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EDITORIAL

Stress Urinary Incontinence (SUI): Conservative and Surgical Approach

Budi I Santoso

Stress urinary incontinence (SUI) is defined as the involuntary leakage of urine at exertion or increasedabdominal pressure. It affects approximately 4-35% of women and impacts the quality of women’s life.1,2 Thetreatment for SUI can be divided into conservative and surgical approaches. Conservative treatmentincludes pelvic muscle exercise (PME) or incontinence pessaries. A pelvic muscle exercise known as Kegelis used for urge, stress, and mixed continence for strengthening the muscular components of urethral closuremechanism.3 Meanwhile, duloxetine is believed to be effective in treating SUI.4 Expert opinion stated that trialof anticholinergic drug in patients with mixed urinary incontinence can be reasonable at the availability of urgesymptoms.5For surgical procedure, there are several approaches including vaginal through mid-urethral sling, bladderneck sling, injection of urethral bulking agents, abdominal through Burch retropubic colpo-suspension. A meta-analysis revealed that mid-urethral slings were comparable with other procedures. Shorter operative duration,similar rate of perioperative complication, similar frequency of adverse effects on bladder, and shorter hospitalstay were shown in patients choosing mid-urethral sling.6 Therefore, mid-urethral sling has become one of thebest choice for women with SUI desiring surgical treatment. However, only apical prolapse that should betreated with open abdominal sacrocolpopexy (Burch colposuspension).7 In conclusion, conservative approachis still an option for SUI women refusing surgery and mid-urethral sling becomes a preferable technique forSUI due to the exception in SUI with apical prolapse.

References1. Haylen BT, de Ridder D, Freeman RM, et al. An International Urogynecological Association (IUGA)/International ContinenceSociety (ICS) joint report on the terminology for female pelvic floor dysfunction. Neurourol Urodyn 2010; 29: 4.2. Kane AR, Nager CW. Midurethral slings for stress urinary incontinence. Clin Obstet Gynecol 2008; 51: 124.3. Hay-Smith J, Berghmans BK, et al. Adult conservative management. In: Incontinence, 4th Ed., Abrams P, Cardozo L, Khoury S, WeinA (Eds), Health Publications Ltd, Paris 2009: 1025.4. van Kerrebroeck P, Abrams P, Lange R, et al. Duloxetine versus placebo in the treatment of European and Canadian women withstress urinary incontinence. BJOG 2004; 111: 249.5. Mariappan P, Ballantyne Z, N’Dow JM, Alhasso AA. Serotonin and noradrenaline reuptake inhibitors (SNRI) for stress urinaryincontinence in adults. Cochrane Database Syst Rev 2005: CD004742.6. Ogah J, Cody JD, Rogerson L. Minimally invasive synthetic suburethral sling operations for stress urinary incontinence in women.Cochrane Database Syst Rev 2009: CD006375.7. Maher CF, Qatawneh AM, Dwyer PL, et al. Abdominal sacral colpopexy or vaginal sacrospinous colpopexy for vaginal vaultprolapse: a prospective randomized study. Am J Obstet Gynecol 2004; 190: 20.
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I Research Article

The Association between Menstrual Disorder and
Work Disturbance among Employees

IndonesJ
Obstet Gynecol

Hubungan Gangguan Menstruasi dan Gangguan Kerja pada Karyawati

Lalla Nuranna, Iftikar AbduUah, I. Putu G. Kayika, Gita Pratama

Depaltment ofObstetlics and Gynecology
Faculty ofMedicine Universitas Indonesia/

Dr. Cipto Mangkusumo Hospital
Jakalta

Abstract Abstrak

Objective: To investigate the association between menstrual
disorders including each menstrual cycle disorder, duration
and volume of menstrual bleeding disorder, menstrual interval
disorder, and another disorder that related to menstruation
against disruption of work among employees.

Methods: This study used a cross sectional design. Sample
randomization with winpepi~ software for Windows 7~. Data
analysis using SPSS 24~ software for Windows 7181.

Results: A total of 1SO subjects were recruited in this study. The
prevalence of menstrual disorder was 87%, menstrual cycle
disorder 3%. Menstrual volume disorder 31%,15% menstrual
abnormalities, 83% menstrual pain disorder and premenstrual
syndrome 71%. Prevalence of work disturbance was 49% for
mild disturbance, 47% for moderate disturbance and severe
work disturbance by 4%. There was a relationship between
menstrual volume disorder, hypermenorrhoea, and menstrual I
dysmenorrhoea pain to occupational disruption among the
employee at RSCM (p <0.001). The submission of the proposed
leaves due to menstrual disorder in the proposed permit for
1 day by 73%.

Conclusion: The prevalence of severe work disturbance due to
menstruation is not high but can lead to disruption in running
jobs and activities. However. it is important to be a concern so that
the employees get good management and care.

[lndones I Obstet Gynecol 2018; 6-1: 10-17]

Keywords: employee, menstrual leave, menstrual disorder, pre­
valence, work disturbance

INTRODUCTION

Menstruation is a God-given nature to women.
Menstruation is like a close friend who is present
to accompany a woman every month. However,
sometimes menstruation can be unpleasant and
may lead to problems named as menstrual
disorders. According to the World Health
Organization (WHO), approximately about 18
million women aged 30-55 years experienced
menstrual disorders in the form of excessive
menstrual blood.! In the work environment, the

Tujuan; Untllk mengeta!lui hllbullgan ant,Ha gallggl/all mens­
frllasi termasuk seti,1p ganggllan siklus menstnmsi- dllrasi dan
volllme ganggll.1n perd,1rah.1n mensfrll,1sl, gangguan interval
l1Iellsfrl/asi, dan kelain.111 lain yallg ber!lllbung.1n dellg.1/1
l1Iellstru,1si terh,1d,1p ferganggully<1 kerj,1 p.1d,1 k,1tyilwan.

Melode; Penelitiall ini l1Ienggunakm desain pofong Iii/tang dengan
juml,1!1 Sill1lpelseb.lfIyak 150 respGndefl. Pengacakan Sill1lpel deng,lfI
perangkal Illnak Wlilpep;@untuk Willdows ;@. AMlisis data meng­
gWJ.1kansoltw3reSPSS 2~ulltllk WndoM"~

Hasi/: Prevalellsi gangguan menstruasi adalali 87%, gangguall
siklus haid 3%. Gangguau voluwe lIIellstruasi 31%, kelainau
mel/struasi 15%, 83% gill/gglliln nyeri !laid dan sindrom pra­
mellstruasi 71% Prevalellsi 49%gallgguan kerja dugall, gauggllall
kerja sedallg 47% dan gaflgguall kerja berat sebesar 4%. Adaflj'il
!llIbulIgan antara ganggu<1f1 valume menstru,1Si- hipermenorea,
danl/yeri !laid / dismeflore ter!l,1d.1p ganggllan kelJ;1 di .1nt,1ra
karyaWiJU di RSCM (p <0,001]. Pellg.1ju,111 !lari cutiyang diusulkau
k.1re/liJ ganggl/all mellstruasi terbiJlly,1k adal.1h 1 !lariy.1ifl/
sebesar 73%.

KesJmpulal1: Prevalensi ganggllall berat pekerjaafl akibat !laid
tidakJah tinggi namun biSil mengaki!J.1tkan terganggunya pekerjaal1
am aktivitasyang beq;1lall, lh1111Wt penlJiJg I/illuk menj;1diperlmtl;1I/
ag.1r kuya wall meIla1patkall JIIiJllaiemen danper.lwatallyang baik

(Maj Obstet Ginekol llIdalles 2018; 6-1: 1V-17)

Kata kund: CIlti !laid, ganggl/an Imid, ganggu.1n kerja, karyawall,
prevalensi

majority hospital workers are dominated by
women workers, particularly those who work as
nurses.2 In the female worker's group, menstrual
disorders, including premenstrual syndrome,
menstrual pain disorder (dysmenorrhoea). long
disturbance and amount of bleeding, and
menstrual cycle disorders, often occur.3

Menstrual disorders among female workers
cannot be disregarded. Dysmenorrhoea, long
disturbances. as well as long and excessive
menstrual periods (hypermenorrhoea), may affect
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women's quality of life and economically lead to
reduced income due to lost working time and work
productivity of the women workers for 2-3 days in
each month. \,4 In fact, because of their business or
perhaps due to the lack of awareness and
limited understanding of menstrual disorders,
they sometimes have less chance to find the
cause of the menstrual disorder. If the
menstrual disorder an excessive amount of
bleeding caused by involves endometrial
hyperplasia, it usually occurs at the age of
menopause but also by 25% of cases can occur at
perimenopausal age and by 5% at age less than 40
years.5,6 If the type of hyperplasia is included
Atypical groups will increase the risk of endo­
metrial cancer by 8% in type Simple Atypical
Hyperplasia (SAH) and 29% in Complex Atypical
Hyperplasia (CAH) if the endometrial hyperplasia
is not treated promptly? Complaints of menstrual
disorders can also occur in cervical cancer in
women aged 25-65 years.s

Studies regarding menstrual disorders among
adolescents, women workers, and nurses abroad
have been done.2•3.9 Among them through study
results Nohara, et al mentions the prevalence of
menstrual pain disorder (dysmenorrhea) and
menstrual cycle disorders among office workers in
Japan is quite high Namely by 76.5% and 17.1%.
Meanwhile, according to Smith, et al. mentioned
that the prevalence rate of menstrual cycle
disturbances, other menstrual disorders in this
case in the form of menstrual pain (dysmenor­
rhea), and premenstrual syndrome, among nurses
in Japan, were 24.9%, 44.6%, and 42.2%. Nohara
et a!. found that there was a possibility of linkage
to the increase of menstrual cycle disorders and
menstrual pain disorder in the employee who
experiencing stress.2•3 Then how about the similar
study in Indonesia, it turns out the study on new
menstrual disorders reside in student or the
adolescent environment,1o However, the study on
menstrual disorders among employee working in
hospital environments in Indonesia is still very
limited.

On the other hand, the Government of Indonesia
has actually shown its care through the Law of the
Republic of Indonesia number 13, 2013 on
Employment in article 81 on the permissibility of
taking menstrual leave due to menstrual pain
experienced by a woman worker for 2 days
on the first day and second at the time of
menstruation. 1l· l2 The law was established with
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the aim to protect women workers in Indonesia.
Both formal and informal sectors that experience
problems of menstrual disorders especially pain
during menstruation. The purpose of the policy is
actually expected that women workers who
experience menstrual disorders can use this time
to examine himself to the expert doctor about the
disorder are to find the cause and treat menstrual
disorders are. In fact, similar policies have not
yet existed in the working environment of
Government Hospital. The absence of such policy
could be due to the absence of such menstrual
leave policy, due to the absence of any obvious
problems regarding menstrual disorders, so that
the policy is difficult to consider. So to answer the
above, this study is done with the aim to know the
characteristics of menstruation and prevalence of
menstrual disorder that happened to the worker
who works in a hospital environment, and this
study also conducted as one of the means to
increase awareness and knowledge from the
women about their menstrual disorders. The
results of this study can also be used as a basis
to determine whether or not the existence of
a new policy regarding the giving of leave time
on the employee who experienced menstrual
disorders in terms of how big the problem
occurred,

METHODS

This was a cross-sectional study. The survey was
conducted at Dr. Cipto Mangunkusumo National
General Hospital (RSUPNCM) jakarta. Study and
sampling using questionnaires and diary forms of
menstrual disorders began in January 2017 until
April 2017, Inclusion criteria were RSCM
employees who were willing to follow the study,
employee aged 20·50 years. The lowest age is the
average age of women employed in RSCM, while
the upper age is used based on the 2004 PERMI
survey of the average age of menopause in
Indonesia.13 The exclusion criteria in this study
were those who were pregnant and not
experiencing pregnancy within 3 months. Prior to
informed consent, and respondents have
experienced menopause. Based on the calculation
of the number of respondents, then the respon­
dent's minimum in this study the researchers
chose the results of large sample calculations
based on the proportion of respondents in the
largest case of menstrual pain (dysmenorrhoea)
as 138 respondents. Large respondents are
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considered capable of management as respondents
study in this study. Respondents in this study
were part of affordable population selected after
selection through inclusion and exclusion criteria.
then respondents were randomized using simple
random sampling method for the employee who
worked at RSCM who was in the workplace when
survey by the researchers who then included in the
study until the number of respondents desired is
met. From employment data as of 31St October
2016. there is a total of 3700 employees of the
study process conducted in January 2017 to April
2017. The results of the questionnaires were
collected and checked by the respondents within
30 minutes of the questionnaire. All Collected data
is recorded and analyzed. A questionnaire was
validated by cronbach alpha method using the
software program SPSS 24® for Windows 7®
program. The questionnaire has been validated to
20 employees using winpepi® software for
Windows 7® and obtained by alpha cronbach value
of 0.8 with good internal consistency criteria.

All statistical analyses were performed using
SPSS 24 for Windows. Results were displayed in
the form of frequency, percentage (proportion), the
average (mean), median. range values (range).
Normality test data distribution to the numerical
data that is Kolmogorov-Smirnov and Shapiro­
Wilk test the hypothesis is done by using analytic
comparative categorical unpaired such as Chi­
square and alternatives that Kolmogorov-Smirnov
when not qualify Chi-square test and test analytic
comparative numerically paired unpaired t test
when data distribution was normal and
alternatives such as the Mann-Whitney test if data
distribution is not normal that is used to verify a
possible correlation between the variables. All
hypothesis test analysis results are shown with
significance level p <0.05.

RESULTS

The number of study subjects that can be
collected as many as 150 people. obtained from
the employee working at RSCM in Building A,
Kirana and Kiara RSCM in the period November of
2016 until April 2017.

Table 1. Subject Characteristics

Variable

Age group (years)

<25

25-29

30-34

35·39

40-44

45-49

50·$4

8MI (kgfm2)

<18.5

18.$-25.0

::: 25.0

>30

Education

Senior High School

D3

D4

51

Marital Status

Married

Not yet married

Number of Pregnancy

o
, 1

Number of Labor

o
, 1

Number of Misscariage

Never

::: 1 times

Work status

Permanent worker

Unfixed worker

Shift work

Morning Shift

Afternoon Shift

Night Shift

One-Shift

Two·Shift

All shift

IndonesJ
Obstet Gynecol

Number of subject
(%), N=150

33 (22)

40 (27)

19 (13)

31 (21)

15 (10)

10 (7)

2 (1)

8 (5)

98 (65)

31 (21)

13 (9)

7 (5)

108 (72)

4 (2)

31 (21)

101 (67)

49 (33)

63 (42)

87 (58)

64 (42.7)

86 (57.3)

128 (85)

22 (15)

127 (85)

23 (15)

145 (96.7)

116 (77.3)

113 (75.)

31 (21)

5 (3)

114 (76)
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Work hours

< 7 hours/day 3 (2)

8-10 hours/day 139 {93}

> 10 hours/day 8 (5)

Position on work

Sitting 17(11)

Standing/walking 18 (12)

Both 115 (77)

Sleep duration

< 6 hours 59 {39}

> 6 hours 91 {61}

Smoking habits

Active smoker 0(0)

Pasive smoker 0(0)

Non smoker 150 (lOO)

Exercise

V" 1 (1)

Not 149 (99)

Age of menarche

9 0(0)

10 2 (1)

11 10 (7)

12 51 (34)

>12 87 (58)

Menstrual duration

< 3 days 0(0)

3-7 days 125 (83)

> 7 days 25 (17)

Contraception

Natural contraception 2 (1)

Condom 7 (5)

Amenorea Lactation methods 0(0)

cac 4 (3)

Minipil 0(0)

1 month injection contraception 0(0)

3 month injection contraception 4 (3)

Implant 0(0)

Iua 27 (18)

Tubectomy 2 (1)

Not used 104 (69)

From the result above, the highest employee age
range is aged 25-29 years by 40 employee (27%).
The mean value of the worker's age is 31.8 years
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with a standard deviation value of 7.9 years. The
age of the youngest employee respondents is 21
years old with the age of the oldest employee
respondents is 52 years old. From this result it can
be seen that the average of worker's age is slightly
younger than the result of the study on the
previous employee in Japan.2

About 65% of employees at RSCM have average
BMI of Normal Weight (Normoweight) category
which is 23.9 kg j m2 almost similar to employee
in Japan, USA and Norway.2,4,14 The employees at
R5CM are dominated by D3 level of education as
much as 108 (72%). The second is 51 (31%), high
school education (7%) and 4 (3%) of D4 education.

From the above study shows that the majority
of workers as many as 101 people (67%)
employees had been married and 49 people
(33%) unmarried employee. In contrast to
previous study results that the majority was
dominated by unmarried workers.2

Majority of the workers were married and have
had 87 pregnant women (58%). Employees who
have never had a pregnancy are 63 (42%) but only
14 (9%) are actually married but have never been
pregnant and 49 (%) are unmarried. And have
never been pregnant. With a mean value of 1.82
pregnancies with standard deviation of 1.3
pregnancies. With a median of 2 pregnancies.

A total of 86 workers (57.3%) who were
married experienced pregnancy, and later there
were 14 people (9.3%) who were married but had
never been pregnant or had labor and had
experienced labor and there were only 1 (0.7%)
employed married then pregnant but had never
experienced labor because of miscarriage. As
many as 57.3% of workers in this study had
experienced labor. The average number of
deliveries was 1.61 births with standard deviation
of 1.04 births. With a median value of 2 deliveries.
Compared to previous study, the number of
marriages among R5CM employees was quite high,
similar to that of Gordley et al. study, among 56%
of female workers in the United States, 56.3%
had been married and 58.3% have children. Then
for pregnancy and delivery rates in this study
was higher than in Japan according to Nohara et
al. were as much as 40.5% had experienced
pregnancy and as much as 38.4% had experienced
labor. Thus the nulliparous rate in this study was
less than the results of study on the previous
employee in Japan that was equal to 60.4% of
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employees have not had children.3.4

From the table above shows that there are
22 people worker (15%) have experienced
miscarriage. As many as 128 employees (85%)
had never experienced a miscarriage. With a mean
value of 1.03 miscarriage and a standard deviation
value of 0.86 miscarriage. Then obtained the
median value of 1 miscarriage. Employment status
is dominated by permanent workers, ie 127
workers (85%). And workers are not fixed as
many as 23 employee (15%).

From the division of working time there are 93
employees (38%) who work on 3 shifts division of
working time in the morning, afternoon and night
shift.

Based on working hours, 139 workers (93%)
worked for 8-10 hours per day. A total of 8
employees (5%) work more than 10 hours per day
and as many as 3 employees (3%) work less than
7 hours per day. With the average value of working
for 8.3 hours with a standard deviation value of 1
hour. With a median value of 8 hours. The length
of working hours is almost similar to the length of
working hours employed based on previous study
in Japan with a mean value of 8.9 hours and
standard deviation 1 hour.2

IndonesJ
Obstet Gynecol

Based on the position at work obtained results
that as many as 11 employees (45%) work in 3
positions of sitting, standing and walking. Then
based on long hours of sleep there are 91 people
(61%) with long hours of sleep more than 6 hours
per day. While on the worker with long hours of
sleep less equal to 6 hours per day was as many
as 59 people (39%).

From the table shows there are 150 respondents
(100%) had never smoked. And there were 149
employees (99%) who did not exercise regularly
and 1 person (1%) was used to regular exercise.

Based on the age of menarche, it was found that
most of the employees had menarche age more
than 12 years (58%). Age 12 years of 51 (34%).
Age 11 years as many as 10 people employee (7%).
Age 10 years as many as 2 employee (1%). With a
mean value of 13 years with standard deviation of
1.3 years, and median value at age 13 years.

Based on the duration of menstruation there are
125 people (83%) with menstrual period 3-7
days. Then as many as 25 employee (17%) with
menstrual period of more than 7 days. The mean
value was 6.6 days and the standard deviation
value was 1.65 days. With median duration of
menstruation was 7 days.

