()
( ).
’k‘n\‘
Acta Oncologica Turcica 2010;43:46-48 ¢ A /\/\"Tw

Bladder Tumor Metastatic to the Bones of the
Foot: A Case Report

Mesane Tumdriinin Ayak Basparmagina Metastazi:
Olgu Sunumu
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SUMMARY

Osseous metastases occur in approximately 20-30 % of malignancies. Of these, 0.007-0.3% has acro metastasis. Metastatic
malignancies of the foot are rare. They unusually develop from lung, colon and genitourinary tumors. Metastases to the bones of
the foot can pain, rash, swell, soft tissue ulceration and osteolytic destruction. A patient applied to orthopedics clinic due to pain
on right big toe with rash and purulent discharge that lasts for two weeks. A 58-year-old male patient underwent an operation due
to bladder cancer seven years ago. He had been prediagnosed with osteomyelitis and his right big toe had been amputated. A
histopathological diagnosis was consistent with primary tumor. In this report, we present an unusual case of bladder tumor with
foot metastasis.

Key Words: Bladder tumor, foot metastasis, bone metastases.

OzZET

Kemik metastazlari tim kanserli hastalarin %20-30'unu, bunun %0.007-0.3inli ise ayak kemiklerine metastazlar olusturur.
Ayakia metastatik timdrler cok nadir gbzlenir. Bunlar genellikle akciger, kolon ve genitotiriner sistemden kaynaklanir. Ayak ke-
miklerine metastazlar agri, sislik, kizariklik, yumusak doku tlserleri ve osteolitik destriiksiyonlar olusturabilir. Ortopedi klinigine sad
ayak bagparmaginda iki hafta dnce baslayan sislik, kizariklik, agri nedeni ile basvuran 58 yasindaki erkek hastanin 6zgecmisinde
yedi yil énce mesane timori tanisi ile operasyon hikayesi vardi. Medikal tedaviye yanit alinmamasi (izerine osteomyelit 6n tanisi
ile sag ayak bagparmagina amputasyon yapildi. Histopatolojik bulgu, primer timdér metastazi ile uyumlu bulundu. Olgu, mesane
timériinin nadir metastatik lokalizasyonu nedeni ile sunuldu.

Anahtar Kelimeler: Mesane tiiméri, ayak basparmagi metastazi, kemik metastazi.
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INTRODUCTION

Although, the prevalance of bone metastases in
patients with cancer ranges from 20 to 30%, the small
bone metastases of hands and feet is rarely seen (1-3).
Lung, colorectal and genitourinary system malignanci-
es are common tumors that metastasize to feet bones.
Bronchus carcinomas are the most common of these
tumors. Foot metastases frequently involve the tarsal
bones while phalanx is the least common site for me-
tastases (4,5).

CASE REPORT

A 58-year-old male patient underwent an operation
due to bladder cancer seven years ago. The patient
was placed under surveillance subsequent to the ad-
juvant therapy. Three years after diagnosis, lung, brain
and liver metastases were detected and given six cu-
res of Cisplatin and Gemsitabin following postoperative
cranial radiotherapy. The patient showed full-response
to chemotherapy and he was placed under three-month
outpatient surveillance. But he didn’t attend follow-up,
regularly.

The patient applied to orthopedics clinic due to pain
on right big toe with rash and purulent discharge that
lasts for two weeks. An abscess formation was diag-
nosed and he was given antibiotic after drainage. Des-
pite treatment, abscess and rash got enlarged and he
showed fever. Abscess was redrained following new
antibiotics. He did not respond to treatment and direct
graphy performed. On graphy, lytic lesion destructed
the bone on the first phalange of right foot and oblite-
rating of surround soft tissues (Figure 1). The patient’s
history only indicated 30 packages/year of smoking. He

Figure 1. Radiograph of right foot at presentation showing
destruction of right first phalange.

had been prediagnosed with osteomyelitis and his right
big toe had been amputated. The pathologic diagnosis
revealed the presence of malignant cells of urothelial
origin, immunochemistry in keeping with transitional
cell carcinoma (Figure 2). The patient referred to our
clinic for radiotherapy. After imaging studies, metasta-
ses of lung, liver, brain and bone were detected. On
scintigraphic evaluation, increased activity in left iliac
wing, proximal tibia and distal diaphysis were detected
and a total of 20 Gy radiotherapy (4 Gy/day fractional)
was applied to metastatic sites. Since bladder cancer
metastasizes to big toe is extremely rare, we aimed to
present this patient as a case report.

DISCUSSION

Bone metastases are common in breast, prostate,
thyroid, kidney and lung cancers. The most common
sites of metastases occur on vertebra, costa, pelvis,
cranium, proximal femur and humerus. However, hand
and foot bones metastases are rarely seen related with
poor prognosis. These metastases are mainly detec-
ted following the diagnosis of the primary tumor (1,2,5).
The metastases of foot bones comprise 0.05% of all
metastatic tumors and tarsal bones are involved in
50%, metatarsals in 23% of the cases whereas phalan-
ges account for only 17% of the reported cases (6-8).

Figure 2. Histological appearance on specimens obtained
from toe amputation. Microscopic examination of a biop-
sy from lesion demonstrates pathologic specimen con-
firmed the presence of malignant cells of urethelial origin,
consistent with transitional cell carcinoma (Hematoxylin
and eosin; magnification 100x).
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Although the mechanism of extremity metastases is
not known clearly, it is suggested to spread via vascu-
lar system. Trauma, hormonal factors, accompanying
diseases like diabetes and the tissue-response deter-
mine the metastases to skeletal system. Metastases
are considered to occur due to entering of tumor-ori-
ginated micro emboli into arterial circulation. It was re-
ported that metastases could get enlarged in sites of
high arterial blood flow (7,8). There was no history of
diabetes or trauma in the present case.

It is widely accepted that supra-diaphragmatic
cancers metastasize more commonly to hand whe-
reas sub-diaphragmatic ones (gastrointestinal, renal,
bladder, uterus etc.) metastasize frequently to feet.
Common primary sites to foot metastases are origi-
nated from the colorectal (17%), genitourinary (17%)
and lung (15%) tumors, respectively (4,6). In addition,
breast, cervix, ovary and prostate tumors are among
other malignancies metastasizing to feet (7). The pri-
mary tumor of the present case is transitional cell car-
cinoma of bladder which is one of genitourinary tumors
and the second most common tumor metastasizing to
feet. Foot metastases to phalanges account for 17% of
the cases. The most common primary tumor metasta-
sizing to phalanges are lung malignancies (4,5). In our
case, metastases to distal (terminal) phalanges of big
toe were observed.

Peripheral bone metastases are often under di-
agnosed because of their rarity. The first and primary
symptom of phalange metastases is pain. Besides
pain, swelling, fever and ulceration of skin may occur.
In general, the physical examination findings may be
confused with features such as abscess, osteomyelitis,
rheumatoid arthritis, septic arthritis, trauma, unidentifi-
ed object, felon (8). Like the present case, the lesion
was initially diagnosed and treated as infection.

Direct X-ray graphy and computed tomography is
helpful radiologic tools in establishing the diagnosis. Bi-
opsy may be required in solitary metastases. Trabecu-
lar destruction and osteolysis are seen radiologically in
metastatic lesions of the bone. Tumor related macrop-
hages and osteoclasts are believed to be responsible

for metastases-induced osteolysis. In 80% of periphe-
ral bone metastases, lytic lesions can be detected radi-
ologically (1,8). In our case, osteolitic-destructive bone
lesions were found in distal phalanges and condensed
edema and ulcerative lesions were recognized in soft
tissues on foot P-A direct X-ray graphy.

The average life expectancy in patients with foot
metastases ranges from 5 to 9 months In a study, He-
aley et al. reported that average life period was 14.3
months following peripheral metastases was recogni-
zed (3); while in an other study, Bunkis et al. reported
9.9 months (2).

The treatment of extremity metastases is palliative
and targets pain reduction. Suggested treatments inc-
lude local radiotherapy, curettage, and amputation (7,8).

In conclusion, metastases should be kept in mind
in patients with soft-tissue and bone lesions that do not
respond to appropriate treatment who were diagnosed
with cancer, previously.
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The Comparative Analysis of Prevalence
Parameters of the Stomach Cancer Among City
and Rural Population of the
Azerbaijan Republic

Azerbaycan Cumhuriyeti'nde Sehirde ve Kirsal Kesimde
Yasayan Bireylerde Mide Kanseri Prevalans
Parametrelerinin Karsilastirmali Analizi
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SUMMARY

In Azerbaijan Republic among men disease stomach cancer more than among women. A level of an intensive parameter of
disease above for the townspeople (11.2 on 100.000 population), than for peasants (10.1 on 100.000 population). With the years
was marked increase of a level of an intensive parameter disease of stomach cancer. The general death rate coefficient has ap-
peared above among the patients living in cities (on 100.000 population 8.91 against 7.07), but the lethality coefficient was above
for countrymen (48.16% against 39.74%). The peak of disease on size of the standardized parameter among the city men has
fallen to age intervals 50-69 for men and 60-69 years for women, for peasants this fact was observed in rather senior age groups-
accordingly 60-69 years and 70 years and over.

Key Words: Stomach cancer, intensive morbidity rate, common mortality rate, urban population, rural population.

OzET

Azerbaycan Cumhuriyeti’nde mide kanseri erkeklerde kadinlara nazaran daha sik gérilir. Sehirde yasayanlarda 11.2/100.000
oraninda gériliirken, kirsalda yasayanlarda bu oran 10.1/100.0007dir. Yillar gectikce mide kanseri sikliginda artis dikkati cekmek-
tedir. Genel mortalite sehirde yasayan insanlar icin 100.000°de 8.91 iken, kirsalda yasayanlarda 100.000°de 7.07'dir ve anlamli
fark yoktur fakat morbidite sehirde yasayanlarda daha yiksektir (%48.16’ya karsin %39.74). Standart parametreler dikkate alin-
diginda sehirde yasayanlarda mide kanseri erkeklerde 50-69 ve kadinlarda 60-69 yaslarinda pik yapmaktadir. Kirsal kesimde
yagayanlarda ise bu pik yasi erkeklerde 60-69 ve kadinlarda 70 yas ve lizeridir. Bu sonuglara gére gehirde yasayan poplilasyonda
mide kanseri gériilme sikligi daha erken yaslarda pik seviyesine ulasmaktadir.

Anahtar Kelimeler: Mide kanseri, morbidite orani, morialite orani, sehir poplilasyonu, kirsal popiilasyon.
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INTRODUCTION

The stomach cancer (SC) remains one of the most
important problems not only for modern oncology, but
also for all public health service. The social importance
of this disease is due to high morbidity and mortality
rates (1,2). According to World Health Organization
(WHO) data annual morbidity rate is about one mil-
lion primary cases and mortality rate is about 650.000
cases all over the world (3,4).

Today the prior directions of modern oncology sci-
ence are not only working out of new more effective
modalities of combined and complex treatment but also
finding out of risk factors for SC with subsequent de-
velopment of measures for primary prophylaxis and re-
vealing in early stages by use state of the art methods
of clinical investigation of the population (5,6).

World practice shows high efficacy of epidemiologi-
cal investigation by method of comparative analysis of
statistical data among people populations which are
differed by social, domestic, ethnic parameters and liv-
ing in different climatic and geographical regions (7).

The aim of our investigation is carrying out of com-
parative analysis of epidemiological characteristics for
SC among different groups of Azerbaijan population.
An urban and rural people will be investigated in this
research.

MATERIALS and METHODS

We used data gained during retrospective analysis
of case reports of 901 patients with SC who received in
patient treatment and examination in National Center
of Oncology of Azerbaijan Republic from 1996 to 2006
years. 605 of them were males and 296 were women.
488 patients were urban and 413 were rural people.
Also we reviewed data about annual morbidity and
mortality rates from the department of statistics of Min-
istry of Public Health of Azerbaijan Republic. Statisti-
cal rates were calculated according to standard math-
ematical equals recommended by WHO for analysis of
different epidemiological parameters (8).

RESULTS and DISCUSSION

According to records of Central Statistical Depart-
ment of Azerbaijan Republic 51.5% of all population of
the country are urban people and 48.5% -rural people.
49.2% of all population are males and 50.8%-females.
Among urban people 49.82% are males and 50.18%
are females, among rural people 48.58% and 51.42%
correspondingly.

In our research 54.2% of patients were urban and
45.8% were rural people. Comparative characteristics
of SC patients depending on gender among urban and
rural population is shown in Figure 1.

While distributing of patients according to gender
we revealed significant prevalence of males over fe-
males in both groups. During more detailed compara-
tive this data we found that among urban patients pro-
portion of males was higher than among rural patients.
Quantitative proportions of above mentioned are 2.21/1
and 1.87/1 correspondingly.

Comparative analysis of intensive SC morbidity
rate showed it's high level among urban people (11.2/
100.000 of population). Among rural people it was 10.1/
100.000 population. This rate was 15.5/100.000 for
males and 13.5/100.000 for females in urban popula-
tion and 7.0/100.000 versus 6.8/100.000 among rural
population.

Common mortality rate from SC for urban people
was 8.91/100.000 and 7.07 for rural people. But mor-
tality rate differed from morbidity rate and was higher
among rural patients-48.16% versus 39.74% among
urban patients. We can explain this fact by late appeal-
ability of rural patients. Data mentioned below confirms
our suggestion.

Urban population

31.15%

Females
= Males

Rural population

34.87%

Females
= Males

65.13%

Figure 1. Distribution of SC patients for gender among
urban and rural people.
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Table 1. Distribution of patients depending on cancer
localization in different anatomical regions of the
stomach.

Gaficer Urban people Rural people
localization = Number % Number %
Proximal 59 12.1 84 20.3
parts

Corpus 58 11.9 61 "14.8
ventriculi

Distal parts 257 52.7 170 41.2
Total 114 23.4 98 23.7
involvement

Among urban patients during first visit to physician
I and Il stages of SC were diagnosed in 172 (35.3%)
cases, lll stage in 132 (27.0%) cases and IV stage in
184 (37.7%) cases. Whereas among rural patients late
stages SC was diagnosed more frequently. So, patient
distribution by stages at the first visit was 95 (23.0%),
141 (34.1%), 177 (42.9%) correspondingly

Quantitative proportion of patients depending on
cancer localization in the different parts of stomach is
shown in Table 1.

Among urban living patients cancer was located in
distal parts of the stomach more often. While among
rural patients it was located in proximal parts of the
stomach relatively often and in difference from urban
patients 1.7 times more frequent. We consider that
such kind of distribution is related with higher contami-
nation of urban people by Helicobacter pylori.

Study of intensive rate in age-gender aspect re-
vealed rising of morbidity by increasing of the age (Fi-
gure 2). Comparative analysis of this rate showed it’s
higher level in males of both urban and rural people.
Whereas it is noted significant (about 4 times) rising
of intensive morbidity rate for SC among both males
and females of rural population whose age 60-69 and =
70 years relative to younger people. But among urban
population both males and females showed sloping
rise of morbidity by rise of age. The highest rate of mor-
bidity is registered in oldest age subgroup - = 70 years.

We have done calculation and comparative char-
acteristics of standardized rate for patients subgroups.
Increasing of this rate by age rising was established.
This tendency was marked among both urban and ru-
ral population. The rate achieved it's maximal value in
males in earlier age than in females in both groups.
Among urban population the peak of standardized mor-
bidity rate was noted in age category 50-59 years for
males and 60-69 years in females. Among rural popula-
tion this fact was noted in older subgroups: 60-69 years
and = 70 years old correspondingly. Gained results are
shown in Table 2 and 3.

