetric traumas,
are causes of the fistulas(+.12,24). The effect of colposuspension
as a contributing factor could not be analyzed because of
concomitant hysterectomies. It is crucial to meticulously dissect
the bladder from the cervix and proximal vagina, suturing only
vagina without incorporating the detrusor fibers and avoiding
excessive use of electrocautery while working in close proximity
to the bladder, because usually no cystostomy or urinary tract
injury is encountered during hysterectomies causing fistulas.
The incidence of fistulas caused by radiotherapy for malignant
conditions such as cervical cancer and endometrial cancer is
about 5%(25). For these circumstances, urinary diversion may be
chosen. Simple repair is generally not suitable for these patients
because of fibrosis, unhealthy tissue and distorted anatomy
may not be amenable to re-approximation. If a repair is to be
attempted, an intervening well-vascularized flap is strongly
recommended. Successful fistula repair is reported as between
70 and 100% in non-irradiated patients, and between 40%
and 100% for patients who had prior radiotherapy(14). Urinary
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diversions are much preferred for patients with cancer who
have previously been irradiated. Both ileal conduits performed
at our institution were as part of pelvic exenteration procedures
for central recurrence of tumors.

Study Limitations

One of the major limitations of the study is that the number
of the patients was small for each group to be compared; for
example, there were only two cases managed laparoscopically
among twenty patients. Also, the retrospective design of our
study may be a drawback, but a prospective trial for management
of vesicovaginal fistulas is hard due to its rarity. In our opinion,
a multi-center trial design is more appropriate for prospective
trials related with this problem.

Conclusion

Nearly all VVFs in this series resolved with primary surgery,
regardless of the approach. No flap is needed for tissues that
appear well vascularized. The mean hospitalization time is
less in patients managed with transvaginal repair compared
with transabdominal repair, and this difference emphasizes
the vaginal route as the first choice without compromising the
success rate.
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Abstract

Objective: We aimed to analyze variables affecting lymph node (LN) involvement and to assess the need for systematic lymphadenectomy in patients with
endometrial cancer (EC).

Materials and Methods: A single centre retrospective analysis was conducted in a total of 128 consecutive patients with EC who underwent systematic
pelvic or combined pelvic and paraaortic lymphadenectomy between 2009 and 2012. Mann-Whitney U, chi-square, and Fisher’s exact test were used for
univariate analyses when appropriate. Variables with a p value <0.05 in the univariate analysis were included into a multivariate logistic regression analysis.
The effects of variables on LN involvement are reported using adjusted odds ratios (ORs) and 95% confidence intervals (CI).

Results: In univariate analysis, grade 2-3, tumor size 23 cm, deep (250%) myometrial invasion, presence of cervical, adnexal or omental involvement,
positive peritoneal cytology, open surgical approach (laparotomy), combined pelvic and paraaortic lymphadenectomy and number of total LNs removed
(>30) were found associated with LN involvement. However, the number of total LNs removed (>30) was the only independent variable that predict LN
involvement in multivariate analysis [OR: 15.08; 95% CI: (1.28-177.59); p=0.03].

Conclusion: This study demonstrates that the more LNs removed during staging of EC, the greater the probability of finding LN metastasis.

Keywords: Endometrium cancer, lymph node dissection, risk factors

Oz

Amag: Endometrium kanseri olgularinda lenf nodu (LN) tutulumunu etkileyen degiskenlerin analizi ve lenfadenektomi gereksiniminin degerlendirilmesidir.
Gerec ve Yontemler: 2009 ve 2012 yillar arasinda sistematik pelvik veya kombine pelvik ve paraaortik lenfadenektomi yapilan ardisik 128 endometrium
kanseri olgusunu iceren tek merkezli bir retrospektif analiz yapildi. Tek degiskenli analiz icin Mann-Whitney U testi, ki-kare testi ve Fisher exact testi
kullanldi. Tek degiskenli analizde p degeri 0,05'ten kiictik olan degiskenler cok degiskenli lojistik regresyon analizine dahil edildi. Degiskenlerin LN
tutulumu tizerine olan etkileri goreceli olasiliklar oranlar (OR) ve %95 gtiven araligi (GA) ile belirtildi.

Bulgular: Tek degiskenli analizde, grade 2-3, ttimdr ¢apinin 3 cm’den biiytik olmast, derin (>%50) miyometriyal invazyon, servikal, adneksal veya omental
tutulumun olmasi, pozitif peritoneal sitoloji, acik cerrahi yaklasim, kombine pelvik ve paraaortik lenfadenektomi ve toplam ¢tkarlan LN sayist (>30) LN
tutulumu ile iliskili olarak bulundu. Ancak ¢ok degiskenli analiz sonucunda sadece toplam ¢ikarilan LN sayist (>30) LN tutulumunu éngérdiiren bagimsiz
bir degisken olarak kaldi [OR: 15,08; %95 GA: (1,28-177,59); p=0,03].

Sonuc: Bu ¢alisma endometrium kanserinin evrelenmesi esnasinda ne kadar cok LN ¢ikartilirsa o kadar ytiksek olasilikla LN metastazinin saptanabilecegini
gostermektedir.

Anahtar Kelimeler: Endometrium kanseri, lenf nodu diseksiyonu, risk faktorleri
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Introduction

Endometrial cancer (EC) is the most common gynecologic
malignancy in developed countries. Its age-adjusted incidence
is increasing, probably due to increased life expectancy and
obesity. However, the mortality rate has increased more
rapidly than the incidence over the past three decades(D.
One explanation for this discrepancy is that patients are being
diagnosed at an older age, which leads to an increased rate of
high-risk histologies and advanced-stage cancers.

EC is staged surgically based on the International Federation of
Gynecologyand Obstetrics(FIGO)2009stagingsystem(?). Lymph
node (LN) metastasis is one of the most important prognostic
factors for ECO). Although a systematic lymphadenectomy is an
essential part of staging surgery, FIGO did not define the optimal
limits for lymphadenectomies, nor the adequate number of
LNs required for the comprehensiveness of the procedure. On
the other hand, it is well known that lymphadenectomy may
be associated with increased complications, mainly including
lymphedema, vascular, ureteral and visceral injuries, deep vein
thrombosis, chylous ascites, and ileus™®).

In the current study, we aimed to analyze variables affecting
LN involvement and to assess the need for systematic
lymphadenectomy in patients with EC.

Materials and Methods

A single centre retrospective analysis was conducted in a total
of 128 consecutive patients with EC who underwent systematic
pelvic or combined pelvic and paraaortic lymphadenectomy
between 2009 and 2012. Patients were excluded if they
had primary synchronous malignancy or if they had no LN
dissection. Clinicopathologic data including age, type of
surgical procedure, tumor histotype, tumor size, grade, depth of
myometrial invasion, lymphovascular space involvement (LVSI),
cervical involvement, adnexal involvement, positive peritoneal
cytology, number of LNs, and LN involvement were extracted
from patient charts and the institutional database following
approval of institutional review board of Akdeniz University.
Written informed consent was not required for this type of
retrospective study. This study has been approved by the Local
Ethics Commiittee of the Akdeniz University (date and approval
number: 2012/1205). The study was performed in accordance
with the ethical standards described in an appropriate version
of the 1975 Declaration of Helsinki, as revised in 2013.

As a routine policy of our institution, patients with newly
diagnosed EC were offered treatment with total hysterectomy
and bilateral salpingo-oophorectomy with systematic pelvic
lymphadenectomy. Paraaortic LN dissection was added to pelvic
LN dissection in patients with at least one of the following
risk factors: a) non-endometrioid histology, b) grade 2 or 3
endometrioid adenocarcinoma, ¢) deep (=50%) myometrial
invasion on intraoperative frozen-section examination.

The primary endpoint of the study was determination of
independent factors influencing LN metastasis. The Stata

software package was used for statistical analyses (Special
Edition v11.2 for Macintosh OSX, StataCorp, Texas, USA).
Mann-Whitney U, chi-square, and Fisher’s exact tests were
used for univariate analyses when appropriate. Variables with
a p value <0.05 in the univariate analysis were included into a
multivariate logistic regression analysis. The effects of variables
on LN involvement are reported using adjusted odds ratios
(ORs) and 95% confidential intervals (95% CI).

