ISSN  : 21499322
E-ISSN: 2149-9330

TURKISH JOURNAL OF
OBSTETRICS AND GYNECOLOGY

December 2018 Volume: 15 Issue: 4 www.fioddergisi.org

Clinical Investigations

) Pelvic floor disorder increase sexual dysfunction
Pelvik taban bozuklugu cinsel disfonksiyonu artirir
Merga Dheresa, Alemayehu Worku, Lemessa Oljira, Bezatu Mengistie, Nega Assefa, Yemane Berhane; Harar, Addis Ababa, Ethiopia

} GnRHa for luteal support

Luteal destek tedavisi olarak GnRHa
Nafiye Karakas Yilmaz, Mustafa Kara, Necati Hangerliogullari, Selguk Erkiling, Bugra Coskun, Ayla Sargin, Salim Erkaya;
Ankara, Yozgat, Turkey

} PRP and abnormal uterine bleeding

Anormal uterin kanamada PRP kullaniminin etkinligi
Gékge Turan, Pinar Yalcin Bahat, Alev Aydin, Bahar Yiksel Ozgér; istanbul, Turkey

D Predicting factors for developing eclampsia
Eklampsi gelisiminde 6ngéri faktérleri
Houssam Rebahi, Megan Elizabeth Still, Yassine Faouzi, Ahmed Rhassane El Adib; Marrakech, Morocco, Dallas, TX, USA

} YKL-40 and Ca 72-4 endometrial cancer
Endometriyum kanserinde YKL-40 ve Ca 72-4

Suat Karatas, Veysel Sal, ilker Kahramanoglu, Fuat Demirkiran, Tugan Bese, Macit Arvas, Nigar Sofiyeva, Onur Giralp, Hafize Uzun;
istanbul, Turkey, New Haven, CT, USA, Oldenburg, Germany

} Clomiphene citrate, urinary follicle-stimulating hormone in undergoing intrauterine insemination

Undergoing intrauterine insemination klomifen sitrat, riner folikiiler stimilan hormonun kullanimi
Reyhan Ayaz, Mehmet Resit Asoglu, Selcuk Ayas; Van, istanbul, Turkey, Maryland, USA

} Sphinctero-vagino-perineoplasty
Sfinktero-vajino-perineoplasti
Avrife Simsek, Mustafa Ates, Abuzer Dirican, Dinger Ozgér; Malatya, Turkey

} PLR and poor preterm outcome
PLO ve kst preterm sonlanim
Dikra Waeeb Jaffar, Maha Abubakr Feissal Rabie; Aden, Yemen, Alexandria, Egypt

} Basic retroperitoneal anatomy

Temel retroperitoneal anatomi
{lker Selcuk, Burak Ersak, ilkan Tatar, Tayfun Giingor, Emre Huri; Ankara, Turkey

) TURKISH SOCIETY OF OBSTETRICS AND GYNECOLOGY @galenos

yayinevi




TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

B Owner on the behalf of Turkish Society of
Obstetrics and Gynecology
Ates Karateke

W Editorial Manager
Eray Caliskan

W Past/Honorary Editor in Chief
Hulusi Biilent Zeyneloglu

m Editor in Chief

Eray Caliskan

Bahgesehir University Faculty of Medicine, Department
Obstetrics and Gynecology, Istanbul, Turkey

ORCID ID: orcid.org/0000-0002-6799-5909

B Editors
Barig Ata

Kog University Faculty of Medicine, Department of Qbstetrics
and Gynecology, Istanbul, Turkey

ORCID ID: orcid.org/0000-0003-1106-3747

Evrim Erdemoglu

Stileyman Demirel Faculty of Medicine,
Department of Gynecologic Oncology, Isparta, Turkey
ORCID ID: orcid.org/0000-0002-5993-6968

Miinire Erman Akar

Akdeniz University Faculty of Medicine,

Department of Obstetrics and Gynecology, Antalya, Turkey
ORCID ID: orcid.org/0000-0002-3656-3787

Biilent Haydardedeoglu

Baskent University Faculty of Medicine,
Department of Obstetrics and Gynecology, Adana, Turkey
ORCID ID: orcid.org/0000-0001-9873-7454

Fatma Ferda Verit

istanbul Siileymaniye Maternity Training and Research Hospital,
Clinic of Obstetrics and Gynecology, Istanbul, Turkey

ORCID ID: orcid.org/0000-0002-7104-4532

Recep Yildizhan

Yiiziincli Y1l University Faculty of Medicine, Department of
Obstetrics and Gynecology and Perinatology, Van, Turkey
ORCID ID: orcid.org/0000-0002-2841-0453

Section Editors

Giirkan Bozdag

Hacettepe University Faculty of Medicine,

Department of Obstetrics and Gynecology, Ankara, Turkey
Cem Celik

Bahceci Umut IVF Center, istanbul, Turkey

Emek Doger

Kocaeli University Faculty of Medicine,

Department of Obstetrics and Gynecology, Kocaeli, Turkey
Melih Atahan Giiven

Acibadem Hospital, Clinic of Obstetrics and Gynecology,
Istanbul, Turkey

Hatice Banu Kumbak Aygiin

Acibadem University Faculty of Medicine,

Department of Obstetrics and Gynecology, Istanbul, Turkey
Ozlem Ozdegirmenci

Zekai Tahir Burak Women's Health Training and Research
Hospital, Clinic of Obstetrics and Gynecology, Ankara, Turkey
Kemal Ozerkan

Uludag University Faculty of Medicine,
Department of Obstetrics and Gynecology, Bursa, Turkey

English Language Editor
David Chapman, Winchester, England

Statistics Editors

Murat Api

Medipol University Faculty of Medicine,

Department of Obstetrics and Gynecology, Istanbul, Turkey
Aysen Telce Boza

Vehbi Ko¢ Foundation American Hospital,
Clinic of Obstetrics and Gynecology, Istanbul, Turkey

Managing Editors

Rahime Nida Bayik

Umraniye Training and Research Hospital, .