CONCLUSIONS

1. Among SC patients males amount was higher
in both urban and rural population, in proportion
2.21/1 and 1.87/1 accordingly,

Value of intensive morbidity rate was higher in ur-
ban population (11.2/100.000) than in rural popula-
tion (10.1/100.000),

60
& 5
5 40
8" /
s
g 30 £
g // X i g Urban males
g 20 3 C.at — B—  Rural males
=] e e
= L4 ---o---  Urban females
2 10 > T
e
5 e, g ¢ . . . ‘ . — -3 - — Rural females
> 30 30-39 40-49 50-59 60-69 =70
Age groups

Figure 2. Dynamics of intensive morbidity rate for SC depending on gender and age of urban and rural population.
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Table 2. Standardized morbidity rate of SC among urban population.
Number of SC
Number of population patients Intensive rate Median Standardized rate
Age Males Females Males Females Males Females Total population standard Males Females
<30 647340 649725 9 2 1.4 0.3 1297065 29853.7 0.4 0.1
30-39 423821 446927 28 9 6.6 2.0 870748 20041.4 1.3 0.4
40-49 339619 350701 57 16 16.8 4.6 690320 15888.6 2.7 0.7
50-59 318069 347380 91 37 28.6 10.7 665449 15316.2 4.4 16
60-69 220571 262538 88 47 39.9 17.9 483109 11119.4 4.4 2.0
=70 147548 190504 63 41 42.7 21.5 338052 7780.7 3.3 1.8
Total 2164551 2180192 336 162 15.5 7.0 4344743 100000 16.5 6.4
Table 3. Standardized morbidity rate of SC among rural population.
Number of SC
Number of population patients Intensive rate Median Standardized rate
Age Males Females Males Females Males Females Total population standard Males Females
<30 566281 612112 6 1 11 0.2 1178393 28799.9 0.3 0.1
30-39 511020 541600 21 7 4.1 1.3 1052620 25726.1 14 0.3
40-49 231380 243397 38 12 16.4 4.9 474777 11603.6 1.9 0.6
50-59 343480 347207 51 23 14.8 6.6 690687 16880.4 2.5 1l
60-69 186490 189770 80 45 42.9 23.7 376260 9195.8 3.9 2.2
=70 147325 171588 73 56 49.6 32.6 318913 7794.2 3.9 2.5
Total 1987724 2103926 269 144 185 6.8 4091650 100000 13.6 6.8
3. Rise of intensive morbidity rate by rise of age was REFERENCES

noted: among urban people it was sloping, while in
rural people it growths sharply after 50 years old-
more than three times,

Common mortality rate in urban people was higher
than in rural ones: 8.91 versus 7.07 by 100.000
population

Lethality coefficient was higher in rural patients
48.16%) versus 39.74% in urban patients. This fact
is related with more proportion of patients in late
stages SC (llI-IV) among rural people: 77.0% ver-
sus 64.7% correspondingly,

Proximal localization of SC was diagnosed 1.7
times frequent in rural patients, whereas localiza-
tion of SC in distal parts was opposite,

Peak of standardized morbidity rate among urban
patients was in 50-69 years old for males and 60-69
years old for females; this peak was noted in older
patients subgroups for rural people: 60-69 and =70
years old correspondingly.
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Kanserli Hastalarda Febril Nétropeni Sirasinda
Alinan Kiiltiirlerin Degerlendirilmesi

Evaluation of Cultures Obtained from Cancer Patients
During Febrile Neutropenia
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OzET

Febril nétropeni, kanser tedavisinin en yaygin komplikasyonlarindan biridir. Bu hastalarda morbidite ve mortalitenin en énemli
nedeni bakteriyel infeksiyonlar olarak bilindigi icin vakit kaybetmeden ampirik genis spektrumlu antibiyotiklerin baslanmasi kuv-
vetle tavsiye edilir.

Bu calismada febril nétropeni nedeniyle Ocak 2005-Ocak 2006 tarihleri arasinda hastanemizde yatirilarak takip edilen kanserli
erigkin hastalardan alinan kdiltirlerde treme oranlari ve lireyen mikroorganizmalari retrospektif olarak degerlendirdik.
Hastalardan alinan 6rnekler konvansiyonel yéntemlerle ekilip, ileri identifikasyon, BBL yari otomatik sistemi ile yapild.

Alinan toplam 406 kiltirden %17.98’inde (reme saptandi. Alinan kan kiiltirlerinden %21.21’inde ve kan kiilt(irt haricinde alinan
Kkdilttrlerin %16.93’linde tireme géruld(.

infeksiyon etkeni en yliksek oranda balgam (%46.77) ve yara yeri kiiltirlerinde (%43.75) saptandi.

Kan klttirlerinde tireyen gram-negatiflerin orani %61.90, gram-pozitiflerin tireme orani ise %38.10 idi. Kan disindaki kiiltirlerde
gram-negatiflerin tireme orani ise % 53.85, gram-pozitiflerin %15.38 ve mantarlarin treme orani ise %30.77 olarak saptandi.
Sonug olarak febril n6tropenik hastalarin tani ve tedavisinde dikkatli bir anamnez ve fizik muayene, kan ve kan disi bélgelerden
alinan kdiltirler ve hastanenin infeksiyon stirveyans verilerine dayali olarak baslanan uygun ampirik antibiyotik tedavi, yasamsal
dnem tagimaktadir.

Anahtar Kelimeler: Febril nétropeni, febril nétropenide kdiltirler, kanser.

SUMMARY

Febrile neutropenia is a common complication in patients receiving cancer treatment. According to the results of several investiga-
tions bacterial infections are the most common causes of morbidity and mortality, in these patients, so, empiric broad-spectrum
antibiotics should be initiated promptly. Prevalence and antimicrobial susceptibility of suspected microorganisms and epidemio-
logic characteristics of patient population shoud be considered in the initiation of empiric antimicrobial treatment.

In this study we evaluated retrospectively cultures obtained from hospitalized adult cancer patients during febrile neutropenic at-
tacks over a one year period (January 2005-January 2006).

In microbiologic identification and susceptibility testing we used standard culture methods and BBL semi automatic system.

Infection was documented microbiologically in 17.98% of obtained samples. Blood cultures were positive in 21.21% and cultures
obtained from other body sites were positive in 16.93% of samples.

The rate of positive cultures in sputum and skin lesions were higher than other sites (46.77% and 43.75% respectively).
In blood cultures, gram-negative agents were isolated in 61.90% and gram-positives in 38.10% of cultures.

55



Kanserli Hastalarda Febril Nétropeni Sirasinda Alinan Kdilttrlerin Degerlendiriimesi

In cultures obtained from other sites of the body gram-negatives, gram-positives and fungal agents were isolated in 53.85%,

15.38% and 30.77% of cultures respectively.

As a result, in diagnosis and treatment of neutropenic patients a detailed medical history, physical examination, cultures from
blood and other clinically suspicious body sites and initiation of empirical antimicrobial treatment according to the hospital infec-

tious surveyance reports are life saving issues.

Key Words: Febrile neutropenia, cultures in febrile neutropenia, cancer.

GiRIS
Febril nétropeni, sitotoksik kemoterapinin yasami
tehdit eden énemli bir komplikasyonudur.

Febril nétropeni epizodlarinin %70’ten fazlasinda
herhangi bir etken mikroorganizma tespit edileme-
mekte, sadece %30-50’sinde infeksiyon etkeni mikro-
biyolojik olarak belirlenebilmektedir (1). Bu hastalarda
morbidite ve mortalitenin en énemli nedeni bakteriyel
infeksiyonlar olarak bilindigi icin hemen ampirik genis
spektrumlu antibiyotikler baglanmalidir (2,3). Ampirik
antibiyotik secimi patojenlerin prevalansina, duyarlilik
paternlerine ve tedavi géren popllasyonun epidemiyo-
lojik 6zelliklerine dayanarak yapilmahdir (1-4).

Febril nétropenide etken mikroorganizmalar agisin-
dan birkac 6nemli faktor belirleyici rol oynamaktadir; bu
faktorlerden immunsupresyonun nedeni, derecesi, si-
resi ve ayrica hastanin endojen florasi, deri ve mukoza
butlnligl, yasadigl yer ve tedavi gérdigi hastaneyi
sayabiliriz (1,4,5).

YONTEM ve GERECLER

Bu calismada, febril nétropeni nedeniyle hastane-
mizde Ocak 2005-Ocak 2006 tarihleri arasinda yatirila-
rak takip ve tedavi edilen kanserli erigkin hastalardan
alinan kiltirlerde Greme oranlari ve Greyen ajanlari ret-
rospektif olarak degerlendirdik.

Hastalardan alinan 6rnekler konvansiyonel yontem-
lerle ekilip, ileri identifikasyon islemi ile BBL yari otoma-
tik sistemi ile yapilmistir. Kan kdltlrleri ates baslangicin-
da (= 1 saat sliren 38 °C veya tek 6lcmede = 38.3 °C
aksillar ates) 30 dakika ara ile en az iki adet (bir aerop
ve bir anaerop) alinip, atesi devam edenlerde glin asiri
tekrarlanmigtir.

BULGULAR

Febril nétropenik hastalarda pozitif kiltir orani
%17.98 olarak saptandi (alinan toplam kdltir sayisi
406 ve pozitif kiltir sayisi 73).

Alinan 99 kan kultirinden 21 (%21.21)’'inde, kan
kaltara haricinde alinan 307 érnekten 52 (%16.93)’sin-
de tGreme gérilmustir (Tablo 1).

infeksiyon etkeni, en yilksek oranda balgam
(%46.77) ve yara yeri kiltirlerinde (%43.75) tespit edil-
migtir (Tablo 1).

Kan kilturlerinde gram-negatif mikroorganizmala-
rin Ureme orani %61.90, gram-pozitiflerin Greme orani
ise %38.10 olarak bulundu (Tablo 2).

Kan disindaki kiltirlerde ise gram-negatif, gram-
pozitif ve mantarlarin Greme oranlari sirasiyla %53.85,
%15.38 ve %30.77 olarak saptandi (Tablo 3).

SONUC ve TARTISMA

Kanserli hastalarda miyelosilipresyona neden olan
kemoterapiden sonra ciddi infeksiyonlar, yliksek mor-
bidite ve mortalite ile karsilasmaktayiz (1,6). Febril nét-
ropenide hastanin kendi florasi en énemli infeksiyon
kaynagini olusturmaktadir. infeksiyon odagi gastroin-
testinal sistem, agiz ve bogaz, solunum sistemi, deri
ve yumusak doku, intraventz kateterler, perianal bol-
ge ve Uriner sistem olabilir (1). Bu nedenle yukarida
sayilan alanlarda sik ve yeterli sayida kiltlr alinmasi
gereklidir. Hastalarin yattigi servis, kullanilan ara¢ ve
gerecler, saglik personelinin elleri ve odalarin havasi
infeksiyonlarin yayiliminda potansiyel etkenler olarak
sayllabilir (7).

Febril epizodlarda infeksiyonlar iki gruba ayrilir:
1. Mikrobiyolojik olarak ispatlanmis infeksiyonlar.

2. Klinik olarak tanimlanmis infeksiyonlar (1). Notrope-
nik hastalarda inflamatuvar yanitin baskilanmig olmasi
ve infekte dokuda ply olusmamasi (granulositope-
niden dolayi) nedeniyle infeksiyonlar sinsi bir sekilde
baslayip ilerler. Hastanin klinik durumunda olusan
degisiklikler infeksiyon olasiligi acisindan degerlendi-
rilmeli ve dnemsenmelidir (1-3). Fizik muayenenin ¢ok
yardimci olmamasi, kiltlr 6rneklerinin yetersiz alinma-
si gibi nedenlerle atesin etyolojisi her zaman aciklana-
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Tablo 1. Kan ve kan disindaki kiiltiirlerde iireme oranlari.
Ornek

Numune sayisi Pozitif kiiltiir sayisi

Kan 99 21 (%21.21)
idrar 89 14 (%15.73)
Balgam 62 29 (%46.77)
Bogaz 74 1 (%1.30)

Yara 16 7 (%43.75)
Digki 66 1(%1.51)

Toplam 406 73 (%17.98)

Tablo 2. Kan kiiltiirlerinde (ireyen ajanlar.

Gram-
pozitif Mantar

8 (%38.10) .

- Gram-
Ornek negatif

Kan 13 (%61.90)

Toplam
21 (%100)

Tablo 3. Kan disindaki kiiltiirlerde iireyen ajanlar.

B Gram- Gram-

Ornek negatif pozitif Mantar  Toplam
idrar 14 (%100) - - 14
Balgam 10 (%34.48) 3 (%10.34) 16 (%55.18) 29
Bogaz ~ 1 (%100) 2 i
Yara 3 (%42.85) 4 (%57.15) - 7
Digki 1(%100) - < 1

Toplam 28 (%53.85) 8 (%15.38) 16 (%30.77) 52

mamakta; fakat febril nétropenik hastalarin biytk bir
kisminda genis spektrumlu antibiyotiklerin baslanmasi
ile klinik yanit elde edilmesi gizli bir infeksiyon odaginin
varligini géstermektedir (1).

Febril nétropenili hastalarda infeksiyonlarin epide-
miyolojisi ve major infeksiyon etkenleri sirekli degis-
mekte ve bakteriyel diren¢ artmaktadir (1,2,6).

1970 ve 1980’li yillarda febril nétropenik hastalarda
gram-negatif ajanlar major etyolojik etken iken, 1980’li
yillarin sonu ve 1990°h yillarda gram-pozitif bakteriler
cogunluk kazanmistir. Bu degisimin nedeni tam bilin-
memekle birlikte uygulanan radyoterapi, kemoterapi,
derin ve uzun streli nétropeniler, damar ici kateter
uygulamalarinda artis ve secici antibiyotik baskisi bu
konuda etkili olabilir (1,5,6). Nétropeni slresi uzadikca
gram-negatif mikroorganizmalarin lreme oraninda da
artis gortlmekte ve glinimuzde tekrar egilimin gram-
negatiflere dogru degismekte oldugu kaydedilmektedir
(1,2).

Kan kultirlerinde koagilaz-negatif stafilokoklar ve
Corynebacterium’lar (6rn. Corynebacterium jeiceium)
disinda tek pozitif kan kulturt bakteremi tanisi icin ye-
terlidir; yalniz ismi gecen mikroorganizmalarda tani icin
iki veya daha fazla kan kulttriinde Greme olmasi gerek-
mektedir (6-8).

Fungal infeksiyonlar febril nétropenik hastalarda gi-
derek daha yaygin ve ciddi infeksiyonlar haline gelmek-
tedir. Bu infeksiyonlarin klinik tanisi zor, tani yéntemleri
kisith ve tanida yagsanan gecikmeden dolayl mortalite
orani ylksektir (2).Viral ve parazitik infeksiyonlarla da
|6semi ve lenfoma hastalarinda karsilasiyoruz ama bu
infeksiyonlar daha cok hiicresel immunyetmezlikli has-
talarda meydana gelmektedir (1,4).

Calismamizda febril nétropenik hastalarda kan kdl-
tUrlerinde %21.21 ve kan kdlttrd haricindeki érneklerde
%16.93 oraninda Ureme saptanmistir. Kan kultlrlerin-
de gram-negatif etken Greme orani, gram-pozitif etken-
lerin Greme oranina kiyasla daha fazla bulunmustur
(%61.90 vs. %38.10). Kan disindaki kulturlerde de
gram-negatif etken hakimiyeti gérilmektedir (%53.85
vs. %15.38).

Bu oranlar diger merkezlerin sonuglarina benzer
degerlerdedir (7-10).

Balgam kdltirlerinde mantarlarin Greme orani
%55.18 bulunmustur, ancak mantarlar acisindan kan
kaltara disindaki kultirlerin pozitif olusunun gercek in-
feksiyonu yansitmadigdi ve kolonizasyona bagl olabile-
cegdi goz 6ntinde bulundurulmahdir (1).

Sonug olarak febril nétropenik hastalarin tani ve
tedavisinde dikkatli bir anamnez, fizik muayene, mikro-
biyolojik tetkikler icin uygun érneklerin alinmasi ve has-
tanenin infeksiyon slirveyans verilerinin géz éniinde
bulundurarak ampirik antimikrobiyal tedavinin planlan-
mas! yasamsal 6énem tasimaktadir. Bu hastalarin tani-
sinda mikrobiyoloji laboratuvarinin dnemli ve belirleyici
bir géreve sahip oldugunu vurgulamak gerekir.
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Gecici Santral Venoz Kateterlerin Radyolojik
Goéruntileme Yontemleri Esliginde
Uygulanmalari

Temporary Central Venous Catheter
Placement with Radiological Imaging

Dogan DEDE', Ahmet AVLUK?, Nilgiin YILDIRIM', ilkay AKMANGIT", Bige SAYIN SEVER!

" SB Ankara Numune Egitim ve Arastirma Hastanesi, 4. Radyoloji Klinigi, ANKARA

OzZET

Girig: Kemik iligi transplanti yapilacak hastalarda, bébrek yetmezligi olgularinda acil hemodiyaliz ihtiyacinda, Iékoferez-plazma-
ferez gibi yliksek voliimde kan degisimi yapilacak hastalarda, damar yolu problemi olan hastalarda gecici santral vendz kateterler
yaygin olarak kullanilmaktadir. Bu ¢calismada radyolojik gértintiileme ydntemleri esliginde gecici santral venéz kateter uygulamasi
deneyimlerimizi literatir egliginde tartismayi amacladik.

