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As we all know September is World PCOS
Awareness Month as it is one of the most
common causes of Inferilicy in women since
Bolycystic Ovarian Syndrome is 3 homonal
imbalance that interferes with 3 weorman's
reproductive systerm. When wou have PCOS,
your owanes are largar than normal and can
have many tiny cvsts that contain immature
egqgs which create hindrances in conceiving.

"High levels of insulin have a'so been linked
o BOOS. Ireailin is a harmone that contrals
the change of sugar, starches and other food
into energy for the body to use or store
Wiany women with PCOS bave tog much insulin in thelr bodies becawse they have probiems using it Excess insudin
appears to increase the productson of androgen.”
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EDITORIAL

"Boing overweight or ohese is anather majar and confributony cawse of PCOS, However, if wou are overweight or
obese, axoess fat can maks ingufln resistance worse: This may then cawse the level of Insulin 1o dse even further.
High leveds of insulin can contribute to further weight gain, Singe obesity, central gbesity and insulin resistance are
strongly implicated In It5 etlology, reduction of these risk factors shouwkd be a central treatment fiscus”

"The first-line treatrnent 15 o educate the patient about weight loss, Weight loss has been consistently successful in
raclucing insulin resistance and restoring ovulation and fertlity. Current consarvative treatment shoukd emphasize
sustainable weight loss through distary modification and exerdise, Modifying additional ifestyle Factors, including
alcohol consumption, psycho-socal stress, and smoking, are alsoe cucial in the long-term treatment of PCOS5."

Hawving PCOS does ot mean vou can't get pregnant because even though it & one of the mest commen causes of
infertility in wormear, PCOS i treatable. The good news s that fertilicy reatment is avellable for PCO4. There are
soame regtments that can hoka women with PCOS have bealthy pregnancids. IF you have FCOS and you want to get
pregnant, you should work with a competent fertllity speciallst. The speclalist will help make
sure you get the right dose of medicines, help with ary problems you have, and schedule
reqular checkups and witrasounds fo see how you're doing, In vitro fertilization or IVF is a great
aption for getting pregoant with PCOS and many womer have had greal success with WF,
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A CASE OF CAESAREAN SCAR DEFECT

LAPAROSCOPIC
ISTHMOCOELE REPAIR

36 year old lady (PIL1) came to our OFD in view of
secondary infertifity. She had history of one  pravious
caesarean section ¥ oyears back, in view of failed
induction and has a male child of ¥ wrs age. She
cexnsulied nearhy hospital far secomdary infertility, did
-3 owulation Induction opcles. Repeat LISG done there
shvenad caesarean scar defect and was refesred 1o our
haospital for surgical corection kefore  infertiliny
management. She had o symptoms . of aboormal
uterne bleed, dysmenoirbea or chronlc  pehic pain.
Transwaginal USG5 was done which showed isthmal
region diglatad 1.6 om close to myometrium 3 mm with
echogenic arsas? clots inside. Cavity distendad 8.8 mm,

Or Slipa P, M&RE, DGO
e ConguBant Obe. Gyn

Basic investigation done for patient were normal. After
cardiology and anaesthesia cleamnce, patient was taken
up for laparoscopic isthmocoele repair. Hysteroscopy
done using Bettochls hysteroscope  with  cervicel
dialatation, [sthmocele® was noted In anterior
rmyometrium zbove the lavel of internal oe, Then
proceaded laparoscopically, UV fold was dissected and
bBladder pushed down Hysternscopic guidamce  and
rransHuminathon was done which ravealed the edges of
the defect. The fibrotic edges of isthmocoaie were cut
and edges freshansd, and then resuturad in 2 Layers
using W - Loc sutures, Then UV fold sutured usimg 1-0
wicryl. Post oparative period was uneventfui and patient

with echogenic areas saen in cavity? Clots in 30 Cavity wiat discharged on poctoperative day 3.

