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* Dinyada her yil 126 bin anne postpartum
kanamadan kaybedilmektedir.cok sayida hastaya
postpartum histerektomi yapilmaktadir

* Anne o6lumlerinin % U postpartum kanama

* PPH den her 4 dk da bir anne 6limu
* Yuzde 99°u gelismekte olan ulkelerde



Postpartum Kanamada Yontem
Basarisl

UK’da 226 hastane, 211 olgu,

Basarisizlik ve histerektomi orani
%25 (95% Cl, 19-31%)

Basarisizlik oranlari B-Lynch ve diger
modifiye sttiurlerde farkh degil

Dogum-Kompresyon sitiri
intervalinde 2-6 saat uzama
histerektomiyi 4 kat artirir.( %42 vs
%16)

Kayem- Obstet
Gynecol 2011

Dogum sonu kanamalarin tedavi semasinda
oncelikle invazif olmayan/konservatif yollar
Ker almaktadir. Konservatif yaklasimda

ristaloit ve/veya eritrosit verilmesi, uterus
masajl, uterotonik ilaglar (oksitosin, .
ergotamin, prostaglandinler) kullanilir. Ikinci
basamakta invazifﬁcerrahi girisimlerin
arasinda uterus damarlarinin baglanmasi,
iliak arterin baglanmasi, uterus/iliak
arterlerinin anjiyografik embolizasyonu veya
B-Lynch teknigi sayilabilir. Ancak bunlarin
kanamayi durdurma ve acil histerektomi
gerekliligini engelleme olasihgi yalnizca %
50'dir17,18. Ayrica dinyanin cogu
bolgesinde ancak belli basli bazi merkezler
yukarida sayilan girisimleri gerceklestirmek
Icin gerekli olan donanim ve deneyimli
cerrahlara sahiptir

Doumouchtsis-2011-
Obstet Gyn Survey



Konservatif Yaklasimin Zor Oldugu
Vakalar

e Uzamis atoni kanamasi

* DIC

 Adenomyotik uterus

* Vaginal dogum sonrasi atoni

* Mesane invazyonu olan perkreta

e Kanama kontroliinden emin olunamamasi
 Stabil olmayan hastalar



Sezaryen Histerektomi

Siklikla agir obstetrik kanama durumlarinda anne hayatini
kurtarmak amaciyla dogum sirasinda veya dogumdan sonra
ilk 24 saat icerisinde yapilan histerektomilerdir

Tanim

Postpartum 6 haftaya kadar gerceklestirilen
histerektomiler de peripartum histerektomi olarak
tanimlanir




Epidemiyoloji

Prevalence, Indications, Risk Indicators, and
Outcomes of Emergency Peripartum
Hysterectomy Worldwide

A Systematic Review and Meta-analysis

Peripartum histerektomi prevalansi 0.9/ 1,000
Duslik/orta gelirli ulkelerde 2.8/1000

Ust orta/yiiksek gelirli tilkelerde 0.7/1000 (RR 4.2, 95% Cl 4.0-4.5)
eNorveg- Danimarka- Tiirkiye- irlanda’da 0.2/1000 Hindistan’da 10.1/1000

Peripartum histerektomide mortalite %5.2

Duslik/orta gelirli Glkelerde mortalite %11.9

Ust orta/yiiksek gelirli ilkelerde %2.5 (RR 4.8, 95%
Cl 3.9-5.9).

Prevalence per 1,000 deliveries | L J
M<05 .
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Fig. 2. World map showing prevalence of emergency peripartum hysterectomy per country. Image created using

van den Akker T. Prevalence, indications, risk factors and outcomes of emergency peripartum hysterectomy worldwide: A systematic review and meta-
analysis. Obstet Gynecol. 2016 Dec;128(6):1281-1294.



Sezaryen Histerektomi Risk Faktorleri

Plasenta akkreta/perkretada PP histerektomi %60

Plasenta previada PP histerektomi riski %5

Anormal plasentasyonun bulunmadigi sezaryen dogumlar PP
histerektomi icin risk faktoridur

ilk vajinal dogumda PP histerektomi riski 1/30,000
1-3 sezaryen dogum oykusu ile 1/220

>3 sezaryende %2-4

>5 sezaryende %9

Fitzpatrick KE, et al. The management and outcomes of placenta accreta, increta, and percreta in the UK: a population-based descriptive study. BJOG 2014; 121:62.
Giambattista E, et al. Predicting factors for emergency peripartum hysterectomy in women with placenta previa. Arch Gynecol Obstet 2012; 285:901.
Knight M, et al. Cesarean delivery and peripartum hysterectomy. Obstet Gynecol 2008; 111:97.