Yéntem ve Gerecler: Klinigimizde Ocak 2007-Kasim 2009 tarihleri arasinda, ultrasonografi ve floroskopi egliginde ve lokal anes-
tezi sonrasi gegici santral venéz kateter takilan 208 olgu retrospektif olarak incelendi.

Bulgular: Iki yiiz sekiz hastaya 228 gecici santral venéz kateter takildi. Hastalarin %88’i kemik iligi transplanti yapilacak olan
hastalardi. En sik giris yeri sag internal juguler vendi (%84.21). Hastalarin kateter kullanma sdirelerinde ortanca deger 20 giin
olarak saptandi (toplam kateter kullanma stiresi 4240 giin, aralik 4-34 gtin). On dért olguda komplikasyon gelisti. En sik gériilen
komplikasyon vendz trombozdu (%2.6). Gelisen infeksiyéz komplikasyonlarin hepsi kemik iligi transplanti yapilacak hastalarda
goriildii (%1.3).

Sonug: Gegici santral venéz kateterlerinin radyolojik gdriintiileme ydntemleri esliginde uygulanmasi; komplikasyon oranlarinin
dlstik olusu, islem stresinin kisa olmasi ve yliksek basari orani ile gtivenilir ve etkin bir yéntemdir.

Anahtar Kelimeler: Santral vendz kateter, gecici, komplikasyon, tromboz.

SUMMARY

Introduction: The temporary central venous catheters are used generally in patients who are going to go under bone marrow
transplantation; in renal failure patients who need accute hemodiyalisis; in patients who need high volume exchange of blood
like plasmaferesis and lokoferesis also in patients who have vassel problems . In this study we aimed to show our experiences in
temporary central venous catheter placement under radiological imaging tecniques.

Materials and Methods: Two hundred and eight patients who were placed temporary central venous catheters under local an-
esthesia with ultrasonography and floroscopy guidence in our clinique between the period January 2007 and November 2009 are
detected retrospectively.

Results: Two hundred and twenty eight temporary central venous catheters were placed to 208 patients. The most frequent
localization of insertion was internal jugular vein (84.21%). Median catheter time was 20 day (total: 4240 catheter days; range: 4
to 34 catheter days). Complications occured in 14 patients. The most common complication was venous trombosis (2.6%). All the
infectious complications were seen in the patients who are going to go under bone marrow transplantation (1.3%).

Conclusion: Temporary central venous cateter placement with radiological imaging guidence which has short insertion time, high
success and low complication rates is a safe and effective technique.

Key Words: Central venous catheter, temporary, complication, trombosis.
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GiRiS

Gecici santral vendz kateterler, dakron mansonlar
(kaf) olmayan hizli ve acil olarak takilabilen kateterler-
dir. Primer olarak bébrek yetmezlikli (akut-kronik) has-
talarda acil hemodiyaliz ihtiyacini karsilamak amagli
kullaniimakla beraber kemik iligi transplanti yapilacak
hastalarda, damar yolu problemli hastalarda, yiksek
volimde kan degisimi yapilacak hastalarda da yaygin
olarak kulaniimaktadir. Gegici santral vendz kateterle-
rin cogu politretandan yapilmistir. Glinimiizde kulla-
nilmaya baslanilan silikon kateterlerde ise genis Iimen
capl ve yapisi ile kan akiminda 300 mL/dakikaya varan
kapasitelere ulasiimaktadir (1).

internal jugulerven (iJV), subklavyen (SCV), femoral
venler ile vena kava inferior (VCI) gecici santral venéz
kateter takilmasi icin kullanilabilen venlerdir (2).

Takilacak kateterin gecici ya da kalici olmasini belirle-
yen en 6nemli faktor, dngoérilen kateter kullanim stre-
sidir. Kateter kullaniminda infeksiyon oranlari zamanla
artmaktadir. Bu nedenle gecici juguler ya da subklav-
yen kateterler U¢ haftadan uzun kullaniimamalidir.
Gecici femoral kateterlerde ise bu siire en fazla bes
gundiir. Ug haftadan daha uzun siire katetere ihtiyag
olacagi dusundliyor ise ilk islem sirasinda dogrudan
tinelli bir diyaliz kateterinin takilmasi daha uygun ola-
caktir (3,4).

Bu calismada, vaskiiler girisimsel radyoloji Ginitemizde
gecici santral vendz kateter takilan hastalarin sonuglari
literatlir esliginde sunulmaktadir.

YONTEM ve GEREGCLER

Bu calismaya Ocak 2007 ile Kasim 2009 tarihleri ara-
sinda, ultrasonografi (US) ve floroskopi esliginde gegici
santral vendz kateter uygulanan 208 hasta dahil edildi.
Gecici santral vendz kateter uygulamasi deneyimli iki
radyoloji uzmani tarafindan yapildi.

Gériintiileme Kilavuzlugunda Kateter Takma
Teknigi

islemden &nce gecici kateter takilacak tiim hastalar-
da hematokrit, platelet sayisi, kanama parametreleri
kontroll yapildi. Gegici santral vendz kateterlerin ta-
kilmasi vaskuler girisimsel radyoloji Unitesinde aniji-
yografi odasinda, lokal anestezi altinda gergeklestirildi.
Hicbir hastaya genel anestezi verilmedi. Cilt giris yeri
steril teknikle hazirlanmadan &nce internal juguler ve
femoral venler ultrasonografi ile degerlendirildi. Giris
icin 6ncelikle sag 1JV tercih edildi. Sag JV tikall ise
sol [JV kullanildi. Her iki IJV tikali ya da kalibrasyonla-

ri ince ise femoral venden giris yapildi. Gegici kateter
takilacak tarafta mandibuladan klavikula altina-meme
Ust hizasina kadar genisce cerrahi cilt temizligi yapildi.
islem sirasinda hasta, islemi yapan radyolog ve oda-
daki yardimci personel maske ve bone taktl. Buna ek
olarak islemi yapan radyologlar islemden énce cerrahi
el yikama teknigi uyguladi. Cerrahi saha temizligi ya-
pilip hasta uygun sekilde ortlldikten sonra 11 numara
bisturi ile cilde kii¢ctk (0.5 cm) bir insizyon agildi. Vendz
girig, steril olarak hazirlanmis 7.5 MHz lineer ylizeyel
prob kullanilarak ultrasonografi esliginde gerceklesti-
rildi. Hastalarda vendz giris icin gecici kateter setinde
bulunan 18-G vendz igneler kullanildi. Perkitan olarak
vene giris yapildiktan sonra 0.035 in¢ kilavuz tel flo-
roskopi esliginde inferior vena kavaya ilerletildi. Uygun
dilatérler ile giris yeri dilate edildikten sonra gegici kate-
ter kilavuz tel Gzerinden yerlestirildi. Kateterin ucunun
atrio-kaval bileskede ya da sag atrium icinde oldugu
floroskopi ile kontrol edildi (Resim 1). Daha sonra bir
enjektdr ile kateterin calisip calismadigi kontrol edildi.
Kan geliyor ise, kateter serum fizyolojik ile yikanip uy-
gun teknikle (2/0-3/0 ipek sutur) cilde sabitlendi. Tim
hastalarda iki Iimenli dliz ya da ucu kivrik, 11.5-12 Fr
gecici santral vendz kateterler kullanilmistir. Resim
2’de klinigimizde kullanilan 12 Fr ucu kivrik gegici sant-
ral vendz kateter seti gosterilmektedir.

Resim 1. Sag internal juguler venden yerlestirilen 12
Fr gecici santral vendz kateter ucu sag atrium icinde
sonlanmaktadir.
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Resim 2. Bir adet 12 Fr x 15 cm c¢ift limenli ucu kivrik
poliliretan kateter, bir adet 0.038”x 60 cm gudewire, 1
adet 8 Fr x 10 cm ve bir adet 11 Fr x 20 cm dilator, bir adet
18G x 7 cm seldinger igne, bir adet enjektdr, bir adet no:
11 bisturi ve iki adet heparin kapaktan olusan gecici san-
tral vendz kateter seti.

Gegcici santral vendz kateter takilan hastalarin kayitlari,
kateter takilma endikasyonlari, takiima yerleri, kulla-
nilan kateterlerin 6zellikleri, kateter kalis suresi, islem
sirasindaki ve sonrasinda olusan komplikasyonlar gibi
parametreler agisindan retrospektif olarak incelendi.

islem sirasinda ve ilk 24 saat igerisinde gérilen, komp-
likasyonlar erken dénem komplikasyonlar, 24 saatten
sonra gorilen komplikasyonlar ise ge¢ dénem kompli-
kasyonlar olarak degerlendirildi.

BULGULAR

Toplam 228 gecici santral vendz kateter basariyla yer-
lestirilmis olup hastalarin 93 (%44.7)’0 kadin, 115 (%
55.3)’i erkek idi. Hastalarin yaslar 17 ile 77 arasinda
degismekte olup median yas 48.5 idi.

Gegici santral vendz kateterler, kemik iligi transplan-
tasyon protokolleri uygulanacak hastalara, damar yolu
problemi olan hastalara, sistemik kemoterapi ve acil
hemodiyaliz ihtiyaci olan hastalara takildi. Hastalarimi-
Zin %88 (183 hasta)’ini kemik iligi transplanti yapilacak
olan hastalar olusturuyordu. Hastalarin tanilarina gére
dagilimi Tablo 1°de goésterildi.

Uc hastaya dért kez, iki hastaya (¢ kez, sekiz hasta-
ya iki kez olmak Uzere toplam 208 hastaya 228 gecici
santral vendz kateterin hepsi basari ile takildi. iki yiz
sekizhastaya takilan 208 kateterin 192 (%84.21)’si sag
1JV, 26 (%11.4)'s1 sol IJV, 9 (%3.95)'u sag femoral ven
ve 1 (%0.44)’i sol femoral venden uygulandi. Tim has-
talarda gecici santral venéz kateterler, ucu atriokaval
bileskede ya da atrium icinde olacak sekilde takild!. is-
lem stresi 5-15 dakika arasindaydi.

Tablo 1. Hastalarin tanilarina gére dagilimi.

Tani Hasta sayisi %
KBY 10 4.8
AML 48 23
ALL 36 17.3
HL-NHL 52 25
Multipl miyelom 38 18.3
Ewing sarkoma 5 2.4
Germ hiicreli timér 4 ‘ 2
Damar yolu problemi 15 7.2
Toplam 208 100

KBY: Kronik bébrek yetmezIigi, AML: Akut miyeloblastik |6semi,
ALL: Akut lenfoblastik I6semi, HL-NHL: Hodgkin lenfoma-Non
Hodgkin lenfoma.

Kateter kullanim slresi 4 ile 36 gun arasinda degis-
mekte olup ortalama kullanim stresi 18.6 gln, ortanca
deger 20 gin ve tim kateterler gdz 6niine alindiginda
toplam kullanim slresi 4240 kateter guindu.

Hicbir hastada islem esnasinda veya islem sonrasi er-
ken dénem komplikasyonu gérilmedi (Tablo 2). Hasta-
larin 14 (%6.07)’lnde ise ge¢c ddnem komplikasyonlari
izlendi (Tablo 2). Ge¢ dénem komplikasyonlardan en
stk goérileni vendz tromboz idi. Vendz trombozlar, sol
internal juguler vende 4 (%1.73)’U, sag internal juguler
vende, 1 (%0.43)’i ve sag femoral vende 1 (%0.43)’i
olmak Uzere toplam 6 (%2.7) hastada izlendi. Kateter
disfonksiyonu kateter Iimeninden inflizyon ve aspiras-
yonun yapilamamasi veya guclikle yapilmasi, diyaliz
kateterlerinde ise kateterin diyaliz cihazini ¢calistirama-
masi olarak tanimlanir (5). Hastalarin 3 (%1.3)’Gnde
kateter disfonksiyonu izlendi. Bu hastalarin birinde ki-
lavuz telle darlik agildiktan sonra uygulanan antikoagu-
lan tedavi ile kateter fonksiyonel hale getirildi. Diger iki
hastada ise uygun teknikler ve antikoagulan tedaviye
ragmen disfonksiyon devam ettigi icin kateter ¢cikartildi.
infeksiyon, 3 (%1.3) hastada izlendi. Bunlardan ikisin-
de lokal yara yeri infeksiyonu, birinde ise kateter infek-
siyonu saptandi. Kateter infeksiyonu saptanan hastada
kateter cikarildi. Yine lokal yara yeri infeksiyonu gelisen
hastalarin birinde uygun antibiyotik tedavisine ragmen
infeksiyon devam ettigi icin kateter cikarildi. Hastalarin
2 (%0.87)’sinde kateterin spontan olarak ciktigi izlen-
di. Bu hastalara yeniden gecici santral vendz kateter
yerlestirildi.

Kemik iligi transplanti yapilacak olan 183 hastaya
200 kez gegcici kateter takilmis olup bu hastalarin 3
(%1.5)’Unde infeksiyon, 4 (%2)’tnde vendz tromboz,
3 (%1.5)'linde kateter disfonksiyonu, 2 (%1)’sinde ka-
teterin spontan ¢ikmasi komplikasyonlari gézlenmistir.
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Tablo 2. Gecici santral ven kateterizasyonunun
komplikasyonlari

Erken donem komplikasyonlar Hasta %
Arter ponksiyonu 0 0
Kanama ve hematom 0 0
Giris yapilamamasi 0 0
Pnémotoraks 0 0
Hemotoraks 0 0
Aritmi 0 0
Hava embolisi 0 0
Ge¢ dénem komplikasyonlar
Ven trombozu 6 2.6
infeksiyon

Yara yeri 2 0.87

Kateter kiltlrd 1 0.43
Kateter disfonksiyonu 3 1.3
Kateterin spontan cikmasi 2 0.87
Toplam 14 6.07

TARTISMA ve SONUCLAR

Gunimuizde, radyolojik goérintileme ydntemleri
esliginde gecici santral vendz kateter takilmasi islemi,
ameliyathane ya da yatak basi acil kosullarinda yapilan
kateter takilmasi igleminin yerini almistir.

Gecmiste kullanilan gegici santral vendz kateterler,
polietilen malzemeden yapilan kateterler ile sinirli iken,
glinimizde gelisen kateter teknolojisi sayesinde has-
talar icin farkli seceneklerde, degisik tlrden malzeme-
lerden yapilmis kateterler mevcuttur. Yeni Uretilen ka-
teterler polietilen yerine tromboz ve infeksiyon oranlari
cok daha dustk olan silikon ve politiretan malzemeden
Uretilmektedir (6-8). Hastalarimizda kullandigimiz ka-
teterler 11,5-12 Fr poliliretan materyalden yapilmis ¢ift
Iimenli kateterlerdir.

Gegici santral vendz kateter uygulamalari, bircok
komplikasyon gelistirme riskine sahiptir. Bu komplikas-
yonlardan erken dénemde ortaya cikanlar; islem sira-
sinda gorilebilen vendz giriste basarisizlik, arteryel
ponksiyon gibi daha minér olanlar ile islem esnasinda
ve hemen sonrasinda goérilebilen hematom, hemato-
raks, pndmotoraks, aritmi, hava embolisi gibi daha cid-
di komplikasyonlardir. islem sonrasinda geg dénemde
gelisebilecek komplikasyonlar ise infeksiyon ve trom-
botik komplikasyonlardir (9-12).

Santral vendz kateter takilmasi i¢in bagvuran has-
talarda kullanilacak kateter cesidine; giris yeri, kag lu-

men istendigi, kateterin kalmasi gereken sire, kullanim
sikhgi, hastaya ait diger faktdrlerin kombinasyonu ile
karar verilir (13).

Anatomik noktalar géz énline alinarak yapilan gi-
risimlerde basari, damarin beklenen pozisyonda, acik
ve normal kalibrasyonda olmasina baglidir (13). Giris
yapilacak venin islem 6ncesi US ile degerlendiriimesi
ve islem esnasinda US ve floroskopi rehberliginin kul-
laniimasi, basarisiz vendz giris ve arter ponksiyonu
gibi erken dénem komplikasyonlarinin engellenmesin-
de 6nemli rol oynamaktadir. Olgularimizda gecici sant-
ral vendz kateter uygulamasinda arteryel ponksiyon
izlenmemigtir.