Table 2. Correlation between Menstrual Disorder and Work Disturbance

Work disturbance

mild moderate severe 'X2 'p ··Asymp. Sig
(Hailed)

n % n % n %

Menstrual disorder
Not disturbed 17 11.3 2 1.3 0 0

14.065 0.001
Disturbed 57 38 68 45.3 6 4

Menstrual cycle Not disturbed 71 95.9 69 98.6 6 100
1.127 0.569 0.949

disorder Disturbed 3 4.1 1 1.4 0 0

Menstrual volume Not disturbed 63 42 39 26 2 1.3
18.454 0.000 0.000

disorder Disturbed 11 7.3 31 20.7 4 2.7

Menstrual periode Not disturbed 66 44 58 38.7 4 2.7
2.892 0.235

disorder Disturbed 8 5.3 12 8 2 1.3

Hypennenorea
Not disturbed 59 39.3 36 24 2 1.3

15.295 0.000 0.001
Disturbed 15 10 34 22.7 4 2.7

Not disturbed 23 15.3 3 2 0 0
Dismenorea 19.5 0.000 0.000

Disturbed 51 34 67 44.7 6 4

Premenstrual Not disturbed 22 14.7 19 12.7 1 0.7
0.518 0.772 1.000

syndrome Disturbed 52 34.7 51 34 5 13

74 100 70 100 6 100
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Table 3. Correlation between Level of Pain with VAS Score. PBAC Score and Work Disturbance

VAS SCore

Work disturbance

PBAC score

Work disturbance

n Median Mean±SD(Minimum-Maximum)

Mild 74 2 (0-6) 1.77± 1.46

Moderate 70 4 (0-8) 3.74 ± 1.66

Severe 6 8 (6-8) 0.168 ± 0.84

Mild 74 74.5 (4~180) 74.9 ± 36.0

Moderate 70 96 (10-456) 113.9 ± 86.5

Severe 6 132 (81-170) 130 ± 35.8

p

<: 0.001

<: 0.005

VAS swre v.5 work disturb.1nce; Kruskall-wallis test. Post hoc MUll/-Whitney test;~ v.5 moderatep < 0.001;
Severe v.5 mildp < 0.001: moderate v.5 mildp <0.001
PBACswre v.5 IWrkdisturb.mce; Kruskall-wallis test. Post hoc M,1IJ/I-Whitneytest;sevf!f"t! v.5 modeI"iltep < 0.135;
sevf!f"t! v.5 mHdp = 0.003; moderate v.5 mildp = 0.001

Of the 101 married workers, 46 (45.5%)
married workers used contraceptive methods
while 55 (54.5%) did not use any method of
contraception. The highest type of contraception
methods was IUD with 27 (26.7%) subjects.

Based on the distribution of respondents
who experienced menstrual disorders were 131
employees (87.3%) and 19 employees (12.6%)
did not experience menstrual disorders.

Based on the proportion of the distribution of
respondents by type of menstrual disorders that
most are in other disorders associated with
menstruation as many as 130 people (87%),
followed by disruption volume of menstrual many
as 46 people (31%), disruption of menstrual
periode as many as 22 people (14.6%), and
disruption of other menstrual bleeding outside
the menstrual cycle 4 people (3%). This result is
in accordance with previous studies.2-4

DISCUSSION

In this study. the most menstrual cycle disorder
type was the case of polymenorrhea as much as 3
subjects (2%) and oligomenorrhea as much (1%).
In other studies, according to Smith et al. mention
that menstrual cycle disorder is as much as 24.9%,
then according to Nohara et a!. is 17.1%. According
to Gordley et a!. said menstrual pain among
military personnel in the United States is 12%.
Meanwhile, according to Moen et a!. for menstrual
cycle disorders at an employee in Norway
amounted to 19% with polimenorea 17% and
oligomenorrhea of 2%.2-4,14

Then the type of highest menstrual periode and
the menstrual volume disorders is hypermenorea
(Menorragia / Heavy Menstrual Bleeding / HMB)
as many as 53 people (35%). According Gordley et
al. said for a menstrual periode and menstrual
volume disorders amounted to 17.9%, while
according to Moen et al. study just mentioned
about the menstrual periode disorders that is
equal to 20% and 19% for Hipomenorea.4,14

While in the assessment of bleeding disorders
outside the menstrual cycle results obtained no
employee bleeding disorders outside the mens­
trual cycle (metroragia / intermenstrual bleeding).
Lack of study exists on the results of menstrual
cycle disorders and bleeding disorders outside the
menstrual cycle which comparatively few because
making questionnaire answers by using diaries
menstruation is only done on the observation of
menstruation within 1 month prior to filling the
questionnaire which should be monitoring
menstrual cycle disorders should be at least in the
next 3 months after filling the questionnaire, but
also due to the limited time of study from the
researcher while the respondents of the study
mostly only able to remember and record of when
the menstruation of each respondent is not good,
causing the least number of menstrual cycle
disorders.

In this study, we found that, based on other
disorders associated with menstruation, it was
found that were dysmenorrhea 124 (83%) and
premenstrual syndrome were 107 (71%). This is
in accordance with previous study, Nohara et al. in
Japan, the prevalence rate of menstrual pain
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disorder (dysmenorrhea) among office workers in
Japan is quite high at 76.5%. Meanwhile, Smith et
al. found that menstrual pain (dysmenorrhoea)
among nurses in Japan was 90.1% which was
divided into the pain is occasionally felt by
45.5% and pain was always felt by 44.6%. while
for premenstrual syndrome 88.7% divided into
occasionally premenstrual syndrome 42.2% and
always feel premenstrual syndrome equal to
46.5%. While Gordley et al. said menstrual pain
among military personnel in the United States
amounted to 31.2%, the study found that most
complaints in employee complaints is in the form
of painful menstruation or dysmenorrhea and
premenstrual syndrome.2' 4

Based on the degree of menstrual pain using
VAS score. it was found that most complaints were
mild pain complaints of 65%, followed by
moderate pain complaints of 29%, and then 6%
of employee complained of severe pain.

Based on the location of pain relief most painful
menstruation is felt to spread to the lower
abdomen as much as 56%. pain 22% waist,
stomach pain that spread to the thigh as much as
5% and pain relief to other places such as thighs
and anus as much as 3%. while as many as 14%
the employee said there were no pain complaints.

Based on the types of complaints related to
menstruation, it is found that most mental
complaints are in the form of irritability and
irritability by 31%, followed by easy complaints of
weakness, fatigue and lethargy and tiredness as
much as 21%, mood changes that arrived (feelings
of sudden sadness) as much as 18%, appetite
increased by 8.7%. anxiety and tension feeling as
much as 3.8%, feelings of sadness and no hope as
much as 3.5%, easy to fall asleep and difficulty
awakened or lack of sleeplessness as much as
2.1%, while as many as 8.7% employee admitted
no complaints to the mental. While in the study of
Smith et al. there are few differences where it is
mentioned that most mental complaints are in the
form of weakness, fatigue and lethargy and fatigue
of 23.4%, excessive hunger by 11.5%, difficulty
sleeping by 3%, anxious excess of 2.9%, decreased
appetite 2.4%.

Based on the physical complaints obtained
results that most complaints are in the form of pain
complaints in the breast as much as 32%. followed
by breast swelling of 19%, abdominal bloating
16%, 14% headache. swelling in the arm or leg as
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much as 1%, pain in the buttocks 1%, body poppy
0.5% and acne 0.5%. According to Smith's et al.
study there are 4 most physical complaints from
the Japanese workers. namely 49.2% breast pain
especially felt before the menstrual period.
Then 47.3% of stomach pain was felt before
menstruation and increased during menstruation
lasting that is equal to 76.2%. 42.6% of waist pain
felt higher when menstruation equal to 64%, and
headache felt at 24.3% and decreased during
menstruation took place in as many as 22.9% of
employees in Japan.2

Later in this study obtained the results of the
most impact of menstrual disorders on the work
was a mild impact and does not interfere with
activity and work by 49% and not much different
from the impact of interference while there are
47% feel the impact of menstrual disorders,
where the employees can still continued work
despite being disturbed. Severe disturbance is
felt in 4% of employees.

From this study it is known that the relationship
between menstrual volume disorder, hypermenor­
rhea, and menstrual pain / dysmenorrhoea have a
relationship with work disruption at the employee
at RSCM with (p < 0.001). While the menstrual
cycle and the menstrual periode disorder and
premenstrual syndrome have no relation to work
disruption at employee at RSCM (Table 2).

VAS score with moderate and severe pain has
correlated with work disturbance (p<O.OOl) and
PBAC score with moderate and severe has
correlated with work disturbance (p<0.005)
(Table 3).

Based on the permit break due to work
disruption where there was 16% using a permit to
rest due to menstrual disorders. The length of
permit taken is 20.7% taking 1 day leave and as
much as 0.7% taking the menstrual leave for 2
days. But mostly 78.7% of the employee did not
take time off.

Most of the workers did not know about
menstruation leave policy where only 15% of
employee who know of menstrual leave policy.
most policies are made in private hospitals, and as
many as 85% of workers mention not knowing
the existence of menstruation leave.

The proposed leave of absence from menstrual
abnormalities in the proposed permit for 1 day
(73%), then as many as 18% apply for leave for
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2 days, while as many as 15% said not require
menstruation leave.

CONCLUSION

The prevalence of severe labor disruption due to
menstruation is not high but can lead to disruption
in running jobs and activities. However, it is
important to be a concern so that the employees
get right management and care. Menstrual volume
disorders, hypermenorrhoea, and menstrual pain/
dysmenorrhoea have a significant relationship
with work disturbance at the RSCM employee.
While the menstrual cycle disturbances, menstrual
periode disturbances and premenstrual syndrome
have no relation to work disturbance at employee
at RSCM.
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The Association of C­Reactive Protein Levels  in Second Trimester
of Pregnancy with Preeclampsia

Hubungan Kadar C­Reactive Protein pada Kehamilan Trimester II dengan Preeklamsia

Zulfaekasari Nasruddin, Efendi Lukas, Umar Malinta, Maisuri T ChalidDepartment of Obstetrics and GynecologyFaculty of Medicine Universitas Hasanuddin/Dr. Wahidin Sudirohusodo HospitalMakassar

INTRODUCTIONThe three major causes of maternal mortality inIndonesia are bleeding (30%), eclampsia (25%)and infection (12%). The World Health Organiza-tion (WHO) estimated that the rate of preeclampsiawere seven times higher in developing countriescompared to developed countries. The prevalenceof preeclampsia in developed countries rangesfrom 1.3% to 6%, while in developing countriesfrom 1.8% to 18%. The incidence of preeclampsiain Indonesia is 128 273 per year, or 5.3%.1

During the last 8 years (from 2005 to 2013), theincidence of severe preeclampsia tends to increaseat Dr. Wahidin Sudirohusodo Hospital. Theincidence of severe preeclampsia in 2005-2007 by8%, rising to 8.6% in the period 2007-2009, thenin 2009-2011 increased by 13.47% and in theperiod of 2011-2013 the incidence up to 16.51%.2Preeclampsia is best described as a special-pregnancy syndrome involving multiorgansystems.3,4 In the past, preeclampsia could bediagnosed whenever we found its clinical triad i.e,

Abstract

Objective: To determine C-reactive protein in second trimesterof pregnancy women who preeclamptic and non-preeclampticwomen, and to determine the relationship between the level ofC-Reactive protein of trimester two pregnancy and preeclamp-sia occurrence.
Methods: This was a prospective study conducted at the policlinicsof network of academic hospitals of the Department of Obstetricsand Gynecology of Faculty of Medicine, Universitas Hasanuddin andpoliclinic of child and mother, and some Public Health Centers inMakassar city from September 2015 - April 2016. The C-reactiveprotein 115 level of pregnant women in pregnancy age of 24-28weeks was checked, whether the subjects underwent preeclampsiauntil the childbirth process. Statistics analysis used Fisher’s exacttest and Mann Whitney test.
Results: The result indicate that 9 subjects (7.8%) developedpreeclampsia and 106 subjects did not become preeclampsia. Thelevel of C-Reactive protein increased in preeclampsia group com-pared to non preeclampsia group i.e 5.05  1.153 : 3.36  0.265,but statistically the result is not significant (value p>0.05).
Conclusion: The average score of C-Reactive protein of pre-eclampsia group is 33.5% higher than non-preeclampsia group,even though these results cannot be used as the score to predictthe preeclampsia occurrence.[Indones J Obstet Gynecol 2018; 6-1: 18-22]
Keywords: C-reactive protein, preeclampsia, second trimesterpregnancy

Abstrak

Tujuan: Mengetahui kadar C-Reactive Protein perempuan hamiltrimester dua yang menjadi preeklamsia dan bukan preeklam-sia, serta mengetahui hubungan antara kadar C-Reactive Pro-tein kehamilan trimester dua dengan kejadian preeklamsia.
Metode: Penelitian ini menggunakan rancangan kohort prospektif, di-laksanakan di Poliklinik RS jejaring pendidikan Departemen Obstetridan Ginekologi FK UNHAS dan Poliklinik Kesehatan Ibu dan Anak danbeberapa Puskesmas Kota Makassar selama September 2015 - April2016. Dilakukan pemeriksaan kadar C-Reactive Protein 115 ibu hamilpada usia kehamilan 24 - 28 minggu, kemudian diamati apakah sub-jek mengalami preeklamsia hingga proses persalinan. Analisis statistikmenggunakan uji Fisher’s exact dan uji Mann Whitney.
Hasil: Didapatkan hasil 9 subjek (7,8%) berkembang menjadipreeklamsia dan 106 subjek tidak menjadi preeklamsia. Terjadipeningkatan kadar C-Reactive Protein pada kelompok preeklamsiadibanding kelompok bukan preeklamsia yaitu 5,05  1,153 : 3,36 0,265 tapi hasilnya tidak bermakna secara statistik (nilai p>0,05).
Kesimpulan: Nilai rerata kadar C-Reactive Protein kelompok pre-eklamsia 33,5% lebih tinggi dibandingkan dengan kelompok bukanpreeklamsia, namun hasil ini belum dapat digunakan sebagai nilaiuntuk memprediksi kejadian preeklamsia.[Maj Obstet Ginekol Indones 2018; 6-1: 18-22]
Kata kunci: C-Reactive Protein, kehamilan trimester dua, preeklamsia
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blood pressure  140/90 mmHg, proteinuria andedema. Currently, edema is no longer be includedin the diagnostic criteria for preeclampsia becauseedema was also observed in normal pregnancy.Proteinuria was defined as urinary protein excre-tion exceeds 300 mg in 24 hours, the ratio of pro-tein: urinary creatinine  0.3 or presence of proteinas much as 30 mg / dl (1+) in a random sample ofurine is settled.1,5The risk factors that have been identified can behelpful in assessing the risk of pregnancy in earlyantenatal visit. There are two parts of risk factorsof preeclampsia, included high risk factors (majorfactors) and additional (minor factors). High riskfor preeclampsia is history of preeclampsia in aprevious pregnancy, multiple pregnancy, diseasesthat accompany pregnancy (chronic hypertension,diabetes mellitus, chronic kidney disease andphospholipid syndrome). Additional risk factorsare the body mass index  35 kg/m2, vasculardiseases, maternal age  40, nullipara ( the firstpregnancy with a new partner or a previouspregnancy is  10 years), a history of preeclampsiaat her mother or sister, pregnancy with donorsperm insemination, oocyte or embryo, diastolicblood pressure  80 mmHg, and proteinuria.1A study conducted by Rozikhan, in KendalHospital found that the risk factors of severepreeclampsia were significantly in the presence ofhistory of preeclampsia (p = 0.001), descent (p =0.001), the first child parity/ nullipara (p = 0.001).6To this date, there are various findings ofbiomarkers that can be used to predict theincidence of preeclampsia, but none of these teststhat have high sensitivity and specificity as well asthere is no test filters that are reliable, valid andeconomical.3C-Reactive Protein (CRP), a sensitive marker forinflammation and tissue damage, can be a potentialmarker. Plasma level of CRP increases in cases ofacute infection, malignancy, and inflammatorydiseases. CRP can bind to chromatin, which isreleased from necrotic cells or apoptotic cells, andto a small ribonucleoprotein nucleus particles. Thisshows us that the CRP, in the adjustment function,can play a role in inducing the inflammatoryresponse that is characteristic of preeclampsia.7Based on that study, our study want assessed therelationship levels of C-Reactive Protein in thesecond trimester of pregnancy with preeclampsia.

METHODSThis study was conducted at the networking ofObstetrics and Gynecology Department, Faculty ofMedicine, Universitas Hasanuddin and primaryhealth centers in the city of Makassar. This studywas designed as a prospective cohort study.Consecutive sampling by the number of subjects115 people. Subjects who suited for the criteriasample of pregnant women at trimester II, thenwere informed about how’s the purpose andobjective of the study is worked, and who arewilling to participate the study will sign a consentform and then examination was performed. Afterthat we do the questionnaires, included the formdata of anamnesis, physical examination andlaboratory investigation. Blood samples were takenas much as 3 cc by using a tube serum separatortube (SST) and then they will be sent to alaboratory for examination (Prodia MakassarLaboratory) for measure the levels of C-reactiveprotein. Patients were followed monthly theirpregnancy until the labor time. Final data captureand collect include preeclampsia and time of birth.Data analysis using Fisher’s Exact test and MannWhitney test.The inclusion criteria of this study werepregnant women with second trimester ofpregnancy (24-28 weeks) that antenatal andplanned deliveries in the city of Makassar, andwomen with a complete personal identity andhas a phone number that can be contacted andvolunteered to followed this study.Pregnant women with history of metabolicdiseases such as diabetes mellitus, cardiovasculardisease, and coronary heart disease, wereexcluded. And if the blood sample lysis, the datawere incomplete or did not follow the entireprocedure, and patients withdrew for certainreasons.
RESULTSIn this study, we got 115 of the second trimesterpregnant women, with gestational age range 24-28weeks who were willing to be the subject of studyfrom the beginning to the end of the study. Of the115 subjects, obtained 9 (7.8%) of women whobecome preeclampsia during the study and serveas a research group, and 106 people who did notbecome preeclampsia used as a control group.From Table 1 we can see the tendency of
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preeclampsia occurs at age 20-35 years, womenwho did not work, and multiparous.
Table 1. Distribution of General Characteristic of theSamples
Characteristic

Preeclampsia
(n = 9)

not Preeclampsia
(n = 106)

p
n % n %

Age (years)< 20 and > 35 2 22.2 28 26.4 0.56920 - 35 7 77.8 78 73.6
OccupationEmployer 3 33.3 15 14.1 0.147Housewife 6 66.7 91 85.9
ParityNullipara/primipara 4 44.4 74 69.8 0.118Multipara 5 55.6 32 30.2

In Table 2, the data stratified by risk factors ofpreeclampsia. Of the 23 subjects who did not havethe risk factors were 2 (8.7%) subjects whodeveloped into preeclampsia, whereas 92 subjectswith risk factors obtained 7 subjects whodeveloped into preeclampsia. Between 5 ofpreeclampsia risk factors identified in the studysubjects, subjects with risk factors of age over 40years (16.7%), Nulli / primiparous (5.1%), historyof previous preeclampsia (33.3%), a history ofhypertension in pregnancy in mothers or sisters(10%), which later developed into preeclampsia,although not statistically significant (p <0.05).Table 3 shows the mean value (mean) ofC-Reactive Protein in the preeclampsia group andnon-preeclampsia group. There is no significantfound a relationship between preeclampsia groupand non-preeclampsia group instead in case ofelevated levels of C-Reactive Protein.

Table 3. Correlation between C-Reactive Protein withPreeclampsia
Preeclampsia

(n = 9)
No Preeclampsia

(n = 106)
pCRP level 5.05  1.153 3.36  0.265 0.094

In addition, the mean CRP levels in those withpreeclampsia was 33.5%, higher when comparedwith the group with not preeclampsia. Figure 1shows the distribution of CRP levels in the studysubjects. Figure 2 shows the difference in CRPbetween groups of preeclampsia and non-preeclampsia. In the plot of these data, it appearsthat CRP levels are not evenly distributed well. Itlooks at the median value which is not precisely inthe middle of the box and whisker at the top andbottom do not have the same length, one ofanother has a length more than others. It can beconcluded that CRP levels are not distributednormally.