Department of Obstetrics and Gynecology, Istanbul, Turkey
Yigit Cakiroglu

Kocaeli University Faculty of Medicine,

Department of Obstetrics and Gynecology, Kocaeli, Turkey

Kemal Giingordiik

Mugla Sitki Kogman University Training and Research Hospital,
Clinic of Gynecologic Oncology, Mugla, Turkey




TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

Editorial Board

Remzi Abali
Namik Kemal University Faculty of Medicine, Department of Obstetrics
and Gynecology, Tekirdag, Turkey

Aris Antsaklis
University of Athens, Department of Obstetrics and Gynecology, Athens,
Greece

Aydin Arici
Yale University, Obstetrics, Gynecology and Reproductive Sciences,
Connecticut, USA

Tayfun Bagis
Acibadem University Faculty of Medicine, Department of Obstetrics and
Gynecology, Istanbul, Turkey

Basak Baksu
Sisli Etfal Training and Research Hospital, Clinic of Qbstetrics and
Gynecology, Istanbul, Turkey

Eralp Baser
Zekai Tahir Burak Women's Health Training and Research Hospital, Clinic
of Gynecologic Oncology, Ankara, Turkey

Ercan Bastu
istanbul University Faculty of Medicine, Department of Obstetrics and
Gynecology, Istanbul, Turkey

Orhan Biikiilmez

University of Texas Southwestern Medical Center,
Reproductive Endocrinology and Infertility, Dallas, USA

Sabri Cavkaytar
Zekai Tahir Burak Women's Health Training and Research Hospital, Clinic
of Gynecologic Oncology, Ankara, Turkey

Aylin Pelin Cil
Gazi Public Hospital, Clinic of Obstetrics and Gynecology, Ankara, Turkey

Cem Dane
Haseki Training and Research Hospital, Clinic of Gynecologic Oncology,
Istanbul, Turkey

Berna Dilbaz
Etlik Zlibeyde Hanim Women's Health Training and Research Hospital,
Clinic of Infertility and Family Planning, Ankara, Turkey

Polat Dursun
Baskent University Faculty of Medicine, Department of Obstetrics and
Gynecology, Ankara, Turkey

Mehmet Siddik Evsen
Dicle University Faculty of Medicine, Department of Obstetrics and
Gynecology, Diyarbakir, Turkey

Kazim Gezging
Necmettin Erbakan University Meram Faculty of Medicine,
Department of Obstetrics and Gynecology, Konya, Turkey

Cagn Giiliimser
Baskent University Faculty of Medicine, Department of Obstetrics and
Gynecology, Ankara, Turkey

Haldun Giiner

Gazi University Faculty of Medicine, Department of Obstetrics and
Gynecology, Ankara, Turkey

Issam Lebbi

Obstetrics and Gynecology and Fertility Private Clinic; Dream Center,
Belvedere, Tunisia

Giampaolo Mandruzzato
Istituto per I'lnfanzia, Burlo Garofolo, Obstetrics and Gynecology, Trieste, Italy

Charles E. Miller

Edward-EImhurst Health Hospital, Gynecology; Reproductive
Endocrinology and Infertility, The Advanced IVF and Gynecologic Surgery
Institute, Naperville, USA

Ceana H. Nezhat

Northside Hospital Director of Training and Education, Nezhat Medical
Center, Endometriosis, Minimally Invasive Surgery, Atlanta, USA

Batuhan Ozmen

Ankara University Faculty of Medicine, Cebeci Training and Research
Hospital, Clinic of Obstetrics and Gynecology, Ankara, Turkey

Abdullah Karaer
indnii University Faculty of Medicine, Department of Obstetrics and
Gynecology, Malatya, Turkey

Emre Karasahin
Gilhane Training and Research Hospital, Clinic of Obstetrics and
Gynecology, Ankara, Turkey

Taner Kasapoglu

Etlik Zibeyde Hanim Women's Health Training and Research Hospital,
Clinic of Perinatology, Ankara, Turkey

Esra Buldan Kilicdag

Baskent University Faculty of Medicine, Department of Obstetrics and
Gynecology, Ankara, Turkey

Ali Kolusari

Yiiziincl Yil University Faculty of Medicine, Department of Obstetrics and
Gynecology and Perinatology, Van, Turkey

Zehra Kurdoglu
Yiiziincl Yil University Faculty of Medicine, Department of Obstetrics and
Gynecology and Perinatology, Van, Turkey

Mehmet Anil Onan

Gazi University Faculty of Medicine, Department of Obstetrics and
Gynecology, Ankara, Turkey

Halil Giirsoy Pala
University of Health Sciences, Tepecik Training and Research Hospital,
Clinic of Obstetrics and Gynecology, Perinatology, Izmir, Turkey

Federico Prefumo
Local Health District of Garda, Obstetrics, Brescia, Italy

Walid Saghir
Clemenceau Medical Center and Trad Hospital, Clinic of Obstetrics and
Gynecology, Lebanon, UAE




TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

Emre Seli

Yale University, Obstetrics, Gynecology and Reproductive Sciences,
Connecticut, USA

Silber Sherman

Infertility Center of St. Louis at St. Luke's Hospital; Public Health Service,
Alaska, USA

Akin Sivashioglu
Ankara Atatiirk Training and Research Hospital, Clinic of Obstetrics and
Gynecology, Ankara, Turkey

Fatih Sendag
Acibadem University Faculty of Medicine, Department of Obstetrics and
Gynecology, Istanbul, Turkey

Alper Tanriverdi

Adnan Menderes University Faculty of Medicine, Department of Obstetrics
and Gynecology, Aydin, Turkey

Omer Liitfi Tapisiz

Etlik Zlibeyde Hanim Women's Health Training and Research Hospital,
Clinic of Obstetrics and Gynecology, Ankara, Turkey

Ebru Tarim

Baskent University Adana Application and Research Center,
Department of Obstetrics and Gynecology, Adana, Turkey

Abdiilkadir Turgut
istanbul Medeniyet University Faculty of Medicine,
Department of Obstetrics and Gynecology, Istanbul, Turkey

llgin Tiirkgiioglu
in6nd University Faculty of Medicine, Department of Obstetrics and
Gynecology, Malatya, Turkey

Mete Giirol Ugur

Gaziantep University Faculty of Medicine, Department of Obstetrics and
Gynecology, Gaziantep, Turkey

Serdar Ural

Penn State Hershey Womens Health Obstetrics and Gynecology,
Maternal-Fetal Medicine, Pennsylvania, USA

Yaprak Ustiin

Zekai Tahir Burak Women's Health Training and Research Hospital,
Clinic of Obstetrics and Gynecology, Ankara, Turkey

Yusuf Ustiin

Medicana International Ankara Hospital, Clinic of Obstetrics and
Gynecology, Ankara, Turkey

Gazi Yildirnnm
Yeditepe University Faculty of Medicine, Department of Obstetrics and
Gynecology, istanbul, Turkey

Contact
Cetin Emec Bulvari Hiirriyet Caddesi Harbiye Mahallesi 1/13 Ovecler, Ankara, Turkey
Phone: +90 312 481 06 06 Fax: +90 312 481 28 28 E-mail: editor@tjod.org

All rights are reserved. Rights to the use and reproduction, including in the electronic media, of all communications, papers, photographs and illustrations appearing in this
journal belong to the Turkish Journal of Obstetrics and Gynecology. Reproduction without prior written permission of part or all of any material is forbidden. The journal

complies with the Professional Principles of the Press.

