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Giris
“* Amniyon sivis1 (AS) degerlendirmesi antenatal fetal

degerlendirmenin bir parcasidir.

“* AS patolojileri ile kotii perinatal sonug (1UGR, makrozomi,
perinatal mortalite) iliskiSi vardir.

“*Subjektif degerlendirmeden ¢ok objektif
degerlendirme onemlidir

v' Tek vertikal cep vs Amniyotik sivi endeksi (AFI)



Tek vertikal cep Amniyotik sivi endeksi

v" Polihidramniyos >8 cm >25¢cm
v" Oligohidramniyos <2cm <5cm

AFI: Oligohidramniyos tanisinda yiiksek yanlis pozitiflik hiz1 ve
gereksiz dogum indiiksiyonu karari..

Tek vertikal cep Ol¢iimii fetal takipte daha giivenli...
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Oligohidramniyos

* Fetal nedenli

v" Renal agenez

v" Obstriiktif tiropati

v EMR

v IUGR

v" Post term gebelik

*» Maternal nedenli

v" Dehidratasyon, hipovolemi
v" Hipertansif hastaliklar

v" Uteroplasental yetmezlik
v Antifosfolipid sendrom
v’ Idiopatik

Altta yatan neden: s1v1 azlig1 derecesi ve saptandigi gebelik
haftasina gore degismektedir.



[1k Trimester Oligohidramniyos

¢+ Nadir goriiliir. Cogunlukla kotii prognozludur.

“* Nedenleri: konjenital kalp anomalileri, kromozomal
aneuploidiler, fetal 6liim ve erken membran riiptiiridiir.
CVS sonucu Iatrojenik de olabilir. Nedeni belli
olmayabilir.

Ikinci Trimester Oligohidramniyos

¢ Nadir goriiliir.
“* Nedenleri: konjenital tiriner sistem anomalileri, preterm

EMR, plasental nedenler, amniyokoryonik separasyon,
erken ve siddetli IUGR, nedenli belirsiz grup (%3)




Uciincii Trimester Oligohidramniyos

<+ Insidans %3-5 (gec preterm grup) ; 40-42 hafta
arasi (%5-11)

“*Nedenleri: preterm EMR, IUGR, ablasyo plasenta,
fetal anomaliler, iyatrojenik (ACE inhibitorleri veya
PG sentez inhibitorleri) nedenlere bagli olabilir.

“*Nedeni belli olmayabilir.
*+» Perinatal mortalite riski



< Ikinci trimesterde uzun siireli oligohidramnios,
pulmoner hipoplazi ve kontraktiir anomalileri ile
iliskili

“* Termde oligohydramnios, dogum indiiksiyon
sikhiginda  artis, Intrapartum  fetal distres

oranlarinda artis ve sezaryen dogum sikliginda
art1s Ile iliskilidir



Klinik Yaklasim

4

» Etiyolojiye gore yaklasim

» Saptandig1 gebelik haftas1 6nemli

*» Fetal anatomik degerlendirme

* Fetal biyometre

* EMR tanisi i¢in servikovajinal sivinin incelenmesi
¢ Maternal hidrasyon

“* Amniyoinfiizyon ( aydinlatilmig onam alinarak)
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“* Izole ve persistant oligohidramniyos’ta, maternal ve
fetal durum stabilse, 36-37 gebelik haftasinda dogum
karar1. Preterm olgularda 1se yakin fetal 1Izlem
(ACOG Practical Bulletin 2014)



Nedene Yonelik Klinik Yaklasim

< Bilateral renal agenez varligi, 1lk trimester veya 22.
hafta alt1 olgularda gebelik terminasyonu secenegi

“* Preterm ve term EMR’de gebelik haftasina gore
yonetim

“* Erken veya gec¢ baslangicli ITUGR var ise umbilikal
arter, CPR, duktus venosus ve fetal 1yilik hali testlerine
ogore yaklasim 34-37 gebelik haftas1 dogum karari
alinmas1 (ACOG Practical Bulletin Obstet Gynecol 2013)



Amniyoinfuzyon Endikasyonlari

s Tanisal

v Anhidramniyos durumunda fetal anatomik inceleme
imkani saglama,

v Erken membran riiptiirii kesin tanisi

“*Terapotik

v Intrapartum tekrarlayan degisken deselerasyonlar
durumunda sezaryen hizinin azaltilmasi

“ Profilaktik

v'Membran riiptiiriinde seri uygulama ile neonatal kot
sonucu azaltma

v’ Kalin mekonyumu olan olgularda MAS 6nlemi

Gramellini et al. Antepartum amnioinfusion: a review. J Matern Fetal Neonatal Med 2003;14(5):291-96.