Table 2. Characteristic Datas of the Risk Factors of Preeclampsia
Characteristic

Preeclampsia no Preeclampsia
Total p

n % n %No risk factor 2 8.7 21 91.3 23 0.572Age > 40 y.o 1 16.7 5 83.3 6 0.394Nulli/Primipara 4 5.1 74 94.9 78 0.118History of prior preeclampsia 1 33.3 2 66.7 3 0.219History of hypertension in pregnancyat their mothers or sisters 1 10 9 90 10 0.573Gemelli delivery 0 0.0 2 100 2 0.849

Figure 1. Spreading of C-Reactive Protein Level at Vari-ous Samples Study

Indones J20  Nasruddin et al Obstet Gynecol



DISCUSSIONThe results of this study showed that 115 sampleswith second trimester of pregnancy whose CRPlevels were checked, as much as 9 subjects whodevelop preeclampsia. Of the 9 patients whodevelop preeclampsia, a total of 4 patients hadhigher levels of C-reactive protein, which iscategorized as high ( 4.9 mg / l), 4 patients hadmedium levels of C-reactive protein, which iscategorized as moderate (1.8 - 4.8 mg / l), andthere is one patient who had lower levels ofC-reactive protein (<1.8 mg / l).Based on the study results, there is a tendencyof patients with preeclampsia had higher levels ofC-Reactive Protein. The mean of CRP in patientssuffering from preeclampsia is 5.05 mg / l. Of the9 patients who suffer from preeclampsia, therewere two patients who do not have risk factors forpreeclampsia. Based on Fisher’s Exact test resultsconducted between risk factors for preeclampsiawith the incidence of preeclampsia, there is notfound significantly the relationship between riskfactors and the incidence of preeclampsia. Thismeans that the risk factors that exist is not aconfounding factor in this study.The incidence of preeclampsia varies; it isaffected by parity, race / ethnicity, geneticpredisposition, environment, socioeconomy andother factors. It is reported that the incidence ofpreeclampsia in nulliparous population rangesfrom 3 to 10%. In this study, we found as many

as 23 subjects who did not have preeclampsia riskfactors, but there were 2 (8.7%) of them developedinto preeclampsia. It shows how a pregnancy cantrigger a state of hypertension remains a mysteryalthough more research is trying to solve it.3Extremes of maternal age (under 20 years andabove 35 years) increases the risk of pre-eclampsia.5 In this study, 30 subjects belongs inthe extreme age and two of them suffered frompreeclampsia. Data on demographic characteristicsconducted by Qiu et al (2004) reported that nosignificant difference between preeclampsia andcontrol groups on the age of the subject.4 Duckittand Harrington (2005), report of 5 cohort study ofrisk factors for preeclampsia, multipara with ahistory of preeclampsia increases the risk untilseven-fold (RR 7.19 95% CI 5.85 to 8.83) on fivecohort studies.8 In this study, we found thatbetween 3 subjects who have risk factors multi-para with a history of preeclampsia earlier, gained1 (33.3%) subjects experienced preeclampsia.Subjects with a history of preeclampsia in theirmother and sister of three-fold increase risk (RR2.90 95% CI 1.49 to 8.67), and 10 cases obtained1 (10%) incidence of preeclampsia, although notstatistically there is no significance result (p<0.05).1,8 It is associated with genetic factors,hereditary tendency due to the interaction ofhundreds of genes inherited from both father andmother which controls a number of metabolic andenzymatic functions in every organ, clinicallymanifest in women who develop preeclampsia.3According Gammill et al (2010), the role of CRPis particularly interesting in the case of obesity,because CRP is closely related to BMI and is alsodirectly affected by the endocrine function ofadipose tissue.9 Benyo et al (2001), shows thatthere is no difference between the expression ofpro-inflammatory cytokines in the placenta ofwomen with preeclampsia compared with controls,so we could say that the increase in inflammatorymarkers in preeclampsia maternal derived fromnon-placental source.10 The main CRP is producedby hepatocytes, under the influence of interleukin-6 (IL-6) and tumor necrosis factor-alpha (TNF-).Both of pro-inflammatory cytokines are producedby adipose tissue. Interestingly, IL-6 and TNF-also increased in preeclampsia which is clinicallymanifested.The association between obesity and preeclamp-sia has been investigated. In a study aiming to

Figure  2. The Difference between CRP Level of Pre-eclampsia Group and non-Preeclampsia Group
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understand how the mechanisms by which obesitypredispose to preeclampsia, Bodnar et al (2005),found that increased of inflammation (measuredby CRP), with a combination of hypertrigly-ceridemia, covering about a third of the increasein such risks.11 Never the less, in this study, BMImeasurement in the second trimester of pregnancycan not be used as a source of data that can beassociated with CRP because the measurementbased on height and weight during pregnancy isalso associated with fetal weight, so they weredifficult to assess the real IMT, unlike the BMImeasurement before pregnancy or early inpregnancy.It has been proposed that CRP, in accordancewith its function, is able to elicite the inflammatoryresponse characteristic of preeclampsia.12 CRP isincreased in those with preeclampsia; however,there is still debate regarding the potential utilityof CRP as an early marker for preeclampsia.13 Wolfet al showed that elevated levels of CRP during thefirst trimester in women suffering from preeclamp-sia, where Savvidou et al (2002), showed that CRPlevels at the end of the second trimester was notassociated with preeclampsia.14,15In this study of 115 subjects showed whom CRPlevels were examined in the second trimester ofpregnancy, 9 subjects with preeclampsia was 4 ofwhich have high levels of CRP, and there is one thatis low CRP levels but experienced preeclampsia. Inaddition, of the 106 subjects who did not developpreeclampsia, a total of 26 subjects have high levelsof CRP but did not develop preeclampsia. Thissuggests that the increasing of CRP was notsignificantly different with the incidence ofpreeclampsia which was obtained p> 0.094.
CONCLUSIONSIn this study, there were 9 cases of preeclampsiaamong 115 subjects studied, where there is atendency of increase in the incidence of pre-eclampsia in pregnant women with risk factorsfor age over 40 years, nulli / primiparity, previoushistory of preeclampsia, and family history ofhypertensive disorder in pregnancy. CRP levels inthe preeclampsia group on average higher thanthose not preeclampsia, but these results can notbe used as value for predicting preeclampsia.Further research needs to be carried out by usingother parameters to determine the extent of

C-reactive protein is able to identify women athigh risk of developing preeclampsia.
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Relationship between Vaginal Sialidase Levels with
Threatened of Preterm Labour

Hubungan antara Kadar Sialidase Vagina dengan Ancaman Persalinan Prematur

Bambang Sulistyo, Najoan N Warouw, Eddy SuparmanDepartment of Obstetrics and GynecologyFaculty of Medicine Universitas Sam Ratulangi/Prof. Dr. R.D. Kandou General HospitalManado

INTRODUCTIONPreterm labour remains an important cause ofperinatal morbidity and mortality in developingcountries. Preterm labour, especially those thatoccur before 34 weeks’ gestation, leads to : ofoverall mortality in neonates. The infant mortalityrate of preterm and very preterm (gestational age<32 weeks) were 15 and 75 times higher thanbabies born aterm. Premature infants who survivewill suffer serious morbidity short terms, such asrespiratory distress syndrome, bronchopulmonarydysplasia, interventricular haemorrhage, retino-pathy of prematurity result, whereas at the longterm, such as developmental disorders and neu-rological disorders. The morbidity rate may bereduced by doing a prevention of preterm birth

procedure such as early and accurate predictions,eliminate the risks and delay the onset of labourto do an intervention using various treatmentssuch as tocolytic, corticosteroids, and antibioticprophylaxis. One pathogenic process of prematurelabour is inflammation.1Pregnancy (gravidity) is called at term ifbetween 37 - <42 weeks since the beginning of thelast 28 days menstrual cycle. According to WHOpreterm labour is labour that occurs between theages of 20 weeks to about 37 weeks of thebeginning of the last menstrual cycle (28 days).2In this context, developing countries have a higherincidence rate than developed countries. For thepast 10 years, the incidence of BBLR hospitalsnationwide was 27.9%. Approximately, the birth

Abstract

Objective: To investigate the association between vaginalsialidase levels and threatened of preterm labor.
Methods: A cross sectional study design was used. Subjects weredivided into two groups; the first group were pregnant women withthreatened of preterm labour, whereas the second were pretermpregnant women in Prof. Dr. R.D. Kandou Manado hospitals andnetwork hospitals, during the period between August 2016 andOctober 2016. Data were analyzed with SPSS version 20 to see thesignificancy levels.
Results: From the 16 pregnant women with threatened ofpreterm labor and 16 pregnant women with preterm pregnant,the statistical t test showed that there were significant differencesaverage level of sialidase vagina between the threatened ofpreterm labor and preterm pregnant group (p = 0.000).
Conclusion: There is a relationship between the incidencethreatened of preterm labor with vaginal sialidase levels.[Indones J Obstet Gynecol 2018; 6-1: 23-27]
Keywords: bacteria, threat of preterm labour, vaginal sialidase

Abstrak

Tujuan: Untuk melihat adanya hubungan antara kadar sialidasevagina dengan ancaman persalinan prematur.
Metode: Penelitian ini adalah studi potong lintang, dilakukan padakelompok ibu hamil dengan ancaman persalinan prematur dan ibuhamil prematur di RSUP Prof. Dr. R.D. Kandou Manado dan RSjejaring, mulai Agustus 2016 sampai dengan Oktober 2016. Datadia na lisis deng a n SPSS versi 20 untuk meliha t  t ing ka tkemaknaannya.
Hasil: Dari 16 ibu hamil dengan ancaman persalinan prematur dan16 ibu hamil dengan hamil prematur, pada uji statistik t-testmenunjukkan bahwa ada perbedaan yang bermakna kadar rata-rata sialidase vagina antara kelompok ancaman persalinanprematur dan kelompok hamil prematur (p=0,000).
Kesimpulan: Ada hubungan antara kejadian ancaman persalinanprematur dengan kadar sialidase vagina.[Maj Obstet Ginekol Indones 2018; 6-1: 23-27]
Kata kunci: ancaman persalinan prematur, bakteri, sialidase vagina
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rate in Indonesia is 5000.000 people per year,which could be calculated into infant mortality56/1000 live births, equal to more or less 280,000per year.3Approximately 50% of the causes of pretermlabour are unknown, and about 12.5% of pretermbirth was preceded by premature rupture ofmembranes, wherefore, mostly due to factors ofinfection.4 One basic pathogenesis of pretermlabour is inflammation. From all of theetiopathogeneses, the most common cause ofpreterm labour is an infection, which means thatthe process of infection in the vagina and cervix(genital tract) may damage the vaginal mucosa andcervical barrier, thus bacteria can reach the uterus.In the vaginal mucosa consists of mucusglycoproteins (mucin) containing an antibacterialsuch as IgA, lactoferrin, and lysosomes. All this iscontained in the surface epithelium of the vaginaand cervix. In state of infection, mucus enzymes,digesting enzymes, were produced by bacteriasuch as sialidase, -Galactosidase, -N-Acetyl-hexosaminidase, a mucinous enzyme. This sialidaseenzyme that can damage the vaginal mucosa andcervix into the uterus resulted in bacteria.Sialidase enzyme is also elevated in bacteria thatcolonise in the vagina. Sialidase produced bybacteria would lower the immunity of the vagina.Sialidase may potentially lower vaginal mucosalprotective factors such as mucin, cytokines,immunoglobulins, antimicrobial molecules,and immune cell receptors.5Howe and Wiggins reported that the levels ofvaginal sialidase could be used to detect thepresence of genital infections as well as thepossibility of preterm labour in pregnant women.In this research, it concluded that the increasedenzyme sialidase (BSM, p <0.005).6To this date, studies regarding have never beendone at the department of Prof. Dr. R.D. KandouManado. This study is aimed to investigate thepredictors of preterm labour at Prof. Dr. R.D.Kandou Manado.
METHODSThis was across-sectional study between thethreatened of premature labour group and thepremature pregnant group that conduct at RSUPProf. Dr. R.D. Kandou Manado and its network

hospital. Generally, this research aims tocomprehend the connection between vaginalsialidase levels with the threatened of prematurelabour.The research was conducted at RSU Prof. Dr.R.D. Kandou and its hospital networks in Manadofrom August 2016 to October 2016. From thesample, based on data collection, it obtained a totalsample of 16 groups with the threatened ofpreterm labour and 16 groups of preterm pregnantwomen who meet the inclusion and exclusioncriteria. Examination of a vaginal swab to detectthe enzyme sialidase vagina.Subjects were all pregnant patients underthreatened of preterm labour and pretermpregnant women with normal pregnancies whomeet the inclusion and exclusion criteria. Thesample is part of a selected population, whichincludes all pregnant patients prematurely withthe threatened of preterm labour and pretermpregnant with normal pregnancies were examinedat the obstetric department of Prof. Dr. R.D.Kandou Manado and its hospital networks. Theresearch subject took a vaginal swab for a sampleto be determined through the rejection andacceptance criteria.A set of acceptance criteria for the researchsample were patients agreed to participate in thestudy, patients with prematurity (gestation lessthan 37 weeks) with infants <2,500 gram, motherwho threatened preterm labor (pregnancy lessthan 37 weeks) with infants <2,500 gram, possessa valid information when the day her last mens-trual period (LMP), and single-fetus pregnancieseither ultrasound or physical examination.Whereas, the rejection criteria for the researchsample were patients who did not know their lastmenstrual period (LMP), pregnant patients withgestational multiple, polyhydramnios, congenitalanomalies of the fetus, pregnant patients withanaemia: Hb <10 g / dl, has a systemic infection,diabetes, hypertension, liver disease, kidney, andmalignancy, suffered an amniotic prematurerupture membrane.Patients who met the inclusion criteria and thenexamined the levels of enzyme sialidase vagina byway of vaginal swab results for vaginal swab isinserted into the transport tube and then examinedusing neuraminidase kit. Quantitative Examination
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of the vagina with sialidase levels spectrophoto-metrically, a sensitivity of 1.0 pg/ml using ahuman sandwich kit neuraminidase (NEU) Elisakit catalogue: MBS720861.Each patient would be enrolled in this researchadjusted to the principles of research ethics, thatevery pregnant woman premature enrolled in thisstudy will be conducted counselling before handwith an explanation of the purpose and objectivesof this research. If you agree, then the candidatemust sign an agreement research study.Analysis and data processing were carriedout by the authors under statistics supervisor.Meanwhile, the data collection will be carried outby the researcher. It is executed both manually andcomputerised by using the software programStatistical Product and Service Solution (SPSS)for Windows version 20.
RESULTSAfter effectuating research in RSU Prof. Dr. R.D.Kandou Manado and hospital networks in Manado

from August 2016 to October 2016. This study hasexamined 16 pregnant women with threatened ofpreterm labor and 16 pregnant women withpremature pregnancy.The results of this study are presented below.
Table 2. Data Distribution of Vaginal Sialidase levels

Parameter
Sialidase Vagina

(ng/ml)

Premature
Gestation
(n=16)

Preterm Labour
Threat (n=16)

Mean 245.46 710.16Minimum 109.83 22.76Maksimum 472.44 1432.43p Normalitas 0.389 0.104
Table 3. Results of Relations Vaginal Sialidase Levels

Parameter
Sialidase Vagina Levels (ng/ml)

Mean SD pThreatened of PretermLabour 710.16 291.02 0.000Premature Pregnancy 245.46 104.21 0.000
Table 1. Research Subject Characteristic

Variabel Premature Gestation
n (16)

(%) Preterm Labour
Threat n (16)

(%)

Age< 20 1 6.25 6 37.521 - 24 2 12.5 2 12.525 - 29 2 12.5 2 12.530 - 35 8 50.0 4 25.0
 35 3 18.75 2 12.5
ParityPrimigravidity 2 12.5 5 31.25Multigravidity 14 87.5 11 68.75

EducationBachelor 2 12.5 1 6.25High school 11 68.75 13 81.25Junior High school 3 18.75 1 6.25Primary School 0 0 1 6.25
OccupationEmployee 6 37.5 2 12.5Housewife / Unemployee 10 62.5 14 87.5

Age Pregnancy28 - 32 7 43.75 9 56.2532 - <37 9 56.25 7 43.75
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DISCUSSIONIt appears that the level of sialidase on thethreatened of premature labour group is higherthan the sialidase levels in the premature pregnantgroup. Furthermore, the average level of sialidasevagina on the threatened of preterm labour groupwas higher than premature pregnancy group(710.16 pg / ml and 245.46 pg/ml). It means thatthe highest value of vaginal sialidase levels in thegroup of the threatened of preterm labour is higherthan the group of preterm pregnancy (1432.43pg/ml and 472.44 pg/ml). Whilst, levels werelowest in the group threatened of preterm labourof 22.76 pg / ml and in the group of prematurepregnancy 109.83 pg/ml. Test normality ofthe data distribution vaginal sialidase levelsis done by using the Shapiro-Wilk test at thesignificance level of 0.05, based on the testdata is normally distributed vaginal sialidaselevels (p > 0.05). It is seen that the levels of vaginalsialidase can also be detected in the casenormally of premature pregnancy. According tothe report Ann MB, et al (1992), which concludedthat elevated levels of sialidase vagina weredetected in 42 women (84%) of the 50 womenwhose vaginal discharge containing thebacteria (bacterial vaginosis) compared to 19women vaginal discharge does not containbacteria / do not suffer from bacterial vaginosis(p < 0.001). The vaginal fluid of women who havebacterial vaginosis has sialidase levels of around9.8 u compared with 2.5 u in women who do notsuffer from bacterial vaginosis. And the source ofthe activity of this enzyme is produced by thespecies of Bacteroides and Prevotella in thevagina.7Analysis of the relationship between the vaginalsialidase levels of threatened of preterm labourgroups and premature pregnancy groups wasperformed using the test towards variable t(independent variable), it can be concludedwhether there were significant differencesbetween vaginal sialidase levels in the group withpreterm pregnancy compare to the group with thethreatened of premature labour. Based on a resultof the test towards variable t, there weresignificant differences between the twogroups, p < 0.000. So it can be concluded there isa correlation between the incidence threatened ofpreterm labour with vaginal sialidase levels. In thisresearch, vaginal sialidase levels increased due toan inflammatory process that produces the vaginal

sialidase enzyme on vaginal passage. In the stateof infection mucus enzymes digesting enzymeproduced by  bacter ia  such as  s ia l idase ,
-Galactosidase, -N-Acetylhexosaminidase, enzymesmucinous. Sialidase potentially lowering vaginalmucosal protective factors such as mucin,cytokines, immunoglobulins, antimicrobialmolecules, and immune cell receptors.5Howe and Wiggins reported that the levels ofvaginal sialidase can be used to detect the presenceof genital infections and detecting the possibility ofpreterm labour in pregnant women.6 Furthermore,Zang, et al (2002) compared the 80 pregnantwomen with bacterial vaginosis and 60 normalpregnant women at the same gestational age, thenan examination of vaginal sialidase, concluded thatthere were significant differences between the twogroups, p <0.0001.8 Moreover, Cauci, et al (2011)in its analysis said that an increase in vaginalsialidase levels was measured at 12 weeks ofpregnancy was associated with increased incidenceof premature labour and increased levels thenincreased the incidence of premature labour.5In a research report; Howe, et al (1999) indicatethat the mucinase activities and sialidase onvaginal microflora is an implication of the labor /threats of premature to conclude that the 31pregnant women with vaginal infections and testsof enzyme activity hydrolase, there is increasedactivity of the enzyme significant enzyme sialidasein women with labor/threatened of pretermlabour to the statistical test (p <0.005).6The most optimal sensitivity value (93.8%) andspecificity (100%). Above results in accordancewith Bradshaw, et al (2005) in its report on theevaluation of the test in women with bacterialvaginosis using detection devices that the enzymesialidase test tool show sensitivity at 88%, 95% CI(81-93%) levels, and specificity figures 95%, 95%CI (91-98%) compared with conventional case.9Whereas, the examination of Zang, et al (2002)compared the 80 pregnant women with bacterialvaginosis and 60 normal pregnant women at thesame gestational age, and then examined the levelsof vaginal sialidase the results of a sensitivity96.7% and specificity of 97.5%.8Cauci, et al (2011) in its research report indicatethe number sialidase levels > 5 nmol, > 10 nmol, >14 nmol associated with a significant incidence ofearly preterm birth.5 In accordance with that,Marconi, et al (2013) stated that the levels of

Indones J26 Sulistyo et al Obstet Gynecol



sialidase vaginal bacterial vaginosis state showedthe highest rate of 800 ng/ml.10 Whilst, In thisresearch the highest number 1433.43 pg/ml(143.343 ng/ml). Sanita C, et al (2015) alsoreported that 35 of the total 52 pregnant patientswith bacterial vaginosis were detected in thepresence of enzyme activity levels of the enzymesialidase with a median of 10.3 ng/ml (range0.0-163.3 ng/ml) were correlated with pretermlabour and membranes ruptured.11 In this study,vaginal sialidase levels in threatened of pretermlabour median result of 736.41 pg/ml (73.641ng/ml). The results of these studies support theconclusion that the bacteria associated with anenzyme that affects the mucosal barrier that canprovide entry for bacteria into the reproductivetract that will cause a local infection in the birthcanal.
CONCLUSIONThere is a difference in meaning between thethreatened of preterm labour and prematuredelivery group. So it can be concluded that there isa correlation between the incidence threatened ofpreterm labour with vaginal sialidase levels.