Results

The mean age at surgery was 59.3+11.2 years and the majority
of patients (86.7%) had open surgery. Sixty-six patients (51.6%)
had pelvic lymphadenectomy alone, and 62 (48.4%) had
combined pelvic and paraaortic lymphadenectomy. The median
number of pelvic LNs removed, paraaortic LNs removed, and
total LNs removed (both pelvic and paraaortic) were 24, 15,
and 32, respectively. Most patients had endometrioid histology
(75%). LN involvement was detected in 17.9% of the patients,
deep myometrial invasion in 45.3%, LVSI in 25%, cervical
involvement in 16.4%, adnexal involvement in 11.7%, omental
involvement in 4.7%, and positive peritoneal cytology in 8.6%
(Table 1).

In the univariate analysis, grade 2-3, tumor size, deep (250%)
myometrial invasion, presence of cervical, adnexal or omental
involvement, positive peritoneal cytology, surgical approach
(laparotomy vs. laparoscopy), combined pelvic and paraaortic
lymphadenectomy, and the total number of LNs removed were
found associated with LN involvement (Table 2). A receiver
operating characteristic analysis was performed to determine
the tumor size that would be the most significant in predicting
LN involvement (Figure 1). The cut-off value was found as 3
cm with an area under the curve of 0.626 [CI: (0.51-0.74);
p=0.06].

However, in the multivariate analysis, the total number of LNs
removed (>30) remained as the only independent variable
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Figure 1. Receiver operating characteristic analysis for calculating
cut-off value of tumor size in predicting lymph node metastasis

ROC: Receiver operating characteristic, CL: Confidential interval

53



Turk J Obstet Gynecol 2017;14:52-7 Toptas et al. Predicting lymph-node metastasis in endometrial cancer

that predicted LN involvement after adjustment for other Discussion
confounders [OR: 15.08; 95% Cl: (1.28-177.59); p=0.03] The current study examined factors influencing LN involvement
(Table 2). in patients with EC. Our results identified the total number of

Table 1. Clinical and pathologic characteristics of patients

Variables Values

Age, mean = SD, years 59.3+11.2
Surgery, n (%)

Laparoscopy 17 (13.3)
Laparotomy 111 (86.7)
Pelvic LN dissection alone 66 (51.6)
Combined pelvic and paraaortic LN dissection 62 (48.4)
Number of pelvic LNs removed, median (range) 24 (6-59)
Number of paraaortic LNs removed, median (range) 15 (1-37)
Number of total LNs removed (pelvic and/or paraaortic), median (range) 32 (9-81)

Histologic type, n (%)

Endometrioid 96 (75.0)
Non-endometrioid 32 (25.0)
Serous 4(3.1)
Clear cell 64.7)
Mixed cella 9 (7.0)
Carcinosarcoma 12 (9.4)

Undifferentiated 1(0.8)

Grade, in patients with endometrioid histology, n (%)

Grade 1 48 (50.0)
Grade 2 36 (37.5)
Grade 3 12 (12.5)
Tumor size, median (range), cm 3(0.1-15)

Myometrial invasion

<12 70 (54.6)

=1/2 58 (45.3)
Lymphovascular invasion, n (%) 32 (25.0)
Cervical involvement, n (%) 21 (16.4)
Adnexal involvement, n (%) 15 (11.7)
Omental involvement, n (%) 6 4.7)
Positive peritoneal cytology, n (%) 11 (8.6)
LN involvement (pelvic and/or paraaortic), n (%) 23(17.9)
Pelvic LN involvement, n (%) 23 (17.9)
Paraaortic LN involvement, n (%) 20 (15.6)

“Endometrioid with clear cell, serous, mucinous and undifferentiated types, SD: Standard deviation, LN: Lymph node, CI: Confidential interval
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Table 2. Univariate and multivariate logistic regression analysis of factors predicting lymph node metastasis

Variables Univariate Multivariate
n (%) OR (95% CI) OR (95% CI)
Age, years
<60 8(14.8) 1
=60 15(25.4) 1.96 (0.76-5.08) 0.16 - -

Histologic type
Endometrioid 15 (17.9) 1
Non-endometrioid 8 (27.6) 1.75 (0.65-4.70) 0.26 - -

Grade (for endometrioid types)

1 509.3) 1

2-3 11 (33.3)  4.90(1.52-15.80) 0.005 1.04 (0.09-12.29) 0.92
Tumor size

<3.0 cm 4 (10.0) 1

>3.0 cm 19(29.7)  3.8(1.19-12.17) 0.03 3.41 (1.43-9.75) 0.12

Myometrial invasion

<172 2 (4.9) 1

>1/2 21(33.9) 10.0 (2.19-45.45) 0.001 7.12 (0.63-195.56) 0.22
Lymphovascular invasion

No 15(16.7) 1

Yes 8 (34.8) 2.67 (0.96-7.41) 0.05 - -
Cervical involvement

No 13 (14.0) 1

Yes 10 (52.6)  6.84(2.34-20.02) 0.001 3.42 (0.49-20.13) 0.15
Adnexal involvement

No 17 (16.5) 1

Yes 6 (66.7) 10.12 (2.30-44.46) 0.002 4.12 (0.38-32.47) 0.19
Omental involvement

No 20 (18.4) 1

Yes 3 (75.0) 13.35(1.32-135.11) 0.03 6.24 (0.99-177.45) 0.17

Peritoneal cytology

Negative 19(18.1) 1

Positive 4(57.1) 6.04 (1.25-29.22) 0.03 2.64(0.37-17.31) 0.09
Surgery

Laparoscopy 0 (0/15) 1

Laparotomy 23(23.5) N/A 0.05 - -

Extent of LN dissection
Pelvic alone 4(7.8) 1
Combined pelvic and paraaortic 19 (30.7) 5.19 (1.64-16.48) 0.004 2.25(0.25-16.81) 0.08
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Table 2. Continued

Variables

Univariate Multivariate

OR (95% CI)

OR (95% CI)

Number of pelvic LNs removed
<25 11 (17.5)
225 12 (24.0)
Number of paraaortic LNs removed
<15 7(23.3)
=15 14 (43.8)
Number of total LNs removed
<30 4(7.7)
>30 19 (31.2)

1

1.49 (0.60-3.74) 0.40 - -

1

2.47 (0.89-5.38) 0.09 - =

1

5.43(1.71-17.23) 0.002 15.08 (1.28-177.59) 0.03

Boldface indicates statistical significance (p<0.05), OR: Odds ratio, CI: Confidential interval, LN: Lymph node, N/A: Not applied

LNsremoved as the only independent predictor of LN metastasis;
this finding emphasizes that as many LNs as possible should be
removed irrespective of preoperative tumor characteristics in
order to determine LN metastasis.

Defining the role and extent of lymphadenectomy is one of the
main controversies in the management of patients with EC.
Lymphadenectomy provides pathologic and prognostic data,
determines the exact extent of disease, and need for adjuvant
therapy. It may also have a potential therapeutic effect in
patients, particularly with extrauterine disease(5-7).

Overall LN metastasis in patients with EC has been reported
to range from <1% to 34%, according to tumor grade,
histotype, and depth of myometrial invasion®). It is widely
accepted that in a subset of patients (low-risk group) with
low-grade endometrioid histotype, small tumor size (<2 cm)
and no deep myoinvasion, lymphadenectomy may be omitted
without a negative impact on prognosis®. This group of
patients has a relatively small risk (1-3%) for lymphatic
dissemination®. However, it is difficult to identify these low-
risk patients preoperatively because of variability in tumor
grade and depth of myoinvasion on final histopathology(®.10).
Therefore, the true risk may be greater than that estimated.
Although two randomized controlled trials (RCTs) reported
that lymphadenectomy did not improve the outcomes of
patients, there are some critical issues with regard to these RCTs
including adjuvant therapies, number of LNs removed, and
extent of lymphadenectomies(11,12). Radiotherapy was given to
an equal number of patients in each treatment arm, which led
to overtreatment of non-lymphadenectomy groups.

Sentinel LN biopsy can represent a compromise between no
lymphadenectomy (leaving a small risk for LN metastasis)
and full lymphadenectomy (adding a potentially morbid
procedure for a significant part of the patients). It improves
detection of LN metastases by allowing detection of
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micrometastases using ultrastaging (serial sectioning) of target
LNs. In a multicenter study of 304 women with presumed
low- or intermediate-risk disease, sentinel LN biopsy and
ultrastaging detected metastatic LNs in three-fold greater
than standard lymphadenectomy (16% vs. 5%)(13). However,
the implications and management of micrometastases or
isolated tumor cells detected through ultrastaging are not
yet clear. No prospective RCTs have compared outcomes of
disease between patients who underwent sentinel LN biopsy
and those who received systematic LND. In addition, risk of
non-sentinel LN positivity (false negativity), which has been
reported as approximately 5%, is a potential handicap for
sentinel LN biopsy(14).

