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Ektopik gebelik - riskler

Hayati tehdit eden hemoraiji
Infertilite riski artar

Rekurrent ektopik gebelik riski artar

Sensitiv serum B-hCG

Erken tani: cerrahisiz tedavi
TV-USG }



Ektopik Gebelik

Maternal olumlerin %5’
Tedavi:
Lokalizasyon
Semptomlar
Gebelik yasi
Fertilite istegi

Erken tani: %80 bozulmadan tani, en az invaziv, en

etkili, fertilite koruyucu tedaviyi saglar



Ektopik gebelik - Loklizasyon

TABLE 1. Location

nancies’

of Ectopic Preg-

Tubal (extrauterine)
Ampullary
Isthmic
Fimbral
Interstitial

Other locations
Ovarian
Abdominal
Cervical
Cesarean scar
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Ektopik gebelik- tedavi

Bekleme- gozlem
Medikal tedavi

Cerrahi tedavi
Laparotomi
Laparoskopi



Amenorrhea + pelvic pain + bleeding

+
Beta-hCG positive
L ]

Transvaginal ultrasound
¥

A

Tubal mass = 3.5 cm
¥

Declining levels and

beta-hCG < 1500 mlU/ml [+

beta-hCG levels in an interval 48h

)

EXPECTANT MANAGEMEN

SYSTEMIC METHOTREXATE
50mg/m? IM

= Abscence of embryonic

Unruptured tubal pregnancy (———| Tubal mass

> 3_.5 cm

LAPAROSCOPY

1

N

Beta-hCG > 5000 miU/ml
Embryonic cardiac activity|

Increasing levels
Beta-hCG < 5000mIU/ml

Cardiac activity

Elito et al., 2008




e Asemptomatik, unrupture, hemodinamik olarak stabil

® <100 ml den az sivi

e hCG <1000 iU/ml

® Adneksial kitle <3 cm

e Dusen hCG

® Hastanin uyumu ve tubal ruptur riskini onaylamasi

e Spontan rezollisyon: %47.7 - 69.2



Medikal tedavi - Mtx

Contraindications to MTX therapy (25, 26, 29 a2
Absolute contraindications “\%\ﬁ\
a0

e Intrauterine pregnancy \‘%09‘5
Evidence of immunodeficiency ﬁ\%\

Moderate to severe anemia, leukopenia, or N\'OL
thrombocgytopenia

Sensitivity to MTX

Active pulmonary disease

Active peptic ulcer disease

Clinically important hepatic dysfunction
Clinically important renal dysfunction
Breastteeding

Ruptured ectopic pregnancy ectopic pregnancy. Fertil Steril 2013.
Hemodynamically unstable patient

Practice Committee. Medical treatment of

Relative contraindications

e Embryonic cardiac activity detected by transvaginal ultrasonography

e High initial hCG concentration (>5,000 miU/mL)

e Ectopic pregnancy >4 c¢m in size as imaged by transvaginal ultrasonography
e Refusal to accept blood transfusion

e Inability to participate in follow-up



Cerrahi tedavi

Mtx tedavisine ragmen yiikselen veya plato yapan 3-hCG

Inatci agri

Medikal tedaviye uyumsuzluk

hCG>5000 U/L

Canli intrauterin gebelikle birlikte heterotropik gebelik
Hemodinamik unstabil hasta

Kornual ruptur



Siddetli pelvik adezyon
Akut ruptur, asirni kanama

LS yapacak cerrah, ekip veya unite yoksa



Laparoskopik tedavi

Salpingostomi (Salpingotomi)

Tuba korunur

Persistan trofoblast (tubada trofoblast hucresi kalmasi)
Tekrar ayni tarafta ektopik gebelik riski

Salpinjektomi
Bu riskler yok

Ureme icin sadece bir tuba yeterli ?



Salpinjektomi

Hasarl tuba

Ayni tubada rekurrent ektopik gebelik
Salpingostomide kontrol edilemeyen kanama
iri tiibal gebelik >5 cm

Heterotropik gebelik

Cocuk sayisini tamamlamis hastalar

Salpingostomi yapilamayacaksa

Cocuk emzirme



Akut kanama - sok

Salpinjektomi

Tecrubeli ekip icin kontrendike degildir.

Hizlica insuflasyon, trokar girisi, uterin kanulasyon, optik girisi,
Trendelenburg pozisyonu, kanamanin aspirasyonu ile tubanin
lokalizasyonu, hemostaz i¢in tubanin bipolar koagulasyonu

yapilip salpinjektomiye gecilir.