Amniyoinfuzyon

1957 Carey tarafindan klinik pratikte kullanimi

“*» Teknik

v" Ultrason esliginde 1lik normal saline veya Ringer Laktat solusyonu
 Transabdominal infiizyon

¢ Steril igne ile amniyosentez gibi kaviteye giris

¢ 250-500 cc veya gebelik basina 10 ml kontrollii s1vi verilmesi (<50ml/dk)
 Trans-servikal infiizyon (dogumda memban riiptiirii sonrasi)

“» Tek veya ¢ift liimenli kateter ile servikse kateter
+*»» 250-500 ml bolus

+¢» Sonra 180 cc/saat hiz ile
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Transabdominal amnioinfusion for preterm premature rupture
of membranes: a systematic review and metaanalysis
of randomized and observational studies

Shay Porat, MD; Hagai Amsalem, MD, M5¢ Prakesh S. Shah, MD, M5¢; Kellie E. Murphy, MD, MSc

OBJECTIVE: The purpose of this study was to review systemafically the
efficacy of transabdominal amnioinfusion (TA) in early preterm prema-
ture rupture of membranes (PPRON).

STUDY DESIGN: We conducted a literature search of EMBASE,
MEDLINE, and ClinicalTrials.gov databases and identified studies in
which TA was used incases of proven PPROM and oligohydramnios.
Risk of bias was assessed for observational studies and randomized
controlled trials. Primary outcomes were latency period and perina-
tal mortality rates.

RESULTS: Four observational studies (n = 147) and 3 randomized
controllied frials (n = 165) were eligible. Pooled latency period was 14.4

(range, 8.2-20.6) and 11.41 {range —3.4 to 26.2) days longer in the
TA group In the observational and the randomized controlled trials, re-
spectively. Perinatal mortality rates were reduced among the treatment
groups in both the observational studies (odds ratio, 0.12; 95% confl-
dence interval, 0.02—0.61) and the randomized contralled frials (odds
rafio, 0.33; 95% confidence interval, 0.10-1.12).

CONCLUSION: Serial TA for early PPROM may improve early PPROM-
associated morbidity and maortality rates. Additional adequately pow-
ered randomized control trials are needed.

Key words: amnicinfusion, latency period, oligohydramnios, PPROM,
pulmanary hypoplasia

Cite this arficle as: Porat 5, Amsalem H, Shah PS5, et al. Transabdominal amnioinfusion for premature preterm rupture of memobranes: 4 systematic review and
metaanalysls of randomized and observational studies. Am J Obstet Gynecol 2012;207:393.01-11.




TRANSABDOMINAL AMNIYOINFUZYON

24 hafta ustl; 26-34 hafta arasi1 veya < 26 haftalik preterm
EMR olgular

AFI< 5 cm olgulara 150-300 cc veya gebelik haftasina basina
10 cc 1lik Ringer Laktat veya %0.9 saline infiizyonu




FIGURE 2
Effect of serial TA on neonatal outcomes
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Effect of serial TA on neonatal outcomes for randomized controlled trials

A Latency period
Experimental Control Mean Difference Mean Difference
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Transabdominal amnioinfusion for improving fetal outcomes after oligohydramnios secondary to preterm
prelabour rupture of membranes before 26 weeks.

Van Teeffelen §°, Pajkrt E, Willekes C, Van Kuijk SM, Mol BW.

+ Author information

Abstract

BACKGROUND: Preterm prelabour rupture of membranes (FPROM) before 26 weeks can delay lung development and can cause pulmonary
hypoplasia, as a result of oligohydramnios. Restoning the amniatic fluid volume by transabdominal amnicinfusion might prevent abnormal lung
development and might have a protective effect for neurclogical complications, fetal deformities and neonatal sepsis.