MSCUSSHOM ¢

et recent decades, deliveny by cesarean saction (C5) has bécame Increasingly
comman in botlh developed and developing countries. I addition to shori-1erm
rliks of U5, thers are long-lerm risks several years after the current delivery thal
canaffect womien's heslth and their future prégnancy cutcomes,

Bthmocels is not a rare sequeel of C5. An Sthmecele i defined a: a triangular
bypoechoic area at the site of the previous caesaredn scar ardd represents an
inadegquate healing of the myematrorm, s reparted insdends varies greathy,
Bring compriied Between 6.9 and G0%.

ir the magarity of cases, It 15 asympoomasic and (5 'dlﬂﬂl'lﬂliﬁ‘ﬂ incidentally on
tranivaginal ulrasound scan (TVUS). In some cases, it can cause abnarmal
utering bieeding, dysmenarthea, dyspareunia, chronic pelvic pain ar secondary
infertility. 65 presence is associated with an increased risk of obstetrical
complicatons including morbicly adherent placenta, Caesarean Scar ectopic
PFEONATCY, OF LTSFine ripiure.

A shadlow [ncision through the corvical tissue [naceauste sutuning, of
incomphete closure of the wlerie wall doe 1o a single-layver endometrialsaving
clasure pechnigue or Ose of lacking sutures are various suggested caises for the
divelopment of isthmodde, Primarily, sthaocels located in the kigher part of
the cervix correlated with presious cesarean section, whereas, in the patients
with the defect in the lower part of the cenvical canal, thi ceanean sectban hsd
B perforimed after cervical dilatation

Chisconttnuation of the myometrium at the $te of a previous C5 is soen a5 a
bypeschoic area described o a *niche®. A “filling defect,”’ anechoic and trangular
shape, is observed on 515 under the bladder recess, in thie nfgil:ln bebtween tha
uterine body and the cerviod. This I5 the typical site where bow-transvorsa
cesanzan deliveres are performed,

The mansgement al sthmacele shoild be decidsd hased on the patient's
symprams and plans lof future childbeasing. it can be surgically treated using
FAERrQSCORY, hﬁl‘SWEﬁ(ﬂF‘;‘, vaglnal repadr of by mmhinlng Mystarcdcopy and
laparcacopy, I clinical practise, 1w factors are wed in sefaciing the optimal
reute ol repalr, Isthmacele size and the patients desire for fertility, According o




Maratta et al, an isthmocels cen be classified
gy @ large defect if the redidual myarmeiiom
i5 =3 mim and as a smeall defect il the resdual
reyrometriumm 15 <3 mim. For srall defects,
hysteroscopls resection has been reported as
2 safe, fast, and efficient methed in
l;nnl.ﬂ:l-ing symptoms faor the patbents whio
did mot desire fertility. Fos larger defacis,
hysteroacopy has been assoclated with an
increased risk of uterine padaration and
bladdar injurias. Thus, for defect >3 mm and
for the patients desinng a future pragrandgy,
laparascapy  |= considered the oplimal
appeoach,

In aur case the patient was asymptamatic,
the isthmboeie being diagnosed a3 &0
ingidental finding during an ultraseund
examination during secondary infertility
evaluation. The management. of
asymptomatic patient s still debatakde,
However, in patienis desiring a future
pregnency  the benefits of & surgical
treatrment should not be guestianable. One
of the most cruclal technical aspect of &n
isthrmioeele 15 the comect identification of the
defect, Sewveral techniques have been used,
ingluding fluminating the defect with the
hystercacope, which we used i our case for
identifying tha adges of isthmoooels,

Hysteroscoplc simultaneous  assistance
during Bpanscops shmocele repain Can be
of greal help in identilying the edges of the
defect, especially in large cavites in which
edges might not  be  dear otherwlse:
Resecting all of the fibrotic tissue while
respecting healthy myometrium iy essential,
Excessive cautedzation and  ischemic
swturing could prevent proper healing of the
iyt FL;

COMCLUSION:

Laparoscopic isthmocele exdsion and repair
seem to be an appropriate approach for the
treatment of isthmocele-related symptoms
when done by skilled laparoscople surgenns.
Surglcal menagement in asympiomatic
patient i stll debatable. Howewver, in
patients desiring & fulure pregnancy the
benafits Of 8 surgical treatment should mot
ba guestionable, The management of
isthmocels should be dedided based on the
patient's symptoms and plans for future
chitdb=saring, The Bersefit of this new surngical
approach seems (o persisn even after a
cubseguent 5. Further investigations and
prospeciive studies are required to define
the kang-term- gynecological and chstetrical
outearres of this procedure, -

