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Amac

Gebeligin yerlesimi

Gestasyonel yas

Embriyo sayisi

Viabilite

Cogul gebelikte koryonisite / amniyonisite

Jinekolojik patolojiler (adneksiyal kitle / myom [ uterin

anomali)



Gebelik kesesi

4+3 haftada (2-3mm)
5 haftada= g mm
Ortalama kese ¢api

OKC+30: Gestasyonel yas

Longitudinal gestational sac

Transverse l ::’027&1’::



Yolk kesesi

5-5.5 haftada (OKC 5-6 mm iken) \ S
OKC 8 mm oldugunda mutlaka gorilmel
10. haftaya kadar buyUr (6 mm)

Gebeligin intrauterin oldugunu gosterir



Embriyo




Bas popo mesafesi

8-13+6 haftada en dogru olgim

+3 gun




Kardiyak aktivite
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* 2-3mm iken gorulur

* 5.5-6.5 haftada <100 /dk olabilir

* Sonraki 3 haftada hizla yUkselerek 18o/dk’ya

ulasir



Coqul gebelik

Koryonisite: Kalin membranla ayrilmis kese

Amniyonisite: Yolk kesesi




Ultrasound Obstet Gynecol 2006; 27: 53-55
Published online 8 November 2005 in Wiley InterScience (www.interscience.wiley.com). DOI: 10.1002/uog.2637

Number of yolk sacs does not predict amnionicity in early
first-trimester monochorionic multiple gestations

O. SHEN, A. SAMUELOFF, U. BELLER and R. RABINOWITZ

Department of Obstetrics and Gynecology, Shaare Zedek Medical Center, Faculty of Health Sciences, Ben-Gurion University of the Negev,
Jerusalem, Israel

& observation, the diagnosis of monoamnionicity can be
ruled out when two yolk sacs are observed, but cannot
be made based on the presence of a single yolk sac. The
diagnosis of monoamnionicity is best deferred to a later
stage, probably no earlier than 8-9 weeks of gestation,
when the amniotic membrane’s presence or absence can
be determined directly and with certainty.



Non-viable gebelik

* Anembriyonik gebelik

— OKC>8 mm- yolk kesesi (-), OKC >16 mm- embriyo (-)
(SOGQO)

— OKC= 20 mm (RCOG, ASUM)

* Missed abortus
— BPM>5 mm- FKA (-) (50GC)
— BPM= 6 mm (RCOG, ASUM)



symptomatic early
pregnancy or
dating scan

1 1

pregnancy of
unknown location
(PUL)

intrauterine
gestation

UG without fetal
’ UG without feta UG with fetal pole

pole

MSD <25 mm A fetal CRL <7 mm fetal CRL 2 7 mm

I I | 1

yo'k sac present yolk sac absent 2 cardiac activity Cardiac activity
repeat scanin 7-10 P
repeat sonography anembryonic e present—fetal absent-fetal
in 7-10 days pregnancy i wviability demise
Cardlac activity

absent-fetal
demise

repeat sonography
in 7-10 days

assess for
development of Cardiac activity
fatal pole and present
prégnancy cardiac activity

no growth

rowth (no lower
¢ { anembryonic

Kirmit)

OKC=25 mm, yolk kesesi (-)
BPM >7 mm, FKA (-)
Bu sinirlarin altinda 7-10 gun sonra kontrol

(Bickaus, Gynecology& Obstetrics, 2013)




Gebeligin lokalizasyonu

Yeri bilinmeyen

(PUL) intgtﬂtselzrin intrauterin
(%5-42)
Adneksiyal kitle Intrauterin kese

Ekstrauterin yolk Ekstaruterin kese intrauterin yolk
kesesi/fembriyon kesesi/embriyo

Spontan Persiste eden

kaybolan PUL PUL
%7-20 %50-70 %0.1

(Banhart, Fertil Steril, 2011)



Intrauterin gebeligi dUsindiren
endometriyal bulgular
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Wy . ‘ : Double decidual's:
S g T 4
'Intradesidual sac’ bulgusu ‘Double decidual sac’ bulgusu

Yolk kesesi kadar kesin degiller

Intrauterin gebeliklerin %35-50'sinde gorilmezler




Psodogestasyonel kese bulgusu

Ektopik gebeligin %10-20'sinde

Kompleks gorunimlu olabilir
Sekil degistirebilir

Duvari ince



First, Do No Harm

to Early Pregnancies

Peter M. Doubilet, MD, PhD

Carol B. Benson, MD

Department of Radiology
Brigham and Women’s Hospital
Harvard Medical School

Boston, Massachusetts USA

Simple arithmetic shows that fluid in the uterus
in a woman with a positive pregnancy test is far
more likely to be a gestational sac than a pseudo-
gestational sac, even if it is not surrounded by
two echogenic rings. The relevant data are: ectopic
pregnancies constitute about 2% of all pregnan-
cies (based on the most recent data from the
Centers for Disease Control and Prevention!®); the
double sac sign appears in about half of early
[UPs; and a pseudogestational sac appears in at
most 10% of ectopic pregnancies. From these