OBJECTIVES: To assess the effectiveness of transabdominal amnioinfusion in improving pennatal outcome in women with oligohydramnios
secondary to rupture of fetal membranes before 26 weeks.

SEARCH METHODS: We searched the Cochrane Pregnancy and Childbirth Group's Trials Register (30 Apnl 2013).

SELECTION CRITERIA: All randomised controlled trials comparing transabdominal amnicinfusion with no transabdominal amnicinfusion. Cluster- or
quasi-randomised trials were not eligible for inclusion. In cases where only an abstract was available, we attempted to find the full articles.

DATA COLLECTION AND ANALYSIS: Two review authors assessed trials for inclusion. No eligible tnals were identified.
MAIN RESULTS: There are no included studies.

AUTHORS' CONCLUSIONS: There is currently no evidence to evaluate the use of fransabdominal amnicinfusion in women with oligohydramnios
secondary to rupture of fetal membranes before 26 weeks for improving pennatal outcome. Further research examining the effects of this intervention
15 needed. Two randomised controlled trials are ongoing but final data have not yet been published.

PMID: 23913522 [PubMed - indexed for MEDLINE]



QObstet Gynecol. 2000 Nov;56(5 Pt 2):361-6.
Prophylactic amnioinfusion for intrapartum oligohydramnios: a meta-analysis of randomized controlled trials.
Pitt C', Sanchez-Ramos L. Kaunitz AM, Gaudier F.

# Author information

Abstract
OBJECTIVE: To evaluate the effectiveness of intrapartum prophylactic amnioinfusion in pregnancies complicated by oligohydramnios.

DATA SOURCES: Randomized controlled trials of prophylactic amnicinfusion in women with oligohydramnios were identified using computerized
databases, index reviews, and references cited in original studies and review articles.

METHODS OF STUDY SELECTION: We evaluated, abstracted data from, and analyzed randomized studies of prophylactic intrapartum amnioinfusion
in women with oligohydramnios. In every study the group allocation was based exclusively on presence of oligohydramnios. Only published studies
with clearly documented outcome data were included. The quality of each trial was evaluated for methodology, inclusion and exclusion criteria,
adequacy of randomization, amnicinfusion protocols, definition of outcomes, and statistical analyses. The trials were evaluated concerning cesarean
deliveries for fetal heart rate (FHR) abnormalities, overall cesarean rates, acidemia at birth, intrapartum fetal heart rate abnormalities, Apgar scores
under 7 at 5 minutes, and postpartum endometritis.

TABULATION, INTEGRATION, AND RESULTS: Thirty-five studies were identified, of which 14 met the inclusion criteria for this systematic review.
They included 1533 patients, 793 in the amnioinfusion group, and 740 controls. Odds ratios (OR) with their 95% confidence intervals (Cl) for each
outcome were calculated. We calculated an estimate of the OR and risk difference for dichotomous outcomes using random and fixed-effects models.
A test of homogeneity was done across studies. Women with oligohydramnios who received intrapartum amnicinfusion had lower incidence of
cesarean for FHR abnormalities (OR 0.23; 95% CI 0.15, 0.35). Intrapartum amnicinfusion also was associated with lower overall rates of cesarean
deliveries (OR 0.52; 95% CI 0.40, 0. 68), acidemia at birth (OR 0.40; 95% CI 0.30, 0.55), FHR abnormalities during labor (OR 0.24; 95% CI 0.17,
0.34), and Apgar scores under 7 at 5 minutes (OR 0.52; 95% CI 0.29, 0.91). Postpartum endometritis rates were similar among the study groups.

CONCLUSION: In the presence of oligohydramnios, prophylactic intrapartum amnicinfusion significantly improves neonatal outcome and lessens the
rate of cesarean delivery, without increasing the rate of postpartum endometritis.



Obstet Gynecol. 2000 Jun;95(6 Pt 2):1051-6.

Intrapartum amnioinfusion for meconium-stained fluid: meta-analysis of prospective clinical trials.
Pierce J', Gaudier FL, Sanchez-Ramos L.

+ Author information

Abstract
OBJECTIVE: To evaluate the effectiveness of intrapartum prophylactic amnioinfusion in pregnancies complicated by meconium-stained amniotic fluid.