€9 The paper used to print this journal conforms to ISO 9706: 1994 standard (Requirements for Permanence). The National Library of Medicine suggests that biomedical
publications be printed on acid-free paper (alkaline paper). Reviewing the articles’ conformity to the publishing standards of the Journal, typesetting, reviewing and
editing the manuscripts and abstracts in English and publishing process are realized by Galenos.

Project Coordinators
Eda Kolukisa

Hatice Balta
Litfiye Ayhan Irtem
Sedanur Sert

Zeynep Altindag

Galenos Publishing House
Owner and Publisher
Erkan Mor

Publication Coordinator
Burak Sever

Web Coordinators
Soner Yildirim
Turgay Akpinar

Project Assistants
Gamze Aksoy
Nurcan Acarcag

Graphics Department Finance Coordinator

) galenos

Ayda Alaca Seving Cakmak
& dem Birinci
g[i::] (")zlgr;li?lc' Research&Development

Kevser Arslantiirk

Publisher Contact

Address: Molla Giirani Mah. Kacamak Sk. No: 21/1

34093 istanbul, Turkey

Phone: +90 (212) 621 99 25 Fax: +90 (212) 621 99 27

E-mail: info@galenos.com.tryayin@galenos.com.tr

Web: www.galenos.com.tr Publisher Certificate Number:14521

Printing at: Uniform Basim San. ve Turizm Ltd. Sti.

Matbaacilar Sanayi Sitesi 1. Cad. No: 114 34204 Bagcilar, istanbul, Turkey
Phone: +90 (212) 429 10 00 Certificate Number: 42419

Printing Date: December 2018

ISSN: 2149-9322 E-ISSN: 2149-9330

International scientific journal published quarterly.




TURKISH JOURNAL OF OBSTETRICS AND GYNECOLOGY

AIMS AND SCOPE

Turkish Journal of Obstetrics and Gynecology (formerly called 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 (2016, archived at http://www.icmje.org/).

- Turkish Journal of Obstetrics and Gynecology is indexed in PubMed
Central (PMC), 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.

Subscription Information

Turkish Journal of Obstetrics and Gynecology is distributed free of
charge to all physicians, specialists in obstetrics and gynecology
field. The access to tables of contents, abstracts and full texts of all
articles published since 2004 are free to all readers via the journal's
webpage “http://www.tjoddergisi.org" Visit the journal's home
pages for details of the aims and scope and instruction to authors.

Manuscripts can only be submitted electronically through the
Journal Agent website (http://journalagent.com/tjo/) after creating
an account. This system allows online submission and review.

Instructions for Authors

Instructions for authors page of the journal is available in the
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 Emeg Bulvar Hiirriyet Caddesi Harbiye Mahallesi
1/13 Ovecler, Ankara - Turkey

Phone  :+90(312) 481 06 06

Fax 1490 (312) 481 28 28

E-mail :info@tjod.org

Publisher
Galenos Yayinevi Tic. Ltd. Sti.

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

Phone  :+90212 62199 25
Fax 1490 212 621 99 27
E-mail :info@galenos.com.tr

The journal is printed on acid-free paper.




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 PubMed
Central (PMC), 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.

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.

The ORCID (Open Researcher and Contributor ID) number of the
correspondence author should be provided while sending the
manuscript. A free registration can be done at http://orcid.org.

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 another journal,
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 Emeg 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.

All manuscripts submitted to the journal for publication are checked
by Crossref Smilarity Check powered by iThenticate software for
plagiarism. If plagiarism is detected, relevant institutions may be
notified. In this case, the authors might be asked to disclose their raw
data to relevant institutions.

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 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
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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:

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
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LETTER FROM THE PRESIDENT

Dear Colleagues,
First of all, we would like to wish you all a very happy, healthy, prosperous new year ahead.

In 2019, we hope that it would be a wonderful new year filled with success, happiness, devotion, commitment among
obstetricians and gynecologist. Since we are dealing with severe problems such as violation leading to the courts, we hope that
it would be a year of attachment and collaboration. We invite all our collagues to support each other and to stand together in
order to overcome the aforementioned issues and to work in peace and joy.

While welcoming the new year, we are grateful for our work in 2018. We especially thank the editorial board, all board
members, authors, worlwide readers for their great work and efforts in making our journal a success.

In 2019, we believe that we will continue to grow and achieve; therefore, we look forward to your valuable work and
contributions.

We hope that 2019 would be year of collaboration and devotion for our community.

Sincerely,

Ates Karateke, Prof. M.D.
President of TSOG
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EDITORIAL

Dear Colleagues,

2018 has been a busy year for our journal and for our society. We have conducted many courses on “How to
write a manuscript?”. It is nice to see an increasing participation in our courses conducted in conjunction with
our society “Turkish Society of Obstetrics and Gynecology”. It is nice to see that the quality of studies submitted
for publication in our journal is increasing. This increase in submiss, on demands an increase in work hours
and we need more refrees and experts to evaluate the submitted studies. Accordingly a new editorial board
with more refrees will be at your service in 2019.

Our journal has passed 12000 views per month with more than 10000 full text views and about 1500 pdf
downloads of the fulltexts. We hope this will cause an increase in citation index of our journal. This success
story is a combined victory of all contributors to our journal. Thank you for letting us have the oppurtunity to
evaluate your work and thanks to all refrees and editorial board for donating their time and knowledge fort
he journal.

| wish you all the best in 2019, and wish a year with more scientific discoveries.

Eray Caliskan
Editor in Chief

A-XII














































































































































































Selcuk et al. Basic retroperitoneal anatomy

Turk J Obstet Gynecol 2018;15:259-69

Clinical tip: Presacral hemorrhage

A serious bleeding may happen because of injuries of the
middle sacral artery or vein particularly due to anastomoses.
If the vessel structure is retracted into the sacral foramina, it
will be harder to control the hemorrhage. A thumb tack could
be applied if needed.

Pararectal space

The pararectal space is located lateral to the rectum and
retrorectal space, and it is at the posterior part of the cardinal
ligament. Its boundaries are (Figure 19):

- Anteriorly: Cardinal ligament,

- Medially: Rectal pillars, uterosacral ligament, ureter,

- Laterally: Internal iliac artery,

- Posteriorly: Sacrum,

- Caudally: Puborectalis muscle.

It contains fatty and connective tissue, and the ureter passes
along the pararectal space at the medial part. After a tiny
dissection of the ureter within the pararectal space, the ureter
will divide it into two parts; medial is Okabayashi’s space and
lateral is Latzko’s space (Figure 20). It is separated from the
paravesical space by the cardinal ligament/uterine artery and
from the presacral space by the rectal septa.

Okabayashi’s space

The medial pararectal space is called Okabayashi’s space and
it is between the ureter and the rectouterine ligament, which
is developed after opening the posterior leaf of the broad
ligament (Figure 20).