Today, systematic pelvic lymphadenectomy is still the safest
way to detect LN metastasis in patients with EC who have
low-risk features. It allows elimination of LN metastasis in
approximately 99% of patients. Potentially missed cases are
patients with isolated paraaortic LN metastasis(13). Combined
pelvic and paraaortic lymphadenectomy may be reserved for
selected patients with high-risk features(16).

Study Limitations

As with all studies, the results of this study are not without
limitations. Retrospective single center studies, such as the
current one, are inherently susceptible to selection and referral
bias. On the other hand, the main strengths of our study include
the detailed analyses of various clinicopathologic factors that
may have an impact on LN metastasis, and performance of
uniform staging surgeries using a consistent surgical policy by
subspecialized gynecologic oncologists.

Conclusion

In conclusion, the current study demonstrates that the more
LNs removed during staging of EC, the greater the probability
of finding LN metastasis. Following clarification of the most
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appropriate adjuvant therapy regimens for sentinel LN biopsy
procedures in pending trials, the role and therapeutic effect of
lymphadenectomy may be assessed more effectively.
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Clinical analyses of successful and previously failed
intracytoplasmic sperm injection cycle parameters in
patients with poor ovarian reserve

Diisiik over rezervli olgularda basarili ve basarisiz sikluslarin
klinik analizi

Tayfun Kutlu, Enis Ozkaya, Pmar Kumru, Habibe Ayvaci, Belgin Devranoglu, ilhan Sanverdi, Yavuz Sahin,
Beyhan Saglam, Ates Karateke

Zeynep Kamil Maternity and Children’s Health Training and Research Hospital, Clinic of Obstetrics and Gynecology, Istanbul, Turkey

Abstract

Objective: To determine some major characteristic differences between two consecutive successful and unsuccessful intracytoplasmic sperm injection
(ICSD) cycles in poor responders.

Materials and Methods: Sixty women with poor ovarian response as determined using the Bologna criteria underwent ICSI cycles following an
unsuccessful trial. Some parameters of both cycles including age, body mass index (BMI), serum follicle-stimulating hormone (FSH) and estradiol levels,
antral follicle count, gonadotropin dosage, duration of stimulation, antagonist starting day, duration of antagonist administration, endometrial thickness at
trigger day, number of total and fertilized oocytes, embryo transfer day, number of embryo cells, and fertilization rate were compared in the same patients
to identify predictors of cycles with clinical pregnancy.

Results: The mean age, BMI, serum FSH, estradiol concentrations, and antral follicle count were 35.9 years (range, 30-42 years), 25.9 kg/m? (range,
18.4-33.5 kg/m2), 10.9 IU/mL (range, 7-13 1U/mL), 52.9 pg/mL (range, 11.6-75 pg/mL), and 4.7 (range, 2-10), respectively. A comparison of cycle
characteristics showed a significantly higher total number of mature and fertilized oocytes in successful cycles. The fertilization rate was also significantly
higher in cycles with clinical pregnancy. Early initiation of antagonist was shown to result in favorable outcomes. A comparison of embryo characteristics
showed that transfer of higher-stage embryos and embryos with higher numbers of cells had a significant impact on cycle outcomes.

Conclusion: Our comparison of parameters of failed and successful ICSI cycles in poor responders revealed significantly earlier antagonist initiation,
higher total number of mature and fertilized oocytes, fertilization rate, and significantly higher stage of embryo development and cell numbers at transfer
in cycles that resulted in clinical pregnancy.

Keywords: Poor responders, assisted reproduction, fertilization rate, gonadotropin-releasing hormone antagonist

Oz

Amag: Zayif cevapli hastalarda birbirini takip eden basarli ve basarisiz intrasitoplazmik sperm enjeksiyonu (ICSI) sikluslarida bazi major 6zellik farklarinin
ortaya konmasidir.

Gerec ve Yontemler: Bologna kriterlerine gore karar verilmis 60 diisiik yanith hasta basarisiz bir siklus sonrasi ICSI tedavine alindi. Basarili ve basarisiz
sikluslarda yas, viicut kitle indeksi (VKI), serum folikiil stimtilan hormon (FSH) ve estradiol diizeyleri, antral folikil sayis1, gonadotropin dozu, stimiilasyon,
antagonist baslama gtinti, antagonist uygulama stiresi, tetikleme giinti endometrial kalnlik, total ve fertilize oosit sayis1, embriyo transfer giinii, embriyo
hiicre sayisi ve fertilizasyon oranlarint iceren degiskenler ayni hasta grubunda klinik gebeligi éngormek tizere karsilastirildi.

Bulgular: Ortalama yas, VKI, serum FSH, estradiol diizeyleri ve antral folikil sayisi sirast ile 35,9 (30-42 yil), 25,9 (18,4-33,5 kg/m2), 10,9 (7-13),
52,9 (11,6-75 pg/mL), 4,7 (2-10) idi. Baz1 siklus 6zelliklerinin karsilastirlmasinda, basarih siklusta daha fazla total, mattir ve fertilize oosit sayist izlendi.
Klinik gebeligin oldugu siklusta fertilizasyon orani daha ytiksekti. Antagoniste erken baslamak daha iyi sonucla iligkili idi. Bazi embriyo ozelliklerinin
karsilagtirilmasinda, ileri evredeki ve daha fazla sayida hticreli embriyo transferinin sonuca anlaml etkisi oldugu izlendi.

Sonuc: Dustik over yanith hastalarda basarili ve basarisiz sikluslarin karsilastirlmast klinik gebelik olan siklusta erken antagonist baglanmast, ytiksek sayida
total, mattir ve fertilize oosit sayisi, fertilizasyon orani, daha ileri evre ve daha fazla hticreli embriyonun transferi ile sonuclanmistir.

Anahtar Kelimeler: Zayif cevapli hasta, yardimla tireme, fertilizasyon orani, gonadotropin salgilatict hormon antagonisti
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Introduction

Women prefer to postpone their pregnancy plans to older ages
due to career concerns(1-3). Consequently, these women face a
high risk of failure at conceiving in spontaneous cycles and seek
assisted reproduction, especially in industrialized countries.
This demand from health care providers leads to growing
numbers of difficult infertile patients to be treated through
assisted reproductive techniques. Moreover, these patients
fail to respond to standard stimulation protocols due to poor
ovarian reserve. The European Society of Human Reproduction
and Embryology introduced the Bologna criteria in 2011 in
order to standardize the definition of poor ovarian response(*).
Some stimulation protocols modified with adjuvant therapies
and increased gonadotropin doses were tried to obtain
favorable outcomes in poor responders®). In a study on the
association between the number of eggs and live birth, the
number of eggs in in vitro fertilization (IVF) was accepted to
be an indirect indicator for clinical success. Analyses of data
revealed a non-linear relationship between the number of eggs
and live birth rate following IVF treatment. The maximum live
birth rates were obtained when approximately 15 eggs were
retrieved(6). Harvesting of 4-6 oocytes has been defined to be
poor response(?).

Several studies compared the cycle outcomes of gonadotropin-
releasing hormone antagonist administration with flexible
(according to follicular size) and fixed starting days. Meta-
analyses on this issue revealed no statistically significant
difference in pregnancy rate between flexible and fixed
protocols. There was a statistically significant reduction in the
amount of recombinant follicle-stimulating hormone (rFSH)
with the flexible protocol®).

An inter-cycle wvariability of responses to gonadotropin
stimulation was shown in a recently published study. In the
study, the authors categorized patients according to the number
of follicles on the day of human chorionic gonadotropin (hCG)
administration as low (0-<6), normal (6-<18), and high (=18),
and showed that only 73.9% of patients remained in the same
category after a new cycle(®).

In this study, we tried to determine some major characteristic
differences between two consecutive successful and unsuccessful
cycles in patients with poor ovarian response.

Materials and Methods

After approval of the hospital ethics committee, this
retrospective study was conducted from January 2014 to
December 2014 in the IVF/intracytoplasmic sperm injection
(ICSD) unit of Zeynep Kamil Women and Children’s Health
Training and Research Hospital (approval number: 2014-
183). A total of 60 women with a failed and subsequent
successful ICSI cycle were retrospectively screened from the
hospital database and cycles with and without successful
outcomes were compared in terms of cycle characteristics. In
order to determine the minimum number of subjects needed

to be enrolled in this study in order to have sufficient statistical
power, sample size calculation was performed before the study.
The probability of a type-1 error (o), a difference being found
although a difference does not exist, was calculated. We used
an alpha cut-off of 5% (0.05). All participants had regular
menstrual cycles, normal serum prolactin levels, and had not
received hormone treatment in the last 3 months. The patients’
ages ranged from 30 to 42 years.