DATA SOURCES: We identified prospective clinical trials of amnioinfusion in pregnancies complicated by meconium-stained amniotic fluid (AF)
published in English by using computerized databases, references in published studies, and index reviews.

METHODS OF STUDY SELECTION: We analyzed prospective studies of infrapartum amnioinfusion for meconium-stained AF. In every case, group
allocation was based exclusively on meconium in AF. Only published studies with clearly documented outcome data were included. The trials were
evaluated for meconium below the vocal cords, meconium aspiration syndrome, fetal acidemia, cesarean delivery, and postpartum endometritis. Each
trial was evaluated for the quality of its methodology, inclusion and exclusion criteria, adequacy of randomization, amnicinfusion protocols, definition of
outcomes, and statistical analyses.

TABULATION, INTEGRATION, AND RESULTS: Thirteen studies met inclusion criteria for our systematic review. Odds ratios (ORs) with their 95%
confidence intervals (Cls) were calculated for each outcome. Estimates of ORs and risk differences for dichotomous outcomes were calculated using
random and fixed-effects models. We tested for homogeneity across the studies. We found that intrapartum amnioinfusion significantly reduced the
frequency of meconium aspiration syndrome (OR 0.30; 95% CI 0.19, 0. 46), of meconium below the vocal cords, and neonatal acidemia. Subjects
allocated to receive amnioinfusion also had a significantly lower overall cesarean rate (OR 0.74, 95% CI 0.59, 0.93) without increased postpartum

endometritis.

CONCLUSION: Amnioinfusion in cases of meconium-stained fluid significantly improves neonatal outcome, lowers the cesarean delivery rate, and
does not increase the postpartum endometritis rate.



DOGUM EYLEMINDEKI KOYU MEKONYUMLU HASTALARDAPROFILAKTIK
TRANSABDOMINAL AMNIYOINFUZYON ETKiLIMIDIR?

Prophylactic Transabdominal Amnioinfusion During Labor with Thick Meconium: Does it
Work?

Arda LEMBET", C. Giirkan ZORLU", Berna SECKIN®, Sertac BATIOGLU" s
" Zekai Tahir Burak Kadin Hastanesi, ANKARA JINEKOLOJI

OBSTETRIK

Turkiye Klinikleri J Gynecol Obst 2002;12(3):240-3
Makale Dili: TR

OZET

Amac: Bu cabsma Dr.Zekar Tahir Burak Kadin Hastanesinde, Temmuz 1996 ile Mart 1998 tanhlen arasinda
gerceklestinlmistir. Amacimiz koyu mekonyumlu hastalarda intrapartum profilaktik transabdominal amniyoinflizyonun
mekonyuma bagh morbiditeyi azaltmadala etkinligini degerlendirmekti.Metod: Dogum eylemindeki koyu mekonyumlu 39
hasta 1ki gruba randomize edilmistir. Birinct grup (n=19) transabdominal infizyon grubunu ve ikinct grup da (n=20)
kontrol grubunu olusturdu. Amniyvoinfizyon icin 370 Cye kadar isitilan 250-500 ml steril ringer laktat solusyonu dakikada
50 mlyi gecmeyecek sekilde kullamildi. Transabdominal amniyo-infizyon direkt ultrasonografi esligi albinda yapildi. Dogum
sirasinda devaml fetal kalp atim montorizasyonu standart olarak uygulandi.Sonuclar: Amniyoinfizyon uygulanan
hastalarda, 5. dakika APGAR skoru =7 olmasi, trakeal mekoyuma rastlanmasi ve fetal distres nedeniyle yapilan sezaryen
sikhdgr belirgin olarak azalmistir.Tartisma: Dogum eylemindeki koyu mekonyumlu hastalarda basit, ucuz ve givenli bir
yontem olan transabdominal amniyoinfiizyon trakeal mekonyum insidansim azaltarak fetal ve obstetrk sonucu
wyilestirmektedir,
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Amnioinfusion Does Not Prevent