RECOMMENDATIONVaginal sialidase levels may be one of the earlypredictors threatened of preterm labour case. It isimportant to do a further research with moresamples and evaluation of outcomes of pregnancyalso is necessary to breed the bacteria that producethe type of hydrolase enzymes in threatened ofpreterm labour that can be used to support theprocess of infection that may act as the cause oftheir state of prematurity.
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Internet Based Infertility Information  in Bahasa Indonesia Quality Survey

Survei Kualitas Informasi Infertilitas pada Situs Internet Berbahasa Indonesia

Andon Hestiantoro, Intan KusumaningtyasDepartment of Obstetrics and GynecologyFaculty of Medicine Universitas IndonesiaDr. Cipto Mangunkusumo HospitalJakarta

INTRODUCTIONInfertility in Indonesia is a unique and complexproblem as it involves various cultural back-grounds and beliefs in the society. Informationrelated to infertility is a sensitive and personalissue due to negative stigma to infertile partners.Thus, the access and reliability of the informationrelated to infertility becomes paramount.1There is no difference between the infertilecouples and other Internet users. A surveyconducted to 200 infertile couples showed thatsome of these couples utilized the Internet to

obtain more information related to infertility. Inaddition, two third of female users were highlyinfluenced by the information that they got fromthe Internet to find a solution to infertility.2Nowadays, the Internet is a part of everyone’slife. Many information could be easily accessedthrough the Internet including health topics. Astudy conducted by the Internet WorldStatistics (2007) revealed that two third of theUK population used the Internet. Meanwhile, asurvey conducted by the Harris Poll Group (2007)suggested that 60-80% of Internet users search

Abstract
Objective: To assess the quality of websites providing informa-tion on infertility and its management in Bahasa.
Methods: Differences between website types and affiliates wereassessed for the credibility, accuracy and ease of navigation usingpredefined criteria. We used Google search engine with the keyword"infertilitas" and we assessed 50 websites in Bahasa that relates withinfertility.
Results: The content credibility for most of the sites has adequatescore with range of score 60 to 80 for 68% sites. Content accuracyfor most of the sites have scores more than 60, with 24% or 12sites with scores 60 to 80 and 44% or 22 sites have scores above80. The ease of navigation for most of the sites, 47 sites or 94%has scores more than 60.
Conclusion: The quality of internet based infertility information inBahasa is adequate for category credibility, accuracy and ease ofnavigation.[Indones J Obstet Gynecol 2018; 6-1: 28-33]
Keywords: bahasa, infertility, information, internet, quality

Abstrak
Tujuan: Untuk mengetahui gambaran kualitas isi informasi diinternet mengenai infertilitas pada situs berbahasa Indonesia.
Metode: Penelitian ini menggunakan desain potong lintang. Melaluimesin pencari Google dengan kata kunci infertilitas, kemudian dipilihlima puluh teratas situs internet berbahasa Indonesia. Kemudiandilakukan identifikasi dan dikelompokkan berdasarkan kategoripenulis, domain dan komersialisasi. Situs kemudian dilakukan telaahmengenai kredibilitas, akurasi dan kemudahan navigasi sesuaidengan criteria pada definisi operasional.
Hasil: Kredibilitas konten tentang infertilitas pada studi ini didapat-kan sebagian besar situs yang dilakukan survei memiliki nilai skorkredibilitas yang memadai dengan rentang skor kredibilitas 60hingga 80 pada 68% situs. Akurasi konten tentang infertilitas padastudi ini didapatkan sebagian besar situs memiliki skor akurasiyang baik yaitu sebanyak 12 situs atau 24% dengan skor 60 hingga80 dan 22 situs atau 44% dengan nilai skor di atas 80. Kemudahannavigasi pada situs internet berbahasa Indonesia mengenaiinfertilitas, pada studi ini didapatkan sebagian besar situs memilikinavigasi yang mudah dengan skor total kemudahan navigasi di atasnilai 60 sebanyak 94% atau 47 situs.
Kesimpulan: Sebaran kualitas isi informasi mengenai infertilitaspada situs internet berbahasa Indonesia memadai dari aspekkredibilitas, akurasi dan kemudahan navigasi.[Maj Obstet Ginekol Indones 2018; 6-1: 28-33]
Kata kunci: bahasa, infertilitas, informasi, internet, kualitas
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information related to their health and themanagement choices to refer to.3 There were9 1 %  o f  i n f e r t i l e  couples that searchedinformations related to their conditions from thesearch engine. Information related to infertilitycan be accessed through search engine such asGoogleTM and YahooTM.In Indonesia, studies related to the health infor-mation quality from the Internet, especially thosethat are related to infertility, have never been con-ducted. On the other hand, cyberspace through so-cial media today is used as source of informationespecially for adolescences and those inreproductive ages.4 Therefore, there is a need onconducting researches related to the quality ofinformation provided in Bahasa Indonesia from theInternet.
METHODSThis was a cross-sectional study. Using the key-word "infertility" through GoogleTM as the searchengine, fifty Indonesian language websites areincluded. Subsequently, further identification andcluster on the websites were conducted based onthe categories of the writers, domains andcommercial purposes. This study was continued tocomprehend the credibility, accuracy and ease onnavigation on the basis of the criteria in relation tothe operational definition.

RESULTS AND DISCUSSIONA total of 60 patients were recruited in this study.Data collection was conducted during the period ofJanuary 1st, 2016 to April 1st, 2016. The study wasmanaged through Google with the keyword"infertilitas". In this study, we found fifty websitesin Bahasa Indonesia with the topic of infertility.These websites were grouped based on thecategory of the writers that were written byindividuals, health organization and non-healthorganization. The sites were managed based on thedomain types, including .com, ac.id, .org, .blog, .coand .net. Further classification was also conductedbased on commercial and non-commercialpurposes. (Table 1) From Google as the searchengine and the keyword "infertility", first websiteto appear was a non-commercial website followedby commercial website as the third rank.

Table 1. Websites Charateristics in Bahasa IndonesiaCharacteristic N (%)Category of writersIndividual 11 (22)Health organization 30 (60)Non-health organization 9 (18)Type of domain.com 22 (50).ac.id 4 (8).blog 14 (28).co 4 (8).net 5 (10).org 1 (2)Commercial purposesCommercial 11 (22)Non-commercial 39 (78)
Generaly, the websites appraisal related to theircredibility and accuracy could be improved, but theuser-friendly navigation of the sites had goodscores. In the credibility category, all groupsperformed good scores referring to six criteriaincluding authors, an up to date information,statements, peer-reviewers, and commercialpurposes by having advertisements and sponsors.Name of the authors were found in 58% or 29 sites,while 54% (29 websites) were found to be updatedrelated to infertility information. In general, scoresof other categories such as statements and peer-reviewer were low by only 4% (2 sites) incombination. On the other hand, there were 60%(30 sites) that had commercial on their sites, while24% (12 sites) with sponsors.Appraisal in relation to the accuracy of the sitesincludes two categories, which are coherency andreferences. Overall, there were 22 sites (44%)following the guideline, whereas only 10 sites(20%) that put the references. Ease of sitenavigation consist of six categories, includinginternal and external links, links to externalwebsite, feedback form, frequently askedquestions, sitemaps and built-in search engine.There were 96% (48 sites) have internal andexternal links and sitemaps. Moreover, 76% (38sites) had built-in search engines, 58% (29 sites)had feedback form, 8% (4 sites) includingfrequently asked questions, and only 6% (3 sites)have external directed links. (Table 2)
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Table 2. Websites Charateristics of Credibility, Accuracyand Ease to NavigateCharacteristics N (%)CredibilityAuthor 44 (88)Update information 42 (84)Statements 27 (54)Peer-review 31 (62)Advertisements 40 (80)Sponsors 36 (72)AccuracyGuidelines 38 (76)Reference 34 (68)Ease to navigateInternal and external links 49 (98)Redirect link 28 (56)Feedback 35 (70)Frequently asked questions 30 (60)Sitemaps 50 (100)Search engine 46 (92)
Medical information in regard infertility wereclassified to eight topics, which were definition,causes of infertility, pathogenesis of infertility,diagnosis of infertility, medical treatment,procedural management, prevention andpsychological aspects of infertility. (Table 3)

Table 3. Websites Characteristics based on MedicalInformation Contain
Characteristic N (%)Definition 50 (100)Cause 49 (98)Pathogenesis 21 (42)Diagnosis 36 (72)Medical treatment 37 (74)Procedural management 16 (32)Prevention 17 (34)Psychological management 16 (32)

Internet Site Score  in Bahasa IndonesiaOverall score from three categories above (credi-bility, accuracy and ease to navigate) are above 60in total. The scores of credibility from 34 sites werein the range of 60 to 80, while six sites had thescore of 80 to 100. The last ten sites scores werebelow 60.In this category of accuracy, there were 12 siteswhich obtained total score of 60 to 80 and 22 sitesobtained total score of 80 to 100. 16 of the sitesobtained total score of less than 60.In this ease of navigation category, there aresome sites with ease of navigation score above 60.There were 22 sites which obtained score of 60 to80 and 25 sites which obtained total score of 80 to100. Only minority of the sites (5 of them) obtainedtotal score of less than 60.
Comparison of Total Average Score

Total Average Score ComparisonsThere is not much difference in total average scoreof credibility and accuracy categories betweenwebsites that come from medical organizationsand non-medical organizations. Statistically, therewere not much of substantial difference betweenthe three categories of average score of credibility(p=0.550), accuracy, (p=0.563), and ease ofnavigation (p=0.305) within both groups. Therewere significant differences in average score ofaccuracy and navigation between .com sites andac.id sites. In the category of credibility, there arenot much considerable differences with score of p> 0.05. On the other hand, in the category ofaccuracy and navigation there were substantialdifferences with each having score of p < 0.01 inthe category of accuracy and p = 0.047 for the easeof navigation. Both categories of accuracy andnavigation. For both categories of accuracy andnavigation, there were not much differences witheach having score of p < 0.01 in accuracy and p =0.047 for ease of navigation. There were not muchdifferences in total score of accuracy andnavigation categories with the score of p > 0.05. Inthe category of credibility, there was noticeabledifference statistically between commercial andnoncommercial websites with p = 0.002.
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The accuracy of information in websites aboutinfertility is one of issues which are now the topicof discussion.5 Nevertheless, with this research,there are 16 sites that have total accuracy score ofless than 60. This research is different with earlierStudies by Jain and Barbieri regarding the qualityof information about infertility on the Internet,especially regarding the accuracy of presentedinformation.5,6 The difference is perhaps connectedto the criteria of accuracy measurement used inthis study is different with previous studies.7 in thisstudy, the criteria of accuracy used are when thereare matches between provided information withclinical guide and the displaying of libraryresources.8 Other than that, the limit of the scoreused in this study was 60, the difference inappraisal of information from the websites couldalso be caused by the difference in limit of scoreprovided between the studies.9Related to the accuracy of information in thewebsites, there are very few sites that display thestudy of a library resources.10 while the processmentioned is critical to determine whether apublicized study is suitable to use as a resource.11This shows that minimal regulation related topublication will affect the credibility of theinformation. Thus may lead the website users towrong decision related to their infertility.Comparing all category, ease to navigate receivedthe highest score with most websites (47 sites) inabove 60.12 There were only three sites gradedbelow 60. The result of this study is in line withprevious study by Eipstein and Rosenberg, 2005,who stated the ease to navigate of a website willincrease the accuracy and credibility of theinformation.13,14In this study, there were more websites writtenby health organization (60% or 30 websites)compared to individual (11 websites) or non-health organization (9 websites). Moreover, fromtop 50 search by Google, websites from healthorganization were dominating the outcome. On theother hand, a study conducted by Marriot et al,2008, showed different result with the users or thesite were mainly non-health organization.From the domain types, measuring from cate-gory of accuracy and ease to navigate, there was asignificant difference between .com domain andac.id domain. The .com domain had lower meanscore for both measurement mentioned. The rea-son behind is because those websites are mostly

from non-health organization and commercializedcompared to the ac.id domain.15 This same resultwas showed by a research by Huang et al, 2005and Selman et al, 2006 that stated the websitesfrom non-health organization had lower credibilityand accuracy compared to the websites written byhealth organization.2,15 Based on these studies, theinformation from the health organization websiteswere more comprehensive, thus more helpful forthe readers. Moreover, non-commercial websiteshad lower mean scores compared to commercialwebsites, measured from three categories(credibility, accuracy and navigation). Therewas a significant difference in the website credibil-ity category.Based on the studies by Huang et al, 2005 andJain and Barbieri, 2005, readers were having theirconcern related to the content quality fromcommercial websites. Therefore, it affects theoverall content of the sites.16,17 These differenceswill have impacts on the credibility and accuracyof infertility information. A study by Marriot foundthat websites from health organization were lessaccessible compared to those from non-healthorganization despite of specific keywordsentered.18 In this study, the key word used was"infertility", therefore websites that appear in top50 mainly came from healthcare organizations. Theword infertility was more popular in the field ofmedicine compared to other phrases like"intrusion of fertility". The influence of choosingthe keyword in regards to searching for websiteswas apparently significant in the results of thewebsites and the source of the websites, thus thechoice of keywords is critical to assess thecredibility and the accuracy of the websites. Thestudy by Ellsworth and Ellsworth in 1996 says thatwebsites from healthcare organizations fail to fulfilthe strategy of electronic commerce which leads towebsites from medical organizations lackingpopularity the findings are similar with the resultof the study by Theodosiou and Green 2003 alongwith Selman and friends, 2006.5,19 This fact issurely being one of the causes of websites fromnon-medical organizations are more well-knowncompared to websites from medical organizations.Contrary to this study, websites that came frommedical organizations earned higher sum andhigher ranking compared to websites from non-medical organizations. This might be due to lessinformation in websites from non-medicalorganizations regarding to infertility. Thus, more
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websites from medical organizations were morepopular compared to non-medical organizations.20We found that there were not much of substantialdifferences statistically between the categories ofcredibility, accuracy and ease of navigation fromthe type of writers on websites which were dividedinto writers that come from medical organizationsand writers that come from non-medicalorganizations.21Another study by Marriot, 2008, found thathealth organization credibility score was bettercompared to non-health organization. The possibleunderlying factor is the number of individualwriters from the non-health organization havegood credibility and accuracy score. Therefore, thedifference between health and non-healthorganization websites did not show any significantdifference.
CONCLUSIONThere is a moderate quality of infertility websitesinformation in Bahasa Indonesia analyzed fromaspects of credibility, accuracy and ease tonavigate. However, there were difficulties inassessing the quality content by using the currentscoring criteria.22 Although the scoring criteria iscomprehensive, it is only an indirect measurementof the websites content.23 In the future, we expectbetter scoring system that can represent threeaspects for the assessment.

RECOMMENDATIONMoreover, further study needs to be conducted tohave better quality assessment for the weight ofscore for each criterion. Hereinafter, there shouldbe an assurance of the credibility and accuracy ofinformation related to infertility provided inBahasa Indonesia. For further research, we suggestthat health resources to advices to the readers tobrowse a credible and accurate websites in BahasaIndonesia based on the criteria that was previouslyaccepted.24
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Pregnancy Outcome  in Infertility Patient with Endometriosis Cyst
after Laparoscopic Cystectomy

Luaran Kehamilan pada Pasien Infertilitas dengan Kista Endometriosis
yang Dilakukan Laparoskopi Kistektomi
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INTRODUCTIONThe World Health Organization (WHO) estimatedthat approximately 60-90 million couples hadinfertility problem or about 8-12% of all couple inthe world. Endometriosis is one factor that causesinfertility in female;1 approximately 20-40%infertile women have endometriosis. Endome-triosis prevalence in women in reproductive ageis around 3-10%.2,3

Infertility in endometriosis can be caused by 3main mechanism, including: disrupt ovum pick upby fimbriae due to adnexal anatomy alteration,interference of oocyte maturation or early embrio-genesis, and decreased endometrial receptivity tozygote implantation.4,5Infertility is correlated with disease severity.Woman with severe endometriosis have lowerestrogen level, fewer oocyte, lower pregnancy andimplantation rate than woman with mild endo-

Abstract

Objective: To investigate about the rate of pregnancy in womenwho had undergone laparoscopic cystectomy.
Methods: This was a retrospective study. Data were taken from themedical records of patients with infertility in Fatmawati Hospital,Jakarta, Indonesia. Data then analyze to know is there anyassociation between age, infertility duration, bilaterality of the cyst,tubal patensy, r-AFS stage with pregnancy rate.
Results: A total of 64 subjects were recruited in this study. Therewere 23 subjects (35.9%) that got pregnant within one year afterundergoing laparoscopic procedure. Those who were 35 years oldor less had a greater chance to get pregnant (p = 0.01, OR = 6.75),duration of infertility  3 years had a greater chance to getpregnant with OR = 3.2 and p value = 0.032, r-AFS stage II and IIIhad a greater chance to get pregnant to with (p = 0.04, OR = 3.25and 4.25).
Conclusion: The pregnancy rate after laparoscopic procedure is35.9% in this study. There are correlation between age, durationof infertility, and r-AFS staging with pregnancy rate.[Indones J Obstet Gynecol 2018; 6-1: 34-38]
Keywords: endometriosis, infertility, laparoscopy, pregnancy