All patients underwent assisted reproductive technology
treatment because of their previous poor response and/or poor
ovarian reserves. At least two of the following three criteria
had to be fulfilled to establish the definition of poor ovarian
reserve: (1) advanced maternal age (>40 years) or any other
risk factor for poor ovarian response; (2) a previous poor
ovarian response (<3 oocytes with a conventional stimulation
protocol); (3) an abnormal ovarian reserve test [i.e. antral
follicle count (AFC) less than 5-7 follicles or anti-Miillerian
hormone below 0.5-1.1 ng/mL]. Women whose cycles did not
reach the embryo transfer stage, and those with endometriosis,
male factor infertility, and previous ovarian surgery were
excluded from the study.

An antagonist protocol was used in all patients for both cycles.
On the second day of the menstrual cycle, depending on
the patient’s response, tTFSH 300-450 IU were administered
and follicular growth was monitored using transvaginal
sonography. The dosage of rFSH was adjusted starting from
day 5 of stimulation according to the ovarian response.
Follicle monitorization was performed using two dimensional
measurements of growing follicles and a calculation of the mean
value at each visit.

Antagonist (Cetrorelix, Merck-Serono, Geneva, Switzerland)
0.25 mg/day was administered when the follicular size was 12-
14 mm. After the follicular size reached 18 mm, recombinant
hCG 250 pg was administered, and follicular puncture was
performed after 34-36 hours. Next, the application of 8%
vaginal progesterone gel twice/daily was started. The serum
hCG level was measured 2 weeks later; if the serum hCG level
was more than or equal to the normal level, ultrasonography
was performed in the days following serum hCG level
measurement to detect a fetal pulse to confirm clinical
pregnancy.

Age, body mass index (BMI), serum FSH, estradiol, AFC,
stimulation protocol, gonadotropin type and dosage, duration
of stimulation, duration of antagonist administration, menstrual
day at embryo transfer, embryo cell number, endometrial
thickness at trigger day, total number of oocytes and fertilized
oocytes and fertilization rates were compared between failed
and successful consecutive trials with a maximum interval of
2 months.

Data were analyzed using SPSS 15.0 for Windows. The paired
samples t-test was used to compare continuous variables
between two separate cycles within the group. A p value <0.05
was accepted as statistically significant.
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Results

The mean age, BMI, FSH, estradiol concentrations, AFC were
35.9 years (range, 30-42 years), 25.9 (range, 18.4-33.5 kg/
m2), 10.9 TU/mL (range, 7-13 1U/mL), 52.9 (range, 11.6-75
pg/mL), 4.7 (range, 2-10) respectively (Table 1). A comparison
of cycle characteristics showed a significantly higher total
oocyte number and fertilized oocytes in successful cycles. The
fertilization rate was also significantly higher in cycles with
clinical pregnancy. Early initiation of antagonist was shown
to result in favorable outcomes. A comparison of embryo
characteristics showed that transfer of higher-stage embryos
and embryos a higher number of cells had a significant impact
on cycle outcomes. All comparisons of variables between the
two cycles are summarized in Table 2.

Discussion

In this study, we assessed cycle characteristics in poor
responders with and without successful clinical pregnancy
such as age, BMI, serum FSH, estradiol, AFC, stimulation
protocol, gonadotropin dosage, duration of stimulation,
duration of antagonist administration, antagonist starting
day, menstrual day at embryo transfer, embryo cell number,
endometrial thickness at trigger day, number of total and
fertilized oocyte and fertilization rates. Our data revealed that
early initiation of antagonist, higher number of total, mature
and fertilized oocyte number with higher fertilization rates and
transferring significantly higher stage of embryo development
and embryo cell numbers led to favorable outcomes in ICSI
cycles.

Table 1. Summary of some demographic characteristics of study population

Age (years)

FSH (IU/mL)
Estradiol (pg/mL)
AFC (right)

AFC (left)

BMI (kg/m2)

n Minimum  Maximum Mean SD
60 30 42 35.9 2.7
60 7 13 10.9 3.8
60 11.6 75 52.9 19.1
60 1 5 22 1.2
60 1 5 2.5 1.2
60 18.4 33.5 259 32

SD: Standard deviation, FSH: Follicle-stimulating hormone, AFC: Antral follicle count, BMI: Body mass index

Table 2. Comparison of some parameters of successful and preceding failed cycle in women with poor ovarian response

Starting dose (IU)

Duration of stimulation (days)
Total dose (IU)

Ant starting day (days)
Duration of ant use (days)
Stimulation day at OPU

# fol >14 mm

# fol >17 mm

ET at hCG (mm)

Estradiol at hCG (pg/mL)

# Total oocyte

# Mature oocyte

# Fertilized oocyte
Fertilization rate

The day of transferred embryo
Embryo cell #

n Successful cycle Failed cycle P
(mean = SD) (mean = SD)
60 422.03+45.9 411.86+67.3 0.209
60 8.98+1.6 8.74x1.8 0.458
60 3728.02+820.4 3702.16+773.6 0.828
60 5.1+2.1 6.1+2.4 0.027
60 3.7+2.1 3.3+2.3 0.309
60 11.9+1.4 11.9+1.5 0.722
60 3.7£2.4 3.9£2.7 0.605
60 3.4+4.3 3.1+1.8 0.597
60 9.6+1.7 9.7+1.6 0.372
60 1423.1+£895.9 1304.7+723.1 0.214
60 5.6+2.4 4.8+2.7 0.009
60 4.5+2.3 3.7+2.6 0.009
60 3.3£2.1 21«19 <0.001
0.73 0.55 0.002
60 2.7+0.6 2.2+0.9 0.011
60 5.9+2.1 4.1+3.1 0.001

SD: Standard deviation, OPU: Oocyte pickup, Fol: Follicle, ET: Embryo transfer, hCG: Human chorionic gonadotropin
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Despite introduction of many protocols with different initial
doses and types of gonadotropins, optimal management of
patients who are poor responders is still a concern. In this
study, we tried to identify characteristics of a successful cycle
compared with a preceding failed cycle in the same patients
with poor ovarian response. Most of the time, when responses
to the standard dose of gonadotropins (225-300 IU) for
a proper multifollicular growth fails, dose increments are
attempted to obtain a better outcome. Therefore, high doses
of gonadotropins were proposed for a couple of decades in
poor responders. However, there are some conflicting data
regarding the success of increased gonadotropin doses in the
management of poor responders. Previous studies showed
no enhanced ovarian response and/or better pregnancy
rates when 450 U of increased doses of gonadotropins were
used(10-12) Furthermore, a recently published study indicated
that an increased starting dose of FSH did not result in higher
pregnancy rates, and outcomes were similar between groups
with different gonadotropin starting doses (300 UL, 450 UI,
and 600 UI) of gonadotropins with regard to retrieved oocytes,
number of embryos obtained, and pregnancy rates(13). In
our study, the mean starting and total gonadotropin doses
were similar between the two cycles. However, we found
significantly earlier antagonist initiation in successful cycles.
The modified early antagonist start protocol was introduced
to improve cycle outcomes. It was claimed that improved
mature oocyte yield could be enhanced through follicular
synchronization. Additionally, significantly higher clinical
pregnancy rates compared with the conventional antagonist
protocol were reported(1®). Furthermore, delayed-start of
antagonist protocol was proposed to result in favorable
outcomes in terms of number of dominant follicles and mature
oocytes retrieved, mature oocyte yield, and fertilization rates
in poor responders. The authors concluded that this was the
result of the promoting and synchronizing effect on follicle
development without impairing oocyte developmental
competence(15). Besides a higher rate of fertilization, we also
found significantly higher numbers of total, mature oocyte
and earlier antagonist initiation in successful cycles. Especially
in patients with poor ovarian reserve, the number of oocytes
has a critical role for cycle outcome. Studies on this issue
showed a significant relationship between the number of eggs
and live birth in all age groups. A study proposed that the
number of eggs in IVF was an indirect indicator for clinical
success. The best outcome was obtained when approximately
15 eggs were retrieved(®). However, a yield lower than 4-6
oocytes after stimulation has been considered to be poor
response(7). In our study, the mean total number of oocytes
harvested during failed and successful cycles were 4.8 and 5.6,
respectively. Although both results are within the range of the
poor response definition, it seems that a minimal increase in
total oocyte numbers with increased fertilization rates resulted
in favorable outcomes.