Gegici santral vendz kateter takilan hastalarimizin
hicbirinde erken dénemde gelisen ciddi komplikasyon-
lardan pnémotoraks veya hemotoraks gelismemisgtir.
Subklavyen vendz giris yapilan hastalarda bu venin
kollabe olabilmesi ve hemen posteriorunda akciger
parankiminin olmasi nedeniyle pndmotoraks ve hemo-
toraks riski literatlirde %0.1-3.2 arasinda bildirilmistir
(14,15). Olgularimizin timiinde bu risk nedeniyle subk-
lavyen ven yerine internal juguler ya da femoral venler
kullaniimisti.

Yine erken dénem komplikasyonlardan olan hema-
tom hastalarimizin higbirinde izlenmemistir. Ozellikle
kemik iligi nakli yapilacak olan hastalar da dahil tim
hastalarda klinigimizde islem éncesi rutin olarak kana-
ma parametreleri ve trombosit degerleri bakiimis ve uy-
gun olan hastalara igslem yapiimistir (INR< 1.2, platelet
> 50.000). Ayrica, bu hastalarda USG kilavuzlugunun
kullaniimasi da tekrarlayan venéz girisi sayisini ve vas-
kiler yaralanma riskini minimuma distrmustar.

Gec¢ dénem komplikasyonlar en cok kateterin ka-
lig siresi ile iligkilidir. Strenin uzamasi hem trombotik
komplikasyonlari hem de infeksiyon riskini artirmakta-
dir (4). Gegici kateterlerin ortalama kalig siiresi IJV ve
subklavyen kateterler icin U¢ haftayi, femoral kateterler
icin bes glini gegcmemelidir (3).

Olgularimizda en sik gérilen ge¢c dénem kompli-
kasyon vendz tromboz idi. Radyoloji disi serilerde %5-
16, radyolojik serilerde %0-3 oranlarinda gérilen sant-
ral vendz tromboz, olgularimizin 6 (%2.6)’sinda izlendi
(16). Saptanan vendz trombozlarin dérdi sol 1JV, biri
sag 1JV, biri de sag femoral vende idi. Vendz tromboz
gelisen hastalarda kateter kalis sireleri juguler venler-
den takilanlar i¢in 31, 34, 30, 29, 27 ve 34 gun, femo-
ral venden takilan kateter i¢in 18 giin idi. Vendz giris
yeri olarak éncelikle sag iJV tercih edilmig, sag iJV’si
tikali veya ince kalibrasyonda olan hastalarda ise sol
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iJV kullanilmigti. Sag iJV ile vena kava siiperior diiz
bir hat olusturmakta ve kateterin damar duvarina daha
az temas etmesi nedeniyle tromboz riski daha disuk
olmaktadir (17). 1JV girisi ile karsilagtiriidijinda SCV
girislerinde vendz stenoz ve tromboz oraninin daha
yuksek oldugu kemoterapi ve diyaliz amacl, kisa ve
uzun dénem kateter yerlestiriimelerinde de gdsteril-
mistir (16,18,19). Bizim hastalarimizda oldugu gibi US
esliginde vendz giris yapiimasi, SCV yerine sag iJV'nin
secilmesi ve kateter kullanim sirelerinin uzun tutulma-
masl tromboz riskini azaltacaktir (20,21).

Diger bir ge¢ dénem komplikasyonu olan infeksiyon
ise 3 (%1.3) hastamizda gelisti. Bunlardan 2 (%0.87)’si
yara yeri, 1 (%0.43)’i kateter infeksiyonu idi. infeksiyon
oranlari santral ventz kateter takilan hastalarda cerra-
hi serilerde %10-20, radyolojik serilerde ise %3-11 ara-
sinda bir oranda bildiriimektedir (13,22,28). Yara yeri
infeksiyonu olan bir hastada uygun antibiyotik tedavisi
ile kateter kullaniimaya devam edildi. Kateter kltlrin-
de Ureme tespit edilen hastada kateter kullanim stresi
33 gin idi. infeksiyon gelisen tiim hastalarimiz kemik
iligi transplanti yapilacak olan hastalardi. Kemik iligi
nakli yapilacak hastalarin immin sistemlerinin primer
hastaliklari ve tedavi protokolleri esnasinda baskilan-
digi g6z énline alindiinda infeksiyona yatkin olduklari
anlasiimaktadir. Kemik iligi nakli yapilacak 75 olguda
yapilan bir calismada tim olgulara tlnelli (kalici) ka-
teter takilmis 8 (%10.6) olguda infeksiyon, 2 (%2.6)
olguda fibrin kilif olusumu, 4 (%5.3) olguda ise kateter
spontan olarak cikmistir (13). infeksiyon oraninin dii-
stk olusu ve ucuz maliyetleri nedeniyle kemik iligi nakli
yapilacak hastalarda gegici kateter kullanimi glivenli ve
alternatif bir yéntem olarak disunulebilir.

Uygun kullanim streleri ile birlikte kateter bakim ve
egitiminin iyi yapilmasi ile gerek venéz tromboz gerek-
se infeksiydz komplikasyonlari azalacaktir.

Kateter disfonksiyonu, kateter Iimeninden inflizyon
ve aspirasyonun yapilamamasi veya gulclikle yapiima-
si; diyaliz kateterlerinde ise kateterin diyaliz cihazini
calistiramamasi olarak tanimlanir (5). Kateterin trom-
boza bagll tikanmasi, kateter ucunun zamanla yer de-
Jistirmesi ve kateterin kirilmasi ve kateter cevresinde
fibrin kilfi olusumu (pericatheter fibrin sheath) basli-
ca kateter disfonksiyon sebebidir. Kateter cevresinde
fibrin kilifi olusumu kateter calismasini engelleyen en
6nemli sorunlardan biridir. Kateter yerlestirilen hasta-
larda %10-56 arasinda degisen oranlarda gorilebilir
(24-26). Olgularimizin 3 (%1.3)’Unde kateter disfonk-
siyonu vardi. Bunlar kateter cevresinde fibrin kilif geli-
simine bagliydi.

Kateterin spontan cikmasi iki hastada tespit edil-
di. Bu hastalara yeniden gecici santral venéz kateter
takildi. Spontan kateter ¢ikmasi, hastalarin katetere
yeterince oryante olamamasi, malignite ve tedaviye
bagh olarak kaseksiye girmeleri, subkiitan yag-bag do-
kusunun zayiflamasi gibi etmenlere baglanabilir (13).
Hastalara kateter kullanimi ve bakimla ilgili egitim tek-
rar verildikien sonra spontan cikma izlenmedi. Bu gibi
spontan kateter cikmalarini engellemek icin hastaya
kateter ile ilgili uygun bilgilendirme ve egitimin gerek
radyolog gerekse klinik hemsire ve doktoru tarafindan
verilmesi bu sorunu ortadan kaldiracaktir.

Literatlire bakildiginda, daha ucuz, glivenilir ve hizli
olmasi nedeniyle santral ventz kateter uygulamalarin-
da, vendz giriglerin goérintlileme yontemleri esligin-
de yapilmasinin daha uygun oldugu anlasiimaktadir
(20,21). Ancak bu islemin dncesi ve sonrasi ile ekip isi
oldugu unutulmamalidir. Kateter takildiktan sonra klinik
izlem ve bakim énemlidir. US ve floroskopi kilavuzlu-
gunda santral vendz kateterizasyon, islem siresini ve
komplikasyonlarini azaltarak islemin basari oranini ar-
tirmasi nedeniyle anatomik noktalar dikkate alinarak
yapilan kateterizasyona tercih edilmelidir.

Gecici santral vendz kateterlerinin radyolojik go6-
rintlleme yontemleri esliginde uygulanmasi, kompli-
kasyon oranlarinin disik olusu, islem slresinin kisa
olmasi ve ylksek basari orani ile glivenilir ve etkin bir
yéntemdir. infeksiyon oraninin disiik olusu nedeniy-
le kemik iligi nakli yapilacak hastalarda gecici kateter
kullanimi glvenli ve alternatif bir yéntem olarak dusu-
ndlebilir. Uygun kateter kullanim sureleri ve hastalarin
kateter kullanimi konusunda egitiimesi ile ge¢c dénem
komplikasyonlari azaltilabilir.
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Total Larenjekiomi Sonrasi Ses Restorasyonunda
Provox Konusma Protezi Tecrubelerimiz

Our Experience in Provox Voice Protheses for Voice
Restoration After Total Laryngectomy

Fadlullah AKSOY", Bayram VEYSELLER, Yavuz Selim YILDIRIM', Hasan DEMIRHAN?', Orhan OZTURAN'

1 SB Haseki Egitim ve Arastirma Hastanesi, Kulak Burun Bogaz Klinigi, ISTANBUL

OzZET

Girig: Provox konusma protezi uygulamasi sonrasi basari oranlarinin ve komplikasyonlarinin degerlendirilmesi.

Hastalar ve Yontem: SB Haseki Egitim ve Arastirma Hastanesi 1. Kulak, Burun, Bogaz Kliniginde 2006-2010 yillari arasinda total
larenjektomi sonrasi Provox ses protezi uygulanan ve diizenli olarak takip edilen 58 hastanin verileri geriye déntik olarak incelen-
di. Hastalarin 54 erkek, dérdii kadindi, hastalarin yaslari 41 ile 68 arasinda degisiyordu ve yags ortalamasi 55 idi. Hastalarin 42’si
postoperatif radyoterapi almisti. Hastalarin takip stireleri ortalama 19.2 aydi (18-44 ay). Hastalarin konusma oranlari ve kalitesi,
komplikasyonlar, protez degistirilme sikligi ve nedenleri degerlendirildi.

Bulgular: Provox ses protezi uygulanan 58 hastanin 51 (%87.9)'inde akici ve anlasilabilir konusma elde edildi. Yedi hastanin
besinde hic konusma elde edilemedi. Iki hasta ise patlar tarzda ses cikarabiliyor ancak konusamiyordu. Hastalarda postoperatif
birinci ayda yapilan maksimum fonasyon stireleri ortalamasi 15.2 + 1.6 saniye ve bir nefes alista maksimum sayi sayma ise 33 +
3.1 olarak hesapland. Protez dedisim stireleri en erken li¢lincli ay en geg ise 17. ayda idi ve ortalama 7.3 ay olarak hesaplandi.
En sik gortilen komplikasyon protez cevresinde sizinti idi.

Sonug: Provox ses protezi, konusmanin yliksek oranda elde edilebildigi ve ciddi komplikasyonlar olmaksizin pratik olarak uygu-
lanabilen bir aractir.

Anahtar Kelimeler: Total larenjektomi, ses protezi, Provox, ses rehabilitasyonu, trakeoézefageal fistiil.

SUMMARY

Introduction: To evaluate the success and complications rates after Provox speech prosthesis application.

Patients and Methods: A retrospective review was carried out from 2006 to 2010 in data of 58 patients that underwent Provox
voice prothesis after total laryngectomy and followed up adequately in first the Ear, Nose and Throat Clinic of Haseki Training and
Research Hospital. The age of the patients ranged between 41 and 68 years (mean age 55,42). There were 54 male and four
female patients. Fourty-two of the patients had received postoperative radiotherapy. Mean duration of follow-up patients was 19.2
months (18-44 months). Speech rate and quality of patients, complications, frequency of prostheses changes and causes were
evaluated.

Results: Provox voice prostheses in 51 (87.9%) of the 58 patients provided smooth and clear speech. In five of seven patients,
conversation could not be obtained. In two patients, may burst sound, but could not speak. The maximum phonation time in pa-
tients with postoperative first month on the average 15.2 + 1.6 second and in one breath the maximum count was calculated as
33 + 3.1. Earliest and latest prosthesis replacement months were 3 and 17, respectively with an average of 7.3 months. The most
frequent complication was leakage around the prosthesis.

Conclusion: The high rate of speech can be obtained Provox voice prosthesis without serious complications. It is a tool that can
be applied in practice.

Key Words: Total laryngectomy, voice prosthesis, Provox, voice rehabilitation, tracheoesophageal fistula.
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GiRiS
Total larenjektomi, radyoterapi ve konservatif laren-
geal cerrahilerdeki ilerlemelere ragmen ileri evre laren-

gofarengeal timorlerde halen tercih edilen bir tedavi
yéntemidir (1).

Bu girisimler sonrasi yutma, solunum ve konusma
fonksiyonlarinda biylk problemler ile karsilasiimakta-
dir. Konusmanin kaybedilmesi, bu hastalarda en fazla
psikolojik travmaya yol agan nedendir (1).

Total larenjektomi sonrasi ses rehabilitasyon yén-
temleri; 6zefagus konusmasi, elektrolarenks kullanimi,
trakeodzefageal sant ve cesitli ses protezleri kullanil-
masidir.

Ozefagus konusmasi cerrahi gerektirmemektedir
ancak, uygun kabiliyet, iyi bir motivasyon, uyum ve
uzun sireli egitim gerektirmesi nedeniyle hastalarin
buylk kismi bu teknidi basaramamaktadir (2).

Elektrolarenks kullanimi, slrekli cihazi yaninda ta-
simasini ve pil degistirmeyi gerektirmesi, sesin metalik
olmasi nedeniyle hastalar tarafindan tercih edilmemek-
tedir.

Cerrahi ses restorasyonu icin ise iki ana yontem;
neoglottik rekonstriksiyon ve sant teknikleri bulunmak-
tadir. Ozellikle son yillarda protezlerin kolay uygulana-
bilmesi, yliksek ses basarisi ve kisa egitim siresi ne-
deniyle tercih edilmektedir.

Sant teknikleri; ilk olarak Guttman tarafindan 1932
yilinda cerrahi trakeodzefageal fistll olusturularak ger-
ceklestiriimistir (3).

Trakeodzefageal sant tekniklerinde ses ekspire edi-
len havanin santtan farenkse iletiimesi neticesinde fa-
rengodzefageal mukozada olusan titresimler ile olusur.
Cok sayida sant teknigi tanimlanmistir. Bunlar; Conley,
Asai, Staffieri-Serafini, Amatsu ve Baserer’in tanimla-
diklari sant teknileridir (4,5).

Trakeodzefageal fistlile yerlestirilen cesitli ses pro-
tezleri gelistiriimistir. Bunlar Blom-Singer, Panje, Shapi-
ro-Rananthan, Colorado, Herman, Provox, Groningen
ve Voice masters’tir. Bunlardan en sik Provox, Blom-
Singer ve Voice master kullanilmaktadir. Bu protezler-
de yutma sirasinda solunum sistemini koruyan ve pozi-
tif basingla havanin 6zefagusa gegerek ses olugsmasini
saglayan tek tarafli valf sistemi icermektedir.

Cerrahi ses santlarinin fistilden trakeaya aspiras-
yon, fistll veya santin daralmasi veya kapanmasi gibi
bircok dezavantajlari nedeniyle 1980°li yillardan beri bu
tekniklerin kullaniminda azalmaya yol agmistir.

Trakeodzefageal sant trakeostoma posterior duva-
rina basit bir delik agilarak buraya tek yénlu silikon bir
stent yerlestirildigi basit bir teknik olarak tanimlanabilir.
Trakeobdzefageal konusmanin temeli ekspiryum ha-
vasinin, tek yonli valv sistemi ile calisan silikon pro-
tezden gecerek farenkse verilmesi ile elde edilir. Ses
farengodzefageal mukozanin titregsmesi ile olusur. ilk
olarak 1980 yilinda Blom ve Singer tarafinca bildirilen
konusma protezi sonrasinda bircok ses protezi gelisti-
rilmistir (1). TUm bu protezlerde ana problem biyofilm
olusumu neticesinde kisa slirede protezin bozulmasi
ile protezin atilmasi veya degistiriimesi gerekmesidir.

Her hastaya uygulanabilecek mikemmel bir yén-
tem yoktur, ancak trakeodzefageal fistll olusturarak
protez uygulamasi son Ui¢c dekadda ses restorasyonun-
da en sik tercih edilen yéntemdir. Ses protezlerinde en
6nemli problem olusan biyofilmler ylzinden protezin
bozulmaya ugramasi ve fonksiyon géstermeyip atiima-
sidir.

Biz bu calismamizda son vyillarda klinigimizde la-
renjektomi sonrasi ses restorasyonu icin kullandigimiz
Provox ses protezi ile ilgili tecribelerimizi ve karsilasti-
gimiz problemleri degerlendirdik.