MORAL DILEMMA
CONCERNING
PROPHYLACTIC
GONADECTOMY IN

AN UNMARRIED FEMALE -
A PROFESSIONAL PERSPECTIVE

INTRODUCTION

Turnersyrdrome (TS5 & one of the most commonchromosomal
aneuploidy and & present Im 12000 oo 12500 lhve bdrths [1]
Spproximatehy G095 of pationts with T have 4560 (45, XAd6 XY
karpabype, while some can have feveremosaicismlike 45, X XY
masaickm, which is rare with estimated detoctionrates of 1.7 per 10,000
ra-arns, (21 In Tumee syrdrorne, Individuals may prasent with a8 wide
spectrumof manifestations ranging fram phenatypic femabes withor
withowt wirllizatien, amblguous  genitalla or Tuinerfeatures o
phenotypic malkes and are typically short orgf normal hefght. [3} This
may go undetected inte adulthoodunless there are gross features of
Turner syndromes.  growthretardation, puSertal delady or  Seooal
amblguity. Adultmales may present during irmeestgaton for inferlity,
Traditionally, gonadectomy his been recommendedin individuals with
Y chromosomematerial [4), as there s a considerable rsk of gonadal
makigeancy, Bildteral gondcdectomy istecemmended &: 4000 a5 the
diggnosls is established. {5

CASE REPDRT

A P2-year-pld, wnmarried female, presented with  secondary
amenaithpeas for 7 years, She got her menarche sponteneoushe ot the
age of 15 ws, accompanied bytwo mensrual oydes, followed by
amenorrhoes, Jn investigating the samie, she was diagnosed with feft
cvarlan. dysgerminoma (Germ cell tumour). She underwent 51aging
Laparotomy, left sdrexsl tumour exdsion with omentectary and
peritoneal blopsy, on March2oig, from RBCC, Thinvasanthapuram.
Following which she took four cpcles of chemotherapy with cisplatin,
blearnycln, and etoposide. 5till, she remalned amenorrhoelc and was
started on progynowa and meprate cycles (Hormonal therapy) for 5
wears, o no avail,

Fharsical and mental milastonss and devetspmental histony throughoot
the infancy and childhood were rormal. She = 747 om 1zl sath a mid-
pargntal height-of 152 cm, Ber waight is 52,5 kg with a body mass index
of 26.4. 5he hac no acne, hisutism ordespening of voica. There was no
dysmorphic Turner features. External genitalia appeared female. Breast
cevelopmeant was Taniver 3 and pulie hair weas Tannes 2. There was no
clitoramegaly or palpable gonads According to her parents, her
cevelopmental milestones were novmal and academsc pefofmance was
also avesrage. She did not hive any issues with her social intetadisaons,
Systamnlc check-up induding abdominal'and cardiovascular examination
was normal, Her kargotyping with GTG handing revealed o be

Dr KOKILA BT, MO08G]
Feliig oh Regarcohinc troe Mieadi cine



T4/30-X0, 16/30-1s0 X - |Isochromosome mosaic Turner Syndrome (IMST], with two cell lines, one with one X chromasome
fourd in 14 cells, and ancther with one X chromosome and #n isochomasame far the long arm of ane chromosame found in
16 cells {Moseic Tumers synaromel. Her FISH with. CEP X5 probe showed mpsA6, X, | (gl [58%] 45, ¥ [M2%]. Her hormaonal
waorkup showed, F3H - 11057, LH-32.3, TSH -2.47 and Estradiol - 237, Untrasonography revealed a hypoplastic uterus (5.7 2.0
cmi) with thin endometriurm and small right avany 1.2 1.3 cmil with no fiollicles.