Abstrak

Tujuan: Untuk mengetahui persentase pasien endometriosisdengan infertilitas yang hamil dalam waktu satu tahun pasca-prosedur laparoskopi dan faktor-faktor yang mempengaruhinya.
Metode: Penelitian ini merupakan studi kohort retrospektif, sumberdata berasal dari rekam medis dengan pendekatan penelitiandeskriptif-analitik kategorikal dengan menggunakan rekam medikpasien yang dilakukan laparoskopi di Rumah Sakit Fatmawati,kemudian di follow up untuk mengetahui kejadian kehamilannya.Data kemudian dianalisis untuk mengetahui hubungan antara usia,lama infertilitas, bilateralitas kista, patensi tuba, dan derajat r-AFSdengan kehamilan.
Hasil: Terdapat 64 subjek yang dianalisis. Sebanyak 23 subjek(35,9%) hamil dalam satu tahun pasca laparoskopi. Kelompok usia
 35 tahun memiliki peluang untuk hamil lebih besar dengan OR6,75 dan nilai p=0,01, lama infertilitas   3 tahun memiliki peluanguntuk hamil lebih besar dengan OR 3,2 dan nilai p=0,032, derajatr-AFS II dan III juga memiliki peluang hamil yang besar dengan OR3,25 dan 4,25 dengan nilai p=0,04.
Kesimpulan: Pada penelitian ini didapatkan angka kehamilan dalamsatu tahun pascalaparoskopi sebesar 35,9%. Terdapat hubunganantara usia, lama infertilitas dan derajat r-AFS dengan kehamilan.[Maj Obstet Ginekol Indones 2018; 6-1: 34-38]
Kata kunci: endometriosis, infertilitas, kehamilan, laparoskopi
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metriosis. Abnormal oocyte quality and embrio-genesis have a more role in decreasing pregnancyand implantation rate than decreased endometrialreceptivity in woman with endometriosis.6-8Laparoscopy is an important procedure tomanage infertility that can be used to diagnostic ortherapy. Laparoscopic adhesiolysis, resection, orablation of endometrial lession, and cystectomyusually performed in endometriosis cases. Thoseprocedures can increase fecundability in infertilitywoman.9
METHODThis was a retrospective study. Data were derivedfrom the medical records with categorical analyzisstudy to find pregnancy rate after laparoscopiccystectomy in infertility patient with endometriosiscyst in Fatmawati Hospital and it’s association withage, duration of infertility, bilateral/unilateral cyst,tube patency, previous pregnancy, and r-AFS gradeof endometriosis. This study was conducted inFatmawati Hospital during 1st February 2016 -30th December 2016.Population target is infertility patient withendometriosis cyst that underwent laparascopiccystectomy in Indonesia. Accessible population isinfertile patient with endometriosis cyst thatunderwent laparoscopic cystectomy in FatmawatiHospital during 1st January 2011 - 31st December2014.Inclusion criteria were infertile women, hadendometriosis, and had undergone laparoscopic

cystectomy. Those who refused to participate inthis study, had other conditions that cause infer-tility (leiomyoma uteri, adenomyosis, abnormalboth tube, or PCOS) abnormal sperm analysis(Azoospermia, Teratozoospermia, or asthenozoo-spermia), did not want or plant to have a child afterlaparoscopic procedure, no valid phone number oraddress to contact the patient, and menopause.Sample size of this study is 65.Data analyzed from total sample to getpercentage of patient that pregnant in one yearafter cystectomy laparoscopic. Endometriosisgrade defined from surgical report using r-AFSgrading. This study have ethical clearance andlocation permission from Fatmawati hospital.
RESULTSA total of 64 subjects were involved in this study.The mean age of the subjects was 32.5  4.5 yearsold. The characteristics of the subjects arepresented in Table 1. Chi square and Kolmogoro-Smirnov test were performed and the results areage (p=0.010), infertility duration (p=0.032), andr-AFS grade (p=0.010) have significant associationwith pregnancy rate within 1 year after lapa-roscopic cystectomy in infertility patient withendometriosis cyst. Odd ratio to each characteristiccan be seen in table 1. Whereas previous preg-nancy (p=0.153), non patent in one of tube(p=0.073), and endometriosis cyst bilaterality(p=0.082) did not have significant associationwith pregnancy rate after laparoscopic cystectomyin infertility patient with endomtriosis cyst.

Table 1. Association Infertile Patient with Endometriosis Cyst Characterisitc after Laparoscopic Cystectomy
Characteristic

Pregnant Not pregnant p
OR CI 95%

n % n %

Age

 35 y.o. 21 45.65 25 54.35 0.010a 6.72 1.29 - 65.2236 - 39 y.o. 2 14.29 12 85.7140 y.o. 0 0 4 100
Infertility duration

 3 years 11 55.0 9 45.0 0.032b 3.26 0.94 - 11.32> 3 years 12 27.27 32 72.73
Previous pregnancyPrimary Infertility 4 22.22 14 77.78 0.153b 0.41 0.08 - 1.59Secondary Infertility 19 41.30 27 58.70
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During follow up, 23 subject (35.94%) werepregnant. 9 of them (39.13%) were pregnantwithin 6 months as seen in Table 2.
Table 2. Pregnancy Rate within 1 Year after Laparos-copic Cystectomy in Infertility Patient withEndometriosis cyst

Interval Frequency % 95% CIPregnant 23 35.94 0.243 - 0.489< 6 months 9 39.13 0.197 - 0.6156-12 months 14 60.87 0.385 - 0.803Not pregnant 41 64.06 0.511 - 0.757Total 64 100
The pregnancy outcome are presented in Table3. From 23 subject that pregnant, 16 subject(69.56%) were end up with term pregnancy,4 subjects (17.39%) were preterm birth, 1 subject(4.34%) had ectopic pregnancy, 1 subject (4.34%)had miscarriages, and 1 subject (4.34%) wasIUFD.

Table 3. Pregnancy Outcome Infertility Patient withEndometriosis Cyst after Laparoscopic Cystectomy
Pregnancy outcome Frequency % 95% CITerm 16 69.56 0.471 - 0.868Preterm birth 4 17.39 0.049 - 0.388Miscarriages 1 4.34 0.001 - 0.219IUFD 1 4.34 0.001 - 0.219Ectopic pregnancy 1 4.34 0.001 - 0.219Total 23 100

DISCUSSIONAssociation between endometriosis and infertilityhas attracted many attention. Laparoscopy isone of method that can be choose to treatendometriosis. Laparoscopy have a role toincrease pregnancy rate in infertility patient withendometriosis. Meta analysis Cochrane reportedlaparoscopy could increase pregnancy rate by OR1.66; 95%CI 1.09-2.51.10 Marcoux et al, reportedthe pregnancy rate in 9 months after laparasccopyin endometriosis patient is 30.7%, while in controlgroup is 17.7%.11This study reported that pregnancy rate ofinfertilite patients with endometriosis cyst within1 year after laparoscopic cystectomy is 35.94%,with 39.19% of them were pregnant within 6months after laparoscopy. All subject that getpregnant within 6 month had r-AFS grade < IV and88.89% of them were  35 years old.This study result is lower than study by Lee etal (2013) that reported natural conception afterlaparoscopy in infertile women with endometriosisis 41.9% within first year, 66.7% of them pregnantwithin first 3 months and 94.4% of them pregnantwithin first 6 months.12 Jacobson et al. (2014)reported with meta analysis that pregnancy ratewithin first 2 years after laparosopic procedure is35.5% with 75% of them pregnant within first 12months after procedure.10Of study, there are numerous factors that couldpossibly associated with pregnancy rate afterlaparoscopic cystectomy in infertile patients with

Characteristic
Pregnant Not pregnant p

OR CI 95%
n % n %

BilateralityUnilateral 13 48.15 14 51.85 0.082b 2.51 0.78 - 8.16Bilateral 10 27.03 27 72.97
Tube patencyOne tube non patent 7 58.33 5 41.67 0.073b 3.15 0.72 - 14.40Both tubes patent 16 30.77 36 69.23
Grade r­AFSGrade II 6 66.67 3 33.33 0.010b 3.25c 0.64 - 16.43Grade III 12 46.15 14 53.8 4.15d 1.15 - 15.03Grade IV 5 17.24 24 82.76a = Kolmogorov-Smirnov testb = Chi-square testc = odds ratio grade II to grade IVd = odds ratio grade III to grade IV
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endometriosis cyst. First factor is age, from thisstudy, age divided into 3 group :  35 y.o., 36-39y.o., and  40 years old. Pregnancy rate in  35 y.o.group is 45.65% compared to 14.29% in 36-39 y.o.group and 0% in  40 y.o. group with p value =0.010. Therefore, we conclude that age  35 havehigher chance to get pregnant after laparoscopiccystectomy in infertility patient with endometriosiscyst compared to age > 35 y.o. with OR = 6.72. Leeet al (2013) reported all patient who get pregnantare < 35 y.o. in age with sample age between 20-39years old.12 Adamson et al (2010) divided age into3 groups :  35 y.o., 36-39 y.o., and  40 y.o. withhigher score in lower ages.13Infertility interval have significant associationwith pregnancy rate after laparoscopic cystectomyin infertility patient with endometriosis cyst.Adamson et al (2010) include interval infertility inendometriosis scoring system that divided into 2group :  3 years and > 3 years.13 This study, thereis 55% subject in infertility interval  3 years groupthat pregnant within 1 year after laparoscopycompared to 27.27% ininfertility interval > 3 yearsgroup with p value=0.032 and OR 3.26.Endometriosis grading r-AFS have significantassociation with pregnancy rate after laparoscopyin infertility patient with endometriosis cyst. About55.6% subject in grade r-AFS II group get pregnantwithin 1 year after laparoscopy compared to 46.2%subject in grade r-AFS III group get pregnant, and20.7% subject in grade r-AFS IV get pregnant withp value=0.040. Odds ratio between grade r-AFS IIand r-AFS IV is 3.25, while odds ratio betweeengrade r-AFS III and r-AFS IV is 4.15. Those resultshowed that patient with grade r-AFS < IV have ahigher chance to get pregnant after laparoscopycompared to those with grade r-AFS IV. Lee et al(2013) reported there is no proportional asso-ciation between AFS endometriosis grading withpregnancy rate, but reported that AFS IV havelower rate compared to others (grade I 35.7%,grade II 44.4%, grade III 53.3%, and grade IV20.0%).12 It is correspond to this study result.Subject with bilateral endometriosis cyst havelower rate to get pregnant 1 year after laparoscopy(27.03%) compared to subject with unilateralendometriosis cyst (48.15%). Eventhough,association of bilaterality endometriosis cyst withpregnancy rate is statistically not significant (pvalue = 0.082).

Moreover, association between previouspregnancy and non patent in one tube withpregnancy rate is statistically not significant(p value = 0.153 and 0.073, respectively), althoughthere is a difference in percentage. Pregnancy rateafter laparoscopy in subject with primary infertilityis 22.22%, while subject with secondary infertilityis 41.30%. Pregnancy rate after laparoscopy insubject with non patent one of tube is 58.33% andsubject with both tubes patent is 30.77%.In this study, pregnancy outcomes in infertilitypatient with endometriosis cyst after laparoscopycystectomy are term pregnancy (69.56%), pretermbirth (17.39%), miscarriages (4.34%), IUFD(4.34%), and ectopic pregnancy (4.34%). Nesbitt-Hawess et al (2015) reported pregnancy outcomesafter laparoscopy in infertility women with endo-metriosis are 64% term pregnancy, 8% pretermbirth, 23% miscarriage, and there is no ectopicpregnancy.14Pregnancy outcomes perhaps did not haveassociation with endometriosis directly due to a lotof factors during pregancy that can affect outcome,such as anemia, malnourished, and infection.15Ectopic pregnancy in this study occurs in subjectwith one of tube non patent, grade r-AFS III, andage  35 years old. Miscarriages occurs in subjectwith both tubes patent, grade r-AFS IV, and age36-39 years old.
CONCLUSIONSThis study find that pregnancy rate within firtsyear after laparoscopic cystectomy in infertilitypatient with endometriosis cyst is 35.94%. Factorslike age, infertility interval, r-AFS grading haveassociation with pregnancy rate after laparoscopy.The lower age, infertility interval, and r-AFSgrading the higher pregnancy rate. Pregnancyoutcome in term pregnancy is 69.56%.

RECOMMENDATIONSFurther multicenters study with larger sample sizeare required to represent the population of endo-metriotic patients and get prognostic value frompredisposing factors, this a predictive scoringsystem of laparoscopic procedure for infertilitypatient with endometriosis could be obtained.
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INTRODUCTIONFamily planning is a program aiming to helpmarried couples avoiding unwanted births, gettingwanted pregnancy, setting interval betweenpregnancies and birth, and determining thenumber of children in a family.1,2According to the 2010 Population Census, thepopulation of Indonesia is 237.556.363 peoples.Population Growth Rate during period of 2000-2010 is 1.49%, this was higher than growth rate

in 1990-2000 which was 1.45%. The total area ofIndonesia is estimated to be 1,910,931 km2,whereas the population density is 124 km2. Basedon these data, Indonesia is the world’s fourthmost populous country.3New paradigm of National Family PlanningProgram has changed its vision from "Norm ofSmall, Happy and Prosperous Family" (NKKBS)became a vision to actualize "Quality Family 2015".Quality family is a prosperous, healthy, andindependent family with ideal number of children,

Abstract

Objective: To investigate the association between knowledge,attitude, and behavior towards participation in permanentcontraception and describe factors that could affectparticipation of permanent contraception in women inRSMH Palembang.
Methods: This case control study was conducted at the Departmentof Obstetrics and Gynecology, Dr. Mohammad Hoesin Hospital/Faculty of Medicine, Universitas Sriwijaya, Palembang, during theperiod of June 2016 to December 2016. Sample of the cases groupwas woman who agreed to use permanent contraception whilecontrol sample was women who refuse to use permanent contra-ception. Data were collected using a questionnaire. Statisticalanalysis was performed using SPSS.
Results: There was a significant association between attitude,behavior, husband support, and disease complications withparticipation of permanent contraception. Factors that influencedparticipation of permanent contraception in woman in RSMHPalembang include husband support and behavior.
Conclusion: Factors that influence the participation of women inRSMH safe contraception Palembang include support for herhusband and behavior.[Indones J Obstet Gynecol 2018; 6-1: 39-44]
Keywords: family planning, participation, permanent contraception

Abstrak

Tujuan: Mengetahui hubungan antara pengetahuan, sikap danperilaku terhadap partisipasi kontrasepsi mantap dan mendes-kripsikan faktor-faktor yang dapat mempengaruhi partisipasikontrasepsi mantap perempuan di RSMH Palembang.
Metode: Penelitian kasus kontrol ini dilakukan di DepartemenObstetri dan Ginekologi di Rumah Sakit Dr. Mohammad Hoesin/Fakultas Kedokteran Universitas Sriwijaya Palembang sejak Juni 2016hingga Desember 2016. Sampel kasus adalah perempuan yang setujumenggunakan kontrasepsi mantap sedangkan sampel kontrol adalahperempuan yang menolak kontrasepsi mantap. Data dikumpulkandengan menggunakan kuesioner. Analisis statistik dilakukan denganprogram SPSS.
Hasil: Ada hubungan bermakna antara sikap, perilaku, dukungansuami, usia, dan penyakit penyulit dengan partisipasi kontrasepsimantap. Faktor-faktor yang mempengaruhi partisipasi kontrasepsimantap perempuan di RSMH Palembang antara lain dukungansuami dan perilaku.
Kesimpulan: Faktor-faktor yang mempengaruhi partisipasi kontra-sepsi mantap perempuan di RSMH Palembang antara lain dukungansuami dan perilaku.[Maj Obstet Ginekol Indones 2018; 6-1: 39-44]
Kata kunci: keluarga berencana, kontrasepsi mantap, partisipasi
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forward-looking, responsible, harmonious anddevoted to God Almighty.2To achieve the objectives of National MediumTerm Development Plan (RPJMN 2010-2014) andchanging of strategic environment and to achievetarget of Millennium Development Goals (MDGs)which is embody access to reproductive health by2015, then provision of quality Long TermContraception Method (LTCM) is expected toincrease number LTCM participation by couples ofchildbearing age at all stages of the family, andhopefully national Total Fertility Rate (TFR) willdecline.4,5Use of LTCM in Indonesia is still relatively low.Based on Indonesian Demographic Health Survey,participant of LTCM decreased from 14.6%(2002/2003) to 10.9% (2007). Participation ofIntra Uterine Device (IUDs) tend to decrease from8.1% to 6.2% (IDHS 2002/2003) and fell furtherto just 4.9%. Subdermal contraception (AKBK) alsotend to decline more than 50 percent, from 6percent to 2.8%. Although Woman OperativeMethods (MOW) had increased by 3.7%,participation rate dropped to 3%. Man OperativeMethod (MOP) had stagnated at 0.4% andparticipation rate dropped to 0.2%. Pattern ofcontraceptive use in Indonesia is still dominatedby hormonal and short term contraception.5-7Decision to participate in family planning isinfluenced by many factors such as knowledge,attitude and behavior towards contraception aswell as other factors such as family support,environment, religion and customs regulations. Toincrease the use of MOW as a contraceptivemethod of choice, it is necessary to know factorsthat influence the decision making of contraceptiveuse in woman.1,2

METHODSThis was an observational case-control study. Thestudy was conducted at Obstetrics and GynecologyDepartment of Dr. Mohammad Hoesin Hospital/Faculty of Medicine, Universitas Sriwijaya, sinceJune 2016 to December 2016. Case sample waspostnatal women who have agreed and usepermanent contraception in RSMH Palembang,while control group was postnatal women whorefuse to use permanent contraception. Patientswho were obese or overweight, have pelvic

abnormalities such as adhesions and infections, orhave severe illness (cardiorespiratory problems)were excluded from analysis.Patients who met inclusion criteria were givenan explanation about the study and signedinformed consent. Then patients were asked tofill out questionnaires that have been provided.Distribution and frequency of data presented inthe form of textural and tables. Data were analyzedusing Chi-square test or Fisher and logisticregression analysis. Data is processed by SPSS(Statistical Package for the Social Science) forWindows.
RESULTS

Table 1. Characteristics of Study Subjects
Variables

Persistent Contraception

Yes No

n % n %

Age> 35 yo 32 58.2 20 36.4
 35 yo 23 41.8 35 63.6
Number of children> 3 27 49.1 24 43.6
 3 28 50.9 31 56.4
EducationUneducated 6 10.9 3 5.5Elementary school 18 32.7 15 27.3Junior high school 12 21.8 11 20.0Senior high school 15 27.3 19 34.5University 4 7.3 7 12.7
OccupationHouse wife 48 87.3 42 76.4Civil servant 1 1.8 3 5.5Trader 3 5.5 5 9.1Farmer 1 1.8 1 1.8Private company 2 3.6 4 7.3
ReligionNon Muslim 0 0 1 1.8Muslim 55 100 54 98.2
Social Economic Status

 UMR 42 76.4 36 65.5> UMR 13 23.6 19 34.5
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AssuranceAskin 11 20.0 7 12.7BPJS 20 36.4 17 30.9Jamkesmas 1 1.8 2 3.6Jamsoskes 14 25.5 22 40KIS 8 14.5 6 10.9None 1 1.8 1 1.8
TribeSumatera 38 69.1 45 81.8Non Sumatera 17 30.9 10 18.2
Disease complicationYes 30 54.5 17 30.9No 25 45.5 38 69.1
During study period we included 110 samplesconsisted of 55 postnatal women who agreedand used permanent contraception in RSMHPalembang and 55 postnatal mother who refusedto use permanent contraception. Patientcharacteristics were shown in Table 1.