HASTALAR ve YONTEM

SB Haseki Egitim ve Arastirma Hastanesi 1. Ku-
lak Burun Bogaz Hastaliklari Bas ve Boyun Cerrahisi
Kliniginde 2006-2010 yillari arasinda larenks timord
nedeniyle, total larenjektomi yapilan 58 hastaya ses
restorasyonu igin sekonder Provox ses protezi uygu-
landi. Protez yerlestiriimesi genel anestezi yapildi ve
Olct aparati kullanilarak en uygun boyutta konusma
protezi uygulandi. Kullanilan protez boyutlari 6 mm ile
10 mm arasinda degismekte idi. Hastalarin 54’0 erkek,
doérdi kadindi, yaslari 41 ile 68 arasinda degisiyordu
ve yas ortalamasi 55.4 olarak hesaplandi. Hastalarin
42’si postoperatif radyoterapi almisti. Ses protezi uy-
gulamalari radyoterapi almayan hastalarda operasyon
sonrasl U¢lincl ayda, radyoterapi alanlarda ise radyo-
terapi tamamlanmasindan sonra altinci ayda yapildi.
Hastalarin tamamina primer larengeal cerrahi esnasin-
da farengodzefageal segmentte olusabilecek hipertoni-
site ve spazmi énlemek icin krikofarengeal konstriktor
kas miyotomisi ve unilateral farengeal pleksus nérek-
tomisi yapildi.

Konusma egitimleri; protez uygulamasindan bir
hafta timér kontrollerinde diger hastalar ile bir araya
getirilerek grup terapisi uygulamasi ile verildi. Protez
takilmasinin birinci ayindaki kontrollerde fonasyon
maksimum slreleri ve bir nefesteki sayi sayma skor-
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lamalari yapildi. Hasta kontrolleri ilk yil aylik, sonraki
yillarda ise Uc¢ ay araliklarla veya hasta sikayetle bas-
vurdugunda yapildi. Hastalarin kontrollerinde infeksi-
yon, akinti, granllasyon varlg! ve protez fonksiyonlari
degerlendirildi.

SONUGLAR

Provox ses protezi uygulanan 58 hastanin 51
(%87.9)’inde akici ve anlagilabilir konusma elde edildi.
Yedi hastanin besinde hic konusma elde edilemedi. ki
hasta ise patlar tarzda ses c¢ikarabiliyor, ancak konusa-
miyordu. Postoperatif birinci ayda yapilan maksimum
fonasyon sdreleri ortalamasi 15.2 + 1.6 saniye ve bir
nefes alista maksimum sayi sayma ise 29 + 3.1 olarak
hesaplandi. Protez degisim sureleri en erken Uclncu
ay en gec ise 17. ayda idi ve ortalama 7.1 ay olarak
hesaplandi. Protez degistirme endikasyonlari; protez
veya fistil ile iligkili olarak iki gruba ayriimaktadir. Protez
ile ilgili olarak valv bozulmasi ile sivi kacagin olusma-
sI veya protez tikanmasi ile konusma esnasinda hava
akim basincinin artmasidir. Fistul ile ilgili olan degistir-
me endikasyonlari ise protez cevresinde kacak olmasi,
uygun olmayan c¢ap ve boyda protez kullaniimasi, fistil
infeksiyonu ve granilasyon gelismesi, spontan olarak
protez diismesi veya kaybolmasidir. Protez kacaklari,
protez icerisinde geldiginde protezi kapaginin bozul-
mus oldugu gdrllerek yenisi ile degistirildi, protez ke-
narlarinda kacak oldugunda ise protez boyunun uzun
oldugu gérdlerek, fistll boyu él¢tlmesi ile uygun protez
ile degistirilerek problemler giderildi. iki hastada asiri
granllasyon dokusu gelisimi oldu. Birinde granulasyon
dokusu koterize edildi, digerinde ise protezin ¢ikarilma-
si sonrasi fistll kapatildi ve alti ay sonra yeniden fistll
acllarak protez yerlestirildi. Konusma basaramayan
yedi hastada protez cikariimasi sonrasi fistll kapatild.
Hastalarin higbiri ikinci bir midahaleyi kabul etmedik-
lerinden bu hastalara elektrolarenks kullanimi énerildi.
Komplikasyonlar Tablo 1°de gérilmektedir.

Tablo 1. Provox ses protezi uygulamasi sonrasi
komplikasyonlarimiz.

Komplikasyon Hasta sayisi %
Sizinti 9 15.5
Erken atiima 3 5.1
Granullasyon 2 3.4
gelisimi

infeksiyon 2 3.4
Toplam 16 27.6

TARTISMA

Larenjektomili hastalarda rehabilitasyonda amag;
hastanin psikolojik, sosyal ve ekonomik olarak eski du-
rumuna dénmesine yardimci olmaktir (6).

Larenjektomili hastalarda konugmanin kaybi has-
talar tzerinde en yikici psikolojik etkiyi yaratmaktadir
ve hastay! toplumdan uzaklastirmaktadir. Bu nedenle
konusma rehabilitasyonu akici ve anlasilir bir konusma
elde edilmesi larenjektomili hastalarda éncelik kazan-
maktadir.

Larenjektomili hastalarda ses rehabilitasyonda en
sik kullanilan U¢ ydntem; 6zefagus sesi, yapay larenks
ve trakeodzefageal fistll olusturulmasidir.

Ozefagus sesi elleri kullanmadan, dogal ve fizyo-
lojik yapilar kullanilarak ses olusturabilmesi, konusma
sirasinda her iki elin de serbest kalmasi ile glinlik akti-
vilerin normal olarak yapilabilmesi, nispeten normal bir
g6riniim ve konusma tavri saglamasi ve de ekstra ma-
liyet ve ameliyat gerektirmemesi avantajlarina sahiptir,
ancak égrenilmesi glctir ve hastalarin sadece 1/3’0 bu
yoéntemle ses olusturabilmektedir (2).

Elektrolarenks, metalik bir ses c¢ikardigindan pil
degisimi gerektirdiginden ve hastanin surekli yaninda
tasimasini gerektirdiginden hastalar tarafindan tercih
edilmemektedir.

Trakeodzefageal fistll araciligiyla konusma uygu-
lamasi kolay, daha kisa strede 6grenilebilmesi, daha
uzun sulreli ve anlasilir fonasyon elde edilmesini sag-
layabilmesi nedeniyle tercih edilen bir yéntem olarak
6n plana cikmaktadir (6,7). Singer’in yapmis oldugu bir
calismada 6zefagus sesi ile trakeodzefageal fistll sesi-
ni karsilastirdiginda daha uzun sureli ve daha anlasila-
bilir ses elde edildigini bildirmektedirler (8). Gencay ve
arkadaslari benzer sonuglar bildirmislerdir (9).

Trakeobzefageal fistll uygulamasi primer cerrahi
sirasinda veya larenjektomi trakeostomasi olusturul-
masindan sonrasi herhangi bir zamanda (sekonder)
yapllabilir. Zaman zaman primer veya sekonder uygula-
malar acisindan tartigmalar olsa da ses kalitesi a¢isin-
dan fark yoktur (4,6). Primer uygulama ayri bir cerrahi
gerektirmeksizin ilk ameliyat esnasinda yapilimaktadir.
Ancak olusturulan fistll postoperatif radyoterapi yapila-
cak olan hastalarda genisleyebilmekte ve de bu bdlge-
de infeksiyona yol acabilmektedir. Postoperatif erken
dénemde bu komplikasyonlar hasta motivasyonunu
olumsuz etkileyebileceginden sekonder trakeotzefa-
geal fisttl olusturulmasini tercih etmekteyiz. Primer uy-
gulama herhangi bir bekleme gerekmede hastada ses
protezi yerlestiriimesi ile daha erken dénemde hastada
ses elde edilebilmesi avantajina sahiptir.
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Trakeotzefageal konusma ile ses olusturma ile ilgili
cabalar cok eski tarihlere dayanmaktadir. Beck 1927
yilinda kizgin bir buz kiracagi ile intihar girisiminde bu-
lunan bir hastasinda konusma elde ettigini ve 1935 yi-
linda Guttman ¢ hastasinda trakeo6zefageal fistll ile
ilgili konusma bildirmistir (10).

Protezle ses rehabilitasyonu sonuclari ile ilgili cok
sayida yayin bulunmaktadir ve bu yayinlarda oldukca
degisken sonuclar bildiriimektedir. Bunun sebebi de-
Jerlendirmelerde standart kriterler bulunmamasidir.

Robins ve arkadaslan galismasinda trakeodzefa-
geal ses, 6zefageal ve larengeal ses ile karsilastirdi-
ginda maksimum fonasyon siresi, ortalama ses sidde-
ti ve temel frekanslar agisindan larengeal sese daha
yakin oldugunu bildirmistir (11). Trakeobzefageal ses
protezleri, total larenjekiomi sonrasi ses rehabilitas-
yonunda ¢zefageal konusma ve elektrolarenkse karsi
Gstnltga ispatlanmistir. Bu amacla Blom-Singer ses
protezi 1979 yilinda, Groningen protezi 1982 yilinda ve
Provox protezi ise 1990 yilindan beri kullaniimaktadir
(1,12,13).

Ses protezleri rehabilitasyonlari ile basart oranlari
literatlirde oldukca deg@isken sonuclar bildirilmektedir.
Basari oranlarindaki bdyle blyuk farklarin nedenleri he-
terojen hasta populasyonlari, farkli ve yetersiz degerlen-
dirme sistemlerinden kaynaklanmaktadir. Erisir ve arka-
daglari calismalarinda Provox ile hastalarin %68.7’sinde
iyi kalitede ses elde etkilerini bildirmislerdir (14).

Anadolu ve arkadaslar galismalarinda 24 hastanin
21 (%87.5)'inde basarili ses elde ettiklerini bildirmis-
lerdir (15). Lam ve arkadaslari ¢alismalarinda ise ko-
nusma basarisi %78, ortalama protez degisim slresi
ise 8.2 ay olarak bildirilmistir (16). Guily ve arkadaslari
hastalarinin %73’lUnde Singer ise %90’inda akici ve
anlagilabilir bir ses elde ettiklerini yazmiglardir (1,17).

Sekonder trakeodzefageal fistil olusturulmasinda
hastalara enstiflasyon testi (Taub testi) yapilmasi ve fa-
rengodzefageal segmentte spazm olan hastalarda mi-
yotomi yapilmasi gerektigini ileri strtlmustir (10,18).
Lavertu ve arkadaglari ise ensiflasyon testinin rutin
olarak kullanmalarina ragmen glvenli bir belirleyici ol-
madigini bildirmistir (19).

Biz hastalarimizda cerrahi esnasinda farengeal
pleksus nérektomisi ve kas miyotomisi rutin uyguladi-
gimizdan enstiflasyon testini rutin olarak kullanmadik.

Trakeodzefageal fistlil ve protez kullanimi igin kont-
rendikasyonlar; akciger rezervi yersizligi, oral iletisimi
yetersiz hastalar, ellerini kullanmada gticlik olmasi,

ileri derecede gérme bozuklugu olan, stomal stenoz ve
kendi 6z bakimi yetersiz olan hastalar bu teknigin kont-
rendike oldugu bildirilmektedir (20).

Radyoterapi géren hastalarda trakeodzefageal fis-
tll basarisi ve protez émri Uzerine etkisi olmadigi bil-
dirilmistir (21). Bizim calismamizdada hastalarin buytk
kismi postoperatif radyoterapi almisti. Postoperatif ra-
yoterapi alan 42 hastamizin 8 (%19)’inde, almayan 16
hastadan sadece 1 (%6.3)’'inde sizinti komplikasyonu
gordldi. Bu fark istatistik olarak oldukca anlamli idi (p<
0.001).

Trakeodzefageal fistll ve konusma protezi uygu-
lamasinin avantajlari; uygulamanin kolay olmasi, pro-
tezin lokal anestezi ile degistirilebilmesi, aspirasyon
oraninin distk olmasi, primer ve sekonder olarak uy-
gulanabilmesi ve temizleme imkaninin olmasidir. Pro-
tez uygulamasinin dezavantajlari ise; Candida albicans
infeksiyonu, stoma reaksiyonlari, implantin yutulmasi,
aspire edilmesi ve mali olarak ek bir yik olusturmasidir
(22-24).

SONUC

Provox ses protezi, konusmanin ylksek oranda
elde edilebildigi ve ciddi komplikasyonlar olmaksizin
pratik olarak uygulanabilen bir aractir.

KAYNAKLAR

1. Singer Ml, Blom ED. An endoscopic technique for restoration
of voice after laryngectomy. Ann Otol Rhinol Laryngol 1980;
89:529-33.

2. Gates GA, Hearne EM. Predicting esophageal speech. Ann
Otol Rhinol Laryngol 1993; 91:454-7.

3. Gutmann MR. Rehabilitation of voice in laryngectomized pati-
ents. Arch Otolaryngol 1932; 15:478-9.

4. Singer M. Voice Rehabilitation. Cummings CW (ed). Otolary-
ngology Head and Neck Surgery. Mosby Year Book 1993:
2285-98.

5. Baserer N, Cevansir B. Total larenjektomide trakeofarengeal
fonatuar sant. Tlirk Otolarengoloji Arsivi 1998; 26:37-42.

6. Blom ED, Singer Ml, Hamaker RC. A prospective study of
tracheaesopheal speech. Arch Otolaryngol Head Neck Surg
1986; 112:440-7.

7. Gates GA, Ryan W, Cooper JC. Current status of laryngec-
tomy rehabilitation result of therapy. Am J Otolaryngol 1982;
3:1-14.

8. Singer MI. Tracheoesophageal speech; vocal rehabilitation

after laryngectomy. Laryngoscope 1983; 93:1454-64.

9. Gencay S, Kéybasioglu A, Belgin E. Ses restorasyonunda
prostetik ve afajeal konusma analizi. Kulak Burun Bogaz Ihti-
sas Dergisi 1999; 6:73-5.

68



Aksoy F ve ark.

10.

11.

12.

13.

14.

15.

16.

Kao W, Mohr R, Kimmel C, Getch C, Silverman C. The outco-
me and techniques of primary and secondary tracheoesopha-
geal puncture. Arch Otolaryngol Head Neck Surg 1994, 120:
913-6.

Robbins J, Fisher HB, Blom ED. Selective accoustic featu-
res of tracheoesophageal, esophageal and laryngeal speech.
Arch Otolaryngol Head Neck Surg 1984; 110:670-2.

Delsupehe K, Zink I, Lejaegere M, et al. Prospective ran-
domized comperative study of tracheoeosophageal voice
prosthesis: Blom-Singer versus Provox. Laryngoscope 1998;
108:1561-5.

Parker AJ, Stevens JC, Clegg RT. An apparatus to measure
pressure, flow and speech parameters in patients producing
speech using the Groningen valve prosthesis. J Laryngol Otol
1992; 106:896-9.

Erisir F, Inci E. Vocal rehabilitation following total laryngec-
tomy. Cerrahpasa J Med 2001; 32:80-5.

Anadolu Y, Akbas Y, Uzun L. Total larenjektomi sonrasi provox
ses protezi ile ses rehabilitasyonu. KBB ve Bas Boyun Cerra-
hisi Dergisi 1998; 6:26-9.

Lam PK, Ho WK, Ho AC, Ng RW, Yuen AP, Wei WI. Long-
term performance of indwelling tracheoesophageal speaking
valves in Chinese patients undergoing laryngectomy. Arch
Otolaryngol Head Neck Surg 2005; 131:954-8.

17.

18.

19.

20.

21.

22,

23.

24.

Guily JL, Angelerd B. Postlaryngectomy voice restoration.
Arch Otolaryngol Head Neck Surg 1992; 118:252-5.

Sloana PM, Griffin JM, O’Dwyer IP. Esophageal insuflation
and videofluoroscopy for evaluation of esophageal speech in
laryngectomy patients: Clinical Implications. Radiology 1991;
181:433-7.

Lavertu P, Guay ME. Secondery tracheoesophageal punctu-
re: Factors predictive voice quality and prosthesis use. Arch
Otolaryngol Head Neck Surg 1996; 18:393-8.

Quer M, Burgues J, Garcia P. Primary tracheoesophageal
puncture vs esophageal speech. Arch Otolaryngol Head Neck
Surg 1992; 18:188-90.

Trudeau MD, Schuller DE. The effects of radiation on tracheo-
esophageal puncture. Arch Otolaryngol Head Neck Surg1989;
115:740-4.

Bloom DE. Tracheooesophageal valves: problems, solutions,
and directions for the future. Head Neck Surg 1988; 12:142-5.