The case was morally challenging in terms of future prospective for the patient and risk sssocieted with the remaining ovary,
Afper discussing the optlons with the pathent and consldertng endocrinologist’s and sergery oncologlst's epinfon regarding
the same, in view of dysgenetic ovary, she was planned for Prephylactic salphingo copharedtamy. Complste pre anassthetic
Investigation ncluding cardiclogiss opindon and check-up was done,

Infra cperative findings revealed to be unall wterus, with absent left sdnexa, Hight cvery dppeared streak, rght fube was
narmal with fimsy adhesion between the omentume and right adnexa. Bluish nodules seen’ owar the mesanteric and
omentum, all over the pentaneal cavity,

Crniental adheslolysls was done, Right salohingo sophorectomy done using Ligasure. Nodules were taken for Bsopsy from the
amenturm, Dverall, time tiken for the surgery was 90 min. There wers no major intraoperative o podt operative
compdlcatlons, Patent was discharged on Znd post opeative day on onal antiblotics and analgesics. Histopathologlcal raport
e wWitliin rearmal lirnits witls sutuee granuboma and w Lumgur depsrsls.,

A Specimon retricved throwgh wmbilical port
and went for HPE

1. Right sided :I're_akul.-'ml}l .}.Rﬂghrmﬁuhl'ngaa;;uhm_ydnnn

DISCUSSION COMNCLUSION

We present a rare disorder of 14030-X0, 16730~
150 & - Bochromosoems mosac Twrner Syndroms
(ST with heteregendus manifestations. Wark-
up revealed a diagnesis of masalie Turner
symdromme, The mean age of gonadal tumour
diagnosks a5 per previeus repons is 18 years, Qur
patiant was 15 years okd when was diagnosed
with GCT. The presence of ¥ cell line, mosalcsm
is- indicated in patients with vilisation in T5,
even IFY cell 5 not (dentified in the peripheral
blood. But our patient had no virilizing
features.In faw studies, the gonadal tumedr has
been reported without evidence of Y-
chromoscame, 15 basis was dysgenstic gonad
itself giving risa to GCT. S0, laparoscopic and
ovadan biopsy might be considered bn sy
patient suspected of dysganetic or dysplastic
oieared. However, au most of the studies haee
found higher incidence of GCT among
divsgeratic gonads up ta 30-35%,, (7] we thowghi
it was suitakle to recommendprophylactic
aonadectory 10 BUF patisnt ®

In our patent typlcal dysmorphic feateres of TS5 were notfound.
Except for short statuee, sl sther findings are inconstant, which s
the possible explamation for undetected mosalcism. Hormonal
evaluation also revesled élevatedoonadotraping with low estragen
levals,

Dysgeretic gonadsiunction as the risk factor for origin ofgerm cell
tumaurs, ks precursorlesion sgonadoblastoma, which couwld
prograss  toward  invasiee  germ collbumours,  perticalarky
dysgarminoma or less fraquently emibryonic cardnoma, teratoma,
yolk sac turnowr, andohoriochrcinoma; 6] GAY [gnna-ﬂﬂ-blm.‘l:urrﬂ
locus on the Yehromasome] |s assuined to be related to the orfgin
aftumours located in the percentromaric region of Yp, 5RYis
located proximaly while GOY is located distally, Gonada’ dysgenesis
is dus to Y-chromosoms without the testis determining region
(SRY). SRY s functional Inspermatogenssisand & the stractural gene
for H-Yamtigen whith s an oncooene, which is assacialed with
developmentof GCTs.

Recommendation far the search forY-chromosome fragments in TS
in b circurnstances: slgns of virlizaticnand'or when there &5 a
maarkit chromosome not identFiedby dassical cytogenetics.To nube
aut the samefor owr patlent, FISH with CE2 XY probe was done,
which showed mos A6, X, i(Xq) [ SRE]AA5, B [420]



Complete Uterine Sepium -

Case Report

A0 s, X oweas referred to gar hospetal with histarg of
prirnary infertility for 1.5 wrs, She was evalusted and wes
loierd to have a incompbels wierine eplum én MAIGAFS
Class Ul PSS - Showed slndge cenviy

LUSG was done which showed Ueerugwith 2 widely
segrarated cavities

Proceaded with Operatve laparescopy and Cpesative
Hj"dq-n:-:{np:,'. Intra~operatively complete  terine
septum seen upto the level of intemal o, Uterine
seplurm cul with 26F1 Aesactoscope ussy Colin's knife,
bipalar c.u,ﬂ'tlng currant, with Saline aso distenszinm
miechiem, Endometriotic deposits soen over the bath
uterosacrals and pelvic sldewslls ware fulqurated wsing
bipodar cautery. Chromatubation done and bilateral fres
turbal spil seen,