Masif adezyon:
Salpinjektomi i¢in adezyolizis riskli, hematosalpinks

gorulebiliyorsa salpingostomi daha emniyetlidir.



Postoperatif takip

Kanama nadirdir.

Konservatif tedavi sonrasi persistan trofoblast olabilir.

Haftalik hCG takibi
Salpinjektomi
Persistan trofoblast : 960.2

transabdominal veya transtrokar ekstraksiyon sirasinda tuba sagilir
gibi sikistirilirsa trofoblast parcalari abdomene dokulup implante
olabilir.

1 hafta sonra hCG bakilir, <%2 olmal..



Istmik ektopik gebelikler




Salpingostomi (Salpingotomi)

Fertilite istegi var ve
Normal bir tup kalmiyorsa

Vazopressin: Mezosalpinks veya kitle uzerine dillie

insizyon: ince elektrotla sisligin lizerine antimezenterik taraftan
proksimalden baglayarak 1-2 cm (implantasyon dar proksimal
tarafta, distalde kan pihtisi vardir). implantasyon yeri acilinca
gebelik urtinii gikmaya baslar. Hidrodiseksiyonla ayrilir veya
forsepsle kibarca tubaya bastirilip cikmasi saglanir, forsepsle

yakalanip kibarca ¢ikarilir.

Sadece gebelik Uriunu tutulmali, tubanin endotelial dokusu
tutulmamali. Tutulursa kanayabilir.

Gebelik Urunu alinir alinmaz hemen peritoneal kavite digina
cikarilir veya vezikouterin araliga konur.

irrigasyon: Tubal liimen bos oldugundan emin olmak igin distal

ve proksimal tup irrige irrige edilir. Varsa reziduel

Y§ 15.3.2012

trofoblastik dokunun ayrilmasini saglar. Aspirator

ic capi 7 mm olmali, darsa trofoblast kalabilir.



Salpingostomi

Hemostaz: lumen ve insizyon yerinde

kanama varsa mikro bipolar koagulasyon.

Fazla koagulasyon endotelde hasar ile
oklizyona ve tuboperitoneal fistlile neden
olabilir. Tubanin tam hemostazi gereksizdir,

kanama implantasyon yerinde olur.

Kanama genellikle 10-15 dk sonra durur.
Ciddi kanamalarda mezosalpinkse en az 5
dk mekanik kompresyon kanamayi
durdurmazsa salpinjektomi daha

uygundur. Pouly, 2007




Salpingostomi

Insizyon acik birakilir.
Sutur, zamani uzatir.
Adezyon ile obstruksiyonu artirir
Postoperatif fertiliteyi azaltir.
Tubal skar sutursuz daha iyidir.

(Second Look LS de fistiil: suturli-sutirsuz: %10).



Fimbrial gebelik - Tubal abortus

Komplet abortus olabilir.

Abort etmek i¢in tubanin sagilmasi:
¢ Basarisizlik

® Postoperatif kanama Sekonder tedaviler gerektirebilir

® Persiste trofoblastik doku
Pouly JL, 1986.

Lineer salpingotomi tercih edilir.

Insizyon gestasyonel keseden fimbrial uca kadar uzanur.

Gomel V, 1993.



Salpingostomi kontrendikasyonlari

Genellikle rolatiftir.

Interstisyel gebelikte insizyon kontrol edilemeyen akut
hemorajiye neden olabilir.

Tubal ruptur ile masif kanama relatif kontrendikasyondur,
salpinjektomisiz kanamayi durdurmak imkansiz olabilir.

>4 cm hematosalpinks

>10.000 IU hCG I Persistan trofoblast riski

Canli fotus olan ektopik gebelik _



Postoperatif takip-Salpingostomi

Persistan trofoblast : %5-20

Kotu teknik: aspirator aletinin darhgi, tubanin sagilmasiu,..
Aktif gebelikte trofoblastlarin derin infiltrasyonu,
Yuksek hCG

Erken tanisi igin postop 2. gin hCG >%35: muhtemel basarisizlik
Mtx veya sekond LS

Postop Mix (50 mg): ?
>5000 hCG
>10 ng/ml Progesteron
Trofoblast dokusunun ¢ikarilmasinda zorluk
>4 cm ektopik gebelik
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Haftalik B-hCG: artar veya plato yaparsa Mix

Postop 1. gun >%50 duser ve 12. gun %10 kadarsa persistans nadir.