Palmer MD, Johnson AP, Elliot TJ. Microbial colonization of
Blom-Singer Prosthesis in postlaryngectomy patients. Lary-
ngoscope 1993; 103:910-4.

Oz F, Korkut N, Ozek H. Total larenjektomili hastalarda ses
protezi kullanimi. Tirk Otolaringol Ars 1992; 30:164-7.

69



()

( &)

e

Treatment Response and Acute Toxicity
of Concurrent Chemoradiotherapy for
Uterine Cervix Cancer in Comparison with
Radiotherapy Alone

Serviks Uteri Kanseri Tedavisinde Es Zamanli
Kemoradyoterapi ve Yalniz Radyoterapinin Tedaviye Yanit
ve Akut Toksisite Acisindan Karsilastiriimasi

Kamal S. AKBAROV'

' Milli Onkoloji Merkezi, Abdominal Onkoloji Klinigi, BAKU, AZERBAYCAN

SUMMARY

Introduction: To assess treatment response, feasibility, safety and effectiveness of radiotherapy by different regimens of HDR-
brachytherapy and external beam radiotherapy (EBRT) with and without concurrent cisplatin in the treatment of advanced cervical
carncer.

Patients and Methods: A total of 95 patients with advanced cervical cancer were included for analysis. All patients were divided
to 3 groups. In the | group we used EBRT in total dose 46-50 Gy, HDRBt - four 7.5 Gy weekly fractions. Il group patients received
46-50 Gy EBRT, two weekly 9.0 Gy HDRBT fractions. In the Ill group we carried out the same radiotherapy regimen plus concor-
rent cisplatin (40 mg/m? of body surface per week for five weeks).

Results: All patients completed radiotherapy as planned and in the Il group 96% patients received at least four cycles chemother-
apy. Complete response (CR) was obtained at 88.8%, 90%, 96.6% patients in I, Il, Ill groups correspondingly. Treatment related
toxicity (particularly hematological) which was assessed according to CTC RTOG scale was significantly higher in the HI group.
Conclusion: EBRT, HDRB! plus cisplatin appears to be safe and effective, although acute hematological toxicity is increased but
appears to be acceptable.

Key Words: Cervical cancer, brachytherapy, chemoradiotherapy, cisplatin.

OZET

Giris: lleri evre serviks kanseri tedavisinde yiiksek doz oranli brakiterapi (HDR-brakiterapi) ve distan odaklamali radyoterapi
(external beam radiotherapy) rejimlerinin tek basina ve es zamanli sisplatin kemoterapisi ile uygulandiginda uygulanabilirlik,
glivenlik, tedaviye yanit ve etkinlik agisindan karsilastiriimasi.

Hastalar ve Yéntem: lleri evre serviks kanseri olan toplam 95 hasta incelemeye dahil edildi. Hastalar 119 gruba ayrildi. Birin-
ci gruptaki hastalara total doz 46-50 Gy olacak sekilde distan odaklamali radyoterapi (external beam radiotherapy), yiksek doz
oranli brakiterapi (HDR-brakiterapi)-7.5 Gy'lik dérde bélinmiis haftalik fraksiyonlar halinde uygulandi. lkinci gruptaki hastalar 46-50
Gy distan odaklamali radyoterapi (external beam radiotherapy), iki haftalik 9.0 Gy yiksek doz oranli brakiterapi (HDR-brakiterapi)
aldi. Ugiincii gruptaki hastalara ise ayni radyoterapi rejimleri ile birlikte es zamanli sisplatin (haftalik 40 mg/m? bes hafta boyunca)
kemoterapisi uygulandi.
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Bulgular: Blitiin hastalar planlanan radyoterapiyi aldi ve (glincli gruptaki hastalarin da %96°si en az dért siklus kemoterapi aldi.
Tam yanit oranlari Grup I, Grup 2 ve Grup 3’te sirasiyla %88.8, %90 ve %96.6 olarak tespit edildi. Tedavi ile iliskili toksisite (6zel-
likle hematolojik) CTC RTOG Skalasi ile degerlendirildi ve Grup 3’te belirgin olarak ytiksekii.

Sonug: Distan odaklamali radyoterapi (external beam radiotherapy) ve yiksek doz oranli brakiterapi (HDR-brakiterapi)’nin sis-
platin ile es zamanli uygulandiginda akut hematolojik toksisitedeki kabul edilebilir artisa ragmen giivenli ve etkin gériinmektedir.

Anahtar Kelimeler: Servikal kanser, brakiterapi, kemoradyoterapi, sisplatin.

INTRODUCTION

Uterine cervical cancer is one of the widespread gy-
necological malignancies and the main cause of onco-
gynecological mortality all over the world (1). According
to WHO data annually 500.000 patients with cervical
cancer are registered in the world what makes 5% of
all oncological diseases and about 200.000 women die
from this cancer (2,3).

Many present with locally advanced disease, al-
though in developed countries the mortality is falling as
tumours are diagnosed earlier, in part due to cervical
screening programmes (4).

According to official data in Azerbaijan cervical can-
cer is in the second place after breast cancer among
women. In spite of high effectiveness of screening
measures and relatively easy diagnostics the vast
majority of cervical cancer cases in our country at first
visit to physician are already in late, locally advanced
stages (5).

Selection of treatment method is an individual is-
sue and depends on spread of the cancer process
and also on co-morbid conditions. Early disease can
be curatively treated either by surgery or irradiation but
patients with locally advanced cervical cancer have a
poor prognosis mainly due to failure to control the lo-
cal disease with radiotherapy even though technique
and methods of treatment have improved over the last
decade. In spite of the various efforts to enhance the
efficacy of irradiation, local failure is still the main prob-
lem in these cases. Radiotherapy remains an integral
component of the standard treatment for the majority
of cases, particularly those with bulky early tumors and
more advanced disease. With aim to improve treat-
ment results last years radiotherapy is done under ac-
tion of different physical and chemical radiomodificat-
ing agents (6).

The advantage of concurrent chemoradiotherapy
over radiotherapy alone in patients with cervical cancer

has now been well documented in a series of prospec-
tive randomized trials (7).

PATIENTS and METHODS

We conducted a prospective study to assess the
eligibility of patients presenting with cervical cancer in
the developing world for chemoradiotherapy. Patients
with biopsy proven cervical cancer of IIA-IIIB stages
were eligible. We investigated treatment results of 95
patients applied to the department of radiotherapy of
National Center of Oncology from January of 2008 to
January of 2009. All patients were staged according
to the FIGO staging system, after a workup, including
medical history, physical examination, pre-treatment
ECOG/WHO performance status, blood test, renal
and liver functions tests (mostly creatinine and biliru-
bin concentrations), chest X-rays, ECG, HIV test, US,
computed tomography scans or MRI of abdomen and
pelvis performed both for primary tumor and for nodal
status (pelvic and para-aortic). Laparotomy or lapa-
roscopy was not performed for tumor or nodal assess-
ment. Exclusion criteria: stage IA, stage IV, ECOG/
WHO performance status < 3, age > 70 years, hydro-
nephrosis, hemoglobin level < 8 g/dL, white cell count
< 2.000/uL, platelets < 100.000/uL, serum creatinine
level > 100 umol/L.

Depending on treatment method all patients were
divided into three groups. External beam radiation
therapy (EBRT) was similar in all groups and was per-
formed with Co-60 machine or by linear accelerator.
Dose prescription was performed according to ICRU
38. The treatment volume comprised the primary tu-
mour and pelvic lymph nodes. The upper field border
was at L4/L5 or L5/S1 level, the lower border was at
the obturator foramen, or at least one cm beyond pal-
pable disease. The lateral borders were outside of the
bony pelvis by at least 1-2 cm. Treatment was given
by parallel opposed fields or a four-field arrangement
(box technique). In the case of four-field technique, the
upper and lower borders were identical as above, the
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ventral field border was the symphysis and the dorsal
border parallels the anterior part of the S2/S3 region.
The fraction sizes was 2.0 Gy as measured in the mid-
plane. The total dose of 46-50 Gy was delivered by
23-25 fractions in an overall time of 4-5 weeks. This
variety of doses and fractions is due to the individual
participant’s standard therapy taking into considera-
tion missing days and was maintained throughout the
study. Brachytherapy was performed by HDR (source:
Ir) aiming to increase the dose in point A to at least 75.0
Gy by application of 2-4 fractions.

In the | group (45 patients) after 16-30 Gy of EBRT
HDR brachytherapy was initiated consisting of four 7.5
Gy to point A weekly fractions (EQD2' = 44 Gy). In the
Il group (20 patients) HDR brachytherapy was initiated
at the last two weeks of EBRT and was consisting of
two 9.0 Gy to point. A weekly fractions (EQD2 = 29
Gy). In the Il group (30 patients) radiotherapy was simi-
lar to the Il group plus concurrent weekly infusions of
cisplatin in dose 40 mg/m?, total 5 infusions. Cisplatin
was administered on mondays with adequate hydration
(1500 mL) no later 1.5 hours to EBRT.

During all the treatment course patients underwent
periodical medical examination including weekly blood
count, renal and liver tests.

RESULTS

Studentized statistic method was used for statisti-
cal evaluation of the results. For all statistical tests p<
0.05 was considered significant.

Treatment response was evaluated at three month
after course completion according to WHO criteria:
complete (CR) and partial response (PR), stabilization,
progression. Complete response was defined as no
evidence of disease on medical examination (in case
of negative cytology investigation) or on MRI.

Median duration of treatment course was 54 days (+
7 days). All patients received radiotherapy as planned
in spite of some toxicity.

From all 95 patients CR was in 87, PR-in six and
only in two patients treatment led to stabilization. In the
group | at 40 (88.8%), in the group Il at 18 (90.0%) and
in the group lll at 29 (96.6%) cases was registered CR.
PR was achieved at 4 (8.8%), 1 (5.0%), 1 (3.3%) cases
in the groups |, Il, Il accordingly.

Comparative analysis of close results in different
groups showed that in the group Ill (concurrent chemo-
radiotherapy) no case of stabilization was registered.

" EQD2 is the EQuivalent Dose in 2 Gy daily fractions, five days weekly.

Also in this group CR cases were more than in other
groups (p < 0.05).

Comparative analysis did not reveal differences in
treatment results depending on patients’ age. Whereas
it was significant dependence on histological type of tu-
mor. So, in six patients with adenocarcinoma the treat-
ment completed by PR in 2 (33.3%) cases.

Stage of disease also had influence on effective-
ness of treatment. Independently on treatment method
patients with IlIB stage of disease had worse results
than patients applied in earlier stages. So, all 8 (8.4%)
patients with PR and stabilization had IlIB stage cervi-
cal cancer.

Acute side effects were assessed at time of each
evaluation according to RTOG Acute Toxicity Criteria
and are more detailed showed in Table 1.

CONCLUSION

In conclusion, outcome of this study for advanced
cervical cancer treated by EBRT, brachytherapy and
simultaneous chemotherapy shows satisfactory CR
rate-91.5% among all patients. Weekly cisplatin 40 mg/
m? concurrent with radiotherapy is well tolerated when
given to an unselected population of patients. While no
grade 3-4 acute gastrointestinal and urogenital side ef-
fects occurred. 96% of patients in Il group received all
5 cycles of cisplatin and in 4% cases received only 3-4
cycles, but in all patients radiotherapy was carried out
as planned.

Further, by increase of patients amount and prolon-
gation of follow up period, carrying out of comparative
analysis for all parameters with other radiation treat-
ment methods of cervical cancer we are planning to
do conclusive assessment of concurrent chemoradio-
therapy by 9.0 Gy two fraction HDR brachytherapy.

Also we consider that independently on treatment
results the introduction of national screening pro-
grammes and the provision of accessible radiotherapy
facilities should be the major priorities in the developing
world setting.
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Table 1. Types and frequencies of acute adverse effects.
Group i
Group | Acute toxicity grade (RTOG Group il
o —_— P y grade ( ) P
tissue 0 b | 2 0 1 2 3 4 0 1 2 3 4
Skin 17.8% 77.8 4.4% 15% 80% 5% - - 133% 80% 6.7% - -
(8) % (35) (2 ®) (16) (1) (4) (24) )
Upper Gl 91.1% 8.9% - 90% 10% - - - - 93.3% 6.7% - -
(nausea, (41) (4) (18) (2 (28) @)
vomiting)
Lower Gl 31.1% 68.9% & 15% 80% 5% - 10% 73.3% 16.7% - -
(rectitis) (14) (31) (3) (16) (1) (©) (22) (5)
Genitourinary 82.2% 17.8% - 80% 20% - - - 76.6% 23.4% - - -
(cystitis) (37) 8) (16) (4) (23) )
Leukocytes 86.7% 13.3% - 85% 15% - - - 33% 333% 60% 33% -
(39) (6) (17 ®) (1) (1) (18) (1)
Hemoglobin 88.9% 11.1% - 90% 10% - - - 10% 70% 20% - -
(40) (@) (18) () @) (21) (6)
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Primer Submandibular Bez Malign Mukozayla
lligkili Lenfoid Doku (MALT) Lenfomasi:
Olgu Sunumu

Primary Submandibular Gland Malign Mucosa Associated
Lymphoid Tissue (MALT) Lymphoma: Case Report
Ferhat BOZKUS', ismail IYNEN', imran SAN', Muhammet Emin GULDUR?

"Harran Universitesi Tip Fakiiltesi, Kulak Burun Bogaz Hastaliklari Anabilim Dali,
2Harran Universitesi Tip Fakiiltesi, Patoloji Anabilim Dali, SANLIURFA

OzET

Tliktirik bezlerinin primer lenfomalari oldukga nadir gértilir. Ttikdiriik bezlerinin primer malign lenfomalarinda agirlikli olarak B
hiicre tipi lenfomalar bulunur. Mukozayla iliskili lenfoid doku (MALT) lenfomalari B hiicreli ekstranodal non-Hodgkin lenfomalardir.
MALT lenfomalari tiikdiriik bezini tutan lenfomalar icinde en sik gérilenidir. MALT lenfomalar gastrointestinal yol, tiroid ve ttikdrtik
bezleri gibi ekstranodal bdlgelerden kaynaklanir. MALT lenfomalarinin tani ve tedavisinde cerrahi eksizyonun 6nemli bir rolii
bulunmaktadir. Klinigimize boyunda agrisiz sislik sikayetiyle basvuran, yapilan muayene ve tetkikler sonucunda submandibular
benign Kitle én tanisi ile opere edilen, cerrahi spesimenin histopatolojik incelemesi sonucunda primer submandibular bez kaynakii
malign MALT lenfomasi tanisi konulan 65 yasinda erkek hasta sunulmustur.

Anahtar Kelimeler: Mukozayla iliskili lenfoid doku lenfomasi, submandibular bez, histopatolojik bulgular.

SUMMARY

Primary lymphomas of the salivary glands are uncommon. Primary malignant lymphomas of the salivary gland are pre-
dominantly B-cell type lymphomas. Mucosa associated lymphoid tissue (MALT) lymphomas are B-cell extranodal non-Hodgkin's
lymphomas. MALT lymphomas are the most common lymphomas involving the salivary glands. MALT- lymphomas arises in ex-
tranodal sites such as the gastrointestinal tract, thyroid and salivary glands. The surgical resection have a important role in the di-
agnosis and treatment of the MALT lymphomas. We present a 65 year old man with painless enlargement on the neck admitted to
our clinic. As a result of the examination and tests the patient was operated with the first diagnosis of submandibular benign mass.
MALT lenfoma of submandibular gland origin was diagnosed resulting in histopathological analysis of the surgical specimen.

Key Words: Mucosa-associated lymphoid tissue lymphoma, submandibular gland, histopathologic findings.
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GIRIS

Lenfomalarin primer olarak ttkirik bezi dokusunda
bulunmasi ¢ok nadirdir. Lenfomalar tim tikurik bezi
timorlerinin yaklagik olarak %2-5'ini olusturmaktadir.
Lenfoma olgularinin cogunlugu major tukdrik bezlerin-
de bulunmaktadir. Siklikla parotis bezinde (%50-93) ve
submandibular bezlerde bulunmaktadir (1). Bu lezyon-
lar arasinda mukozayla ilgkili lenfoid doku (MALT) tipi
ekstranodal marjinal bdlge B hiicreli lenfomalar tiku-
rik bezi kaynakli lenfomalarin muhtemelen en yaygin
tipidir (2). MALT lenfomalar gastrointestinal yol, tiroid
ve tikarlk bezleri gibi ekstranodal bélgelerden kaynak-
lanir (1). MALT’in fizyolojik olarak bulundugu terminal
ileum ya da Waldeyer halkas! gibi organlar nadiren
tutulur. MALTin fizyolojik olarak bulunmadigi bélgeler-
deki MALT lenfomalarinin cogu MALT olusumuna ne-
den olan infeksiydz ya da otoimmin bir predispozan
durumla iligkilidir (3).