Latzko’s space

The lateral pararectal space is called Latzko’s space and it is
between the ureter and pelvic side wall, which is developed
after dissection of internal iliac artery (Figure 20). Middle
rectal artery could be seen at the lateral rectal wall by the
way the pelvic splanchnic nerves and the fibers of the inferior
hypogastric plexus, which lies under the middle rectal artery,
could be preserved.

Clinical tip: Pararectal space

When the pouch of Douglas (rectovaginal space) is obliterated
by a tumor, severe adhesions or endometriosis, the surgeon
should primarily open the retroperitoneal space, find the
ureter, and after ureterolysis the pararectal space should be
developed to dissect the rectum from the vagina and open the
rectovaginal space.

During radical hysterectomy, the pararectal space should
be developed to excise the cardinal ligament entirely. After
dissection of the posterior leaf of the broad ligament postero-
medially, the pararectal space is developed between the ureter
and internal iliac artery anterior to the sacrum.

Vesicovaginal (Vesicouterine) space

The vesicovaginal, vesicocervical, and vesicouterine spaces
are all at the same longitudinal axis and this area is also
known as the anterior cul-de-sac. The boundaries of the
vesicocervical space are (Figure 21):

Figure 19. Pararectal space, right pelvic side wall (cadaveric
dissection)

Figure 20. Right pelvic side wall; the paravesical space,
anterior to the cardinal ligament is divided into two parts
by the obliterated umbilical artery and the pararectal space,
posterior to the cardinal ligament is divided into two parts
by the ureter, the lateral part is called Latzko’s space and the
medial part is called Okabayashi’s space (cadaveric dissection)

267



Turk J Obstet Gynecol 2018;15:259-69

Selguk et al. Basic retroperitoneal anatomy

- Anteriorly: Posterior part of the bladder,

- Posteriorly: Cervix,

- Laterally: Bladder pillars (superior portion, that is divided
by the ureter), pubocervical ligament (vesicouterine ligament
in clinical term)®,

- Superiorly: Anterior peritoneal fold, vesicouterine peritoneal
fold.

The boundaries of the vesicovaginal space:

- Anteriorly: Trigone of bladder,

- Posteriorly: Vagina,

- Laterally: Bladder pillars, pubocervical ligament,
- Inferiorly: Urogenital diaphragm.

After cutting the vesicouterine pouch (between the dome
of the bladder and the anterior part of the uterus) and with
posterior traction of uterus towards the promontorium, this
field can be opened easily. The lateral bladder pillars contain
blood vessels, vesical veins (inferior, superior), cervical
terminal branches from the uterine artery, and connective
tissue from the cardinal ligament.

Clinical tip: Vesicovaginal space

During radical hysterectomy before excising the anterior
parametrium, the bladder should be dissected to the level of
the trigone, afterwards the ureter should be dissected from
the parametrium. Moreover, vesicovaginal space dissection
should be performed medially at the midline within the loose
areolar tissue because lateral extensions during dissection
could cause bleeding from the bladder pillars (vesical veins).

Rectovaginal space

The rectovaginal space is from the recto-uterine peritoneal
fold (pouch of Douglas) to the level of the perineal body.
Access to this area can be maintained by cutting the recto-
uterine peritoneal structure between the insertions of the
uterosacral ligament, which lie bilaterally. Its boundaries are
(Figure 22):

- Anteriorly: Posterior wall of the vagina,

- Posteriorly: Anterior wall of the rectum,

- Laterally: Uterosacral ligament, rectal pillars.

Clinical tip: Rectovaginal space

The recto-uterine, recto-vaginal pouch will be enclosed by
severe adhesions due to endometriosis, tumor or abscess.
Dissection of the vagina from the rectum and uterosacral
ligaments after developing the pararectal space can maintain
an extra field for surgery. The loose areolar tissue between the
rectum and vagina can be bluntly dissected easily; however,
the fatty tissue in this area belongs to the rectum. The rectal
pillars are fibro-connective tissues, which are vascularized by
the middle rectal arteries from the internal iliac artery over
the cardinal ligamentV.
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Figure 22. Rectovaginal space (cadaveric dissection)

Clinical tip: Cervical fibroids

Both the vesicouterine and rectouterine pouch (anterior and
posterior cul-de-sac) should be cut, the bladder should be
dissected downward to the level of anterior vagina, and the
ureter must be identified bilaterally. In particular, lateral to
the rectovaginal space, the ureter is in close proximity to
the uterosacral ligaments (at the lateral part of uterosacral
ligaments) and meticulous dissection should be applied with
regard to the vascular connections and depth of a cervical
mass'?.
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Chorangiosis placenta with 5-vessel umbilical cord with
omphalomesenteric duct remnant: An unusual association

Omfalomezenterik kanal kalintist olan 5-damarl umbilikal
kordon ile koranjiyozis plasenta: Siradist bir iliski

® Neha Garg, ® Preeti Diwaker, ® Shubhra Aggarwal, ® Jyotsana Harit Gaur

University College of Medical Sciences, Guru Teg Bahadur Hospital, Clinic of Pathology, New Delhi, India

Abstract

Placenta is an organ that is responsible for nourishing and protecting the fetus during pregnancy. Histologic examination of the placenta can yield significant
information about pre-uterine and uterine conditions affecting fetal growth. Chorangiosis is defined as the presence of 210 terminal villi, each containing
210 capillaries per terminal villus in 210 low power (x10) fields in at least 3 or more random, non-infarcted cotyledons of the placenta. Chorangiosis is an
adaptive response to in-utero hypoxia and its presence signifies better pregnancy outcomes. Abnormalities that lead to multiple cord vessels are rare with
the majority of reported cases highlighting four vessels due to a persistent right umbilical vein. We report here a case of chorangiosis of placenta associated
with a rare 5-vessel umbilical cord and omphalomesenteric duct remnant. To the best of our knowledge, this is the first case report to document such an
association.

Keywords: Placenta, umbilical cord, chorangiosis

Oz

Plasenta, gebelik sirasinda fetiistin beslenmesinden ve korumasmdan sorumlu bir organdir. Plasentanin histolojik incelemesi, fetal biiytimesini etkileyen
on uterin ve uterinin durumlan hakkinda énemli bilgiler verebilmektedir. Koranjiyozis, biytitmede dtistik gtic (x10), plasentanin en az 3 veya daha
fazla rastgele, enfarkte olmayan kotiledonundaki 210 alanda, her biri 210 kapiller iceren 210 terminal villus bulunmasiyla tanmimlanir. Koranjiyozis i¢
uterin hipoksisine uyarlanabilir bir yanittir ve varhg daha iyi gebelik sonuglart anlamima gelir. Coklu kordon damarlarma yol acan anormallikler nadirdir,
bildirilen vakalarda cogunlukla persistan sag umbilikal vene bagh dért damar vurgulanmaktadir. Bu calismada, nadir gortilen 5 damarh umbilikal kordon
ve omfalomezenterik kanal kalmulari ile iliskili bir koranjiyozis plasenta vakasi sunulmustur. Bildigimiz kadariyla bu calisma, boyle bir iliskiyi belgeleyen
ilk vaka raporudur.