Translating odds into probabilities: if a nonspe-
cific intrauterine fluid collection is seen in a
woman with a positive pregnancy test, the prob-
ability of it being a gestational sac is more than
99.5%, while that of a pseudogestational sac is
less than 0.5%. The likelihood of a gestational sac




Gebelik kesesi ve B-hCG iliskisi

%99- 3510 IU/L
Bir oneri stabil hastada 4300 IU/L

Sinir deger kullanmamak
Hastaya, ultrasona ve seri B-hCG takibine gore

(Hamza, Geburtshilfe Frauenheilkd, 2016)




Gebelik kesesi ve B-hCG iliskisi

Doubling time: 1.4-2.1 gin | |
48 saate >%66 artis (kadar, 1981) INTRAUTERIN
24 saatte %24, 48 saatte >%53 (Banhart, 2004)

48 saatte <%50 -%66
48 saatte <%53 (acoa) EKTOPIK
48 satte <%35 (Seeber,2006)

8 saatte >%13 dUsuU
y 30353 ABORTUS

%92 sensitivite %96 spesifite

(Condous, 2006)




Ektopik Gebelik

Heterotopic 1%-3% Twin <1% 2.
e Interstitial 2%-4% 00

Intramural <1%
Ovarian <3%

C-section Abdominal 0.9%-1.4%
scar <1%

Cervical <1% '




Tubal gebelik

Non-kistik adneksiyal kitle (%87-100)
‘Tubal ring’

Ekstrauterin yolk kesesifembriyo/kardiyak

aktivite
Douglasta ekojenik sivi (%28-56)

Psddo-gestasyonel kese (%10-20)
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Ektopik gebelikte Doppler

e Peritrofoblastik akim:

— Yuksek amplitudli (>20 cm/sn),

dusuk direncli akim (Pl<1)

— 'Ring of fire’

* Spesifik degil (Korpus luteum,

matUr foliksl)



Interstisiyal gebelik

%2-4

Uterusun en lateralinden >1 cm
Myometrium < gmm

3D veya MRI yardimci

Ghaneie,JUM, 2015



' Myometrial mantle’

‘Interstitial line’
(Chukus, Radiographics,2014)



Ayiricl tani

Anguler gebelik




Ayirici tani

Kornual gebelik (Bikornis, rudimenter horn,

septum)




Ovaryan gebelik

%0.5-%3

Over dokusundan ayrilmayan kalin ve ekojenik

duvarli kese
Intraovaryan yolk sak/FKA
Peritofoblastik akim

AT: Korpus luteum




Abdominal gebelik

%1.4

Mesane ve bos uterus komsulugunda fetal yapilar
Fetusun etrafinda myometrium yok

Plasenta zor izleniyor

Oligohidramnios .

AFP yiksek 7



Heterotopik gebelik

———

>

\ A
ur £,
* 1/3800, IVF'te 1/100 e x

* Intrauterin gebelik + adneksiyal

kitle/ekstrauterin yolk kesesi veya embriyo

* Intrauterin gebelikte mutlaka adnekslere de

bakilmali!



Alt segment yerlesimli gebelik
kesesi

Sgeeg;ﬁl Viable gebelik Skar gebeligi
‘é Inkomplet s Erken i invazyon
=

Internal osun Internal osun

altinda Ustinde : o
On duvar kalin On duvar kalin s o 'z

Dizensiz sinirli Kaviteyle iligkili
Sliding bulgusu On duvar ince

Kaviteyle iliskisiz
On duvar ince




Servikal gebelik

1/9000, %01

Kese endoservikstte
Internal osun altinda
Internal os kapall
Serviks balonlasmis

Kum saati gorunumu

Endometrium duzenli

(Ghaneie,JUM, 2015)






Servikal gebelik inkomplet abortus

Gebelik kesesi Yuvarlak Deforme, dizensiz
Internal os Kapall Agik
Fetal kardiyak aktivite Var Yok
'Sliding’ bulgusu Yok Var
Fetal pol, yolk kesesi Dizgin Bozulmus
Ekojenik halka Var Yok
Peritrofoblastik akim Var Yok
Endometriumda kan Yok Var
Uterusun sekli Kum saati Globuler

(Chukus, Radiohgraphics, 2014)  sascx« . ¢ g _ \.,,«' .