Another factor is the fertilization rate, which was thought to
be an indirect finding for oocyte quality and was shown to
be a significant predictor for embryo implantation(16). Some
morphologic characteristics of oocytes, such as zona pellucida
thickness, cytoplasm appearance, and polar bodies were
investigated to select the best embryos to transfer and therefore
further minimize the number of embryos transferred(17-20).
However, according to the accumulated data, most of these
parameters had a minimal impact for this purpose(21.22). Embryo
grading systems were developed and found correlated with
pregnancy outcomes. Despite their limitations, grading systems
are the most commonly applied procedures in the selection
of the most qualified embryo for transfer. Further embryo
assessments focused on the zygote stage, evaluation of embryo
behavior at early cleavage, and extended culture performed
to day 5 showed improved pregnancy outcomes(23.24). There
are also some data at the molecular level for implantation
prediction(25). However, after adjustment of the aforementioned
covariates, the fertilization rate was shown as a significant
predictor for embryo implantation in a previous study(10). As
mentioned above, our data also showed significantly increased
fertilization rates in cycles with clinical pregnancy.

The relationship between embryo quality and pregnancy
rates has been shown in several studies(26-28). Early cleaving
2-cell embryos have been shown to have higher pregnancy
rates than patients without early-cleaving 2-cell embryos@9),
and furthermore, transfer of 4-cell embryos resulted in
significantly higher implantation and pregnancy rates
compared with transfers of 2 and 3-cell embryos. Additionally,
cell number was found as the strongest predictor of pregnancy
in day 3 embryos in a scoring system based on cell number,
fragmentation, and other morphologic criteria deemed
specific to day 3 embryos(30-32). According to a Cochrane
review, cumulative clinical pregnancy rates from cleavage
stage resulted in higher clinical pregnancy rates than from
blastocyst cycles33). Data showed a decreased overall embryo
quality score in embryos that were kept in culture till day
334, In our assisted reproductive technology clinic, we try to
avoid keeping embryos in culture media for more than 3 days,
except when the top quality embryo has not been determined.
In majority of cases, we prefer 2 to 3-day embryo transfers,
especially in the event of a low number of embryos. Our data
showed that number of cells in 2 to 3-day embryo transfers
had a critical role in ICSI cycles; the number of cells was
significantly higher in cycles with clinical pregnancy (4.1 vs.
5.9, p<0.05).

Conclusion

Early initiation of antagonist, higher number of total, mature
oocyte yield, higher fertilization rates and transfer of embryos
with higher number of cells were significant factors of successful
outcomes in poor responders. Further research on this topic
should be conducted with larger study populations to elaborate
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on the implications of our study, and to obtain more data to
modify cycles for better results in poor responders.
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Intra-cesarean insertion and fixation of frameless
intrauterine devices

Cercevesiz rahim ici araclarin sezaryen esnasinda uygulanimi ve
fiksasyonu
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istanbul Medeniyet University Faculty of Medicine, Department of Obstetrics and Gynecology, Istanbul, Turkey
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Abstract

Various contraceptive methods are available to postpartum women including hormonal and nonhormonal barriers, as well as injectable forms. Of all
the available birth control methods, intrauterine devices (IUD) are felt by many to be the near-ideal form of contraception, and are recommended by
advocacy groups, physicians, and gynecological organizations worldwide. Immediate postpartum IUD insertion deserves greater attention because it can
provide immediate contraception, prevents repeat unintended pregnancies, and may serve to reduce the incidence or need for secondary cesarean delivery;
however, insertion of conventional T-shape IUDs immediately post placenta delivery is limited by their high expulsion and displacement rates. Anchoring of
frameless-design TUDs that lack conventional cross-arms to the uterine fundal surfaces has been medically and commercially available throughout Europe
for many years. The placement technique is simple, has minimal patient discomfort, and high long-term patient acceptance due to its high degree of uterine
compatibility as a consequence of its small size and segmented design. Frameless-design IUD implantation appears to represent a major advance, suitable
for general use, due to its lack of timing restraints and its simplicity of attachment, which only requires limited training.

Keywords: Intrauterine device, immediate contraception, frameless intrauterine devices

Oz

Postpartum kadinlar i¢in hormonal ve nonhormonal bariyer yontemlerin yan: sira enjekte edilebilir formlar gibi pek ¢ok kontraseptif metod bulunmaktadur.
Mevcut dogum kontrol yontemlerinden rahim ici ara¢ (RIA), diinya capinda savunma gruplar, hekimler ve jinekoloji organizasyonlari tarafindan
onerilmekte ve ¢ogu kisi tarafindan ideale yakin kontrasepsiyon yontemi olarak distiintilmektedir. Acil dogum sonrast RIA uygulamas, acil kontrasepsiyon
saglamasi, istenmeyen gebelikleri engellemesi ve sekonder sezaryen dogum gereksinimi ve sikhgini azaltmasindan dolay1 daha fazla dikkat cekmektedir,
ancak geleneksel T-sekilli RIA’lann plasentanin dogumundan hemen sonraki uygulamalarn, ytksek disari ¢tkma ve yer degistirme oranlan tarafindan
siirlandinlmaktadir. Geleneksel capraz-kollar barindirmayan, cercevesiz dizayn edilmis RiAlann fundal bolgeye yerlestirilmesi, Avrupa’da medikal ve
ticari olarak miimkundtr. Yerlestirme teknigi basittir, minimal hasta rahatsizligina neden olur ve kiictik boyutu ve parcali dizayninin sonucu olarak yiiksek
uterus uyumlulugundan otiirt uzun dénem hasta uyumu yiiksektir. Cercevesiz dizayn RIA implantasyon teknigi, zamanlama kisitlihklarimn olmamasi ve
uygulama kolayhgmdan otiirti genel kullanima uygun, énemli bir gelisme gibi gortinmektedir.

Anahtar Kelimeler: Rahim ici arag, acil kontrasepsiyon, cercevesiz rahim ici araclar

PRECIS: Frameless design intrauterine device implantation appears to represent a major advance, suitable for general use due to its
lack of timing restraints and its simplicity of attachment.

Introduction family planning options. A woman’s return to fertility post-

delivery is not always predictable because it can occur as soon

The ideal time for postpartum contraception either as a ‘ ‘ A
as 3 weeks in non-lactating women and may not necessarily

precautionary measure or asa family planning tool isimmediately be accompanied by menses. The pregnancy environment
post-delivery. Immediate contraception is convenient and timely ~ represents the near-ideal timing for discussions with patients in

because a woman is actively evaluating her current and future need of contraception, the nature of the products available, and
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their individual benefit and risks. The patient’s receptiveness
and willingness to select a given form of contraception is a
critical component in allowing a woman to adequately manage
her contraception needs.

Various contraceptive methods are available to postpartum
women including hormonal and nonhormonal barriers, as well
as injectable forms. Unfortunately, as reviewed by Trussell(D),
many of these methods although effective, have a high degree
of failure when used imperfectly. For parous women, most
physicians and the World Health Organization recommend
an interdelivery interval of 18 to 24 months, because a second
pregnancy too soon after the first could have detrimental effects
on the woman herself, her ability to carry the baby to term, the
viability of the infant, and its overall growth/development®).
Women undergoing cesarean sections with an interdelivery
interval shorter than 18 months have the added risk of possible
uterine rupture®). Use of contraception as early as possible
post-delivery would assure prevention of uterine rupture post-
cesarean section, thus allowing for the wound to heal as well
as for the woman to fully recover from her pregnancy. Effective
contraception in these women will be valuable in reducing
the risk of unintended pregnancies, and may allow for many
women to have follow-on vaginal over cesarean deliveries.