Anahtar Kelimeler: Plasenta, umbilikal kordon, koranjiyozis

Introduction

The placenta is an organ that is responsible for nourishing
and protecting the fetus during pregnancy. Histologic
examination of placenta can yield significant information
about pre-uterine and uterine conditions affecting fetal
growth. One of the histo-morphologic features to be
evaluated is the vascularity of chorionic villi. The number of

vascular channels present in terminal villi ranges from 2 to
6 and if the number increases beyond this then it is termed
as ‘villous hypervascularity”’” The term ‘chorangiosis’
was introduced by Altshuler in 1984 and is defined as the
presence of 210 terminal villi, each containing 210 capillaries
per terminal villus in 210 low power (10x) fields in at least 3

or more random, non-infarcted cotyledons of the placenta®.

PRECIS: We report here a case of chorangiosis of placenta associated with the rare 5-vessel umbilical cord and omphalomesenteric

duct remnant.
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Chorangiosis is known to occur as an adaptive response to
chronic low-grade placental hypoxia®”. It has been found
to be associated with various maternal, fetal and placental
disorders'”. Rarely, its association has also been demonstrated
with umbilical cord anomalies such as true and false knots,
long cord, umbilical vein dilatation or thrombosis, nuchal
cord, and single umbilical artery®. Herein, we report a case
of chorangiosis of placenta associated with the rare 5-vessel
umbilical cord.

Case Report

A 27-year-old female, para-3-live-1, with gestational
hypertension and oligohydramnios presented to the
gynecologic emergency at 34 weeks gestation in labor.
Emergency lower segment cesarean section was perfomed in
view of fetal distress. The child was born with a birth weight
of 1.6 kg and was stable. There were no congenital anomalies
in the child. The placenta was sent for histopathologic
examination. On gross examination, the placentawas complete
and measured 12x11x3 cm with the attached umbilical cord
measuring 18 cm in length. The umbilical cord contained 5
blood vessels (Figure 1a). On microscopy, sections from the
placenta revealed 210 capillaries each in 210 terminal villi
in 210 non-infarcted areas examined in 23 low power (10x)
fields of placenta (Figures 1b, ¢). Immunohistochemically,
the capillary endothelial cells showed uniform positivity
with CD34, demonstrating more capillaries than were easily
discernible using hematoxylin-eosin staining (Figure 2a),
and staining for smooth muscle actin (SMA) was negative
(Figure 2b). There was no evidence of increased cellularity
or fibrosis in the stroma. Sections from hemorrhagic areas
showed ischemic necrosis (Figure 1d). Sections from the
umbilical cord showed 5 blood vessels; 4 arteries and 1
vein (Figure 2¢) and an omphalomesenteric duct remnant
(Figure 2d). Placental membranes were histopathologically
unremarkable. A diagnosis of chorangiosis placenta with 5
blood vessels and omphalomesenteric duct remnant in the
umbilical cord was given.

Discussion

Chorangiosis is a very rare entity found in 5-6% of placentas®.
Its incidence increases with gestational age with more cases
found in late preterm (32 to 37 weeks) and term (>37 weeks)
pregnancies"?. Its presence has been correlated with fetal
morbidity and mortality and congenital malformations as
high as 42% and 39%, respectively™.

The proposed pathogenetic mechanism of chorangiosis is
that chronic hypoperfusion or tissue hypoxemia causes
elaboration of vascular endothelial growth factor, platelet-
derived growth factor, and transforming growth factor-p
by mesenchymal and trophoblastic cells®. An alternative
hypothesis highlighting the role of macrophage-derived
tumor necrosis factor-a has also been suggested®. Increased

Figure 1. (a) Gross appearance of the placenta with attached
umbilical cord. Inset showing umbilical cord with 5 blood vessels,
(b, ¢) (100x) H/E-stained sections from the placenta showing 210
capillaries each in 210 terminal villi in 210 non-infarcted areas,
(d) (100x) Sections from hemorrhagic areas showing ischemic
necrosis

Figure 2. (a) (200x) Immunohistochemically stained capillary
endothelial cells showed uniform positivity with CD34,
demonstrating more capillaries than were easily discernible
by hematoxylin-eosin stain, (b) (200x) Stain for smooth
muscle actin was negative, (c¢) Sections from umbilical cord
showing 5 blood vessels; 4 arteries and 1 vein and (d) (40x) an
omphalomesenteric duct remnant is seen in between the blood
vessels. INSET (400x) shows omphalomesenteric duct remnant

intramural pressure due to umbilical vein obstruction is also
thought to play a role in the development of chorangiosis in
cases associated with cord anomalies, such as long umbilical
cord and thrombosis of vessels®.

Chorangiosis is a histopathologic diagnosis. It must be
differentiated from placental congestion, tissue ischemia,
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chorangioma and chorangiomatosis®?. In placental
congestion, the vasculature is numerically normal. In tissue
ischemia, there is shrinkage of the villi. Chorangioma is a
well-circumscribed mass of solitary or multiple nodules.
On microscopy, it is comprised of capillary-sized vascular
channels with a mixture of endothelial cells, stromal cells,
and surrounding trophoblasts. Chorangiomatosis is a
heterogeneous, less well-defined lesion with intermediate
features between chorangioma and chorangiosis. It has
hyperplastic capillaries surrounding larger vessels in the
central core of stem villi with increased numbers of loose,
poorly cohesive lattices of perivascular bundles of reticulin
fibers and circumferential layers of pericytes. These pericytes
stain positively for SMA. Also, both chorangioma and
chorangiomatosis are seen before 32 weeks of gestation
and involve more proximal elements of villous structures,
whereas chorangiosis is more common in late preterm
and term pregnancy, and is a diffuse process involving the
terminal villi.

Its etiology is poorly understood, but it has been found to
be associated with various maternal and fetal disorders®.
Placental disorders such as placentomegaly, chronic villitis,
acute chorioamnionitis, amnion nodosum, and placenta previa
have also been reported in association with chorangiosis**.
However, contrary to Altshuler’s initial description, it
is now suggested to be associated with much improved
pregnancy outcomes. Recently in 2016, Stanek reported
that chorangiosis is an adaptive and protective mechanism
against in utero hypoxia, and abnormal pregnancy outcomes
are not a consequence of chorangiosis per se. In 2017,
Petersen et al.”’ concluded that chorangiosis is a placental
marker of antepartum chronic low-grade hypoxia. In the
present case study, the patient had gestational hypertension,
oligohydramnios, and delivered a preterm stable child. The
indication for cesarean section was decreased fetal heart rate
with fetal distress, which might have been be due to chronic
hypoxia resulting from pre-eclampsia.