Acil/Planli Peripartum Histerektomi

-~ Acil peripartum histerektomi

* En sik endikasyon postpartum kanamadir
e Anormal invaziv plasenta - %38
e Uterin atoni - %34
e Uterin ruptir - %5.4
e Leiyomyom - %4.8
e Uterin damarlarin laserasyonlari

Planh peripartum histerektomi

e Antepartum tani konulan anormal invaziv plasenta
e Evre IA2 ve IB1 servikal kanserler - %7

e Buyuk leiyomyomlar

e Postpartum enfeksiyon

Colmorn LB, NOSS study group. Potentially Avoidable Peripartum Hysterectomies in Denmark: A Population Based Clinical Audit. PLoS One 2016; 11:€0161302.
Bigelow CA, et al. Management and outcome of cervical cancer diagnosed in pregnancy. Am J Obstet Gynecol 2017; 216:276.e1.



Total/Supraservikal Histerektomi?

Morbidity and Mortality of Peripartum
Hysterectomy

Jason D. Wright, mp, Patricia Devine, mp, Monjri Shah, mp, Sreedhar Gaddipati, mp,

Table 1. Demographic and Clinical Characteristics Table 4. Morbidity and Mortality of Total and Subtotal Peripartum Hysterectomy
of Women Who Underwent Peripartum Total Subtotal Total vs
and Nonobstetric HYSIEI'ECIOI'I‘I}’ Hysterectomy Hysterectomy P Subtotal Hysterectomy*
(continued) Intraoperative injury 3,295 (66.3) 1,672 (33.7)
. . Bladder injury 337 (10.2) 121.(7.2) <.001 1.42(1.14-1.77)
Peripartum Nonobstetric Ureteral injury 240.7) 9(0.5) 44 1.49 (0.68-3.27)
Hysterectomy Hys[erec[omy P Intestinal injury 21 (0.6 17 (1.0) A5 0.5110.26-0.99)
Vascular injury 12(0.4) 71(0.4) 77 0.85(0.32-2.24)
Indication for Other operative injury 343 (10.4) 136 (8.3) 02 1.30(1.06-1.61)
Perioperative surgical complications
hysterectomy Reoperation 1183.6) 84 (5.0 02 0.69 (0.52-0.93)
Placenta accreta 1,798 (36.2) Postoperative hemorrhage 156 @.7) 95 (5.7) 15 0.80 (0.61-1.04)
Uterine atony 1,548 (31.2) Wound complication 335(10.2) 172(10.3) .89 0.98 (0.80-1.19)
Extension of 57 (1.2) Venous thromboembolism 361,10 13(0.8) 29 1.33 (0.69-2.55)
) . ' ' Medical complications
hysteratomy Cardiovascular 136 (@4.1) 76 (4.6) 49 0.93 (0.69-1.25)
Uterine rupture 63 (1.3) Pulmonary 297 (9.0) 162 (9.7) A4 0.93 (0.75-1.14)
Delayed 54(1.1) Gastrointestinal 261 (7.9) 106 (6.3) 04 1,28 (1.01-1.62)
Renal 812.5 36(2.2) .50 1.23 (0.62-1.84)
, hemorrha B¢ . ; Infectious 391011.9) 223 (13.3) 14 0.87 (0.72-1.04)
Leiomyoma 354 (7.1) Transfusion 1,408 (42.7) 876 (52.4) <001 0.76 (0.67-0.86)
=y e thererico crerif Length of stay (d) 9.2+12.8 7.68+10.7 <.001 1.42"(0.70-2.13)
Data are n (%) unless otherwise specified. Perioperative death 25 (0.8) 23(1.4) 04 0.53 (0.29-0.94)

Data are n (%), odds ratio (95% confidence interval), or mean=standard deviation unless otherwise specified.

Wright JD, et al. Morbidity and mortality of peripartum hysterectomy. Obstet Gynecol 2010; 115:1187.



Total/Supraservikal Histerektomi?