Bu calismada boyunda submandibular bélgede sert
kitle ile bagvuran ve cerrahi eksizyon sonrasi subman-
dibular bez kaynakli malign MALT lenfomasi tanisi ko-
nan 65 yasindaki bir erkek hasta sunulmustur.

OLGU SUNUMU

Harran Universitesi Tip Fakiiltesi Kulak Burun Bo-
Jgaz Hastaliklari Poliklinigine 65 yasinda bir erkek hasta
boyun sag tarafinda alti aydan beridir bulunan ve git-
tikce blyiiyen agrisiz sislik sikayeti ile basvurdu. Has-
tanin anamnezinde terleme, ates, kilo kaybi, halsizlik
gibi sikayetleri bulunmamaktaydi. Hastanin yapilan
fizik muayenesinde sag submandibular bélgede sert,
mobil yaklasik 6 x 6 cm boyutlarinda kitle palpe edili-
yordu. Hastanin diger kulak burun bogaz muayeneleri
ve endoskopik nazofarenks ve larenks muayeneleri
normaldi. Rutin hematolojik ve biyokimyasal paramet-
releri normaldi.

Cekilen boyun ultrasonografi (USG)’sinde sag sub-
mandibular dizeyde 41 x 25 mm boyutlarinda lobule
konturlu hipoekoik icerisinde hiperekojen alanlar izle-
nen solid kitle lezyonunun bulundugu rapor edilerek
manyetik rezonans goérintileme (MRG) ile degerlen-
dirme 6nerilmistir. Yapilan kontrastli boyun MRG ince-
lemesinde sag submandibular bez boyutlarinda artis
oldugu, bezin antero-siiperiorunda 2.1 x 1.4 cm ebatli,
oval sekilli, iyi sinirli, diizglin konturlu, intravenéz (IV)
kontrast madde enjeksiyonu &ncesi gland parankimi-
ne goére heterojen hiperintens alan izlendigi belirtilerek
pleomorfik adenom, adenit gibi tanilarin disindldigu
ve IV kontrast madde enjeksiyonu sonrasi lezyonun
heterojen kontrast tuttugu belirtilmistir (Resim 1,2).

Resim 1. Submandibular kitlenin aksiyal plandaki MR
goriniimii.

Resim 2. Submandibular kitlenin koronal plandaki MR
gorinimi.

Kitlenin ayirici tanisi icin ince igne aspirasyon bi-
yopsisi (IIAB) yapildi. [IAB sonucu benign sitolojik bul-
gular olarak rapor edildi. Bunun tzerine hasta subman-
dibular bez kaynakli pleomorfik adenom &n tanisi ile
operasyona alindi. Operasyon sirasinda submandibu-
lar bez kaynakl kitle ¢ikarildiktan sonra kitlenin hipog-
lossal sinir ve karotid arter etrafina yayilim géstermesi
lizerine selektif boyun diseksiyonu yapilarak bu bélge-
deki lezyonlar ve lenf nodlari dikkatli bir sekilde diseke
edilerek total olarak c¢ikarildi. Bir tanesi submandibu-
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lar gland cevresinde olmak Uzere alti adet lenf nodu
cikarildi. Alinan spesimen histopatolojik inceleme icin
patoloji laboratuvarina génderildi. Yapilan makroskopik
incelemede 6 x 5 x 5 cm Olcllerinde dis yizu lobuler
gérinimde submandibular gland izlendi. Materyalin
kesitlerinde 3 x 2 x 2 cm Olctllerinde sinirlarl dlizensiz
cevre tukurik bezi dokusuna infiltre gérinimde gri-
beyaz renkli timéral olusum izlendi. Mikroskopik ince-
lemede timér dokusunun buylk cogunlugunun normal
lenfositlere goére hafifce blylk hicrelerden olustugu
go6rildd. Bu hucrelerin kimi alanlarda tikirik bezine
ait glanddler yapilari kiigtik gruplar halinde infiltre ettigi
dikkati ¢ekti. Ayrica timdrde bol miktarda plazmosit ve
az sayida histiyositten daha biyik atipik gériinimde
hicreler izlendi. Yapilan immunohistokimyasal incele-
mede timadr hicrelerinin LCA, CD20 ile pozitif, CD15,
CD5, CD3 ve pansitokeratin ile negatif oldugu saptan-
di. Bu bulgularla olgu Maltoma olarak degerlendirildi.
Malign lenfoid hicrelerin tikurtk bezi disindaki yagh
dokuda ve perindral alanlarda da izlendigi belirtildi (Re-
sim 3,4). Lenf nodu incelemelerinde lenf nodlarinda
tutulum yoktu. Sjégren sendromu veya kuru géz aci-
sindan herhangi bir test yapilmamistir. Hastanemizde
medikal onkoloji klinigi bulunmadigindan dolay! hasta
medikal onkoloji klinigi bulunan ileri bir merkeze sevk
edildi. ileri merkezde hastaligin evrelemesi igin yapilan
batin ve toraks bilgisayarli tomografi (BT) incelemeleri
normaldi. Yapilan kemik iligi biyopsisi normaldi. Hasta-
nin medikal onkoloji klinigince yapilan klinik evrelemesi
Evre 1 olarak belirtildi. Hastaya medikal onkoloji tara-
findan siklofosfamid 750 mg/m? 1. glin, doksorubisin
50 mg/m? 1. guin, vinkristin 1.4 mg/m? 1. glin, metilpred-
nizolon 100 mg per oral (PO) 1-5 glin, rituksimab 375
mg/m? 1. glin U¢ haftada bir olmak tzere alti kir verildi.
Cerrahi operasyondan alti ay sonraki kontrol muaye-
nesi normaldi. Hasta halen medikal onkoloji klinigince
takip edilmektedir.

TARTISMA

Tukurldk bezlerinin primer lenfomalari ¢ok nadirdir
(1,3,4). Tum primer ekstranodal malign lenfomalarin
% 5’inde major tukurlik bezleri etkilenmistir. Bu ekstra-
nodal bulgular bas ve boyunda gériilen kitlelerin klinik
olarak tanisini karistirabilir. TUkuardk bezlerinin non-
Hodgkin lenfomalari (NHL) cogunlukla agrisiz, progre-
sif buyuyen kitle olarak ortaya cikar (4). Tukrik bezi-
nin primer malign lenfomalari agirlikli olarak B hicreli
lenfomalardir. Bu B hticreli lenfomalar MALT lenfoma,
folliktiler ve difiiz biylk B htcreli lenfomalardan olu-
sur (1). Diftiz buylk B hucreli lenfomalar tikrik bezi
parankiminin yikimi ve tlkurtk asinisinin interstisyel
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Resim 3. Tikiiriik bezine ait kanal ve gland yapilan
arasinda difiiz infiltrasyon gosteren atipik lenfoid
hiicreler izlenmektedir (H&E, X400).

Resim 4. Atipik lenfoid hiicrelerde yaygin CD20 pozitif-
ligi (CD20, X400).

inflamasyonu ile iligkili infiltratif bir timordur. Histopa-
tolojik &zellikleri sentroblastlar ya da immiinoblastlara
benzeyen blylk lenfoid hiicreleri gdstermektedir. Bazi
olgularda bu tip lenfomalar birlikte bulunan ekstrano-
dal marjinal B hcreli lenfomalarin (MALT tipi) trans-
formasyonu ile ortaya cikarlar. Follikiler lenfomalar
tukdrik bezlerinden daha cok bag-boyun bélgesinde-
ki lenf nodlarinda daha fazla ortaya cikarlar (1). Tu-
kirtk bezinin ekstranodal B hicreli lenfomasi 55-65
yas arasindaki yetiskinleri etkileyen nadir gérilen bir
neoplazmdir (1,5). Majoér tukirik bezi lenfomalarinin
blyuk ¢odunlugu parotis bezinde ortaya ¢ikmaktadir
(1,3,4,5). Hastamizdaki major tikrik bezi lenfomasi
submandibular bezden kaynaklaniyordu. Tim tukarik
bezi timdrlerinin sadece yaklasik %5’i malign lenfo-
malardan olustugu icin biyopsiden énce primer tika-
rik bezi lenfomalarindan nadiren stphelenilir (1,3,4).
Hastamizda cerrahi olarak eksizyon yapilmadan énce
lenfomadan stiphelenilmemistir.
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Primer tlkirik bezi lenfomasi ilk basvuruda tikd-
rik bezi biylimesi olmasi ve tukurik bezi parankiminin
tutulumunu ve lenf nodu orijininin bulunmadigini gés-
teren patolojik taniyi takiben ortaya konur (4). TUkarik
bezi lenfomalarinin cogunlugu 6zellikle MALT lenfoma-
lar1 gibi B hiicre tipi NHL'dir (1-4). Hastamizin tanisi
primer tikdrik bezi kaynakli malign MALT lenfomaydi.
Bu lenfomalar esas olarak Sjégren ve miyoepitelyal
sialadenit gibi infeksiy6z ya da immin progesler ne-
deniyle olusan kronik inflamasyon alanlarinda ortaya
cikan ekstranodal marjinal B hiicreli lenfomalardir (4).
Olgularin %20’sinde MALT lenfomalar Sjégren send-
romu ya da miyoepitelyal sialadenit ile iliskilidir (3).
Hastamizda Sjogren sendromuna ait belirti ve bulgular
bulunmamaktaydi. Roh ev arkadasinin yaptigi calis-
mada 12 primer tlkurik bezi MALT lenfomali hastanin
yedisinde baslangic olarak klinik muayene ve ince igne
aspirasyon sitolojisi (IIAS) ile benign lezyon tanisi kon-
mustu (4). Toso ve arkadaslarinin yaptigi bir calismada
dokuz tukurtk bezi MALT lenfomall hastanin yedisine
iAB yapilmis fakat hicbiri MALT lenfoma tanisini sito-
lojik olarak dogrulamamistir (3). Bizim olgumuzda da
kitleden yapilan 1iAB sonucu benign sitolojik bulgular
olarak belirtiimisti. Bu nedenle dogru tani yalnizca
cerrahi spesimenlerin dikkatli bir histolojik incelemesi
sonrasi konabilir. Tukurlk bezlerinin MALT lenfomalari
diger mukozal alanlar tutulmadan énce uzun sire lo-
kalize kalabilirler. Hastalik yavas ilerler ve cogunlukla
bas-boyun bélgesindeki servikal lenf nodlarini ya da
mukozal alanlari tutabilir (4).

TUkurik bezi MALT lenfomalarinin tedavisi lezyon
bélgesine ve hastaligin evresine baghdir (3). Klinik ola-
rak MALT lenfomalarinin ¢cogu teshis sirasinda lokali-
zedir. Uzun zaman boyunca lokalize kalir ve tek basina
lokal tedavi ile tedavi edilebilir (6). Lokalize lenfomali
hastalar (Evre 1 ve 2) cogunlukla cerrahi ve/veya rad-
yoterapi gibi lokal tedaviyle tedavi edilir. Bununla bir-
likte Sicca sendromu bulunan hastalarda radyoterapi
mukoziti ve agiz kurulugunu artirabilir (3). Toso ve ar-
kadaslari Evre 1 hastalii bulunan dért hastada sade-
ce cerrahi eksizyon uygulamiglar ve ortalama 32 aylik
takipte herhangi bir rekiirrens goérilmedigini bildirmis-
lerdir (3). Takashi ve arkadaslari ileri tedavi olmaksizin
sadece cerrahi eksizyon yapilan dokuz hastada klinik
progresyon gérilmedigini bildirmislerdir (7). Bununla
birlikte yakin zamanda bas ve boyun MALT lenfomala-

rinda lokal tedavi sonrasi ylksek oranda hastalk nik-
stnun gorildigu de bildirilmistir (8). Tek basina veya
radyoterapi ya da cerrahiyle birlikte uygulanan kemote-
rapi gibi daha agresif tedavilerin bdlgesel lenf nodlarina
yayilim olan ya da yaygin hastaligi bulunan hastalarda
dusinilimesi gerekir (3).

Sonug olarak; primer submandibular bez lenfomasi
nadir gérllen bir lezyon olmakla birlikie 6zellikle ileri
yastaki hastalarda submandibular kitlelerin ayirici ta-
nisinda dustndlmelidir. Ozellikle submandibular  kit-
lelerde 1iAB ile tani konamamissa frozen sonucu len-
foma olarak gelse bile kitlenin total olarak eksizyonu
ve varsa cevre dokulara yayilmis timaoral dokularin ve
cevredeki lenf nodlarinin diseksiyonu hem hastaligin
tedavisi acisindan hem de bélgesel lenf nodu tutulu-
munda daha ileri tedavilerin uygulanmasinin gerekliligi
acisindan 6nemlidir.
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Primary Nasal Cavity Malignant Melanoma
Presenting with Epistaxis

Epistaksis ile Basvuran Primer Nazal Kavite
Malign Melanomu
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SUMMARY

Primary mucosal malignant melanoma in the nasal cavity and paranasal sinus is rare, and it has predominance in elderly
patients with poor prognosis. It may lead nasal obstruction and/or epistaxis. A 46-year-old man was admitted to the hospital with
three months of epistaxis. A black mass filling left nasal cavity was found on endoscopic examination. Histopathology with immu-
nohistochemical staining revealed malignant melanoma. He had surgical resection since he had no distant metastasis. In here,
mucosal malignant melanoma is discussed with review of the literature.

Key Words: Mucosal malignant melanom, malignancy in paranasal sinuses, nasal cavity malignant melanoma, epistaxis.

OZET

Nazal kavitede ve paranazal siniiste mukozal malign melanom nadirdir, yaslilarda daha siktir ve kéti seyirlidir. Nazal ob-
striiksiyona ve/veya epistaksise neden olabilir. Kirk alti yasinda erkek hasta lg aylik epistaksis ile hastaneye bagvurdu. En-
doskopik incelemede sol nazal kaviteyi dolduran siyah kitle saptandi. Immiinhistokimya boyama ile histopatolojide malign mela-
nom saptandi. Uzak metastazi olmadidi igin cerrahi rezeksiyon uygulandi. Burada, literatiir gézden gegirilerek mukozal malign
melanom tartisilmistir.

Anahtar Kelimeler: Mukozal malign melanoma, paranazal sintis maligniteleri, nazal kavite malign melanoma, epistaksis.
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INTRODUCTION

Malignant melanoma (MM) is a neoplasia caused
by malignant transformation of the normal melano-
cytes. Skin is the most common site for migration of
arising precursor melanocytes in the neural crest dur-
ing first trimester of fetal life. Mucosal MM is a rare
form which constitutes of 0.2-8% of all MMs (1). Head
and neck are common sites for mucosal MM. Sinona-
sal mucosal MM is extremely rare and aggressive. It
represents less than 1% of all MMs, and 2-8% all ma-
lignancies in the sinonasal tract (1). Nasal cavity is the
most common site and generally occurs in patients 50
to 70 years of age without gender predominance (2-4).
En-bloc resection with or without postoperative radio-
therapy is generally preferred in most patients (3-6).

CASE REPORT

A 46-year-old male patient with epistaxis for three
months was admitted. On physical examination, his
performance status was 1 according to the Eastern Co-
operative Oncology Group. He had a black mass filling
left nasal cavity on endoscopic evaluation of nasal cav-
ity and a cervical lymphadenopathy (LAP) with a diam-
eter of 0.5 cm in size. A homogenous soft tissue mass,
predominantly filling the left nasal space and maxillary
sinuses which destroyed the nasal septum medially on
magnetic resonance imaging (MRI) of the paranasal si-
nuses (PNS) and neck. There was also a cervical LAP
with a diameter of 0.7 cm (Figure 1). Histopathology
of the diagnostic tru-cut biopsy of the mass revealed
MM. Immunohistochemical examination confirmed di-
agnosis of MM (Figure 2). Histologic appearance of the
neoplastic cells comprised subepithelial solid groups,
including atypical neoplastic cells with plasmocytoid
eccentric nucleus and large eosinophilic cytoplasma
with clear nucleoli and melanin pigmentation on stain-
ing of hematoxylin and eosin (H & E). The atypical cells
which had diffuse cytoplasmic staining with Melan A
and HMB45 had also weakly cytoplasmic staining with
S100 by immunohistochemical staining. He had no dis-
tant metastases. The patient underwent endoscopic
total tumor resection and adjuvant high dose interferon
(20 MU/m?, five days of a week, four weeks, then 10
MU/m?, three days of a week, 48 weeks) was planned.
He had progression of the cervical LAP (2 cm) in the
first month of therapy. Fine needle biopsy of the LAP
revealed metastasis of MM. He refused radical neck
dissection. Temazolamide failed to control the disease.
Palliative cervical radiotherapy was applied. He was
given palliative chemotherapy, including dacarbazine

Figure 1. MRI of paranasal sinuses. Arrows show soft tis-
sue mass, predominantly filling in the left nasal space on
the coronal nects.

and cisplatin since he had intraabdominal LAP, liver
and lung metastasis in the following days. However, he
died because of progressive disease after 10 months
of diagnosis.