Also, in the present case, an association of chorangiosis with
a multiple vessel umbilical cord, having 5 blood vessels
with an omphalomesenteric duct remnant was identified.
Abnormalities that lead to multiple vessels in the cord are
rare with the majority of the reported cases highlighting four
vessels due to a persistent right umbilical vein®®. However,
occasional case reports mention five or more vessels in the
cord in association with conjoined twins®. The child in the
present case had no congenital anomalies. Also, the literature
regarding their possible mechanism of occurrence and
significance is sparse.
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The omphalomesenteric (vitelline) duct connects the midgut
lumen with the yolk sac in the developing fetus. It is often
associated with remnants of vitelline vessels, seen in about
7% of umbilical cords™. Microscopically, they are lined by
cuboidal to columnar epithelium with an intestinal phenotype
and may have a surrounding smooth muscle layer.

To conclude, chorangiosis is an important histopathologic
sign of fetal injury. It is an adaptive response to in-utero
hypoxia and its presence signifies better pregnancy outcomes.
To the best of our knowledge, this is the first case report to
document the association of chorangiosis with a 5-vessel
umbilical cord, whose presence does not always herald an
adverse perinatal outcome, and an omphalomesenteric duct
remnant.
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Prenatal detection of Peters plus-like syndrome
Peters-plus benzeri sendromun prenatal tanisi
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Abstract

Peters plus syndrome is a rare congenital disorder that includes ocular anterior segment defects of the classic Peter’s anomaly, and is mostly associated with
craniofacial and skeletal defects. A 21-week fetus was referred for further evaluation due to a suspicion of fetal hydrocephalus. An ultrasound examination
revealed hyperechogenic lenses, microphthalmia, hypotelorism, retrognathia, mild ventriculomegaly, absence of the cavum septum pellucidum, and short
stature. Amniocentesis and further microarray analysis revealed normal chromosomal copy numbers including the gene B3GALTL. In utero mort fetalis
occurred at the 23" gestational week. Ultrasound and fetal autopsy findings were suggestive of Peters plus syndrome, but the absence of the B3GALTL
gene mutation made the diagnosis Peters plus-like syndrome. Obstetricians should consider Peters plus-like syndrome with prenatal detection of ocular
anomalies along with craniofacial and skeletal anomalies with the absence of BBGALTL gene mutation.

Keywords: Peters anomaly, Peters plus syndrome, prenatal diagnosis, congenital cataract, B3GALTL gene

Oz

Peters-plus sendromu, klasik Peters anomalisinin okiiler anterior segment defektlerini iceren ve cogunlukla kraniyofasiyal ve iskelet defektleri ile iliskili
nadir gorilen bir konjenital bozukluktur. Yirmi bir haftalik bir fetis, fetal hidrosefali stiphesi nedeniyle ileri tetkik icin sevk edilmistir. Ultrasonografik
degerlendirmede, hiperekojen lensler, mikroftalmi, hipotelorizm, retrognati, hafif ventriktilomegali, cavum septum pellucidum yoklugu ve boy kisaligy
izlendi. Amniyosentez ve ileri mikroarray incelemesi, gen B3GALTL de dahil olmak tizere normal kromozomal kopya sayilarini tespit etti. Yirmi tigtinct
gebelik haftasinda fetal oliim gerceklesti. Ultrason ve fetal otopsi bulgulart Peters-plus sendromuna isaret etmekteydi, fakat B3GALTL gen mutasyonunun
olmamasi Peters-plus benzeri bir sendromun tamsini koydurdu. Okiiler anomalilerin prenatal tespiti durumunda beraberinde kraniofasiyal ve iskelet
anomalilerinin bulunmasi ve BBGALTL gen mutasyonu bulunmayan durumlarda, obstetrisyenler Peters-plus benzeri sendromu hatirlamaldirlar.
Anahtar Kelimeler: Peters anomalisi, Peters-plus sendromu, prenatal tani, konjenital katarakt, B3GALTL geni

Introduction anomaly with unknown incidence, with equal sex ratio, and a

, . . high incidence of consanguinity. Just over 70 cases have been
Peters’ anomaly is a rare congenital ocular anomaly caused by

defective dysgenesis and cleavage of the anterior chamber of reported in the postnatal period and 8 cases in the prenatal

period®®. The classic triad of Peters plus syndrome includes
anterior segment defects (100%), short stature (100%),
and brachydactyly (95%)™. There are also Peters plus-like

the eye causing central corneal opacity (leukoma), absence
of the posterior corneal stroma and Descemet membrane,
and a variable degree of iris and lenticular attachments to

the central aspect of the posterior cornea”. Peters plus
syndrome, previously known as Krause-Kivlin syndrome
or Peters’ anomaly with short-limb dwarfism (OMIM =
261540), is an autosomal-recessive inherited congenital
disorder caused by a mutation in the B3GALTL gene on
chromosome 13q12.3. Peters plus syndrome is a rare

syndromes, which did not carry a mutation in the B3GALTL
gene, but have similar anomalies to the classic Peters-plus
syndrome®.

Herein, we report the prenatal diagnosis of Peters plus-like
syndrome in a Turkish family without the B3GALTL gene
mutation.
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Case Report

A 23-year-old woman, gravidal partus 0, was referred
to our clinic at the 21 week of her pregnancy due to the
suspicion of fetal hydrocephalus. The fetal biometry scan
showed appropriate biometric measurements, but long
bone measurements, including femur, fibula, radius, and
ulna were one week shorter than the expected gestational
age. The detailed scan showed a female fetus with moderate
ventriculomegaly, absence of the cavum septum pellucidum, a
dilated third ventricle (Figure 1), echogenic lenses (Figure 2),
retrognathia (inferior mandibular angle <50°), hypotelorism
(binocular distance at 5" percentile and inter-ocular distance
at 50* percentile), and microphthalmia (ocular diameter <5
percentile) (Figure 2).

Karyotyping and fetal magnetic resonance imaging (MRI)
were scheduled owing to findings related to a chromosomal
anomaly or a syndrome. Fetal MRI showed agenesis of the
corpus callosum, ventriculomegaly, hypotelorism, and
bilateral congenital cataracts. Amniocentesis and further
karyotyping showed 46, XX chromosomes. Intrauterine fetal
death occurred at the 23" gestational week. A 500-gram
female fetus was delivered vaginally after cervical preparation
and proper induction. Pathologic autopsy showed narrow
palpebral fissures, a long philtrum, cupid’s bow upper

Figure 1. Hyperechogenic patterns of the lens and anterior
chamber

Figure 2. Binocular distance was 29 mm (5" percentile),
inter-ocular distance was 13.5 mm (50" percentile) and ocular
diameter 7.6 mm (<5" percentile) (microphthalmia) at 21 weeks

274

lips with a thin vermilion border, and facial hirsutism and
low-set ears (Figures 3 and 4), bilateral absence of corneal
endothelium and Descemet membrane, bilateral optic nerve
degeneration (Figures 5 and 6), bilateral cataracts, agenesis of
the corpus callosum, and hydrocephalus.