Fituore 2
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Post-opsratively the patient was given HET far3

Discussion : The uterus originates from the passmesonephric, or Midlleran
caetd I & LapEale Wberdd, the Mlefan dusts hase not finted dicing the
peried of embeyologlc development. A septate utares is defined as a
uterys with a division of the utarine cavity [(septum] without any
resirictions o the length of the weplem, acconding 10 the new ESHRE
(Evropean Society of Human Reproduction and Embryology)/ESGE
(Eurapean Society for Gynascologlcal Endescopy] classification system for
femals genital trct congenital anomabes. The asternal contour of the
uterus chould not have &n indentation. Septate uterus i the most
common ulenine anomaly, accounting for 35% of all kdentifled wterine
anomalies,

Traditiorally, the uwterne septum was recected by a laparchormic
hwsrenotormy, but sioce the introduction of hysterdsoosic septum sesection
im 1970, the latver approach s considered firstiline therapy, Possible
complications. of a hystéroscopic septum resection arg bBleeding,
perfortion of the utends, postaperative Intrautenne adhesions, and
utering rupture in subsequent pregnancies. Even 5o, hysieroscoplc septum
resection is still cosmmon practioe in many countrics

The pathaphysiolegy behisd poor reproductive outeamss in wamen with
a sapiate uierus 15 unknown, arier studies assarted that the septum is
avastulian and mainty consists of fibrous tsspe. The main couse of impalred
Fertdliy i wepmen with a segrate ylerus weas consklered (o be a dsturbed
Implantation. More recent studies soggest that the septum congistg of
mermal endometrium ard myomatrium and resembles the utardne wall. it
i wnclear whether restaring normal anatomy also restores normal
function, and therely mproves ferility outcomes in seomen wiog wish oo
conceive,
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RECURRENT HYDROPS
IN PREGNANCY

Mrs.5 32 yearold, GAPTL1AZ at 11 weeks 2 days pregnancy
wias diagreesed with hydrops fetalis during NT scan. Her first
Pregnancy was a sportaneous conception within a year of
miarfage, It wes & missed miscarrizge at 10weeks and
medically managed, Affer 4 moaths she concelved
spomtanacusly and dellvered a full term male baby by
rarmal vaginal deliveny. After 4 years, by the age of 30, sha
had her 3rd pregnancy. During the NT scam thare was
diffuse body and scaky edema in the fetus suggestie of
hydrons fetalis, The pregnancy was Termenated by medical
method, At that time; Kangotyplng of the aborus was not
done. After 2 years, she again concefved spontanecusly, 15t
trimester scan showed raised NT [3.7mim) with absent nasal
Bxarre and eliffuse body ederne and scalp edema, There are
no generic disorders In her family, She had & non
Cconsanguinecus marrage. Her blood group is A posithe
and she has not had any biood transfusion in the past. in
view of Tetal hydrops, she ‘was given the option of
permination of this pregrancy amd the fets wes sent for
geretic testing, Chiomasomal microarray analysis [CRA) of
the aborius showed duplication ‘of chromosome 21
suggestive of Down syndrome: Now parental karyotyplong
fras been suggesied,

P irrrm o Fetal bigdrospes (NIFH] mfers 10 Cases nol Saused
By red cell ispdmmunization, Thérg are various causes of
MEFH llke candlovasular, gensrc, hermatological, urogenital,
gastrofntestinal, iInfections, metabollc, monochororic twin
pregnancy, kicpathic where genetic causes constitutes
almost 154% of MIFH, The aetiology of MIFH waries
signlficartly depending on the gestational age: & the tims
of disgnosks. The most common causes of NIFH [n early
gestation are chromosomal aneuploldy or a comples
developmental anomaly. Aneuploidies account for #% to
16% of WNIFH cases, The most common ﬂnnuplnif:t}'
musoiiatedd with h}ldmp-: fetalis = Nﬂnnﬂum:,r B2 - 67
and others are Trisamy 21-Down Syndrame (230-300),
wisoeny 13, 16 and 12 0% and triploidies and
tetrapboidies,