Of all the available birth control methods, intrauterine
devices (IUD) are felt by many to be the near-ideal form of
contraception, and are recommended by advocacy groups,
physicians, and gynecological organizations worldwide. TUDs
have the advantage of high effectiveness as well as having
an extremely low failure rate, in part because of the lack of
involvement by the women. Immediate postpartum IUD
insertion deserves greater attention because it can provide
immediate contraception, prevents repeat unintended
pregnancies, and may serve to reduce the incidence or need
for secondary cesarean delivery(®). Unfortunately, insertion of
conventional T-shape TUDs immediately post placenta delivery
is limited by their high expulsion and displacement rates(5.0).
A study conducted by Celen et al.(7) in Turkey in 2011 noted
an expulsion rate of 17.6% at 12 months with the TCu380A
IUD inserted immediately following cesarean section delivery.
The inability of these devices to be retained clearly affects their
effectiveness, but as importantly, overall patient acceptance.
Women, especially those undergoing cesarean delivery, could
benefit from immediate post-placenta IUD insertion because it
would allow a sufficient period for the uterus, as well as the
woman, to recover from surgery via a highly effective and long-
lasting contraceptive. In these women, a low expulsion risk is
therefore paramount with women having the added benefit of
the TUD being easily reversible with a rapid return to fertility.
Over the past decades, attempts have been made to solve the
expulsion problem encountered with conventional T-shape
IUDs by modifying existing devices, such as adding absorbable
sutures (delta-T) or additional appendages. These attempts
were minimally successful. Expulsion rates varying from 5% at

12 months to up to 50%, and even higher if partial expulsions
are included, have been reported(8-10).

Timing of insertion post-placenta delivery is of critical
importance with T-shape devices. Studies have shown that if
inserted at times beyond 10 minutes post-delivery, expulsion
rates were higher than those observed in normal women.
Anchoring of frameless design 1UDs that lack conventional
cross-arms to the uterine fundal surfaces has been medically
and commercially available throughout Europe for many years
in the form of GyneFix (Contrel Research, Belgium). The
placement technique is simple, has minimal patient discomfort,
and high long-term patient acceptance due to its high degree
of uterine compatibility as a consequence of its small size and
segmented design. Since its inception, the technology has passed
through several phases of improvement, design modifications,
and clinical testing intended to maximize patient comfort and
tolerability producing 5-year continuation rates in excess of 90%.
Clinical studies were also conducted to evaluate the impacts of
immediate insertion of a frameless IUD during cesarean section,
as well as after vaginal delivery, on the bleeding pattern, duration
of lochia, and healing of uterus. Accordingly, no significant
difference in postpartum hemorrhage, continuance of lochia,
and healing of uterus, was observed(1D. A novel minimally
invasive surgical approach was devised for suspending the
frameless copper IUD for intra-cesarean insertion, which takes
advantage of the full visualization and access to the uterus that
is achieved during cesarean delivery. The technique consists
of the precise placement of the anchoring knot immediately
below the serosa of the uterine fundus, followed by fixing the
knot in place with a conventional absorbable suture (Figure
la, 1b). In several weeks, the uterus regains its normal tonicity,
the suture is absorbed, and the anchor retained as seen in
women undergoing conventional interval insertion. The
procedure is simple and can be performed at any convenient
post-delivery period, and takes less than 4 minutes with no
discomfort to the patient and minimal surgical risk. The TUD
tail is looped in the cervical canal or is cut at the level of the
cervix. The anchoring technique has been shown to be easy,
quick and safe in a pilot trial with no expulsions at 12 months.
Ongoing studies conducted in Turkey confirm the efficacy of
the technique and high acceptability of the frameless TUD by
women. To check TUD placement, a follow-up sonography can
be performed to localize the stainless steel marker attached to
the anchoring knot (Figure 1¢). Removal of the IUD is similar to
the removal after interval insertion of the device accomplished
by simply pulling on the IUD string. In the event that the tail
is in the cavity, it is accessible by using thin alligator forceps
(3 mm) if/when removal is requested. The copper releasing
frameless IUD and inserter, which were specifically designed to
facilitate use immediately post-placental delivery after cesarean
deliveries, is now available in Turkey. Conventional insertion
of frameless TUDs in normal women is already available in
Turkey. The developers are also finalizing the development of
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Figure 1. a) Insertion apparatus for the insertion of the frameless intrauterine devices following cesarean section delivery b) Illustration of
the anchoring technique; a biodegradable suture holds the anchor in place in the uterine fundus until involution ¢) Coronal ultrasound of
the position of the frameless intrauterine devices after involution of the uterus with an anchor marker in the fundus (arrow)

a levonorgestrel-releasing frameless system, which may have
additional advantages in some women.

Frameless-design TUD implantation appears to represent a
major advance, suitable for general use due to its lack of timing
restraints and its simplicity of attachment, which only requires
limited training. It affords the patient and her physician
additional options for contraceptive control that may likely
serve to reduce the number and frequency of unintended
pregnancies. Frameless IUDs appear to have advantages
over framed T-shaped IUDs because the latter may cause
discrepancy with the uterine cavity and embedment during
involution of the uterus, particularly during prolonged lactation
as hyperinvolution in these women is not uncommon(12).
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Chondrosarcoma mimicking an adnexal mass: A very rare
case report

Adneksiyal kitleyi taklit eden kondrosarkom: Cok nadir bir olgu
sunumu
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Abstract

Chondrosarcoma is considered as a common primary bone sarcoma. These sarcomas can form large masses without any specific symptoms because there
are no barriers in pelvic anatomy to prevent the enlargement of tumors, and can mimic ovarian masses. We present a pelvic chondrosarcoma in a woman
aged 37 years who was misdiagnosed as having an ovarian mass due to the limited information obtained from imaging studies. Pelvic chondrosarcoma
should be considered in patients who have pelvic masses with solid components. It should be kept in mind that interventions should be performed at
centers where there are orthopedic surgeons with experience of this subject.

Keywords: Chondrosarcoma, diagnostic errors, ovarian mass

Oz

Kondrosarkom primer kemik sarkomlarin en yaygin cesidi olarak bilinir. Bu sarkomlar énlerinde btiytimesini engelleyecek bir bariyer olmadigi icin,
herhangi spesifik bir semptom vermeden ¢ok biiyiik boyutlara ulasabilir ve ovaryan kitleleri taklit edebilirler. Otuz yedi yasinda pelvik kondrosarkom olan
kadin hastada kisith gortnttileme bilgilerine dayanarak ovaryan kitle olarak yanhs teshis edilmis bir hastay1 sunduk. Solid komponentli pelvik kitlesi olan
hastalarda pelvik sarkomlar da akla getirilmelidir. Su iyi bilinmelidir ki; bu tiir hastalara yapilan miidahaleler bu iste deneyimli ortopedik cerrahlan olan

merkezler tarafindan yapilmahdur.
Anahtar Kelimeler: Kondrosarkom, tanisal hatalar, ovaryan kitleleri

Introduction

Chondrosarcoma is considered as a common primary bone
sarcoma, which is ranked as the third primary bone malignancy.
One in five cases of bone sarcomas are due to chondrosarcoma,
and half of all cases affect the pelvis(l). Moreover, this tumor
arises predominantly after the second decade with a peak in the
middle-aged period. Many heterogeneous groups of neoplasms
are related to chondrosarcoma and cartilage matrix production
is a typical feature of this tumor(2). These sarcomas form large
masses without any specific symptoms because there are no
barriers in the pelvic anatomy to prevent the enlargement of
tumors(®). In this case report, we present a patient who had a
tumor of undefined origin according to preoperative imaging
methods, and a pelvic chondrosarcoma mimicking an adnexal
mass. To the best of our knowledge, this is only the third case

of pelvic chondrosarcoma in the English literature of obstetrics
and gynecology.

Case Report

A 37-year-old single woman presented to our clinic with
symptoms of pelvic pain, abdominal distension, and vaginal
bleeding. During the pelvic examination, a mass that filled
the pelvis was detected. The carcinoma antigen 125 (CA125)
level was 40 U/mL. Ultrasonographic and magnetic resonance
imaging (MRI) examinations revealed a solid mass 20x10 cm
in diameter including calcified areas, and a mass consistent
with myoma of 3.5 cm in diameter was observed in the
cervico-isthmic region of the uterus. The endometrial thickness
was 8 mm (Figure 1). During surgery, a mass of 18x8 cm
was observed that was displacing the uterus and extending
from the symphysis pubis to the pelvis with a myoma of 3.5
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cm in diameter, posterior to the uterus corpus. The ovaries
were normal on inspection. Specialists from the urology and
orthopedics departments were consulted intraoperatively
and it was decided that the tumor originated from the pelvic
bone. Partial resections with myomectomy were performed
because the tumor could not be completely removed (Figure
2). The postoperative pathologic examination was reported as
grade 1, well-differentiated chondrosarcoma (Figure 3). The

orthopedics department requested computerized tomography

Figure 1. Magnetic resonance imaging showing a solid mass
with 20x10 cm in diameter including calcified areas, and a mass
consistent with myoma of 3.5 cm in diameter was observed in the
cervico-isthmic region of the uterus

Figure 2. The macroscopic appearance of the lesion, which is seen
in pieces, and has the solid-brilliant cartilaginous appearance of
cross-sectional surface

68

(CT) imaging, which revealed masses consistent with metastasis
in the liver, and a 9x8 cm diameter mass in the pubic area. The
patient was referred to another healthcare unit because a skilled
orthopedics team with experience of pelvic chondrosarcoma
was unavailable.