< Failure  —# Laparoscopic salpingostomy
100 -
. N/ \\/“T"’\
g 60 v"Y
20
0

EP I P PO S R ey
Year

Percentage of ectopic pregnancies treated by laparoscopic
salpingostomy and failure rate by year of study.

Rabischong, 2010.

1306 hasta LS
Salpingostomi
Basarisizlik
Persistans
%6.6
Tubal sagma:

persistansi artirir



Fertility after ectopic pregnancy: the
DEMETER randomized trial
Fernandez H, 2013
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Intrauterine dediieain
intrauterine pregnancy in the
right cornu of a bicornuate
uterus
\ interstitial
Cornual



Interstisyel gebelik

Ektopik gebeliklerin %2-4
Maternal mortalite: %2-3
Interstisyel tiiba: genislik: 0.7 mm,

uzunluk: 1-2 cm

Intrauterin kese yoklugu

Uterusda kesenin ekzantrik lokasyonu
Kese etrafinda ince myometrial tabaka
Doppler USG: vaskiularite artigi

Two-diménsional ransvaginal ulfrasound Image illusirates the eccentric location of the gestational
sac, the emply utering cavity, the thin myometrial mantle, and the “interstitial ine sign.” as denoted
by the white amowhead



Interstisyel gebelik

PID, pelvik cerrahi, ART ile artmakta

Uterin ve ovaryan damarlarin birlestigi bol damarh alanda
Ruptir, asirnt kanama, akut sok, %2-2.5 mortalite

Hayati ve persistan kanamalarda: histerektomi

LS de kontrol edilemeyen kanama: LP, uterin arter
ligasyonu, histerektomi...

Cerrahin LS tecrubesi yetersizse
Hizli LS i¢in uygun ortam yoksa LAPAROTOMI

Hemodinamik bozukluk varsa



Interstisyel gebelik: MTX

Asemptomatik, unrupture,
1. trimestride erken teshis

Multidose systemic methotrexate regimen’~%

. . s . Day Therapy
Nonsurgical approaches to interstitial pregnancies 0 10, CBC wilh aifferantial, AST, 7, biood type and i administar 1o 0
Approach Considerations immune globulin {(RhoGAM), If Indicated
Expectant management™** Close follow-up evaluation necessary intramuscular methotrexate 1 mg/kg body welght

Most appropriate when serum beta-human chorionic

Ol folini 01 bod
gonadotropin levels spontaneously decline in Gfinic 561 0.1 mo/k body wetaid

1
asymptomatic patient 2 Inframuscidar mﬂ’ﬁl‘n}!mxﬂte 1 mu.fbtu hudy wel-um
Few cases reported, mostly inpatient 3 Omal rn]lrllc a::i:l 'D 1 m;m: hnd}r wemm
Risk of rupture 4 Inframuscular m&mutra:(&te 1 mgfk-u nod]r w&lgm
Systemic methotrexate®*31:32:3440  post widely reported nonsurgical treatment for B-hCG
interstitial i T —
::Ier mmimgnxla:u 5 oral folinic acid 0.1 mg/kg body weignt
0se - uation nece
- g = 6 Intramuscular methotrexate 1 mg/kg body welght
Risk of subsequent rupture Oral folnic acki 0.1 ma/kg body weight
nic We
Lucal in'ﬁcﬁun:!,?JE_EE,dQ-ﬂﬂ,B? MEﬂN]I]’E}(BtE rl'Il]Et Cl]rl’llTIlJI'Il}‘ StI.IdIEd ment ﬂ h[_}ﬁ_. T A T—
Special expertise and added procedure/cost — _— e
Weskly j&l—hGG. CB[: and T'u'US if cimjcaﬂy [rldlcai&cl repeated course of meinnim:ata
may be required

Systemic methotrexate treatment for ectopic pregnancies®
Day Therapy
0 {-hCG, CBC, AST, Cr, blood type, and Rh
Administer rho D immunie globulin (RoGAM), if indicated
Methotrexate 50 ma/im® body surface area, inframuscular sinuia dose
4 B-hCE -
7 B-hCG
. Second dose of methofrexate, given if B-hCG decreased < 15% from days 4-7 i




Interstisyel gebelik

Surgical approaches for interstitial pregnancies

Approach Consideration
Transcervical suction evacuation®™*®  Requires laparoscopic and/or ultrasonographic
gurdance

Comuesmmyrsalprngotomy25 26877072 Basj for mterst]t]el pregnancres =4 cm in diameter