The autopsy council, including ophthalmologists, confirmed
the diagnosis of Peters plus syndrome. The parents were not
consanguineous, and their relatives did not indicate a history
of such anomalies. Further microarray analyses [Affymetrix,
GRCh37 (hg19)] revealed normal chromosome copy numbers.
Analysis of the genes PAX6 (11p13), PITX2 (or RIEG1) (4p25-
26), PITX3 (RIEG/PITX homeobox gene family) (104¢25),
CYPIB1 (cytochrome P4501B1 gene) (2p22), FKHL7
(Forkhead transcription factor) and B3GALTL gene (13q12.3)
revealed no deletions or duplications in these genes. DNA
sequencing would inform us about specific point mutations
of these genes that have the potential to play a role in Peters
plus syndrome. However, due to the scant amount of DNA
in our sample, we could not perform detailed sequencing of
these genetic regions.

|

Figure 3. Fetal face: note the narrow palpebral fissures, a long
philtrum, cupid’s bow upper lips with a thin vermillion border

Figure 4. Fascial profile: fascial hirsutism and low-set ears
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Figure 5. Absence of the posterior corneal stroma and Descemet
membrane (black arrows), protrusion of the lens material to the
anterior chamber (white arrow)

Figure 6. Optic nerve degeneration

Discussion

If typical ocular anomalies of Peters’ anomaly accompany
with additional malformations, this situation is referred to
as Peters plus syndrome. Peters plus syndrome was initially
understood as a causally heterogeneous morphologic entity*?.
It is now a well-defined syndromic disorder, being confined
to a narrower spectrum of accompanying malformations and
being related to homozygous or compound heterozygous
B3GALTL mutations”. However, other syndromes with
a Peter’s anomaly do not fulfill the criteria of Peters plus
syndrome.

The clinical features of Peters plus syndrome includes
a prominent forehead, narrow palpebral fissures, a long
philtrum, cupid’s bow upper lips, cleft lip and palate,
preauricular ribs, micrognathia, a broad neck, cataracts
and glaucoma, short limbs, brachydactyly, clinodactyly,
microcephaly, brain atrophy, agenesis of the corpus callosum,
and variable developmental delay and intellectual disability.
Some of these features may be present prenatally or at birth,
and some may occur at later ages'.

In contrast to other prenatally detected Peters plus syndrome
cases, our case did not show a B3GALTL gene mutation. In
prenatally detected cases of Peters plus syndrome, including

our case, no B3GALTL gene mutation has been reported to
date®”. There may be some explanations for this situation;
these cases may be a variant or a phenotypic overlap of Peters
plus syndrome® or these cases may carry a distinct mutation,
which needs further investigation. We also analyzed various
mutations in genes that were shown to be linked to the ocular
anomaly of Peters’ syndrome or involved in eye development
(PAX6, PITX2, PITX3, CYP1BI1, FKHL7), and no mutations
were observed in these genes either. In this situation, our case
is more suitable for defining as Peters plus-like syndrome.
Prenatal detection of Peters plus syndrome and like
syndromes require a handful of dedicated physicians,
including  obstetricians, =~ ophthalmologists, = genetic
specialists, and pathologists. In particular, obstetricians
and ultrasonographers should pay attention to the eye, and
if ocular anomalies are suspected, craniofacial and skeletal
system and fetal growth monitoring should be remembered
for the prenatal detection of Peters plus syndrome. In the
differential diagnosis of Peters plus syndrome, similar
syndromes such as SHORT, Abbruzo-Erickson, GMS, Weill-
Marchesani, Michels, Rieger, Walker-Warburg, Cornelia de
Lange, Robinow, and fetal alcohol syndrome can be detected
according to Orphanet data (http:77www.orpha.net).
Herein, we report a case of Peters plus-like syndrome that
was prenatally detected in a patient from Turkey with no
family history. The diagnosis was made solely through
prenatal ultrasound despite normal fetal chromosomes and
no mutation in the B3BGALTL gene in this sporadic case.

As a result, in cases of fetal anterior segment defects,
obstetricians should remember Peter’s anomaly, Peters plus
syndrome, and Peters plus-like syndrome, and they should
also scan for other accompanying features of these diseases,
and perform prenatal invasive tests, including specific gene
mutations.

Ethics

Informed Consent: Informed consent acquired from the
patient to publish this case report.
Peer-review: Externally peer-reviewed.

Authorship Contributions

Surgical and Medical Practices: M.T.C., L.D.C., N.D., Concept:
M.T.C., N.D, Design: ABD, N.D., Data Collection or
Processing: L.D.C., A.B.D., N.D,, Analysis or Interpretation:
L.D.C., ABD, Literature Search: M.T.C., N.D.,, Writing:
M.T.C., N.D.

Conlflict of Interest: The authors declare no conflict of
interest.

Financial Disclosure: The authors declared that this study
received no financial support.

References

1. Peters A. Ueber angeborene Defektbildung der Descemetschen
Membran. Klin Monatsbl Augenheilkd 1906;44:27-40 and 105-19.

275



Turk J Obstet Gynecol 2018;15:273-6

Canda et al. Peters plus-like syndrome

276

Maillette de Buy Wenniger-Prick L], Hennekam RC. The Peters’ plus
syndrome: a review. Ann Genet 2002;45:97-103.

Boog G, Le Vaillant C, Joubert M. Prenatal sonographic findings
in Peters-plus syndrome. Ultrasound Obstet Gynecol 2005;25:602-
6.

Gupta N, Kaul A, Kabra M. Prenatal diagnosis of fetal
peters’ plus syndrome: a case report. Case Rep Genet 2013;
2013:364529.

Schoner K, Kohlhase J, Miiller AM, Schramm T, Plassmann M,
Schmitz R, et al. Hydrocephalus, agenesis of the corpus callosum,
and cleft lip/palate represent frequent associations in fetuses
with Peters’ plus syndrome and B3GALTL mutations. Fetal PPS
phenotypes, expanded by Dandy Walker cyst and encephalocele.
Prenat Diagn 2013:33:75-80.

Shima Y, Migita M. Prenatal detection of Peters’ plus syndrome
in a patient with no known family history. J Nippon Med Sch
2016;83:130-2.

Weh E, Reis LM, Tyler RC, Bick D, Rhead WJ, Wallace S, et al. Novel
B3GALTL mutations in classic Peters plus syndrome and lack of
mutations in a large cohort of patients with similar phenotypes. Clin
Genet 2014;86:142-8.

Reis LM, Tyler RC, Abdul-Rahman O, Trapane P, Wallerstein R,
Broome D, et al. Mutation analysis of B3GALTL in Peters plus
syndrome. Am ] Med Genet A 2008;146A: 2603-10.