Discussion

That a pelvic chondrosarcoma could masquerade as an ovarian
mass was considered the peculiar part of our case. This
camouflage exposes the limited role of imaging techniques
and tumor markers in diagnosing pelvic tumors. Generally,
chondrosarcoma has a silent course due to the special pelvic
structure, which allows masses to grow feasibly without any
boundaries and only become symptomatic after enlarging
enough, as in our case. Thus, this tumor has a larger size in
comparison with other pelvic masses when the diagnosis
was established; the mean size is commonly 11 cm(®). After
reviewing all operated cases of pelvic mass in our department
within the last 15 years, chondrosarcoma was the only case
that was misdiagnosed as an ovarian mass, which reflects the
sporadic incidence of this condition. Although all available
imaging techniques, even CT and MRI, were used to assist us in
mapping this tumor, we could not identify the exact margins,
neither the exact organ from which this tumor derived.
Moreover, the elevated CA125 was another misleading factor
that increased our suspicion of ovarian mass. The surgical
management of chondrosarcoma is a destructive operation for
orthopedic surgeons due to the following principles: increased
risk of vital organ injuries, high susceptibility to damage pelvic
structural stability, challenging anatomic interactions of the
pelvis, and devastating extension of the tumor. The mass could
not be completely removed and the patient was considered
as non-resectable and referred to another orthopedics clinic
because we did not have an orthopedic surgical team skilled

Figure 3. Microscopic appearance of the lesion, which was
separated by fibrous septa, and was formed by nodular infiltrating,
atypical chondrocytes, hematoxylin and eosin x40
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in pelvic chondrosarcoma. Vast majority of chondrosarcoma
become symptomatic after reaching a large size and this can be
explained by the slow growth rate of this these tumors(3). Grade
1 chondrosarcomas consist of profuse hyaline cartilage matrix
surroundingalittle cellular mass and metastasize infrequently(D.
In our case, the pathologic result was grade 1 chondrosarcoma,
and there were metastatic lesions observed in the liver in
abdominal tomography. Pelvic chondrosarcomas can appear in
various pathologic neoplasms, other than pure chondrosarcoma
arising from the pelvic bone, such as chondrogenic tumors
of the ovaries or heterologous carcinosarcomas of the uterus.
However, all mentioned types have very low incidence rates(©).
Moreover, mixed mesodermal tumors, commonly called
carcinosarcoma, another manifestation of chondrosarcoma, are
the most common heterologous sarcomas, originating from the
uterus in most cases. The histologic appearance is a mixture
of ectoderm and mesoderm-derived tissues. Either homologous
or heterologous mesodermal tissue can be commonly found to
be high grade. Heterologous tumors consist of a differentiated
mesenchymal component accompanied by endometrial,
stromal or undifferentiated sarcomas. Occasionally, these
uterine tumors may enlarge and convert to giant pelvic masses
that can destroy the uterine structure to the point where it can
become unrecognizable(7). The cornerstone of treatment in
managing this tumor is wide surgical excision, that still first
line treatment®. After performing extensive intralesional
curettage, local adjuvant treatment has encouraging long-term
outcomes and adequate control of local recurrence in low-grade
chondrosarcomas. Local adjuvant treatment is only effective in
cases with well-defined boundaries with no extension beyond
the bone(®. However, giant tumor or pelvic localization of
chondrosarcoma can alter the treatment method, even in low-
grade conditions, as in our case, which require wide resection as
a first-line management, rather than intralesional curettage(l).

Conclusion

Pelvic chondrosarcoma should be considered in patients who
have pelvic masses with solid components because preoperative
evaluations (imaging studies, pelvic examination) in daily
practice may be inadequate for the diagnosis of pelvic masses.
As a consequence, it should be kept in mind that interventions

should be performed at centers where there are orthopedic
surgeons with experience of this subject.
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Mayer-Rokitansky-Kuster-Hauser syndrome associated with

rectovestibular fistula

Rektovestibiiler fistiille iliskili Mayer-Rokitansky-Kuster-Hauser

sendromu

Charu Tiwari, Hemanshi Shah, Mukta Waghmare, Kiran Khedkar
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Abstract

A female neonate with two openings in the introitus and an absent anal opening at the anal site presents a diagnostic challenge. Mayer-Rokitansky-Kuster-
Hauser (MRKH) syndrome associated with rectovestibular fistula, though rare, should be kept in mind as a differential diagnosis of this presentation. We
present such a case in a one-year-old female child with MRKH syndrome and rectovestibular fistula.

Keywords: Mayer-Rokitansky-Kuster-Hauser syndrome, atypical, rectovestibular fistula

Oz

Yenidogan bir kiz ¢cocugunun introitusunda iki agiklik oldugu halde anal bolgesinde hi¢ acikhik olmamasi tam zorlugu yaratt. Rektovestibiiler fistiille
iligkili Mayer-Rokitansky-Kuster-Hauser (MRKH) sendromu seyrek olmasina ragmen bu sunumun farkli tanisi olarak gortilmelidir. MRKH sendromu ve

rektovestibtiler fistiilti olan bir yasinda bir kiz ¢cocuk olgusu sunuyoruz.

Anahtar Kelimeler: Mayer-Rokitansky-Kuster-Hauser sendromu, atipik, rektovestibtiler fistiil

Introduction

Mayer-Rokitansky-Kuster-Hauser (MRKH) syndrome is a
rare anomaly in females that affects 1 in 5000 live births(1.2),
in which there is dysgenesis of the Miillerian ducts leading
to failure of development of the uterus and vagina. Ovarian
function is preserved and the external genitalia are normal. The
karyotype is 46, XX. There is normal development of secondary
sexual characteristics at puberty. Primary amenorrhea at
adolescence is the most common presenting symptom in
patients with MRKH syndrome. However, when associated with
anorectal malformation, this condition presents early at birth or
in infancy and requires proper management.

MRKH syndrome has been divided into two types (Schmid-
Tannwald and Hauser, 1977); type A, or the typical form, is an
isolated anomaly also known as the Rokitansky sequence(+.5).
The patient has symmetrical uterine remnants and normal
fallopian tubes®). Type B, the atypical form, is characterized
by asymmetric uterine buds or abnormally developed fallopian
tubes (CAMP). This atypical form is associated with anomalies
that involve other systems, especially the renal, cardiac,

otologic, and skeletal systems(1.4). Anorectal malformations
are uncommonly rteported to be associated with MRKH
syndrome, and among them, rectovestibular fistula and cloacal
malformations have been commonly described(1,2.0).

We present a girl aged one year with atypical MRKH syndrome
associated with rectovestibular fistula.

Case Report

A girl aged one year presented with an absent anal orifice since
birth. She had been passing stools from an orifice within the
introitus since birth. There was no constipation or abdominal
distension. Per abdominal and systemic examinations were
unremarkable.

On perineal examination, there were two openings in the
introitus. There was no anal opening at the normal site (Figure
1). The anterior opening was small and the child was passing
urine through this opening, which suggested a urethral
opening. The posterior opening in the vestibule discharged
fecal matter, thereby suggesting a fistula. No vaginal opening
could be appreciated.
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Abdominal ultrasound revealed absent uterus and vagina. Both
ovaries were normal and the right kidney was small. Barium
enema showed a dilated rectum. Voiding cystourethrography
was normal. A radio nucleotide renal study suggested a non-
functioning right kidney and adequately functioning left kidney.
Cystogenitoscopy showed normal urethra and bladder, absent
vagina, and the presence of rectovestibular fistula confirming
the diagnosis of uterovaginal agenesis (MRKH syndrome type
B). A right transverse stoma was performed. Magnetic resonance
imaging (MRI) confirmed uterovaginal agenesis (Figure 2).