As the number of poténtial Qenetc causes of NIHF s
shgndticant  genatc evaliation 15 orutiab  Also, the
recurrence risk of MIHF imeach subseguent pregnancy may
be as high as 25%. 50 it s imporant - to make an accurate
diagnaoss. that alse allows twgeted molecular prenatal
testing in followeing pregnancies, This can be done ming
clasiical haryotyping or CMA 1o edclude chirdmasomal
abermanons) anddor gene feguending (1o diagnose
monsgenic syndromes),

Structural - aberrations occur due te & |ess'gain or
rearrangement of genetic materal within a particulsr
chromasome, These abersations include deletions,
cuplications, mvarsions, ring formations and translocations,
Reperding on the size of the deleted or duplicated
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fragment, these aberrations may or may nol be identified in
standand kanvolyping, Whereas, & chramosomal microarray
analysis [CMA) can detect even small ones (<5Mb; sub
migroscapic chromosormal imbalances) calied copy number
varlants, CMA does not detect bBalanced chromoasome
rearanaements that may have clinical significance, altarations
in the phoidy bevel (such as wriploidy or tetraploidy), may not
detect & clinically signéficant mosalcism, 5 @ concurrent
ehramaosome analysis should stll be performed.

Il & worman has had & previows peegnancy with Down's
spndeame and the additicngl chromasame 21 was non
inherited there is sl an increated risk of recurrence, The
mcrease bt been cstimated at three posnts in pregrancy, Inan
unpublishied study of maore than 2,500 warmen wha lad first
mrirmester invasive prenstal disgrosis because of a previows
affected pregnancy, the Down's syndreme incidence was
0.75% higher then that expected fram the suternal-age
distribution. Similarly, a mesa-anadesis of four secand timester
amriacentsis seres totalling €953 pregnancies foand an
encess of 154%. A meta-anabysis of 433 livebirths bad 5
reCLrTenees, an Macess risk of 0.57%. The weighted averhge of
these rates, alkawing for Tetal losses s Q77% in the Tiest
trisvster, .54% in the second and 0.42% at term, Examination
of the dath seagests that the excess is similar at different ages
50 the exoess can be added to the agespecic risk anpressed
as 8 probability, The recurrense risk is relatively Brge for young
womien but by the age of about 40 it is not matedally different
fram the vk in women withouwt o femily histan.

There are grimary and secondary provention Strategios for
couples who are arhigh risk af Down syridmorre. Warens with a
high a pron Down syndrome risk because of an inherited
translocation of a previous pregnancy with a non-inherited
form of Down Syndrome, should hawe access to
preimplantation genetic diagrosss (PEODL PGE i alsa an option
for couples undergong in vitro fertilization who are at an
imcreased risk ol pasting along certairy genetic conditions. Tho
embiye s tested for gessetic abnormalities beforg it is
implanted in the womb, The effectivenoss of this techaigue is
limited by the avalability of normal embryos in such familios
but reasonably high pregnancy rates are achievable with an
cxtremely low sk of a Dewn Syndromie birth,

secandary prevantion of Down Syndrome can be done
:]uﬂugl'l annlenatal ."'pl:n';'l;'lling Teallgawesdl by Emveasive . prenatal
diagnosis and pesminaticn of affected pregnancies, The
streening rest nchude the: Arst wimester combimed Soeening
tesl and the imtegrated seresning st PAPP-A, HOG, nuckal
ranglucency are measured |n Girst trbneester Arud  alpha
feroprotein, estriol, HOG and inhitin & e measuned in second
trivrestar, 1 the sr,lt:t:r'l'rﬁg Il resulls are pasilive, diﬂl;ll'l:::li[jl..
rests like chorionic villus sampling, smeiocentsss ae done 1o
diagese Down Syndrome, &



CASE REPORT

SELECTIVE FETAL REDUCTION

IN MULTIPLE PREGNANCY

31-year-old, Friri, 16 weeks 1 day, FET congeption, dagnased
withh DCDA twins in first scan, came for routine NT scan
diaghosed with Twin B having increased WNT (4.7 mm) and
absent nasal bone, Patignt and relatives were cxplained in
detadl about chramosarmal sbrormalities and poadibilites of
dewn syndroma In affected baby. Repeat scan was advised at
14 wiaeks and need for amnsscentecis explained to rule aut ¥
hah!.ris affected. Opinions wera gi'l.r-'_hn i

1. About continuatidn of both [acknowdadging that the ane
bk s Downs]

2 selective termination of affected baby.
3. Termination of the pragrancy.