We found a significant association between ageand disease complications with participation ofpermanent contraception. Age >35 years anddisease complication was 2,435 times and 2,682times respectively more possible to participate inpermanent contraception (p <0.05). Number ofchildren, education and socio-economic status wasnot significantly associated with participation ofpermanent contraception (Table 1).Based on recapitulation of responses toquestionnaires about knowledge (Gutzman Scale),attitude (Likert Scale) and behavior (GutzmanScale) we get a category of knowledge, attitudesand behavior of respondents as shown in Table 3.Based on logistic regression test (Table 5), it canbe concluded that husband’s support significantlyinfluence participation of permanent contraception(OR = 188.709, p value = 0.000). In addition,behavior also significantly affects participation ofpermanent contraception (OR = 10.260, p value =0.023). Knowledge (OR = 0.380, p value = 0.223)and behavior (OR = 4.196, p value = 0.497) did notaffect participation of permanent contraception.
Table 2. Analysis of Correlation between Subjects Characteristics and Participation of Permanent Methods
Characteristics Participation of permanent methods

Total
OR*

(CI 95%) p value*
Yes No

Age> 35 yo 32 20 52 2.435 0.036
 35 yo 23 35 58
Number of children> 3 27 24 51 1.246 0.702
 3 28 31 59
EducationLow 36 29 65 1.699 0.245High 19 26 45
Social Economic

 UMR 42 36 78 1.705 0.294> UMR 13 19 32
Disease complicationYes 30 17 47 2.682 0.021No 25 38 63
Total 55 55 110*Uji Chi Square, p value = 0.05

Vol 6, No 1January 2018 Knowledge, attitude and behavior of postnatal woman  41



DISCUSSIONPermanent contraception is any action onwoman’s fallopian tubes or man’s vas deferenswhich resulted on infertility, based on requestof husband or wife.1,2,8Age of most women in case group was >35 yearsand there is a relationship between age andparticipation of safe contraception (OR = 2.435;p = 0.036). Results of this study are not muchdifferent from study by Sekar Mutiara in 2010.They found that most women who agreed to usepermanent methods was >30 years old, but it wasonly a descriptive study without assessing therelationship between age and the participation ofpermanent contraception. This result was incontrast to research by Herlinawati et al in 2012,

age  of  women who choose  permanentcontraception mostly was 20-35 years andthey did not found relationship between age andselection of permanent contraception (OR = 2.051;p = 0.152). Type of contraception should beadapted to stage of reproductive period. Age >35years is an old reproductive period (36-45 years)and an end of fertility period, so at the age of >35years women are more likely to approvepermanent contraception.6,9-11Women who agreed (50.9%) or rejected to(56.4%) participated in permanent contraceptionmostly had 3 children, the proportion was lowerin rejected group. There is no relationshipbetween number of children with participation ofpermanent contraception (OR = 1.246; p = 0.702).These results was in contract with study byHerlinawati et al (2012) which found that womanwho approve or reject permanent contraceptionmostly had >3 children with higher proportions inwoman who agree to participate in permanentcontraception (OR = 13.254; p = 0.001). Differencein this study may be due to the proportion ofnumber of children > 3 and 3 in women whoagree to use permanent contraception was almostthe same.9,10,11Most subjects in both groups have incomes
UMR (76.4% in case and 65.5% in control group).There is no correlation between economic statuswith participation of permanent contraception(OR = 1.705; p = 0.294). Results of this study werenot much different from study by Sekar Mutiara in2010. Influence of socio-economic status in familyplanning is correlated with opportunity or abilityto obtain family planning facilities.6,12-14Majority of women who choose contraceptionhave low education (64.46%). There is norelationship between education and participationof permanent contraception (OR = 1.699; p =0.245). These results were in contrast to studiesconducted by Ismail and Sisca in 2012 inKarangampel l village Kidul District Indramayu.They found that women who agree to usepermanent contraception had higher education(73.68%) and they found an association betweenlevel of education and selection of permanentcontraception (OR = 2.520; p = 0.020). A similarresult was reported by Herlinawati et al (2012).Different result found in this study may be due tolow knowledge of permanent contraception inboth case and control group.13,15,16

Table 3. Characteristics Analysis of Factors AffectingParticipation of Permanent Contraception
Variables

Participation of
permanent contraception

Yes No

n % n %

KnowledgeGood 47 85.5 46 84.5Bad 8 14.5 9 15.5
AttitudeGood 48 85.5 6 10.9Bad 7 14.5 49 89.1
BehaviourGood 51 92.7 18 32.7Bad 4 7.3 37 67.3
Husband SupportYes 54 98.2 4 7.3No 1 1.8 51 92.7
Table 4. Factors Affecting Participation of PermanentContraception
Variables

Unadjusted* Adjusted**

OR p value OR p valueSupport 688.5 0.000 188.709 0.000Behaviour 56.00 0.000 10.260 0.023Attitude 26.208 0.000 4.196 0.223Knowledge 1.149 1.000 0.380 0.497* Logistics regression, p value = 0.05
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Most subjects in this study mostly had diseasecomplications. There was a relationship betweendisease complications with participation ofpermanent contraception. Women with diseasecomplications 2,682 times more likely toparticipate in permanent contraception (OR =2.682; p = 0.021). These results are in contrast tostudies conducted by Sekar which found that mostwoman (86%) who had disease history refused toparticipate in permanent contraception. Results ofthis study supported by Pratama (2005) whichfound a significant association between diseasehistory with use of permanent contraception (OR= 11.3; p = 0.014; 95% CI: 1.360 to 94.248).Hormonal contraceptive use is contraindicated inpatients with disease complications so they preferto use permanent contraception.We did not find any relationship betweenknowledge and participation of permanentcontraception. Results of this study were not muchdifferent from study by Herlinawati et al (2012) whoalso found no correlation between knowledge withparticipation of permanent contraception in Dr.Pirngadi hospitals (OR = 1.850; p = 0.397). Resultsof this study was different from results of studyconducted by Ismail and Sisca in 2012 in Karang-ampel village Kidul District Indramayu. They foundthat women with good knowledge 2.474 times morelikely to choose permanent contraception. Womanwho has good knowledge may refuse permanentcontraception due to other factors such as husbandsupport or a number of children.There is a significant relationship betweenattitude with participation of permanent contra-ception. This result was consistent with study byHerlinawati et al (2012) which show a significantassociation between attitudes and participation ofpermanent contraception in Dr. Pirngadi hospitals(OR = 8.255; p = 0.016). In this study behaviorwas 56 times more likely to affect participation ofpermanent contraception.Logistic regression analysis showed thathusband’s support was the most important factorsthat affect participation of permanent contra-ception. Husband support was 188.7 times morelikely to affect participation of permanent contra-ception. Results of this study is supported by studyby Herlinawati et al (2012) which showed asignificant relationship between family supportwith participation of permanent contraception inDr. Pirngadi hospitals (OR = 12.016; p = 0.001).

Responsibility of reproductive health care,especially in the use of contraceptivespredominantly done by woman, although inthe decision making process men are involved,men are tend to be passive.17,18Husband’s participation in family planningprograms and reproductive health care is animportant factor. This participation will beachieved if various information relating to italways available.  We all  know that lowparticipation of men/husbands in family planningand reproductive health is caused by limitedinformation, especially for couples.6,17,18Inability to communicate in decision makingprocess placing housewife in low bargainingposition, so that their needs and desires is difficultto fulfilled. Decisions are more likely dominated byinterests of her husband; even if the decisioninvolves issues relating to women’s live such asreproductive health problem.19In this study, husband’s support was animportant factor. 98.2% woman who participate inpermanent contraception reported that theyreceived husband’s support, meanwhile in womanwho rejected to use permanent contraception92.7% did not received husband’s support.
CONCLUSIONThere was a significant relationship betweenattitude, behavior, age and disease complicationwith participation of permanent contraception.Factors that influence the participation of womenin RSMH safe contraception Palembang includesupport for her husband and behavior.
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Research  Article

A Comparative Study of Nomegestrol Acetate and a Combination
of Ethinylestradiol and Levonorgestrel  for Delaying

Menstruation among Umrah Pilgrims

Suatu Studi Komparatif Mengenai Nomegestrol Asetat dengan
Kombinasi Etinilestradiol dan Levonorgestrel untuk

Menunda Haid pada Jamaah Umrah

Mirzah Tindar1, Yusuf Effendi1, Adenan Abadi1, Theodorus21Department of Obstetrics and Gynecology2Research and Public Health UnitFaculty of Medicine Universitas Sriwijaya/Dr. Mohammad Hoesin HospitalPalembang

INTRODUCTIONMenstruation occurs periodically in all healthywomen who have with healthy reproductiveorgans. Menstrual cycle is often a problem forwomen (for example, when running Hajj or Umrah)
because Islamic law forbids women who aremenstruating to do prayer. Hajj and Umrah is aprayer that is performed at a given time andrequires a certain amount of time and cannot beimplemented at the time of menstruation. During

Abstract

Objective: To compare the effectiveness efficacy of nomegestrolacetate with and combination of ethinylestradiol and levonorgestrelas a regimen for delaying menstruation in Umrah pilgrims in Palem-bang city.
Methods: This single-blind randomized controlled trial was con-ducted in Hajj and Umrah Guidance Group in Palembang city duringDecember 2016 to January 2017. Population of this study was 30women who meet the inclusion and exclusion criteria. Frequencyand distribution of data was described in a table. Effectiveness andthe side effects treatment between the two groups were analyzedwith Chi Square test. Data was were analyzed using SPSS version18.0.
Results: There were no differences in age, education, occupation,parity, body weight, height and contraceptive history betweentwo both groups (all p values > 0.05). Statistical analysis showedthere was no difference in spotting between nomegestrol acetate5 mg or a combination of levonorgestrel 150 mcg and 30 mcgethinylestradiol in Umrah pilgrims (p = 1.000). Other side effectssuch as (dizziness, depression, breast tenderness, heavy limbs,nauseam and vomiting) between the two groups could not beanalyzed because all subjects did not experience any other sideeffects.
Conclusion: There is no difference in effectiveness betweennomegestrol acetate 5 mg or combination of levonorgestrel 150mcg and 30 mcg ethinylestradiol as a regimen for delayingmenses in Umrah pilgrims in Palembang city.[Indones J Obstet Gynecol 2018; 6-1: 45-49]
Keywords: delay menstruation, ethinylestradiol, levonorgestrel,nomegestrol, side effects, spotting, umrah

Abstrak

Tujuan: Mengetahui perbandingan efektivitas nomegestrol asetatdengan kombinasi etinilestradiol dan levonorgestrel sebagai regimenpenunda haid pada jamaah umrah di Kota Palembang.
Metode: Uji klinis acak berpembanding secara buta tunggal di-lakukan di Kelompok Bimbingan Ibadah Haji Dan Umrah di kotaPalembang pada periode bulan Desember 2016 sampai Januari 2017.Populasi penelitian ini sebanyak 30 wanita yang memenuhi kriteriainklusi dan eksklusi. Frekuensi dan distribusi data dijelaskan dalambentuk tabel. Efektivitas perlakuan dan efek samping perlakuan antarkedua kelompok dianalisa dengan Uji Chi Square. Analisis datamenggunakan SPSS versi 18.0.
Hasil: Tidak terdapat perbedaan usia, pendidikan, pekerjaan, paritas,berat badan, tinggi badan dan riwayat kontrasepsi antara keduakelompok. Tidak terdapat perbedaan efek samping spotting antaraperlakuan nomegestrol asetat 5 mg maupun kombinasi levonorgestrel150 mcg dan etinilestradiol 30 mcg pada jamaah umrah (p = 1,000).Efek samping lain (pusing, depresi, nyeri payudara, tungkai berat,mual dan muntah) antara kedua kelompok tidak dapat dianalisiskarena seluruh subjek tidak mengalami efek samping lain.
Kesimpulan: Tidak terdapat perbedaan efektivitas antara nome-gestrol asetat 5 mg maupun kombinasi levonorgestrel 150 mcg danetinilestradiol 30 mcg sebagai regimen penunda haid pada jamaahumrah di Kota Palembang.[Maj Obstet Ginekol Indones 2018; 6-1: 45-49]
Kata kunci: efek samping, etinilestradiol, levonorgestrel, nomegestrol,penundaan haid, spotting
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menstruation, there are some prayer that shouldnot be done, including: thawaf, praying, readingQuran, fasting and having a moment of silence inmosque.1-3Advancement in the field of hormonal therapyhas allowed us to regulate time of menstruation asdesired, either to advance or delay menstruationusing hormonal preparations such as progeste-rone, combined oral contraceptive pill, and GnRHagonists.4The mechanism of menstrual regulationusing hormonal preparations is by suppressingproduction of endogenous estrogen and proges-terone (ovarian) by providing a combination ofexogenous hormones that suppress ovulation.Some regimens that can be provided to regulatemenstrual cycle are progestin (progesteroneor testosterone derivative), combination oralcontraceptive (combination of estrogen andprogest in) ,  and gonadotropin releasinghormone agonist (GnRH). These preparations donot result in permanent infertility and menstrualcycle will back to normal after menstrual cycleregimen is stopped.2-5Regulation of menstrual cycle, either to advanceor delay menstruation was done to shift mens-truation into some time before the pilgrimagebegins or after the pilgrimage is completed. Toreach that goal, we have to choose simple, rational,effective, efficient, and in expensive regiments.6Westhoff C et al. reported the use of nomegestrolacetate and 17-estradiol, they found that 67.1%of women reported on time bleeding schedule and85% reported on time bleeding until 12 cycles. In2011 Australian State Health Department reportedthat 83.6% of women who use nomegestrol acetatedid not report bleeding and spotting during theobservation for 12 cycles.7-9In this study, we used acetate nomegestrolpreparations (Lutenyl) and combination of ethinyl-estradiol and levonorgestrel (Microgynon). Bothdrugs are used because both are widely circulated,easy to obtain, have adequate contraceptive effect,and a relatively affordable price.Providing reproductive health services,including regulating menstruation for womanwho will do Hajj and Umrah is one of obstetricianresposibilities. Data regarding efficacy and sideeffects of regiments used to regulate menstruationduring Umroh had not available. For that this

study is aimed reason, we interested to compareeffectiveness of nomegestrol acetate and combi-nation of levonorgestrel and ethinylestradiol as aregimen for delaying menses in Umrah pilgrims inPalembang city.
METHODSThis was a single-blind randomized controlled trial.Study subjects are were blinded from regimentsallocation. This study was conducted in Hajj andUmrah Guidance Group in Palembang fromDecember 2016 until to 2017.The population in this study were allUmrah pilgrims women in Hajj and UmrahGroup Guidance (KBIH/U) in Palembang during2016-2017.Inclusion criteria was were Umrah pilgrims,were in the reproductive age (20-45 years), stillhaving periods, not pregnant, not in infertilitytherapy, and willing to participate in this studyproved by signing informed consent.Exclusion criteria were previous history ofremoval of the uterus or both ovaries, havingdiseases in kidney, liver, or heart, history ofembolism, postpartum <4 weeks, history of DVT(deep vein thrombosis), hypertension, migrainewith aura, cervical cancer, endometrial cancer,breast cancer, taking drugs that interact withhormonal preparations, and refused to participatein this study.Women who met the inclusion criteria weregiven a serial number then they were asked to signinformed consent. We did anamnesis historytaking, physical examination and gave anexplanation about this study to study subject.Subjects were given nomegestrol acetate 5 mg(Lutenyl) 1 time a day orally or combination oflevonorgestrel 150 mcg and 30 mcg ethinyl-estradiol (Microgynon) 1 time a day orally. Drugstaken on day 5 (maximum in day 14) of menstrualcycle every day until Umrah was completed.Subjects were given a bleeding and side effectscontrol card and it must be filled during drugscomsumption.The effectiveness and side effects of thetreatment between two groups were analyzedusing Chi Square. Data was were analyzed usingSPSS version 18.0. Frequency and data distributionwere described in table 5.
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RESULTSDemographic characteristics of study subjects arepresented in Table 1. We did not find anydifferences in age, education, employment, weightand height, parity, marital status and history ofcontraception among group receiving 5 mg ofnomegestrol acetate and combination of levonor-gestrel 150 mcg and 30 mcg ethinylestradiol. Wecan conclude that our study results were notinfluenced by demographic factors and those twogroups was comparable.From statistical analysis, we did not found

significant difference in incidence of spotting(mid periode bleeding) between among groupswho received nomegestrol acetate 5 mg andcombination of levonorgestrel 150 mcg and 30mcg ethinylestradiol (p = 1.000) (Table 2).All study subjects either in nomegestrol acetate5 mg group and combination of levonorgestrel 150mcg and 30 mcg ethinylestradiol did not reportedother side effects (such as dizziness, depression,breast tenderness, heavy limbs, nausea andvomiting), for this reason we could not performstatistical analysis.
Table 1. Characteristics of Study Subjects

Characteristics
Study Groups p­value

Nomegestrol
asetate 5 mg

Levonorgestrel 150 mcg +
Etinylestradiol 30 mcgAge (years), mean  SD 33.13  9.67 36.33  7.96 0.372*

EducationSD 0 0 0.183**SMP 1 2SMA 5 9University 9 4
EmploymentHousewife 8 11 0.405**Private company 2 1Civil servant 2 0Student 3 2Midwife 0 1
Marital statusMarried 11 13 0.651**Not married 4 2Weight (kg), mean  SD 56.8  8.00 58.6  6.02 0.277*Height (cm), mean  SD 154.40  5.64 154.13  4.21 0.752*Parity, mean  SD 2.067  1.87 2.533  1.55 0.463***
Contraceptivehistory 10 8 0.719*No contraception 1 2Injectable 3 2IUD 1 2Pills 0 1Implant* Mann_Whitney, -p = 0.05** Chi Square (Pearson, Fisher exact test), p = 0.05*** Independent T Test, p = 0.05
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DISCUSSIONMenstruation is a natural process for all normalwomen and a sign of fertility. Normal menstrualcycle is about 28 days but can be forward orbackward and ranged from 22 days to 35 days withan average volume of blood about 130 ml. Mens-truation is often a problem for women who will doHajj or Umrah because Islamic law forbids mens-truating women to worship God. Solutions toaddress this problem is by regulating menstrualcycle, including forward or delay menstruationusing hormonal preparations such as pro-gesterone, combined oral contraceptive pill, andagonists GnRH.1-4Preparations for menstrual regulation should besimple,  rational,  effective,  efficient,  andinexpensive. Delaying menstruation can be doneusing combined contraceptive pill (estrogen andprogestin) or using progesterone only pills. In thisstudy we used single dose of hormonalpreparations (nomegestrol acetate 5 mg under thebrand mixes Lutenyl) and combinations dose(levonorgestrel 150 mcg and 30 mcgethinylestradiol the trademark Microgynon).6,7Statistical analysis showed that there were nodifferences in age, education level, employment,marital status, weight, height, parity and contra-ceptive history between two groups so that bothgroups were comparable.The most common side effects occurs afternomegestrol acetate administration are bleeding(spotting), amenorrhea, edema, allergic. But how-ever, in this study, bleeding (spotting) only occursby 13.3%. Incidence of spotting in combination pillwas quite low (6.7%).7-10In this study we found only three subjects thatexperienced spotting, two from nomegestrolacetate 5 mg group and 1 from combination oflevonorgestrel 150 mcg and 30 mcg ethinyl-estradiol group. Statistic analysis showed that

there was no difference in spotting betweennomegestrol acetate 5 mg group or combination oflevonorgestrel 150 mcg and 30 mcg ethinyl-estradiol group. We did not found other adverseeffects in both groups. From those results it can beconcluded that nomegestrol acetate 5 mg groupand 1 from combination of levonorgestrel 150 mcgand 30 mcg ethinylestradiol have the sameeffectiveness as regimen to delay menstruationand has no adverse side effects.Other side effects that often occur afternomegestrol acetate 5 mg or combination oflevonorgestrel 150 mcg and 30 mcg ethinyl-estradiol administration were nausea, abdominalpain, weight gain, headaches, distressed and breasttenderness. These side effects can occur in  1% ofusers, but in this study those side effects were notfound.8,11,12Nomegestrol acetate is a potent oralprogestogens that have has a good tolerabilityprofile and neutral metabolic characteristics.Nomegestrol acetate, or 19-nomegestrol acetate, isa hormonal contraceptive that is selective forreceptor binding progesteron and have smallerpower against other steroid receptors such asandrogen receptor, estrogen, glucocorticoid andmineralocorticoid receptors. As a result, thishormone has no androgenic, estrogenic, gluco-corticoid or mineralocorticoid effect. Nomegestrolacetate has been used to treat gynecologicaldisorders (menstrual disorders, dysmenorrhea,and premenstrual syndrome) and as a componentin hormone replacement therapy combined withestradiol to reduce symptoms of menopause.Nomegestrol acetate has a good effect on lipidprofile, and has no bad effect on glucosemetabolism. Nomegestrol acetate showed noproliferative activity in normal breast or womenwho have malignancy, and do not give a bad effecton bone formation.7-10