Meconium Aspiration Syndrome
ABSTRACT: Amnioinfusion has been advocated as a technigue to reduce Ih

incidence of meconium aspiration and to improve neonatal outcome.
However, a large proportion of women with meconium-stained amniotic fluid
have infants who have taken in meconium within the trachea or bronchioles
before meconium passage has been noted and before amnioinfusion can be
performed by the obstetrician; meconium passage may predate labor. Based
on current literature, routine prophylactic amnioinfusion for the dilution of
meconium-stained amniotic fluid is not recommended. Prophylactic use of
amnioinfusion for meconium-stained amniotic fluid should be done only in
the setting of additional clinical trials. However, amnioinfusion remains a

reasonable approach in the treatment of repetitive variable decelerations,
wgrdfess of amniotic fluid meconium status. /




Amniyoinfuzyon

“* Kontrendikasyonlari
v Koryoamniyonit

v" Ablasyo plasenta

v Fetal kalp hiz1 sorunlari
v Cogul gebelik

v’ Immiinosupresyon

v Vix dis1 prezentasyon
v’ Plasenta previa

v" Uterin skar

v" Uterin hipertonus

v’ Yasamla bagdasmayan
fetal anomali

*+ Komplikasyonlari
v Uterin  hipertonus ve

asir1 gerilme

v" Uterin riptiir
v" Ablasyo plasenta

v
v
v

Koryoamniyonit
~etal distres

Pulmoner emobli

v' Amniyotik sivi embolisi
v Kord prolapsusu



En si1k gorulen yapisal anomaliler

Meural tube defects

Central nervous system lanencephaly, iniencephaly, encephalocele)

Esaophageal atresia
Gastrointestinal tract Chaphragmatic hernia

Duodenal stenosis (atresia)

Cystic adenomatoid malformation of the lung

Respiratory tract
P . Chylothorax

Ebstein's anomaly, other anomalias with

) atrioventncular valve regurgitation
Eardimmacalermyafem Arrhythmias (tachycardias, bradycardias)

Twin-to-twin transfusion syndrome

Skeletal dysplasia (eg, thanatophoric dysplasia)
Myotonic dystrophy
M loskeletal t
LEEESESEl sieiel Fena-Shokeir syndraome

Fetal akinesia/hypokinesia syndrome



TABLE 5 | Severity of polyhydramnios in relation to
semi-quantitative measurements of AFV

Anomalies

Degree SDP (cm) AFI (cm) Frequency PNM

> 24(a):

i 0
Mild >8 25-30(b) 68% 50
> 11 > 32(a): 199% 180%%
Moderate 30-35(b)
Severe > 15 > 44(a); 35.1\(b) 13% 540
Abbreviation: PNM, pernatal mortality rate (number of perinatal deaths per 1000 births)

Sources: a: Haman CR,' b: Pri-Paz, S**

“» Polihidramniyos derecesi ile kotii fetal prognoz

iligkali..

“*Tek vertikal cep (SDP) ve AFI: ikisi de yiiksek ise
fetal prognoz, sadece SDP yiiksek olgulara gore

daha yiiksek.
v AFl polihidramniyos ta daha prognostik



Komplikasyonlar
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» Maternal solunum sorunlari
Preeklampsi (ayna sendromu)
Preterm dogum

Preterm EMR

~etal malprezentasyon

~etal makrozomi

Umbilikal kord prolapsusu

“*» Ablasyo plasenta

» Uterin atoni

L)

e

*

N/
’0
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Klinik Yaklasim

“»Ultrason ile detayli fetal anatomik inceleme,

“»Fetal anatomik bir defekt tespitinde fetal karyotip
analizi

*»Fetal biyometre

*Fetal enfeksiyon bulgulari ( hepatosplenomegali, karaciger ve
intrakraniyal kalsifikasyonlar) VEYa fetal hldrops.

< Fetal anemi ongorusi agisindan orta serebral arter
tepe sistolik hiz 6l¢timleri

¢ Plasentanin renkli veya power Doppler incelemesi

( plasental hemanjiom)

“* Maternal DM tespiti..pre- veya gestasyonel diabet
taramasi



Ko-morbid durumlarla birlikte ise

“*Konjenital anomaliler ve/veya IUGR saptanirsa:
kromozom analizi veya mikroarray testi, konjenital
enfeksiyonlar acisindan  serolojik  Inceleme
(TORCH)

<»Fetal hidrops saptanirsa: Immiin etiyoloji ise

Indirek Coombs testi, TORCH serolojisi, kalp
yetmezIligi  bulgularinin  (TY, UV  pulsasyonu)
arastirilmasi, diger nedenlere yonelik yaklasim



Izole Polihidramniyos

< Perinatal mortalite, normal amniyon sivisi olan
olgulara gore 3-5 kat daha fazla.