Elektif jinekolojik cerrahide serviks korpus ile birlikte cikarilabiliyorsa,
subtotal histerektomi yapilmasinin ek faydasi yoktur

Obstetrik vakalarda ise supraservikal histerektomi tercih
edilebilir

e Dilate serviksin cikarilmasi zor

e Subtotal histerektomide operasyon siiresi ve total kan kaybi

e Servikal laserasyon varsa serviks ¢ikarilmali

e Servikal stromaya invaze akkretada plasental yatak tamamen c¢ikarilmal
e AiP’da total histerektomi veya parsiyel trakelektomi uygulanmali




Hipogastrik Arter Balon Kateteri ve
Uterin Arter Embolizasyonu

Planli PP histerektomi 6ncesi hipogastrik arter balon kateteri yerlestirilmesi,
yararinin az olmasi ve komplikasyon riski sebebiyle tartismalidir

Arteriyel tromboz, disseksiyon, kateter yeri hematomu %4-16 oraninda
bildirilmistir

-Vajinal dogum sonrasi 6zellikle serviko-uterin atoni vakalarinda ve
laserasyonlarda bilateral uterin arter embolizasyonu uygulanabilir ancak
histerektomi yapilacak hastalarda faydasi tartismalidir

- Embolizasyon ile %73-85 vakada PPH kontrol altina alinabilir

Sentilhes L. Postpartum hemorrhage: guidelines for clinical practice from the French College of Gynaecologists and Obstetricians (CNGOF)i n collaboration with the French Society of
Anesthesiology and Intensive Care (SFAR) European Journal of Obstetrics & Gynecology and Reproductive Biology 198 (2016) 12-21

Ballas J, et al. Preoperative intravascular balloon catheters and surgical outcomes in pregnancies complicated by placenta accreta: Am J Obstet Gynecol 2012
Salim R, et al. Precesarean Prophylactic Balloon Catheters for Suspected Placenta Accreta: A Randomized Controlled Trial. Obstet Gynecol 2015; 126:1022.



PPH

* Konservatif ydontemlerle * PPH medikal tedaviden cerrahiye gecis sireci 30

histerektomi arasindaki dakikadirkanama siddetfiyse HEMEN cerrahiye
zamani ayarlamak geciimelidi,
onemlidir. + SIDDETLI KANAMADA 20 DK DA TOTAL KAN

e PPH maternal mortalite  HACVINN %50 SN KAYBEDEILR
acisindan ilk iki saatin
onemi bilinmelidir



Atoni

e Uterin ve ovarial
damarlar tutulur

* Foley sonda 1le tum

kanlanma kisa stirede
bloke edilebilir

* Previa degilse
Supraservikal

e Uterin ruptdrd varsa ilk
hedef rapturdn sinirlarini
belirlemektir







Cerrahi Prosedir

RN
(\/ertikal cilt insizyonu iyi bir eksplorasyon

saglar

e Zayif hastalarda genis transvers cilt insizyonu
tercih edilebilir

e Anterior previa olgularinda veya pelvik
adezyon riski yuksek hastalarda pfannenstiel
insizyon tercih edilmemelidir




Cerrahi Prosedir

KAiP veya buiiyiik anterior myom-> klasik fundal uterin
insizyon

* Mesane varikdz damarlari ve adezyonlar = st
segment transvers insizyon

e Fetusun dogumundan sonra plasenta invaziv degilse
cikarilmali ve maksimal uterin kontraksiyon igin
oksitosin uygulanmalidir

e AIP var ise plasentaya miidahalede bulunulmadan
yerinde birakilmalidir




Cerrahi Prosedir

Acil kanama ve stabil olmayan maternal durumda,
uterin kan akimini kesmek ve uterin kompresyon en
onemli basamaktir

Hasta hemodinamik olarak stabil ise uterusun
traksiyona alinmasi vaskiler ve lreteral laserasyon
riskini azaltir

Ureter vizualize edilmeli ve ligate etmekten
kaginilmalidir ancak hemostazin saglanmasi daha
onemlidir

-Pedinkdller hizh bir sekilde klemplenip kesilir, daha
sonra sutire edilir

-Kanama cerrahi alanin vizualize edilmesini
engelliyorsa, aortaya promontoryum tzerinde manuel
kompresyon yapilabilir ve pelvik packing yapilabilir

-Mesane serviksden kolaylikla ayrilamiyor ise mesane
kubbesinden acilip, mesanenin posterior siniri limen
icinden kontrol edilerek diseksiyon yapilabilir

-Ozellikle plasenta perkreta vakalarinda serviks
mesaneye birlestirilebilir, boylece mesanenin bir kismi
rezeke edilebilir