Table 2. Comparison of Spotting after Study Intervention
Characteristics Nomegestrol

acetate 5 mg
Levonorgestrel 150 mcg +
Etinylestradiol 30 mcg

Total p*Spotting (+) 2 1 3 1.000Spotting (-) 13 14 27   Total 15 15 15 30*Fisher exact test, p = 0.05
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The combination of estradiol and levonorgestrelis commonly used as an oral contraceptive.Combination pill is effective to inhibit activity ofhypothalamo-pituitary-ovarial axis. Menstruationdelay  can a lso  achieve  with  combinedcontraceptive pill (estrogen and progestin). Use ofcombination hormone is usually more effective tosuppress activity of hypothalamo-pituitary-ovarianaxis than single hormone but have greater sideeffects. This was contrast with results of this studywhich shows that incidence of spotting or otheradverse effects between single hormone orcombination preparation was not different.11,12
CONCLUSIONThere is no difference in effectiveness betweennomegestrol acetate 5 mg or combination oflevonorgestrel 150 mcg and 30 mcg ethinyl-estradiol as a regimen for delaying mensesmenstruation in Umrah pilgrims in Palembangcity. RECOMMENDATIONBased on the study results, drugs choice shoulddepend on the preferences of each woman.
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Obstetric Risk Factors and Anal Incontinence among Women
with Previous History of Vaginal Delivery

Faktor Risiko Obstetri dan Kejadian Inkontinensia Ani pada
Ibu Riwayat Persalinan Pervaginam

Azizah Nurdin, Trika Irianta, Mardiah Tahir, Maisuri T. ChalidDepartment of Obstetrics and GynecologyFaculty of Medicine Universitas Hasanuddin/Dr. Wahidin Sudirohusodo HospitalMakassar

INTRODUCTIONAnal incontinence is a medical condition thataffects quality of life. The prevalence of anal incon-tinence in the world varies from 0.4% to 20%.1,2Research in the United States got a prevalence forwomen and men as much as 2.6% in men aged20-29 years and increased to 15.3% in men aged70 years and over3, and the French as much as9.5% at age 50 -61 years.1 In Indonesia, theprevalence of anal incontinence has not welldocumented. One of community study among agedover 60 years, the prevalence is 22.4%.4

Anal incontinence is defined as in voluntary lossof feces either liquid or solid.5 Epidemiologyconsensus of anal incontinence define it as allincontinence of flatus, feces, liquid or solid thataffect the quality of life of individuals.The normal bowel movement is a combinedprocess of somatoviseral response involvingcolo-recto-anal functions. The continence is aphysiological complex function that requirescoordination of brain, central nervous system,autonomic nervous system, the enteric;gastrointestinal tract and other biomechanical

Abstract

Objective: To investigate the obstetric risk factors of the analincontinence in mothers with previous history of vaginaldelivery.
Methods: The was a case-control study conducted in the Obstetricsand Gynecology Department of Dr.Wahidin Sudirohusodo Hospital,Faculty of Medicine, Universitas Hasanuddin, Makassar, during theperiod of February 2015 through January 2016. The researchinstruments were used to evaluate obstetric risk factors and theanal incontinence was the self-administered questionnaire and FecalIncontinence Severity Index. The data were analyzed statisticallyusing the Chi-square test with the significant value of p<0.05.
Results: A total of 300 subjects were recruited in this study. Theresearch results indicated that the parity of  3, the assisted vagi-nal delivery history (vacuum extraction), and the prolong secondstage of labor had a significant correlation with the anal inconti-nence with p value=0.026, OR (95% CI) = 1.8 (1.07-3.03), p=0.018with OR (95% CI) =3.65 (1.2-10.7) and p=0.006 with OR (95% CI)= 2.9 (1.2-6.7).The history of episiotomy and the delivery of thebaby  4000 gram had no correlation with the anal incontinence.
Conclusion: Parity, vacuum delivery and prolong second stage oflabor have an association with anal incontinence among womenwho has history of vaginal delivery.[Indones J Obstet Gynecol 2018; 6-1: 55-59]
Keywords: anal incontinence, obstetric risk factors, vaginal delivery

Abstrak

Tujuan: Untuk mengetahui beberapa faktor risiko obstetrik ter-hadap kejadian inkontinensia ani pada ibu riwayat persalinanpervaginam.
Metode: Penelitian ini dilaksanakan di RS Wahidin Sudirohusodo danjejaringnya di bagian obstetrik dan ginekologi yang dimulai padatanggal 1 Februari 2015 sampai 31 Januari 2016. Metode yang digu-nakan adalah desain case-control dengan sampel berjumlah 300orang. Instrumen yang digunakan untuk menilai faktor risiko obs-tetrik dan inkontinensia ani adalah self-adminnistered questionnairedan fecal incontinence severity index. Data diolah dengan uji Chi-square dan tingkat signifikansi p<0,05.
Hasil: Hasil penelitian ini menunjukkan bahwa paritas 3, riwayatpersalinan vakum dan riwayat kala II lama berhubungan secarabermakna dengan kejadian inkontinensia ani di mana nilai pmasing-masing 0,026 dengan OR (95%CI)= 1,8 (1,07-3,03),p= 0,018 dengan OR (95%CI)= 3,65 (1,2-10,7) dan p= 0,006dengan OR (95%CI)= 2,91 (1,2-6,7). Riwayat episiotomi danpersalinan bayi 4000 gram tidak memiliki hubungan bermaknadengan inkontinensia ani.
Kesimpulan: Paritas, persalinan vakum dan kala II lama ber-hubungan dengan kejadian inkontinensia ani pada perempuanriwayat persalinan pervaginam.[Maj Obstet Ginekol Indones 2018; 6-1: 55-59]
Kata kunci: faktor risiko obstetri, inkontinensia ani, persalinanpervaginam
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capabilities including anal sphincter.6 The abilityto evacuate stool is influenced by several factorsincluding the sphincter mechanism, detentionreservoir, volume and consistency of stool, gutmotility, the structural integrity of the pelvic wall,rectal sensation, colonic transit, and the sensationof anorectal reflex Incontinence occurs if one ormore of these mechanalsmsis disrupted and othercan not compensate.7Numerous factors are associated with theoccurrence of anal incontinence, such as age,obesity, obstetric trauma, chronic illnesses such asdiabetes, rectal prolapse, colitis, rectal surgery,surgery for urinary incontinence and others.Independent risk factors that plays an importantrole is anal sphincter injury during childbirth.8Anal incontinence is a symptom that initiallyassessed through a subjective assessment. Oneexample of self-completion questionnaires,standardized, valid and reliable questionnaire isfrom the University of Auckland. Thisquestionnaire was developed and validated inNew Zealand, has obtained permission, using theBristol Stool Form Scale, fecal incontinenceseverity index, and the index level of quality oflife in anal incontinence.9The obstetric risk factors of anal incontinencehave been studied abroad, but in Indonesia, it stilllimited. Currently the research in community morethan 60 years has been conducted in Bali. Howeverstudy subjected to reproductive age has not beenestablished. Therefore, the authors aims to identifythe association of obstetric risk factors and analincontinence in women with history of vaginaldelivery. Identification of the risk factor will behighly beneficial for increasing women’s qualityof life.
METHODSThe was a case-control study. The researchvariables consisted of independent variable(obstetric risk factors include: parity, episiotomy,vacuum delivery, birth weight, prolongedsecond stage) and dependent variable (analincontinence).The research was conducted in Dr. WahidinSudirohusodo Teaching Hospital and its network,Obstetrics and Gynecology Department, Faculty ofMedicine, Universitas Hasanuddin, Makassar.

The sample was all women aged 20-55 yearswho had a history of vaginal delivery withoutany comorbid diseases, willing to participate andsigned the informed consent. A self administeredquestionnaire filled out by the respondents andthe anal incontinence were scored. The collecteddata were analyzed. Data analysis were conductedusing SPSS with 2 x 2 table to get an odds ratio,where the significance is determined by the valueof p <0.05. RESULTSA total of 300 subjects were involved in this study.Majority of the respondents were aged less than35 years, 171 (57%) and 129 (43%) were agedgreater than or equal to 35 years. The majority ofthe samples were highly educated as much as 221(73.7%) while less educated were 79 (26.3%). Interms of occupation, most of the samples did notwork, 195 women (65%) and the counterpart were105 (35%). The majority of respondent has normalbody mass index as much as 207 (69%), over-weight 70 (23.3%), underweight 15 (5%) andobesity 8 (2.7%). In terms of obstetric history,the majority of the sample had children less than3 as much as 185 (61.7%). The samples haveexperienced an episiotomy was 104 (34.7), theassisted delivery with vacuum experienced by 32people (10.7%) and had delivered a baby more orequal to 4000 g as much as 12 (4%). Womenwith a history of prolonged second stage were 45people.
Table 1. Respondents’ Characteristics
Characteristics Frequensi (n) %

Age (years)< 35 171 57
 35 129 43
EducationLow (< 9 years) 79 26.3High ( 9 years ) 221 73.7
OccupationNot Working 195 65Working 105 35
Body Mass IndexUnderweight 15 5Normal weight 207 69Over weight 70 23.3Obesity 8 2.7
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Parity< 3 185 61.7
 3 115 38.3
History of EpisiotomyNo 196 65.3Yes 104 34.7
History of Vacuum ExtractionNo 268 89.3Yes 32 10.7
History of Large BabyNo 288 96Yes 12 4
History of prolonged second
stage of laborNo 255 85Yes 45 15
Total 300 100

Bivariate analysis examines the relationshipbetween parity and anal incontinence in women

with a history of vaginal delivery. It shows thatthere is a significant relationship between parityand anal incontinence, p-value is 0.026 (p value<0.05 with OR (95% CI) = 1.806 (1.07- 3:03)).Women with parity more than or equal to threeare more likely to having anal incontinence 1.8times compared with their counterparts(Appendix, Table 1).The result shows that there is no significantassociaton between episiotomy as well as historyof deliver large baby and anal incontinence inwomen with a history of vaginal delivery. Howeverthere is a significant association between a historyof delivery with vacuum as well as prolong secondstage of labor with the incidence of analincontinence with p value 0.018 (OR (95% CI) =3.65 (1.24 to 10.74)) and 0.006 (OR (95% CI) =2.91 (1.24-6.78)), respectively. Women who havea history of vacuum and prolong of second stageof labor is 3.65 and 2.91 times more likely to sufferfrom anal incontinence compared with theircounter parts, respectively. (Appendix, Table 2).
Table 2. The Association Obstetric Risk Factor and Anal Incontinence among Women with History of Vaginal Delivery
Obstetrics Risk factor Anal Incontinence Total p value OR (95 CI)

Yes No

n % n % n %

Parity>= 3 87 75.7 28 24.3 185 100 0.026* 1.806 (1.07-3.03)< 3 117 68 115 100
History of EpisiotomyYes 74 71.2 30 28.8 104 100 0.236No 130 66.3 66 33.7 273 100
History of Vacuum ExtractionYes 28 87.5 4 12.5 32 100 0.018* 3.65 (1.24-10.74)No 176 65.7 92 34.3 268 100
History of baby > 4000 grYes 10 83.3 2 16.7 12 100 0.202No 194 67.4 94 32.6 288 100
Prolonged second stage of laborYes 38 84.4 7 15.6 45 100 0.006* 2.91 (1.24- 6.78)No 166 65.1 89 34.9 255 100Total 204 68 96 32 300 100* Fischer Exact Test
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DISCUSSIONThis study found that women who has analincontinence is more than 50%. This percentageis quite higher related to definition of analincontinence we used. It includes of flatal, liquidand stool incontinence.The study found that parity had a significantrelat ionship  with  the  incidence  of  analincontinence in women with a history of vaginaldelivery. Contrary to our results, a study done byFritel (2007), in 2640 women in France showedthat parity does not have a significant relationshipwith the incidence of anal incontinence. However,most surveys found parity as risk factors for analincontinence. It is said that the first vaginaldelivery gives the greatest risk of new onsetincontinence anal.10In this study, there was no significantrelationship between the incidences of episiotomywith anal incontinence. In line with this study, theresearch conducted by Fritel (2007), in France in2640 women shows that there is no significantrelationship between the incidences of episiotomywith anal incontinence.In this study it was found that delivery byvacuum has a significant relationship with theincidence of anal incontinence. Delivery byvacuum was found to be a risk factor for sphincterlaceration and anal incontinence. Manometricexamination shows that anal squeeze pressuresignificantly decreased after spontaneous laborand asissted delivery.7 Labor manometry provideas an objective evaluation function of the analsphincter, which reflects the effect of acombination of structural and functionalcomponents (especially the internal and externalanal sphincter). One of the consistent findings frommultiple studies is that anal squeeze pressure wassignificantly decreased after spontaneous vaginaldelivery and instrumental. The majority of studiesindicate a problem with anal squeeze pressuresas a result of vaginal delivery, regardless ofcontinence status or sphincter integrity.11In the case of anal resting tone, some prospec-tive studies shows a significant decrease in post-partum resting pressures compared with ante-partum in people suffering structural damage andunderwent instrumental delivery.7The internal anal sphincter is a circular smoothmuscle that is responsible for 50-85% of the

resting tone. Several studies indicated that theinternal anal sphincter injury occurred up to 35%of women throughout labor but in this case alsousually associated with damage to the external analsphincter.11Many cases occur where sphincter incontinencemorphologically intact but compromised in termsof sensation. Pelvic wall are very susceptible totrauma caused by stretching, especially at the timeof delivery. The rectum does not have proprio-septor and only owned by the levator, puborectalisand anal sphincter which supply the sensation ofstretching and wrinkling of the rectal wall. Thesesensations are supplied along the pudendal nerveto the end of S2, S3 and S4.7 If there is an injuryto the pudendal nerve or its branch, the sensationof the continence will be disrupted. The responseof the external anal sphincter to increased intra-abdominal pressure, dilated anal and rectaldistension is in the form of contraction. In normalconditions, these contractions can last 40-60seconds to allow time for the rectum toaccommodate the feces, but in vaginal delivery oremergency caesarean section where there istrauma or excessive stretching of the birth canalcan result in the abnormal contraction of externalanal sphincter causing incontinence.7This study found no significant relationshipbetween large baby ( 4,000 grams) with theincidence of anal incontinence. Other studies haveshown a relationship between anal incontinenceand fetal weight over 4000 grams.12The result of this study in line with the otherthat found a statistically significant associationbetween prolonged second stage of labor and analincontinence.12 At the time of delivery, the descentprocess of the head on the pelvic wall can stretchthe pelvic and the pudendal nerve. The nerveconsists of sensoric and motoric nerve fibers thatare very susceptible to stretching or trauma.Histological study showed that there is a necrosisin the muscular wall of the pelvis and theelectromyographic study found reinnervation ofpelvic wall on the pudendal nerves. This is due toinjury of pelvic wall during labor.7In our study, there are several limitations. Likemost other case-control study that using a self-administered questionnaire, it has recall bias asobstetric history of respondents obtained solelyfrom the patient recall and not based on medicalrecords .  In  addit ion ,  complaints  about
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incontinence ranging from flatus, liquid to solid areassessed subjectively from the patients andconfirmation test can not be done. Even so, severalother studies have also used the samequestionnaire as a baseline study to assess the riskfactors. As a strength of ours, only limited studyhas been conducted in Indonesia. Previousresearch conducted in Bali incommunities over 60years. This study examines the age of 20 to 55years in order to specifically identify the obstetricrisk factors in earlier symptomps.CONCLUSIONS AND RECOMMENDATIONSThe researchers concluded that women has threeor more children, having history of vacuum andprolonged second stage of labor were more likelyto have anal incontinence than women in theircounterpart. Researchers suggested that thesocialization of obstetrics risk factor related to analincontinence needs to be improved in community.Moreover, improving the skills of midwives andhealth care personnel in order to minimize thebirth trauma and prolonged second stage of laboris needed as a process for preventing analincontinence.

REFFERENCES1. Fritel X, Ringa V, Varnoux N, Zins M, Breart. Mode of Deli-very and Fecal Incontinence at Midlife: a Study of 2640Women in the Gazel Cohort. Obstet Gynecol. 2007: 31-8.2. Trowbridge. Updates on the treatment of the fecal inconti-nence. Virginia: ACG/VGS/ODSGNA Regional PostgraduateCourse. Female Pelvic Medicine and Reconstructive Sur.2014: 1-20.3. Whitehead WE, Borroud l, Ye W. Fecal incontinence in U.S.adults: Epidemiology and Risk Factors. Gastroenterol. 2009;137: 512-7.4. Suyasa IG. Prevalence of Fecal Incontinence in CommunityDwelling Older People in Indonesia. National Conference onIncontinence. Melbourne: Victoria. 2011: 1-15.5. Rush. Fecal Incontinence. Rush University Medical Centre.2013: 1-3.6. Scott. Risk Factors in Fecal Incontinence. In Ratto C & Do-glietto G. Fecal Incontinence Diagnosis and Treatment. Italy:Springer. 2007: 43-4.7. Bharucha E, Blanon ER. Anatomy and Physiology Conti-nence in Ratto C & Doglietto G; Fecal Incontinence Diagnosisand Treatment. Italy: Springer. 2007: 3-10.8. Moore. Fecal incontinence: New Treatment Options. Sinai:Colorectal Cancer Centre Cedars-Sinai Med Center. 2012:1-18.9. Macmillan AK, Merrie AE, Marshal RJ, Parry BR. The Preva-lence of Fecal Incontinence in Community-Dwelling Adults:A Systematic Review of the Literature. Dis Colon Rectum.2007; 4: 1341-9.10. Laine K, Skjeldelstad FE, Sanda B, Horne H, Spydslaug A.Prevalence and Risk Indicators for Anal Incontinence. Hin-dawi Publishing Corporation. ISRN Obstet Gynecol. 2013:1-8.11. Sultan. Perineal and Anal Sphincter Trauma Diagnosis andClinical Management. London: Springer-Verlag. 2007: 3-45.12. Hatem M, Pasquier JC, Fraser W, Lepire E. Factors Associ-ated With Postpartum Urinary/Anal Incontinence in Primi-parous Women in Quebec. J Obstet Gynaecol Can. 2007;29(3): 232-9.