Comual resection (EXCISIOH)5B 817478 Most common Iapamseepre appreach for interstitial
pregnancies >4 cm in diameter

Lap p g q eId Shd i s maas
Several technrques described for hemostasis

Comual wedge resection®®'-7® Most common conservative preeedure before
wrdespread luse et eperatwe Iaparoseepy

“tr"l-t-rr'ieemuet"excisiorrig Marumal exposure ot the mterstrtral pregnancy |s
provided; the uterine architecture and vasculature
are preserued

-I?_I}etereeterrﬁra Mesteemmen treatment |n the paet

Treatment ot Iast resort

Moawad. Diagnosis and treatment of interstitial pregnancy. Am | Obstet Gynecol 2010,

LP
Transuterin
suturler

cornual resection




Cornual resection for interstitial pregnancy
by laparoendoscopic single-site surgery

Alexandre Lazard, M.D., Sabine Poizac, M. D., Blandine Courbiere, M. D., Ludovic Cravello,
Mare Gamerre, Ph.D., and Aubert Agostini, M. D.

Department of Gynecology and Obstetrics, La Conception Hospital, Marseille, France

Superficial cornual resection and complete
salpingectomy by single-incision laparoscopic
surgery (SILS) with bipolar forceps and scissors. (A)
Diagnosis of right interstitial pregnancy. (B)
Exposition of interstitial pregnancy with an
articulated grasp for bipolar forceps coagulation. (C)

Superficial cornual réSection and complete

salpingectomy. (D) Scar of salpingectomy.
o

Cornual resection and complete salpingectomy by
single-incision laparoscopic surgery (SILS) with
Endogia grasp. (A) Diagnosis of right interstitial
pregnancy. (B) Exposition of interstitial pregnancy with
an articulated grasp for section with automatic stapler.
(C) Cornual resection and complete gﬁnthomy%B)

Scar of salpingectomy.



Efficacy of bleeding control using a large amount
of highly diluted vasopressin in laparoscopic
treatment for interstitial pregnancy

Hwa Sook Moon, MD, PhD; Sang Gab Kim, MD, PhD; Gun Sik Park, MD;

Effect of injecting large amount of highly diluted
vasopressin on bleeding control

1 flakon, 1 ml, 20 U, 1000 ml SF ile
diliie (0.02 U/ml) 150-250 ml
injeksiyon

B - g B2 A

A, Before Injection of vasopressin, excassively vascularized and enlarged comua s visible. Afer A, Endoloop |igation, B, endosuture.
Injection of vasopressin, B-1, Immediate bianching of uterus and B-2, constriction band (amowhead)
at hase of interstitial pregnancy with stranguiated appearance of mass |s observed,

Mogn. Vasspressin in laparascopic treatment for interstitial pregrancy. Am | Obstet Gynecol 2010,



Combined hysteroscopy and laparoscopy in the
treatment of interstitial pregnancy

David L.

Figure. Transcervical approach o oreatment of mierstimal preg-
nancy, guided by hysieroscopy and laparoscopy.



Ovaryan ektopik gebelik

LS ovaryan wedge rezeksiyon

Sadece gebelik urununun alinmasi



Sezaryen skar gebeligi

Sagittal view of CSP by ultrasound. The pregnancy is

located at the level of the uterine isthmus, entirely
within the myometrium, separate from the Sezaryen arttlkga sezaryen
endometnal cavity and cervical canal.

skar gebeligi artmaktadir.

GESTATIONAL SAC

Kanama, ruptur
. ,LCERVICAL CANAL

Mtx

Lokal emryosidler

HYS

LS rezeksiyon, bipolar koter, sutir

LP wedge rezeksiyon

Histerektomi

Lians. Hysterowcopy for cesarean year pregnancy. Fertll Steril 2010



Sonuclar

« EX-U gebeliklerin 15% tekrarlayabilir

» 2 Ektopik:
33% Gebelik orani
25% Ektopik

« Tuple birlikte overi ¢cikarmanin hicbir
yarari yoktur



Ozet

insidans artmaktadir (  1:66 gebelik)

Daha iyi tani sayesinde mortalite
azalmaktadir

Hem cerrahi hem de medikal tedavi
mumkundur

Rekurens orani ~ 15%






Salpinjektomi

Diger tup normalse fertilite isteyenlerde de yapilabilir ?

Diger tup anormal gorunuyorsa salpingostomi tercih edilir

Tubal abortus olmussa ilave islem yapilmaz

Salpingostomiye avantaiji:

Ayni tupte persistan veya rekurrent gebelik onlenir