Bir veya iki Ureterin ligasyonu durumunda dahi,
hemostaz saglandiktan koagulopati ve hipovolemi
dizeltildikten sonra relaparotomi ile Ureterler
actlabilir




Cerrahi Prosedur-Histerektomi




Mesanenin Dekole Edilmesi

e A.uterinalar tutulmadan
once parametrial
alanlardan periton iyi bir
sekilde dekole edilmelidir

e Onde lig.rotundumun
yanindan mesane arkasina
dogru ve arkada sakrouterin
ligamanlara dogru periton
aciimahdir
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Conservative management of placental invasion anomalies
with an intracavitary suture technique
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Abstract

Objective: To assess the efficacy and safety of a new surgical suture technique for
uterine preservation among patients with placental invasion anomalies.

Methods: The present prospective case series included women diagnosed with pla-
cental invasion cesarean who desired future fertility
at the of a Turkish hospital between January 10,
2013, and April 20, 2017. Patients were diagnosed with ultrasonography and Doppler

I hy; the type of placental invasion anomaly (placenta accreta, increta, or

pe ta) was ly. Surgical involved an intracavi-
tary suture technique after the proximal branch of the uterine artery was clamped and
utero-ovarian anastomoses had been blocked. Outcomes included units of blood

and ive adverse events, duration of hospital

admission, and hysterectomy rate.

Results: There were 62 patients included. The mean operative blood loss was
1350 + 750 mL (range 600-5000 mL). Blood transfusion required a mean of four units
(range 2-15). Bleeding was controlled with the intracavitary sutures in 58 (94%)
patients. Three patients d ive wound i and two patients
develobed endometritis that reauired therapv with broad-spectrum antibiotics. The







Mesanenin Alt Uterin Segmente
Sutlire Edilmesi







Ifrarenal Aort Kompresyonu

Abdominal aortaya uygulanan aralikl kompresyon, balon okliizyon
veya aortun klemplenmesi pelvise kan akimini azaltir

Sakral promontoryumun 1-2 cm superiorunda avug i¢i veya yumruk
ile kompresyon yapilabilir

Renal arterlerin hemen altindan kompresyon yapilabilir, inferior
mezenterik arterler ve ovarian artelerden kollateral akimlar kesilir

7 numara cift ipek sutdr ile ifrarenal aorta, dordiincii lomber arter
ve aort bifurkasyosu arasindan baglanabilir,

20 dakika sire ile basi uygulanabilir
isleme bagl distal tromboz ve iskemi riski vardir

Narang L, Chandraharan E, Management of morbidly adherent placenta. Obstetrics Gynaecology and Reproductive Medicine,2013; 23:7
Palacios Jaraquemada JM Anterior placenta percreta: surgical. approach, hemostasis and uterine repair Acta Obstet Gynecol Scand 2004: 83: 738—744



Devam Eden Pelvik Kanamanin
Kontrolii

Duislk debili venoz
kanamalarda hemostatik
ajanlar kullanilabilir

Hemostatik ajanlarin iv
kullanimindan, endometrial
kanamalarda veya enfekte
dokularda kullanimindan
kaciniimalidir

Histerektomi sonrasi pelvisde
kanama devam edebilir

Koaglilasyon parametreleri

degerlendirilmeli
Kan Urilnleri replasmani )
pelvik paketleme

Hastanin isitilmasi distnulebilir

Asidemi ve hipokalseminin
dizeltilmesi

Duenas-Garcia OF, Goldberg JM. Topical hemostatic agents in gynecologic surgery. Obstet Gynecol Surv 2008;18.63:389
Achneck HE, et al. A comprehensive review of topical hemostatic agents: efficacy and recommendations for use. Ann Surg 2010; 251:217.



Pelvik Paketleme

Pelvic Packing for Intractable Obstetric
Hemorrhage After Emergency Peripartum
Hysterectomy: A Review

Omar Touhami, MD,* Arij Bouzid, MD,{ Sofiene Ben Marzouk, MD,}
Mahdi Kehila, MD,§ Mohamed Badis Channoufi, MD, § § and Hayen El Magherbi, MD)||

e Hemodinamik olarak stabil ’Tnf:.l 78 8 (R2/404) |
olmayan hastalarda

e Uygun merkeze transfer dncesi
hastayi stabilize etmek amaci ile

e Embolizasyon olanaginin
bulunmadigi yaygin hematom
varliginda

e Histerektomi sonrasi pelvik
kanamada

e Kanama ile birlikte diffliz vajinal
laserasyon varliginda

e Optimal zaman araligl 36-72 saat

e Ped ve rulo gaz /balon
kullanilabilir

e Basari sansi %78.8
e Mortalite %12.5

Touhami O et al. Pelvic Packing for Intractable Obstetric Hemorrhage After Emergency Peripartum Hysterectomy: A Review. Obstet Gynecol
Surv. 2018 Feb;73(2):110-115.