Siala O, Belguith N, Fakhfakh E An Unusual Case of Peters Plus
Syndrome with Sexual Ambiguity and Absence of Mutations in the
B3GALTL Gene. Iran ] Pediatr 2013;23:485-8.



Letter to the Editor / Editore Mektup

DOI: 10.4274/tjod.37801

pFo

GESE ok

Turk J Obstet Gynecol 2018;15:277-8

Inhibitory kappa B alpha expression in endometriosis

Endometrioziste inhibitor kappa B alfa ekspresyonu
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To the Editor,

We read with great interest the article by Arlier et al.?’
entitled “Tumor necrosis factor alfa and interleukin 1 alfa-
induced phosphorylation and degradation of inhibitory
kappa B (IkB), alfa are regulated by estradiol (E,) in
endometrial cells,” published in your journal. Interestingly,
the authors demonstrated that ectopic endometrium was
significantly characterized by less immunoreactivity for IkB,
a cytoplasmatic inhibitor of the transcription factor nuclear
factor (NF)-kB, and that E, might modulate its expression.
The rational of this study is based on evidence of the critical
role of NF-kB, which mediates gene transcription of several
protein involved in inflammation, angiogenesis, as well as
in proliferation and reduced apoptosis of endometriotic
cells. A previous study reported that an excessive activation
of NF-kB might be present in endometriotic implants of
women affected by endometriosis®”. For this reason, it
might represent an interesting target for treating this benign
chronic hormonal-dependent disease®. Although the authors
should be congratulated for their laboratory findings, we
would like to discuss some methodologic concerns of their
study. In the material and methods, the authors described
that the ectopic endometrial samples for western blot and
immunocytochemical analysis were obtained from 6 women
with endometriosis. First, the authors should add information
on the severity of endometriosis for each patient in

accordance with American Society of Reproductive Medicine
classification. More importantly, the authors did not report
from which sites the endometriotic implants were obtained,
and in particular, if they originated from peritoneal nodules,
ovarian endometriomas or deep infiltrating endometriosis
(DIE) nodules. In general, it would be of particular interest to
know if the activity of IkB and the effect of E, on its expression
would be different in implants originating from these three
distinguished phenotypes of endometriosis, which probably
have different pathogeneses”. Regarding this aspect, it has
been previously described that nodules of DIE may have
higher proinflammatory reaction, higher vascularization, as
well a higher density of nerve fibers, which may be responsible
for a more aggressive clinical behavior®. Nevertheless, the
results of the study by Arlier et al.’” are innovative and
promising. Thus, in the near future, new studies are needed
to better clarify the role IkB in inflammatory pathway of
endometriotic cells. More importantly, it could be advisable
to better understand if this protein may represent a suitable
molecular target for a chronic medical therapy, which needs
to balance clinical efficacy with cost and tolerability.
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To the Editor,

Leiomyomatosis peritonealis disseminata (LPD) is a rare
entity characterized by the presence of multiple, small
nodules of smooth muscle on the peritoneal and omental
surfaces'V. LPD was first described by Wilson and Peale in
1952. Fewer than 140 cases have been reported so far?. It
is generally seen in women at reproductive ages; however,
there are cases reported in men®. In most cases, there is
an underlying condition such as pregnancy or exogenous
hormone replacement, which may cause elevated estrogen
levels®. Here, we present a case of LPD, which developed in
a nulligravida woman who received no exogenous hormone
therapy. A nulligravida women aged 36 years presented to
the gynecology department of istanbul Goztepe Training and
Research Hospital with lower abdominal pain, which she had
had for over a year. In her history, there was no history of
chronic disease or drug use. She had regular menstrual cycles.
In the laboratory evaluation, cancer antigen (CA)-125 was
43.9 U/mL and serum estradiol and progesterone levels were
within normal range. A computed tomography scan revealed
amass lesion, which filled the pelvis completely and extended
to the peritoneum. Thus, she underwent a laparotomy for
removal of the mass lesion. In the laparotomy, a multi-nodular,
solid mass lesion originating from the anterior serosal surface
of the uterus was seen (Figure 1A, B). Both adnexa were
unremarkable. In addition, multiple, solid nodules (2 or 3 cm
in size) were present over the peritoneum. There was diffuse,

free fluid in abdomen. Mesenchymal neoplasm was primarily
considered in the patient who desired to preserve fertility,
and therefore a frozen examination was not performed.
Fertility was preserved and only excision of masses over the
peritoneum and originating from the anterior serosal surface
of uterus was performed. Gross pathology showed a multi-
nodular mass lesion (30x24x8 cm in size) that consisted of
multiple, fibrillary nodules with a creamy-white appearance.
On microscopic examination, there were bland smooth
muscle cells resembling ordinary leiomyoma without atypia,
necrosis or mitosis (Figure 1C, D). Tumor cells were reactive
for estrogen receptor, progesterone receptor, desmin, alpha
smooth muscle actin, and caldesmon (Figure 1E, F). The
Ki-67 index was <1. No S-100, AE1/AE3, cam 5.2 or CD117
expression was observed in the tumor cells. Histopathologic
and immunohistochemical findings favored smooth muscle
tumor.

LPD is a rare lesion that is mainly seen in young-middle aged
women who have hormonal changes due to pregnancy®?.
Although its pathophysiology is not fully understood, it may
be classified in 4 categories including hormonal, iatrogenic,
genetic, and subperitoneal mesenchymal cell metaplasia.
Although some authors suggest that it arises from subserosal
cells with myofibroblastic or smooth muscle cell metaplasia,
Travassoli and Norris support the hormonal theory given that
most patients are pregnant women or have a history of long-
term oral contraceptive use, and that tumor cells express
estrogen and progesterone receptors®”. The vast majority of
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patients are asymptomatic; however, non-specific findings
such as abdominal pain, vaginal bleeding or intestinal
obstruction caused by the mass lesion may be present in
symptomatic patients. We believe that the number of patients
with LPD is underestimated in the literature because most
cases are asymptomatic®.

Figure 1. A-F) Intraoperative photography showed multinodular
solid mass that had originated from anterior serosal surface of
uterus (A, B), microscopic examination revealed smooth muscle
proliferation (hematoxylin and eosin Cx40, Dx200), estrogen
receptor and caldesmon positivity in tumor cells (E and F x200)

280

In conclusion, in the differential diagnosis of this entity,
peritoneal carcinomatosis and leiomyosarcoma should be
considered®. In our patient, peritoneal carcinomatosis
was excluded by histopathologic findings and the absence
of primary carcinoma, and leiomyosarcoma was excluded
because of the lack of atypia, pleomorphism, necrosis, and
high mitotic index”. LPD is a tumor with benign course in
general, although there have been a few cases with malignant
transformation®>.
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