Morris R et al. Association and prediction of amniotic fluid measurements for adverse pregnancy outcome:
systematic review and meta-analysis. BJOG. 2014;121(6):686—699.

“*Antenatal Idiopatik denilen olgularin  neonatal
Incelemesinde %25 olguda neden belli
(Fetal Diag Ther 2012)

«»Fetal hareket takibi ve haftalik NST
“» 3-4 haftada bir fetal biiylime izlemi
«» 2-3 haftada bir AFI 1zlemi

< Termde dogum



Gecici Polihidramniyos

% Cogunlugunda goriiliir ve hafif siddettedir.

< Idiopatik neden daha agirlikli ve fetal prognoz daha
1yi.

< Kalic1 polihidramniyos olgularinda, gegici olgulara
gore:

Konjenital anomali, andploidi

oreterm dogum

oreeklampsi

v intrauterin ve neonatal fetal kayip daha fazla oranda
gorulmektedir.

N XX

Golan A et al. Gynecol Obstet Invest 1994




Siddetli ve semptomatik

polihidramniyos’ta Amniyodrenaj

¢ Steril saha temizligi

% Lokal saha anestezisi

“* USG esliginde 18 G spinal igne ile amniyon kavitesine giris

¢ 20 dak i¢inde 1000cc den fazla drenaj yapilmamali veya tek
islemde 2000-2500 cc den fazla alinmamali,

“* Vakumlu drenaj sistemleri kullanilabilir 100-125ml/saat

* Profilaktik indometazin

* AS normal degerlere ulastiginda veya komplikasyon (preterm
eylem, koryoamniyotik separasyon, hasta rahatsizlig)
gelistiginde 1slem sonlandirilmal,

“* Kronik olgularda ortalama 2 islem gerekebilmekte
“»» AS takibi islem sonrasi 1-3 hafta aras1 bakilmali

“* Semptomlan azaltsa da, gebeligi uzattigina dair kesin kanit yok.

Eliot JP et al. Obstet Gynecol 1991.
Leung WC et al. Ultrasound Obtet Gynecol 2004.



Amnioreduction in the management of
polyhydramnios complicating singleton pregnancies

Jan Elizabeth Dickinson, MD; Yan Yan Tjioe, MBBS; Emily Jude Daniel Kirk

Malcolm Franke; Elizabeth Nathan, BSc

OBJECTIVE: The purpose of this study was to evaluate the contribution
of amnioreduction to the management of singleton pregnancies that
are complicated by symptomatic polyhydramnios.

STUDY DESIGN: Retrospective review of all singleton pregnancies that
received at least 1 amnioreduction for polyhydramnios from 2000-2012
at a single obstetric unitthat provides a statewide service. The indications,
procedural techniques, and pregnancy outcomes were evaluated,

RESULTS: One hundred thirty-eight women with polyhydramnios
(maximal vertical pocket [MVP], =8 cm) had 271 amnioreduction
procedures during the study period. The median gestation at the first
drain was 31.4 weeks (interquartile range, 28.4—234 weeks) and a
median of 1 procedure (interquartile range, 1—2 procedures) was
performed per pregnancy. Sixty-three women (45.6%) required =1
amnioreduction. The median volume remaoved per pregnancy was
2100 mL (interguartile range, 1500—4260 mL). The median

duration from the first amnioreduction until delivery was 26 days
(interquartile range, 15—52.5 days). There was no significant as-
sociation between gestation at delivery and the volume per proce-
dure or total volume that was removed. Earlier gestation at first drain
was assochted positively with earlier gestations at delivery. In 4.1%
of amnioreduction procedures (11/271 procedures), there was an
unplanned preterm birth within 48 hours. The median gestation at
delivery was 36.4 weeks (interquartile range, 34—38 weeks). The
final diagnoses were gastrointestinal malformations (21%), idio-
pathic polyhydramnios (20.3%), chromosomal anomaly (15.2%),
syndromic condition (13.7%), and neurologic condition (83%).