Vol 6, No 1January 2018 Obstetric risk factors and anal incontinencer  59



Research  Article

Incidence of Pelvic and Paraaortic Lymph Node Metastasis  in
Epithelial Ovarian Cancer at a Tertiary Care Center

Insidensi Metastasis Kelenjar Getah Bening Pelvis dan Paraaorta pada
Kanker Epitel Ovarium di Suatu Rumah Sakit Tersier

Andrijono, Risa RisfiandiDepartment of Obstetrics and GynecologyFaculty of Medicine Universitas of Indonesia/Dr. Cipto Mangunkusumo HospitalJakarta
Abstract

Objective: To investigate the incidence of pelvic and paraaorticlymph node metastasis in epithelial ovarian cancer.
Methods: This was a cross-sectional study. Data were collectedfrom medical records, and from the cancer registry 1539 medicalrecords were obtained. From there, 863 patients were operatedand 676 were not, and only 401 medical records were foundcomplete, and 306 samples were excluded because they have beentreated with NAC and underwent surgery, patients who underwentsurgery but the results is not the epithelium, and patients whounderwent surgery, but the results were benign or borderline. And95 patients who underwent primary surgery and lymphadenectomyonly 55 patients have results in lymphadenectomy. This study usesa calculation of sample size with categorial descriptions, withprecision of 3% then obtained a minimum sample size of 261patients.
Results: According to the characteristics of the study subjectsabove, the results were stage I, II, III respectively 60%, 10.9%, and29%. The metastasized of the lymph node paraaortic 9.1%, andpelvic/paraaortic 20% pelvic/paraaortic23.6%. Based on thedegree of differentiation the results were good differentiation30.9%, moderate differentiation 23.6%, and poor differentiation45.5%. We found that paraaortic lymph node metastasis weremost frequent at stadium III (43.8%). In relationship betweenlymph node metastasis with differentiation of epithelial ovariancancer, the most frequent epithelial ovarian cancer were one withpoor differentiation in pelvic/paraaortic lymph node with the sumof 69.2%. From analysis, there is significant difference betweenserous hystologic subtype with mucinosum subtype in pelviclymph node, significant difference between serous hystologicsubtype and clear cell in paraorta or pelvic lymph node andbetween the serous histology subtype and mucinous as well.
Conclusion: Lymph node metastasis incident of ovarian epithelialcancer in paraaorta amounts 20%, pelvic 9.1% and pelvic orparaaortic 23.6%. Higher the stadium, the lymph node involve-ments will be higher as well (pelvic and paraaortic). In stadium 1of mucinous subtype with well differentiation has minimal lymphnode involvement so we can be more selective in considering therisk and benefit of lymphadenectomy.[Indones J Obstet Gynecol 2018; 6-1: 60-63]
Keywords: lymph node metastasis, ovarian cancer

Abstrak

Tujuan: Mengetahui insiden metastasis kanker ovarium epitelialyang dilakukan pembedahan primer pada kelenjar getah beningpelvik, paraaorta dan pelvik/paraaorta di Rumah Sakit Dr. CiptoMangunkusumo periode Januari 2009 - Desember 2015.
Metode: Penelitian ini menggunakan desain penelitian potonglintang, data diambil dari rekam medis, dari data kanker registerdidapatkan 1584 daftar rekam medik, namun didapatkan 425pasien kanker ovarium, dan 331 yang ekslusi, didapatkan 55data yang masuk kriteria inklusi.
Hasil: Dari 55 sampel yang dilakukan pembedahan primer padakanker ovarium tipe epitel. Penyebaran kelenjar getah bening padakanker epitel ovarium yang dilakukan pembedahan primer padaKGB paraaorta adalah 20%, pelvik 9,1% dan pelvik/paraaorta23,6%.
Kesimpulan: Insiden metastasis KGB kanker epitel ovarium padaparaaorta sebanyak 20%, pelvik 9,1% dan pada pelvik/paraaorta23,6%. Semakin tinggi stadium, maka semakin tinggi keterlibatanKGB (pelvik dan paraaorta). Pada subtipe serosum lebih banyakmenyebabkan keterlibatan pada KGB (pelvik dan paraaorta).Semakin buruk derajat differensiasinya, maka semakin tinggiketerlibatan pada KGB (paraaorta). Pada stadium I subtipemusinosum derajat difensiasi baik dengan keterlibatan pada KGByang minimal sehingga dapat lebih selektif dalam mempertim-bangkan risk dan benefit dari limfedenektomi.[Maj Obstet Ginekol Indones 2018; 6-1: 60-63]
Kata kunci: kanker ovarium, metastasis kelenjar getah bening
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INTRODUCTIONOvarian cancer is one of the most common gyne-cological cancers, after cervical and breast cancers.Ovarian cancer metastasized directly throughextention and exfoliation, lymphatic and hemato-genous.1,2 Stage, cell types, and tumor histologicaldifferentiation influence the metastasis of ovariancancer.3 Lymphogenic metastasis most commonlyfound in retroperitoneal pelvic and paraaorticlymph nodes. Lymphogenic spread affects ovariancancer prognosis.1,4Lymphadenectomy in ovarian cancer is still acontroversy.3,5 Currently, there is no profoundprospective study or randomized controlled trial(RCT) regarding its pathological anatomy, leadingto this controversy. 1998 FIGO suggested thatpelvic and paraaortic lymphadenectomy are anintegrated part that could not be separated duringovarian cancer surgical staging.6 Studies regardinglymphadenectomy are not profound enough. Todate, there are no study published about theincidence of epithelial ovarian cancer lymph nodemetastasis at Dr. Cipto Mangunkusumo Hospital.
METHODS This was a cross-sectional study. Data werecollected from medical records, and the cancerregistry. Of these, 863 patients underwent primarysurgery and 676 were not, and only 401 medicalrecords were found complete, and 306 sampleswere excluded because they have been treatedwith NAC and underwent surgery, patients whounderwent surgery but the results is not theepithelium, and patients who underwent surgery,but the results are benign or borderline. And 95patients who underwent primary surgery andlymphadenectomy only 55 patients have results inlymphadenectomy. This study uses a calculation ofsample size with categorial descriptions, withprecision of 3% then obtained a minimum samplesize of 261 patients.

RESULTS1539 medical records were obtained. According tothe characteristics of the study subjects above, theresults are Stage I, II, III respectively 60%, 10.9%,and 29%. The metastasized of the lymph node

paraaortic 9.1%, and pelvic/paraaortic 20%pelvic/paraaortic 23.6%. Based on the degree ofdifferentiation the results were good differentia-tion 30.9%, moderate differentiation 23.6%, andpoor differentiation 45.5%.
Table 1. Sample Characteristics patien of EpithelialOvarian Cancer Underwent Primary Surgery

Category n PercentageAge :<30 1 1.831-40 11 2041-50 23 41.8>51 20 36.4Clinical stadium :I 33 60II 6 10.9III 16 29.1Lymph node metastasis :Pelvic 5 9.1Paraaortic 11 20Pelvic/paraaortic 13 23.6Negative 42 76.4Grade :NA 6 10.9Well 16 29Moderate 11 20Poor 22 27.2Histologisubtype :Brenner 1 1.8Clear cell 23 41.8Endometioid 13 23.6Mucinous 11 20Serous 7 12.7
The association between lymph nodes metas-tasis and cancer stadium are shown in Table 2.We found that paraaortic lymph node metastasiswere most frequent at stadium III (43.8%) and theleast frequent at stadium II (0%). From the statis-tical analysis we found significant difference inproportion value in pelvic, paraaortic and pelvic/paraaortic lymph node with higher value instadium III than stadium I (p<0.05).
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In relationship between lymph node metastasiswith differentiation of epithelial ovarian cancer, themost frequent epithelial ovarian cancer were onewith poor differentiation in pelvic/paraaorticlymph node with the sum of 69.2% and the leastfrequent were one well differentiated in pelviclymph node (0%). From analysis, this study foundsignificant difference in proportion value inparaaortic lymph node between those with poordifferentiation compared with moderatedifferentiation, with p<0.05.The most common incidence between lymphnode metastasis with histologic subtype were

shown in Table 2. Paraortic lymph node withbranner histologic type amounts1 100% becausethe total of the samples in brenner is only 1, andthe second most common is serous hystologic inparaaortic lymph nodes which is 42.9% and theleast is mucinosum subtype in pelvic lymph node,amounted to 0%. There was significant differencebetween serous hystologic subtype withmucinosum subtype in pelvic lymph node,significant difference between serous hystologicsubtype and clear cell in paraorta or pelvic lymphnode, and between the serous histology subtypeand mucinous as well.

Table 2. Distribution of Pelvic, Paraaortic, and Pelvic/Paraaortic Lymph Node Metastasis in Epithelial Ovarian Cancer
Clinical stadium Stadium I

n=33
Stadium II

n=6
Stadium III
n=16 I vs II I vs III II vs III

Lymph node n % n % n % p valuePelvic Positive 1 3 0 0 4 25 0.806 0.012* 0.064 Negative 32 97.0 6 100 12 75Paraaorta Positive 3 9.1 2 33.3 6 37.5 0.165 0.020* 0.823 Negative 30 90.9 4 66.7 10 62.5Pelvic/Paraaorta Positive 4 12.1 2 33.3 7 43.8 0.250 0.015* 0.599 Negative 29 87.9 4 66.7 9 56.2

Table 3. Distribution of the Histological Subtypes of Pelvic, Paraaortic, and Pelvic/Paraaortic Metastasis in EpithelialOvarian Cancer
Histology Clear cell

n=23
Endometriosis

n=13
Brenner
n=1

Serous
n=7

Mucinous
n=11

Total
n=55Lymph node n % n % n % n % n % n %Pelvic Positive 2 8.7 1 7.7 0 0 2 28.6 0 0 5 9.1 Negative 21 91.3 12 92.3 1 100 5 71.4 11 100 50 90.9Paraaortic Positive 4 15.4 2 15.4 1 100 3 42.9 1 9.1 11 20.0 Negative 19 84.6 11 84.6 0 0 4 57.1 10 90.9 44 80.0Pelvic/Paraaortic Positive 4 17.4 2 15.4 1 100 3 42.9 1 9.1 13 23.6 Negative 19 82.6 11 84.6 0 0 4 57.1 10 90.9 42 76.4*p value < 0.05 ANOVA test
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There were significant differences in the pelviclymph nodes obstained value higher proportion onserous histological subtype compare withmucinous type (p<0.05) were show in Table 5, andthere were significant differences in the pelvic/paraaortic lymph node metastases between clearcell histology subtype compared to serous, as wellas between serous and mucinous histology sub-type. However there were no significant differencein paraaorta lymph node.DISCUSSIONIn this study, we could not reach the minimumsample. From data subject characteristics showedthat the spread of ovarian cancer by age at mostin the age group 41-50 years by 41.8% this is inaccordance with what was found in the literaturethat increasing age is a major risk factor fordeveloping ovarian cancer, 50% of ovarian cancersdiagnosed at the age of 65 years1,7 The spread oflymph nodes obtained 23.6%, and the most to thelymph node paraaorta is 20% for deployment onparaaorta through lymphatic channels to followalong infudibulopelvikum ovarian vein and endedup in lymph nodes as high paraaorta renal bloodvessels, according to the study.8,9 This is in linewith a review conducted in the Netherlands M.Kleppe et al (2011) were obtained from 14 studiesthat incident spread of lymph node on ovarianepithelial cancer was 14.2% (range 6.1-29.6%)where only the lymph node 7.1% and only 2.9paraaortic % in the pelvic lymph nodes.3,10
CONCLUSIONSThe incidence of lymph node metastasis of ovarianepithelial cancer in paraaorta amounts 20%, pelvic9.1% and pelvic or paraaortic 23.6%. Higher thestadium, the lymph node involvements will behigher as well (pelvic and paraaortic). In serous

subtype, there is more incidents of lymph nodeinvolvements (pelvic and paraaortic). If thedifferentiation type is worse, there will be higherrate of pelvic and paraaortic lymph nodeinvolvement. In stadium 1 of mucinous subtypewith well differentiation has minimal lymph nodeinvolvement so we can be more selective inconsidering the risk and benefit of lymphadenec-tomy. Further prospective studies are required toinvestigate the metastatic factors to lymph nodemore accurately.
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The Effect of Cyclophosphamide Chemotherapy on Ovarian Anti­Müllerian
Hormone Levels  in Breast Cancer Patients

Efek Kemoterapi Siklofosfamid terhadap Kadar Hormon Anti­Müllerian Ovarium
pada Penderita Kanker Payudara

Elisabeth G.K. Liga, Nusratuddin Abdullah, Eddy Tiro, St. Maisuri T. ChalidDepartment of Obstetrics and GynecologyFaculty of Medicine Universitas Hasanuddin/Dr. Wahidin Sudirohusodo HospitalMakassar

INTRODUCTIONBreast cancer is the most frequency malignancy inwomen in developed countries. It is estimated thatapproximately 7% of women with breast cancerare diagnosed before the age of 40 years, and thisdisease accounts for more than 40% of all cancerin women in this age group.1 Breast cancer is likelyto have a negative impact on reproductive functionfrom the toxic effect of chemotherapy on ovarianfollicles.2 Young women with more primordialoocytes showed a significant reduction of theirovarian reserve following chemotherapy.3 Chemo-therapy causes acute loss of growing follicles

resulting in premature ovarian failure, shortenedreproductive life span and hormone deficiency.4,5Cyclophosphamide, also known as cytophos-phane, is a nitrogen mustard alkylating agent fromthe oxazophorine group. Cyclophosphamide isused to treat various types of cancer and someautoimmune disorders by slowing-down orstopping cell growth.6 Cyclophosphamide, alone orin combination with other chemotherapy agents, isused for the treatment of lymphomas, some formsof leukemia, and some types of solid tumoursincluding breast cancer. Gonadal failure is a majorcomplication of cyclophosphamide administration,

Abstract

Objective: To evaluate cyclophosphamide effects on Anti-Müllerian hormone (AMH) levels in breast cancer patientstreated with cyclophosphamide chemotherapy.
Methods: This cohort prospective study was conducted inDr. Wahidin Sudirohusodo Hospital in the Department of Obstetricsand Gynecology in collaboration with Department of Surgery,Faculty of Medicice, Universitas Hasanuddin between September2015 and June 2016. Serum levels of AMH from forty breast cancerpatients received three series of cyclophosphamide chemotherapydetermined by Enzyme Linked Immuno Sorbent Assay (ELISA).
Results: Serum AMH levels decreased significant in the first series(from 2.092.04 g/ml to o.651.06 g/ml; p<0.05) through thethird series (from 1.531.34 g/ml to 0.50.65 g/ml; p<0.05) ofcyclophosphamide chemotherapy.
Conclusion: AMH levels decreased significant after cyclophos-phamide indicated that cyclosphosphamide decrease ovarianreserve.[Indones J Obstet Gynecol 2018; 6-1: 64-67]
Keywords: anti-müllerian hormone, breast cancer, cyclophos-phamide, ovarian reserve

Abstrak

Tujuan: Menilai efek kemoterapi siklofosfamid terhadap kadarhormon Anti-Müllerian pada pasien kanker payudara yangdikemoterapi dengan siklofosfamid.
Metode: Penelitian kohort prospektif ini dilakukan di RS Dr. WahidinSudirohusodo pada Departemen Obstetri dan Ginekologi bekerja-sama dengan Departemen Bedah, Fakultas Kedokteran, UniversitasHasanuddin antara September 2015 dan Juni 2016. Pengukurankadar serum AMH dari 40 pasien kanker yang mendapatkan tiga serikemoterapi siklofosfamid menggunakan metode Enzyme LinkedImmuno Sorbent Assay (ELISA).
Hasil: Kadar serum AMH menurun signifikan dari seri pertama(dari 2,092,04 g/ml menjadi 0,651,06 g/ml; p<0,05) sampaiseri ketiga (dari 1,531,34 g/ml menjadi 0,50,65 g/ml; p<0,05)pada kemoterapi dengan siklofosfamid.
Kesimpulan: Kadar AMH menurun signifikan setelah kemoterapisiklofosfamid menunjukkan siklofosfamid menurunkan cadanganovarium.[Maj Obstet Ginekol Indones 2018; 6-1: 64-67]
Kata  kunci: anti-müllerian hormon, cadangan ovarium, hormon,kanker payudara, siklofosfamid
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especially in females.7 Cyclophosphamide affectsprimordial follicle density rapidly after injectionof this agent. Human coocytes are damageddrastically followed by ganulosa cells.8The granulosa cells of primary follicles producedAnti-Müllerian Hormone (AMH).9,15 AMH is aglycoprotein hormone belonging to transforminggrowth factor b family. It’s levels reflect thecontinuous non-cyclical growth of small follicles.10Women with abnormal level of this hormoneimpaired the ovarian reserved followed byfertility.11 This study aimed to evaluate the levelsof AMH in breast cancer patients treated withcyclosphosphamide chemotherapy.
METHODSThis cohort prospective study was conducted in Dr.Wahidin Sudirohusodo Hospital in the Departmentof Obstetrics and Gynecology in collaboration withDepartment of Surgery, Faculty of Medicine,Universitas Hasanuddin between September 2015and June 2016. The study protocol was approvedby the Health Research Ethics Committee ofFaculty of Medicine, Universitas Hasanuddin.Eligible patients were women with breast cancer,aged 20 to 48 years, who were to receive threeseries of cyclophosphamide treatment but who hadnot received chemotherapy previously. Priorchemotherapy, radiation therapy, oophorectomy,and patients who did not complete the first seriesof chemotherapy cycles until the third series wereineligible. Serum levels of AMH in each series ofchemotherapy were measured at Prodia ClinicalLaboratory Jakarta using AMH Enzyme LinkedImmuno Sorbent Assay (ELISA) kits. Statisticalanalysis was performed using SPSS. A two-sided pvalue <.05 was considered statistically significant.
RESULTSThe study included 40 women with breast cancerwho completed the three series of cyclophos-

phamide chemotherapy. Table 1 summarizes thecharacteristics of the patients. Seventy percent ofthe patients were aged 36-47 years, 52.5% hadsenior high school education, majority of patientshad married (87.5%) and multiparity (51.4%).
Table 1. Subject characteristics

Variables n %

Age (years) 29 - 35 12 30.0 36 - 47 28 70.0
Education SMP 12 30.0 SMA 21 52.5 College 7 17.5
Marital status Married 35 87.5 Unmarried 5 12.5
Parity 0 3 8.6 1 - 2 14 40.0 > 2 18 51.4

Decreased serum AMH levels were seen aftereach series of cyclophosphamide chemotherapy;first series from 2.092.04 g/ml to 0.651.06
g/ml, second series from 4.033.47 g/ml to1.301.40 and third series from 1.531.34 to0.500.65 g/ml. There was an overall significantdecrease in serum AMH levels (p<0.05) for thethree series of chemotherapy (Table 2).

DISCUSSIONIn reproductive-aged women treated with chemo-therapy and radiotherapy for malignancy, serumAMH levels could be used to predict the ovarian
Table 2. AMH Levels in the Series of Cyclosphosphamide Chemotherapy of Breast Cancer

Series of chemotherapy
AMH levels (meanSD g/ml)

p
Prechemotherapy PostchemotherapyFirst 2.092.04 0.651.06 0.000Second 4.033.47 1.301.40 0.003Third 1.531.34 0.500.65 0.010
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reserve.12 Chemotherapy has a negative effect onthe ovarium that cause the loss of primordialfollicles, thus the levels of serum AMH as a markerfor early prediction of the ovarian reserve.13We found that there was a significant decreasein serum AMH levels in breast cancer patienttreated with cyclophosphamide in the presentstudy. AMH and inhibin B levels immediatelydecreased after chemotherapy.14 AMH hormone isproduced predominantly in primary, preantral, andsmall antral follicles.15 The growing folliclesappeared to be the target of chemotherapyagents.14 Anders et al. conducted a study in AMH,E2, FSH, inhibin B, and AFC for markers of ovarianreserve in patients who received adjuvanttreatment. They observed significantly decreasedor undetectable serum AMH levels after chemo-therapy similar to other previous studies.16This study also found that AMH levels decreasedafter the first series and along with the next seriesof chemotherapy. Our results similar to previousstudy on breast cancer treated with cyclophos-phamide that serum AMH levels decreased fromfirst series (2.71.0 ng/ml) to second series(0.40.4 ng/ml).14 Another study also assayedAMH and other hormonal markers before, duringand after chemotherapy administration andreported the decreased serum AMH levels afterchemotherapy indicating direct chemotherapyinduced damage to the granulose cells and hencegrowing follicles and ultimately the follicle poolresulting in decreased ovarian reserved.17AMH levels differ among breast cancer patientsthat received chemotherapy due to doseadministration. Study found that difference dosecorrelated with AMH levels 0.52 ng/ml, 1.99 ng/mland 3.09 ng/ml in high dose, low dose and notexposed to chemotherapy, respectively. Increaseddose of chemotherapy has greater reduction inAMH levels (Gracia et al., 2012).18AMH levels variations before, during and afterchemotherapy provide information about thedegree of follicle loss for each patient according todifferent chemotherapy regimens. Differentpatterns of AMH levels during the ovarian recoveryphase make it possible to discriminate betweenhigh and low gonadotoxic chemotherapy protocols.In addition, pretreatment AMH levels are shown topredict the long-term ovarian function after theend of treatment. These provide a better under-standing on the ovarian toxicity mechanisms of

chemotherapy and to predict the degree of theovarian follicle loss. Therefore, it can be useful forfertility preservation strategies, fertility counselingand future family planning.19
CONCLUSIONAMH levels decreased significant after cyclophos-phamide chemotherapy. This is indicated thatcyclosphosphamide decreased ovarian reserve.
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