Sezaryen skar gebelig

Ektopik gebeliklerin %1’l, C/S gecirenlerde %6
1/2000

Myometriuma gomulmaus

Endometriyal ve servikal kanal bos, kese ile iliskisiz
On duvar ince (<5 mm) veya kaybolmus

Ucgen seklinde

(Ash, BJOG, 2007)




UTERUS




Figure 4. Magnetic resonance image shows implantation of a
gestational sac in a caesarean section scar. Reprinted from Shufaro Y
and Nadjari M. Implantation of a gestational sac in a caesarean section
scar. Fertil Steril 2001;75:1217 with permission from American Society for

Reproductive Medicine.




Ultrasound Obstet Gynecol 2003; 26: 89-96
Published online in Wiley InterScience (www.interscience.wiley.com). DOL 10.1002/uo0g. 1924

Antenatal diagnosis of placenta accreta: a review

C. H. COMSTOCK

Division of Fetal Imaging, Department of Obstetrics and Gynecology, William Beawwmont Hospital and Departments of Obstetrics

and Gynecology, University of Michigan and Wayne State University, MI, USA




Ultrasound Obstet Gynecol 2014; 44: 346-353 |IIII

Published online 31 July 2014 in Wiley Online Library (wileyonlinelibrary.com). DOI: 10.1002/uog.13426 —_—

Cesarean scar pregnancy is a precursor of morbidly adherent
placenta

. E. TIMOR-TRITSCH*, A. MONTEAGUDO*, G. CALI{, A. VINTZILEOS, R. VISCARELLOS;,
A. AL-KHANY, S. ZAMUDIOf{, P. MAYBERRY§, M. M. CORDOBA¥* and P. DAR**
*NYU School of Medicine, Department of Obstetrics and Gynecology, Division of Maternal Fetal Medicine, New York, NY, USA;

tDepartment of Obstetrics and Gynecology, Arnas Civico Hospital, Palermo, Italy; $Winthrop University Hospital, Department of
Obstetrics and Gynecology, Division of Maternal Fetal Medicine and Surgery, Mineola, NY, USA; §Maternal Fetal Care PC, Stamford, CT,
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Cesarean scar pregnancy and early placenta accreta share
common histology

I. E. TIMOR-TRITSCH*, A. MONTEAGUDO*, G. CALI{, ]. M. PALACIOS-JARAQUEMADAH{,
R. MAYMONS, A. A. ARSLANY, N. PATIL**, D. POPIOLEK+t and K. R. MITTALt+

*Department of Obstetrics and Gynecology, Division of Maternal-Fetal Medicine, New York University SOM, New York, NY, USA;
TDepartment of Obstetrics and Gynecology, Arnas Civico Hospital, Palermo, Italy; 1Centre for Medical Education and Clinical Research
(CEMIC), University Hospital, Buenos Aires, Argentina; §Department of Obstetrics and Gynecology, Assaf Harofebh Medical Center, Zrifin
and Sackler School of Medicine, Tel Aviv University, Tel Aviv, Israel; {Departments of Population Health, Obstetrics and Gynecology and
Environmental Medicine, New York University SOM, New York, NY, USA; **Department of Pathology, Mount Sinai Medical Center,
New York, NY, USA; +1Department of Pathology, New York University SOM, New York, NY, USA




TRble { Dtk proof of its efficacy is required. If an anteriorly attached.,, chose to
— low-lying early gestation (with or without heart activity) ——
 peviows 418 1dentified, it should be considered as a CSP until proved...
wﬂtherwise by ruling out a cervical pregnancy and a mis-"""
2carriage in progress. If a CSP is diagnosed, the patient can

sbe given the option of terminating or continuing the preg-
snancy. If the latter is chosen, they should be advised that

their chances of achieving the desired delivery (usually pre-
*mature) of live offspring should be weighed against the sig-ipoi
;nificantly high risks of premature delivery, hysterectomy ™"

“and permanent loss of fertility, and particularly the risks of }j, >y

slood

,uterine rupture, massive blood loss, shock and even death.

dder injury

FigurelCase 1. (a,b) Gray-scale ultrasound images of Cesarean scar pregnancy at 6 +3 weeks (a) and 7 weeks (b), with placental implantation on the scar
indicated (small arrows). (c,d,e) Color Doppler imaging at 25 weeks (c), 30 weeks (d) and 34 weeks (e) was consistent with a morbidly adherent placenta.
(f) The uterus, excised at 35 weeks, with the area of placental insertion indicated (arrow); histology was consistent with percreta. Bl, bladder.