Scan was dane at 14 weeks by the same Fetal medicine
specialist and findings were condirmed.

SUOOELTON Wk given -

1. Smmigoentesis ot 16 wecks for both fetuses in continuation
of both pregrances,

L I patiént opiz for Tetal reductian of fetus B then planning
amnizcentesis of feius & and fetal reduction of fetus B in ans
sitting at 16 werks,

Patient and her relatheas opted far selective fetal reduciion of
twin B and amnlooentesis of fetad A,

Discussion

Selective Fetal Reduction has been developed as.a solution to
try and mirirmise these risks for both mother and baty,

Selective fetal reduciion can be capied out on a fetus
diagnosed with & severe ahnomality In wters, whilst the
remaining Fetwses are healthy, This i partcularly relevant in
the face of & diagnaesis of a severe congenital abnormality-the
affected fetus could be terminated toimprove the vability of
the unaffected fetus. This scenario & often referred 1o
spercifically as selective fetal reduction or sefecthee termination,
Fetal anomaly & a key deciding factor in Selective fetal

reduction, The majority of selective fetal reductron-is legal and
conducied under statutony arourd E, which states, I the child

1
Dir SHARDWA SHARMA Mz, DHE p /.
g
.

FeBiwrinn sy ronclu e P e

were B, e B e substantial gk that it would suller
frorm serdous physical or mental abnormalities:

Salective Fetal Reduction should only be done with in
tertiary leve! where facility of fatal medicine spedialist is
available, The number of fetuses and their charonicity
should be documented before 14 weeks of gestation,
Detziled documentaticon and great care of each fetus to
enable laheling their position, size, chorienicty, placertal
lacation and any anatomic feature that may help in their
corfect identification Such A% major anatamic abnorrmalities
and markers ol aneupioidy, The same operator showd
perorm both procedure amd the dime interval between
diagnosis and selectve terminathan should be minimum.

Tre most common method of fetal reduction is trans
abdominal bacawss it is usually easiest. For this procedurs,
the fetal medicine speciafist uses rea-time ultrasound as a
guide and insens a 200 or 23 G spinal needle through the
mather's abdomen and into the amndotic cavity and then
fetal heart, through which desred amount of 15% of
potassium chlorde soluticn is administesed, which tops
the fetal haart,

Because the fetus b4 very srmall during the first timester, the
reduced fetus is usually sbsorbed by the mothers body and
as gestational age advances it results in fetus papyraceus or
EOMpressus, Some patient may manifest vaginal ieading.

Procedure

Counsefling of the Patient and bystanders done regarding
the procedure (Fetal reduction of B and Amniocentesis of
fetus Al Again explaiped about risk and outcome. Informed
consent was taken, Antblotic and progesterone suppart
was given in pre-op and post op perbo.

Lineter all aseptic precaution, Fetal reduction s dane in shart
genera anaesthesia for fetus B [fetus with Inorsased nuchal
translucency and absent nasal bone) usimg Entra-cardiac
potassium chlorice 1% - 4 misadution,

Amniocentess of fetus A done - 20 ml of amniotic Muid
withidrava and sent for microartay 1esting, Post procedurs
FHR of fetue A& pormal and absent in reduced fetus.
Amniocantesis of fetus A has come as normal arnd patient is
condinuing pregnancy at 1% wesks gestation noaw.

Complications

Fetal- The nsks to the remainang feluses include the
possibility of miscamiage (abortion) of the pregnancy as a
wheoie [21% - 5.8%)|, the possibility of rupture of the
membranas, death of the fetus or additional fetusos, prematurg
labour that mgy end in the Bk of 3 prarmaturg infang with all
the associated complications, sech as motos, menal and
nemous defects and prodonged hospialzation, 8

=]
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