CONCLUSION: Amnioreduction has a useful role in the management of
polyhydramnios in singleton pregnancies. Complications are uncom-
mon, and delivery typically occurs near term.

Key words: amnioreduction, fetus, polyhydramnios, pregnancy

Cite this article as Dickinson JE, Tjioe YY, Jude E, et al. Amnicreduction in the management of pol yhydramnics complicating singleton pregnancies. Am J Obstet Gynecol

2014;211:434.e1-7.




Maternal and procedural characteristics (n = 138)

Variable Measure

Matemal age, y* 32 (27—35.5)
Parity, n” 1(1=2)

Male sex, n 76 (55.1%)
Gestation at first amnioreduction, wk™ 31.4(28.4-34)
Median amnioreduction per pregnancy, n” 1{(1=2)
Volume removed per pregnancy, mL™ 2100 (1500—4260)
Gestation at delivery, wk® 36.4 (34—38)
Interval first drain-delivery, wk® 3.7 (21=1.5)
Cesarean delivery 72 (52.2%)
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Procedural complications of

amnioreduction
Outcome m P6)"
Preterm pre mature F (1.1

rupture of membranes
=48 hr after drain

Delivery =—48 hr after drmin 11 (4.1}
A bruption o
Eradycardia that reguired O
delivery

Chorioamnionitis o
Fetal death —24 hr 1 (0h.4)

after drain”
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Pregnancy outcomes

Do to-orme m 2o
Delivery at =34 whks' 26 (18.8)
gestation

Delivery at =37 whks' 71 (51.4)
gestation

Fetal death 12 (&.7)
Temination 4 (2.9)
Stillbirth 16 (11.6)
Meonatal death 20 (14.5)
Infam death 4 (2.9)
Total loss Aate A0 (209

“ Totl, 138
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Cause of the cases of polyhydramnios that required amnioreduction

Condition Total, n (%)° Amnioreduction, n (%)"
Fetal abnormality 107 (77.5) 230 (84.9)
Gastrointestinal 29 (21) 58
Tracheoesophageal fistula g
Duodenal atresia 11
Meconium peritonitis 6
Chromosomal 21 (15.2) 36
Trisomy 21 10
Trisomy 18 4
Syndromes 19 (13.7) 49
MNoonan 4
Charge 3
Beckwith 2
Costello 2
Meurclogic 11 (8) 29
Fetal akinesia 4
Myotonic dystrophy 2
Idiopathic 28 (20.3) 330122

Diabetes mellitus

Type 1 3
Type 2 3




TTTS Tedavisinde Amniyodrenayj

Ultrasound Obstet Gynecol 2016; 47: 247-263
Published online in Wiley Online Library (wileyonlinelibrary.c

Qisuog

[SUOG Practice Guidelines

pregnancy

Treatment of TTTS

e Laser ablation is the treatment of choice for TTTS at

Quintero stages Il and above (GRADE OF RECOM-
MENDATION: A).

o Conservative management with close surveillance or
laser ablation can be considered for Quintero stage |
(GRADE OF RECOMMENDATION: B).

o When laser treatment is not available, serial amniore-
duction is an acceptable alternative after 26 weeks’

gestation (GRADE OF RECOMMENDATION: A).

TTTS diagnosed before 26 weeks of gestation is best
treated by laser ablation, as the evidence suggests that it
leads to better outcomes compared with amnioreduction

or septostomy®® (EVIDENCE LEVEL: 1+). It is generally



Prostaglandin Sentez Inhibitorii

INDOMETAZIN

< Semptomatik, siddetli polihidramniyosta etkili

¢ Fetal idrar iiretimini azaltarak etki gostermekte ( 1k 24 saatte
AFI de azalma)

¢+ 26-27 haftadan 32 gebelik haftasina kadar kullanim.
“* 25 mg 6 saatte bir
“* Uzun kullanimi1 nadir. 3 giinii ge¢irmemeli

¢ Uzun kullanimda kullanimda fetal ekokardiyografi (duktus
kapanmasi acisindan izlem)

“* Preterm dogumu Onleyebilir.
¢+ Biitiin calismalar retrospektif
¢ Calismalarda maternal ve neonatal yan etkiye rastlanilmamis
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