-

Figure 1. The perineum of the patient showing two orifices in the
introitus

Figure 2. Magnetic resonance imaging pelvis showing uterovaginal
agenesis and the dilated rectum

Posterior sagittal anorectoplasty (PSARP) with a neovagina
creation using the distal end of rectum with vestibular opening
was planned. Approximately 3-4 cm of the distal ano-rectum
(i.e. the rectovestibular fistula itself) was retained as a neo-
vagina and the proximal rectum was brought down posteriorly
within the sphincter complex (Figure 3).

At follow-up after 6 weeks, a neovagina of about 6-cm length
along with minimal mucus discharge was present. The
colostomy was closed after 8 weeks.

Discussion

The clinical appearance of two orifices in the introitus with
an absent anal opening leads to the differential diagnosis of
anorectal agenesis without fistula, a rectovaginal fistula (high or
low) or a rectovestibular fistula with either a urogenital sinus or
MRKH syndrome. The association of rectovestibular fistula with
MRKH syndrome is rare with few reports in the literature(1,2).
Levitt et al.(®, Gross(), Ein and Stephens® reported 8, 2, and
2 such cases respectively(l). Mahajan et al.(9) described MRKH
syndrome associated with H-type anovestibular fistula in
2009, Ein and Stephens® in 1971 first reported preservation
of the rectum as a neovagina(l. Gupta et al.( recently reported
this method of neovaginal reconstruction in a girl aged one year.
The etiology of MRKH syndrome is unknown; however,
it is believed that there is interruption in the embryologic
development during the sixth or seventh gestational

week(10,11). The spectrum of malformations associated with
atypical MRKH syndrome suggests a developmental field
defect involving organ systems that are closely related during

Figure 3. Intra-operative image of the patient showing the
neovagina (retained distal end of rectum opening in the vestibule)
(white arrow) and the pulled down bowel (black arrow)
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embryogenesis(+,12,13). MRKH syndrome has been attributed to
an initial affection of the intermediate mesoderm, consequently
leading to an alteration of the blastema of the cervicothoracic
somites and pronephric ducts*+.12), Mutations of the WNT4
and TCF2 genes have recently been found associated with
MRKH syndrome(+,14).

The importance of the clinical examination of the perineum in
a female neonate cannot be over-emphasized. This diagnosis
of utero-vaginal agenesis should be made at birth itself. The
clinical presentation with two openings in the introitus with
fecal matter deflating through the posterior opening requires
investigations to confirm diagnosis before proceeding to the
definitive management. Ultrasonography, a contrast study
through the openingin the vestibule, MRI, and cystogenitoscopy
through both openings in the introitus help in the definitive
diagnosis of absent vagina and cervix(*). This is essential for
planning the definitive management.

A possible scenario that should not be forgotten is that failure
of the neonate to pass meconium through the second opening
within 24 hours of birth leads to a colostomy because of the
assumption of anorectal agenesis without fistula(1.0). Due to
this presumed misdiagnosis, at the time of definitive repair,
the rectum would not be found because of the incorrect
assumption that the rectum was the vagina(l,6). However, a
distal colostogram performed before the definitive repair would
surely help in suspecting this malformation(1,6).

There are two surgical options for the definitive repair in
patients with MRKH syndrome with rectovestibular fistula(l,6).
In the first method, the fistula is mobilized, traditionally by
either PSARP or anterior sagittal anorectoplasty approach, and
fixed within the sphincter muscle complex at the proposed anal
site and a neoanus is created(1,0). A vaginoplasty is performed at
later date in these patients(1,15). This type of repair is well suited
for patients in whom MRKH syndrome was not diagnosed at
infancy and presented at adolescence with symptoms of primary
amenorrhea(10). Wang et al.(17) reported three patients who
presented with MRKH syndrome and rectovestibular fistula
with imperforate anus and symptoms of primary amenorrhea
and loose stools. A single-stage anorectovaginoplasty was
performed in these patients with laparoscopic assistance in one
patientd7),

The second option is to preserve the fistula at the vaginal site
and leave an approximately 10-cm distal stump as a neovagina
and to pull the proximal colon through the sphincter muscle
complex as the neo-anorectum(1,3.6). However, this procedure
can only be performed when the correct diagnosis of MRKH
syndrome with rectovestibular fistula is made pre-operatively(D.
This second option is the preferred technique because it is
relatively simple to perform; there is no chance of damaging
any neural innervations, and both the neovagina and neoanus
are created in the same operation(l). Neovaginas have not been
reported to show tendency for stricture formation; sphincter
tone is good and patients are continent(©).
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Levitt et al.(6) used the PSARP approach for this procedure.
The abdominoperineal approach is required when the uterus is
present to allow for the anastomosis of the rectal pouch (now
the neovagina) to the uterus, thereby creating continuity of the
reproductive system(1).

The association of MRKH syndrome with rectovestibular fistula
is rare and should be suspected as the differential diagnosis in
a female neonate with two openings in the introitus. A correct
pre-operative diagnosis helps to correct both malformations in
the same operative procedure. Early diagnosis and simultaneous
vaginal reconstruction and anorectoplasty in infancy offers
added advantages; it prevents psychological trauma and avoids
the need of delayed vaginoplasty through scarred perineum in
these patients.
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A rare case of complete penoscrotal transposition with

hypospadias in a newborn

Yenidoganda nadir goriilen bir anomali olarak komplet
penoskrotal transpozisyon ve hipospadias
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Dear Editor,

Penoscrotal transposition (PST) is an infrequent congenital
external genital malformation in which the scrotum is located
superior and anterior to the penis(l). PST can be defined as
either complete or incomplete according to the positional
exchanges between the penis and scrotum and both forms
of PST are generally linked with hypospadias. Incomplete
transposition is the common form of this entity and the penis
lies in the middle of the scrotum, but in complete transposition,
the scrotum almost entirely covers the penis, which emerges
from the perineum(2). Both of these conditions are commonly
reported to be linked with a wide variety of abnormalities
and pathologies that affect distinct organ systems. In this case
report, we present a complete PST in a patient with urinary
tract abnormalities including hypospadias, polycystic renal
disease, and malpositioned right kidney.

A gravida 2, para 1 woman aged 35 years was admitted to
the emergency department of our institute with premature
membrane rupture when she was 36 weeks’ pregnant. The
patient had undergone one prior cesarean delivery. The
ultrasound examination revealed severe oligohydramnios.
No previous histories of genetic abnormalities, illicit drug
use, cigarette or alcohol consumption were reported. During
her pregnancy, perinatal evaluations with ultrasound were
performed at 26+6 weeks of gestation, which demonstrated a
single umbilical artery, bilateral pelvic kidney, megacystitis, and
penile curvature extending to the anal sphincter. Unfortunately,

we were not able to obtain prenatal ultrasound pictures or a
genetic analysis report because of the nature of the emergency
hospital admission of the patient. A final prenatal diagnosis of
PST and severe hypospadias was made based on these perinatal
evaluations.

The patient underwent a cesarean section and gave birth to
a male baby of 3070 grams with 8/9 Apgar score. Physical
examination revealed a PST and severe hypospadias (Figure
1). Laboratory examinations were all reported to be normal.
Ultrasonographic examination revealed a malpositioned right
kidney (low lying) with multiple anechoic cysts of varying sizes.
The newborn was transferred to the neonatal intensive care unit
for further treatment.

PST is a very rare clinical situation in which the scrotum is
located anterior and superior to the penis and a severe degree
of PST, as in our case, with hypospadias and normal scrotum
have been infrequently reported in medical literature(l,3.4).
During normal human maturation, scrotal swellings move
inferomedially during the 9th-11th week, and fuse in the
midline caudal to the penis by the 12th week of gestation(*).
The primary cause of this rare clinical disorder is a fusion defect
or delay of urethral folds. Embryologically, PST is considered to
result from abnormal genital tubercle development around the
6th-7th week of gestation(D).

The differential ~diagnosis for PST should include
pseudohermaphroditism, micropenis, penile amputation in the
intrauterine period, penoscrotal hypospadias, and agenesis of
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Figure 1. Complete penoscrotal transposition of a newborn a) Shows the scrotum without the penis b) Showing the penis under the

scrotum

the penis accompanying a midline skin tag anterior to the anal
region(®. Moreover, a complete physical examination must be
performed to detect abnormalities of the cardiovascular, central
and peripheral nervous system, digestive system, urinary
tract, and genital system because PST may present itself with
a broad range of clinical manifestations that cause significant
morbidity and mortality(®). Surgery is the gold standard of
PST management, which is usually preferred to be performed
between 12-18 months. Although complete PST is rarely
reported in the literature, considerable surgical skill is needed
to reconstruct the penile anatomy.
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