Sezaryen Histerektomi Komplikasyonlari

PP histerektomide acil prosedurler her  Febril morbidite %11
zaman daha fazla komplikasyon ile
iliskilidir Hemoraji, transflizyon %84

Maternal mortalite, acil vakalarda %5.2 (%0-59 arasinda)

Vajinal kaf absesi

Reoperasyonlar

Paralitik ileus, barsak obstriiksiyonlari %5

Koagllopati, DIC

Uriner sistem laserasyonlari

Yara yeri enfeksiyonu %1

Derin ven trombozu %1

van den Akker T. Prevalence, Indications, Risk Indicators, and Outcomes of Emergency Peripartum Hysterectomy Worldwide: A Systematic Review and
Meta-analysis. Obstet Gynecol 2016; 128:1281.
Shellhaas CS, et al. The frequency and complication rates of hysterectomy accompanying cesarean delivery. Obstet Gynecol 2009; 114:224.



Sezaryen Histerektomi Komplikasyonlari

Morbidity and Mortality of Peripartum
Hysterectomy

ason D. Wright, mp, Patricia Devine, Mmp, Monjri Shah, mp, Sreedhar Gaddipati, mp

Table 3. Morbidity and Mortality of Peripartum Hysterectomy for Placenta Accreta and Uterine Atony

Placenta Uterine Placenta
Accreta Atony P Accreta vs Atony*

Intraoperative injury 1,798 (53.7) 1,548 (46.3)

‘ Bladder injury 270 (15.00 73 (4.7} <.001 3.61(2.74-4.76)
Ureteral injury 18 (1.0) 51(0.3) 02 2.87 (1.03-7.97)
Intestinal injury 8 (0.4) 8 10.5) 76 0.84 (0.30-2.34)
Vascular injury 9 (0.5) 8 (0.5) 95 0.88 (0.32-2.42)
Other operative injury 2320(12.9) 105 (6.8) <.001 2.01(1.57-2.58)

Perioperative surgical complications

‘ Reoperation 40 (2.2) 86 (5.6) <.001 0.39(0.26-0.57)
Postoperative hemorrhage 50 (2.8) 87 (5.6) =001 0.47 (0.33-0.68)
Woumd comptication 33774 5119787 Ot 0.69 (0.54-0.89)
Venous thromboembolism 14 10.8) 17 (1.1) 34 0.64 (0.31-1.34)

Medical complications
Cardiovascular 58 (3.2) 83 (5.4) 002 0.56 (0.40-0.80)
Pulmonary 147 (8.2) 158 (10.2) 04 0.78 (0.61-0.99)

Peripartum histerektomide mortalite jinekolojik histerektomiden 25 kat fazladir —

W

tengthof stay Td] 98135 67762 =00t
Perioperative death 10 (0.6) 13 10.8) 34

Data are n (%), odds ratio (95% confidence intervall, or mean:standard deviation unless otherwise specified.
* Adjusted for age, race, year of diagnosis, area of residence, household income, insurance status, hospital size, hospital location, and

2.74 (1.96-3.52)
0.68 (0.29-1.61)




SONUC

e Risk faktorleri dikkate alinmalidir

* Arterial balon kateter rutin degildir komplikasyonlari da dikkate
alinmalidir

* AIP vakalarinda vertikal insizyon tercih edilir.uygun vakalarda
pfannensteil insizyon yapilabilir

Fetus fundal ¢ikariilmahidir
e Uterus traksiyonda olmalidir.Gereter injury 1 engeller
e Serviks tutulmali ya da isaretlenmelidir
* Mesane serviksten ayrilmiyirsa mesane aciimahdir

* Masif kanama durumlarinda kanamayi durdurmak herseyden
oncelikli olmahdir

e Supraservikal hisrektomi oncelikli olmalidir
« ATONIDE TEDAVIDE GEC KALMA,PIA DE DOGUM ONCESIi TANI KOY
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