DISCUSSION

Sinonasal mucosal melanoma (SNMM) is a rare
disease. Diagnosis of mucosal melanoma is easier
when melanin-rich tumor cells are identified on his-
tologic examination. However, one third of the cases
are weakly pigmented or lack pigment, and it makes
diagnosis difficult (1). S-100, HMB-45 and Melan-A are
the most common immunohistochemical stains for MM
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Figure 2. Microscopic view of the mass in the nasal cav-
ity shows subepithelial solid groups including atypical
neoplastic cells with plasmocytoid eccentric nucleus and
large eosinophilic cytoplasma with clear nucleoli (A,B)
(H & E x200, x1000). Atypical neoplastic cells which were
diffuse cytoplasmic staining with Melan A and HMB45 by
immunohistochemical staining (C,D), (x1000, x1000).

(1,3,4). All of them were positive in our patient. Treat-
ment of SNMM is controversial, since data is based
on case reports and small patient populations in the
literature. However, surgery is preferred in resectable
lesions. Endoscopic resection of the lesion failed to
control the disease in our patient.

Our patient had cervical LAP which was resistant
to systemic therapy. In contrast to squamous cell car-
cinoma, primary MM of the nasal cavity and paranasal
sinuses metastatize less frequently to cervical lymph
nodes whereas distant metastasis is more frequent.
Regional lymph node metastasis rate was reported as
0-6% in SNMM cases (1,5,7).

It was claimed that SLNB might have had prog-
nostic importance as a staging tool in mucosal head
and neck MM (8). However, it needs further investiga-
tion before application of sentinel lymph node biopsy
(SLNB) as a routine part of staging. We did not apply
SLNB to our patient because of smaller size of cervical
LAP on physical examination at diagnosis besides its

unclear role. However, elective neck dissection is also
unclear since it has low rate of regional lymph nodes
metastasis at presentation (2).

Convantional radiotherapy fractionation schedules
may be ineffective because of the ability of melanoma
cells to repair sublethal damage. So, higher doses per
fractionation may lead beter aoutcomes in SNMM (1).
Adjuvant radiotherapy may improve locoregional con-
trol of the disease, especially in in higher risk groups.
Radiotherapy may also have role in palliation of the
symptoms. However, our patient did not benefit from
palliative radiotherapy.

Adjuvant therapy is controversial. However, ad-
juvant systemic therapies such as interferon might
contribute to better outcomes because of higher risk
of hematogenous metastasis (6). We started adjuvant
interferon, but our patient had progression of cervical
LAP during treatment.

Five year overall survival rate was reported as
15.6% (1). Our patient died because of agressive dis-
ease progression in the first year despite systemic
therapies.

In conclusion, primary mucosal MM in the nasal
cavity is a rare entity with poor prognosis. The rarity
of SNMM makes it difficult to determine the most ap-
propriate treatment modality. Treatment of the patients
should be individualized.
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Unusual Presentation of Hepatocellular
Carcinoma That Mimics Epigastric Hernia:
A Case Report

Epigastrik Herniyi Taklit Eden Hepatoseliiler Karsinomun
Olagan Disgi Yerlesimi: Olgu Sunumu

Melih AKINCI', Zafer ERGUL', Kerim Bora YILMAZ', Engin OLCUCUOGLU', Hakan KULACOGLU'

'SB Digkapi Yildirim Beyazit Egitim ve Arastirma Hastanesi, 4. Genel Cerrahi Klinigi, ANKARA

SUMMARY

A case of a 72-year-old woman with painful abdominal-wall mass which presented with hepatocellular carcinoma of medial
segment of the left hepatic lobe that mimics epigastric hernia without abdominal incision is described. Hepatic carcinoma hernia-
tion that mimics epigastric hernia is unusual because of the lack of published cases similar to this one. In addition, the published
other malignant herniation cases is briefly reviewed.

Key Words: Hepatocellular carcinoma, epigastric hernia, abdominal-wall mass.

OzET

Abdominal insizyon olmadan karaciger sol lob medial segmentteki hepatoseliiler karsinomun agrili karin duvari kitlesi ile
epigastrik herniyi taklit ettigi 72 yasinda kadin hasta sunulmustur. Buna benzer bir olgunun yayinlanmamis olmasi bu epigastrik
herniyi taklit eden hepatik karsinom fitiklasmasini ilging yapmaktadir. Ek olarak yayinlanmis diger malign herniasyon olgulari
kisaca gbzden gecirilmistir.

Anahtar Kelimeler: Hepatoselliiler karsinom, epigastrik herni, karin duvari kitlesi.

INTRODUCTION Solitary tumors in the hernia sacs in other than in-
guinal location has been very rarely reported. One case
of solitary fibrous tumor of peritoneum in midepigastric
ventral hernia and another case with isolated clear cell
adenocarcinoma in scar endometriosis mimicking an
incisional hernia were reported (1,2). We would like to
report the first case with painful abdominal-wall mass
which presented with hepatocellular carcinoma of me-
dial segment of the left hepatic lobe that mimics epi-
gastric hernia without abdominal incision.

A wide variety of ventral hernias may occur as pain-
ful abdominal-wall masses. The causative factors are
related to the condition of the patient, the main disease
and if it is incisional hernia, also related to the surgical
techniques and postoperative complications. The her-
niation of the malignant left hepatic lobe through the
abdominal wall without incisional hernia is a very rare
condition.
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CASE REPORT

A72-year old woman was admitted to our clinic with
a palpable epigastric mass which had been realized
five years ago. At the beginning, the mass was mobile
and approximately 2 cm in diameter with no pain. In
the following four years the size of the mass increased
to 5 cm in diameter and became painful and immobile.
Six months ago, she went to the doctor with these
complaints and her abdominal ultrasonography was
normal except left renal 22 mm, 24 mm cortical cysts
and grade | hepatosteatosis. Her superficial abdominal
ultrasonography revealed 55 x 34 x 61 mm mass which
was protruding from 13 mm fascial defect, 4 cm su-
perior to the umbilicus. That clinical presentation was
interpreted as omental herniation. Although surgery
was the recommended therapy it was delayed for six
months due to her pneumonia. After this period her
control abdominal ultrasonography showed left renal
24 mm, 37 mm cortical cysts, grade Il hepatosteato-
sis and supravesical-prevesical fluid accumulation. Her
superficial abdominal ultrasonography revealed 55 x
34 x 61 mm mass which was protruding from a 14 mm
fascial defect, 5 cm superior to the umbilicus. At that
time the situation had been interpreted as incarcerated
omental herniation that did not change by the valsalva
maneuver. Tumor markers were negative and the sur-
gery was planned. In laparatomy it was observed that
the mass which protruded through a 15 mm abdominal
fascia defect was originating from the fourth segment
of left hepatic lobe (Figure 1,2). The only content of
the hernial sac was the hepatic tissue, stucked by the
edges of fascia. There was not any other content such
as omentum. The mass was transected with little he-
patic tissue for pain relief and pathologic examination.
With further exploration ascites fluid and peritoneal
carcinomatosis was observed and irregular left ovar-
ian 2 cm nodule was palpated but there were no other
palpable hepatic mass. Postoperative control abdomi-
nal computed tomography revealed right perihepatic,
supravesical peritoneal thickness and a 10 mm cyst in
left ovary region, multiple left renal cortical cysts and
no other hepatic masses. The biggest of the multiple
lympadenopathies was 15 mm in diameter and was lo-
cated at the left gastric region of anterior gastric cardia
(Figure 3). The patient had no postoperative complica-
tions and was discharged at postoperative eighth day.
The pathological examination of specimen was report-
ed as hepatocellular carcinoma.

DISCUSSION

In the presented case, epigastric hernia was the
presumed diagnosis because of the location of the

Figure 1. Irregular hepatic mass in the transected
hernial sac.

Figure 2. Irregular hepatic mass originated from the
fourth segment of left hepatic lobe.

Figure 3. The resected area showed on the fourth seg-
ment of left hepatic lobe.
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mass. A mass becomes painful particularly if the her-
nia causes incarceration or strangulation. Indeed an
incisional hernia is generally considered, especially
when there is a previous laparotomy. However there
was no previous laparatomy or any surgical incision in
this case. Convenient history with hernia, physical ex-
amination and radiologic findings of this painful mass
were interpreted as an epigastric hernia and surgery
was planned for hernioraphy.

The case reported illustrates an instance of hepato-
cellular carcinoma (HCC) as a semi mobile mass which
grew up into the abdominal wall. Its presentation was
unique as it displayed an epigastric hernia and present-
ed in the anterior abdominal wall. Tumor markers were
negative and there was no intra-abdominal pathology
in preoperative radiologic screening. Indeed HCC is
one of the most common malignant tumors worldwide
that it was estimated with 21.000 new cases for 2008
and a serious malignancy associated with a historical
5-year survival rate of less than 5% (3,4). The major
etiologies and risk factors for the development of HCC
are well defined and some of the multiple steps in-
volved in hepatocarcinogenesis have been elucidated
in recent years. Despite these scientific advances and
the implementation of measures for the early detection
of HCC in patients at risk, patient survival has not im-
proved during the last three decades (5). This is due to
the advanced stage of the disease at the time of clinical
presentation and limited therapeutic options. Although
the therapeutic options and staging of HCC are out of
this case report, we want to point out that ascites and
numerous tumors of various sizes in the abdominal se-
rosa, omentum, and diaphragm which were positive in
the case were indicators of disseminated diseases. As
well as HCC with massive peritoneal dissemination as
in our case is also an unusual presentation (6).

In literature there were few reports of hepatic herni-
ation and all of these herniations were due to incisional
defect or trauma. In one an incarcerated incisional her-
nia associated with medial segment of the left hepatic
lobe and in other a traumatic handlebar hernia asso-
ciated with herniation of the liver was reported (7,8).
As seen in these kinds of reports the herniated hepatic
tissue was also normal. Hepatic herniation as the mass
of HCC without trauma and incisional herniation is very
rare condition and only special to this case.

Tumours have been described in umbilical, para-
umbilical, femoral, and incisional herniae, and also

in enterocoeles (9). Colonic cancer, usually arising in
the sigmoid, is the most common cancer found in any
hernia, but prostate, pancreas, ovary, bile duct, tonsil,
stomach, pericardium, skin, appendix, bladder and thy-
mus malignancies have also been reported (9). The
malignant tumour and hernia togetherness has been
generally reported to be localized in the groin area.
However only less than 0.5% of inguinal hernia cases
have malignant tumours in their hernial sacs (10). Be-
sides there were few reports of solitary tumors in the
hernia sacs of other abdominal regions. In one report,
solitary fibrous tumors of peritoneum in midepigastric
ventral hernia demonstrating plump spindle cells with
keloidal collagen and in other one isolated clear cell
adenocarcinoma in scar endometriosis 30 years af-
ter an open tubal sterilization mimicking an incisional
hernia were reported (1,2). However in these cases
abdominal wall layers thickening due to the malignant
infiltration mimic hernias and there were no herniation
of abdominal contents. Besides the second one had
previous surgery that does not match with our report.
Indeed Lejars classified the malignant tumors present-
ing in inguinal hernias into three groups based on the
anatomical relationship with the hernia sac: intra-sac-
cular, saccular (primary or metastatic lesions involving
the peritoneum of the sac), and extra-saccular (11).
These two cases had saccular tumours that are differ-
ent than this report which had an intrasaccular one.

There are also reports as contrast with this case
that hepatic hernia mimics tumor as supradiaphrag-
matic liver due to the diaphragmatic herniation mimics
a pulmonary tumor (12,13). However in our search he-
patic carcinoma herniation that mimics epigastric her-
nia is sole in literature.
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Association of Carcinoma of the Breast and
Meningioma: Report of a Case and Review of
the Literature

Meme Kanseri ve Menenjiom lliskisi: Olgu Sunumu ve
Literattrtin Gézden Gecirilmesi

Yasemin BENDERLI CIHAN', Figen OZTURK?

' SB Kayseri Egitim ve Arastirma Hastanesi, Radyasyon Onkoloji Bélim,
2Erciyes Universitesi Tip Fakiiltesi, Patoloji Anabilim Dali, KAYSERI

SUMMARY

The incidence of meningioma shows a recent increase in patients with breast cancer. The increased risk of developing men-
ingioma was reported to be 1.57-1.90 times after breast cancer. Carcinoma of the breast is the second most common cause of
intracranial metastases (after carcinoma of the lung). It is therefore important to differentiate a solitary brain metastasis from a
meningioma. A review of the literature was presented with emphasis on the association between breast cancer and meningioma,
which indicates a possible hormonal relationship. In this paper we report a case of meningioma which subsequently developed in
a patient with primary breast carcinoma.

Key Words: Breast cancer, menengioma, cranial metastases.

OzET

Meme kanserinde menenjiom gérilme riski 1.57-1.90 kat daha fazladir. Meme kanseri akciger kanserinden sonra ikinci sik-
likta beyine metastaz yapan tlimdérdir. Bundan dolayi, menenjiomun metastaz ile ayirt edilmesi nemlidir. Bu iki hastalik hormona
duyarli olmasindan dolayi birlikte gérilebileceginden takip yaparken digeri ile karsilasabilecedi diistiniimelidir. Bu yazida, meme
kanseri tanisi ile takip edilen hastada gelisen menenjiomun meme kanseri ile olasi iliskisi incelendi.

Anahtar Kelimeler: Meme kanseri, menenjiom, beyin metastazi.

INTRODUCTION lationship between meningioma and brain cancer has
also been suggested (3,4). The menstrual cycle and/
or pregnancy may be related to the rapid increase of
meningiomas (5). In this paper we report a case of
meningioma which subsequently developed in a pa-
tient with primary breast carcinoma. Knowledge of this
association is important in the differential diagnosis of
patients with breast cancer who develop central nerv-
ous manifestations.

The incidence of meningioma shows a recent in-
crease in patients with breast cancer (1). The increased
risk of developing meningioma is reported to be 1.57-
1.90 times after breast cancer according to data from
Swedish Cancer Registry and from the United States
Surveillance, Epidemiology and End Results (SEER)
program (2). It is important to differentiate a solitary
brain metastasis from a meningioma. A hormonal re-
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CASE REPORT

On January 2005, a 50-year-old woman present-
ed complaining of a right sided (in the upper-external
quadrant) breast lump. After radical mastectomy,
pathological diagnosis confirmed an invasive duct car-
cinoma, histological Grade lll, 7/19 lymph node metas-
tases (Figure 1). Hormonal assessment of the tumor
revealed it to be both ER and PR receptor strongly pos-
itive (Figure 2). Positive p53 nuclear immunoreactions
and strongly positive Her-2 over expression by immu-
nohistochemically staining were observed. Extension
studies showed no evidence of metastatic disease.

Our patient received four cycles of adjuvant chemo-
therapy with cyclophosphamide 600 mg/m?2, methotrex-
ate 40 mg/m2, 5-Fluorouracil 600 mg/mz2 every 21 days.
The patient received a five-week course of radiothera-
py and continuously received treatment by tamoxifen
of recent.

Three years later, in February 2008 the patient
complained of recent headache, nausea and vomiting.
She showed no symptoms or signs at that time. MRI
demonstrated on intensely enhancing extra-axial dural
based lesion. Post contrast axial (a) FS T1W1 showed
an intensely enhancing extra-axial dural-based lesion
in the left cerebellopontine angle, (b) in addition a sec-
ond lesion was also seen at the posterior falx (Figure
3). No other metastatic lesion was detected by ab-
dominal ultrasound examination or chest X-ray. Tumor
markers (CEA, Ca15-3) were all within normal ranges.

ot o AG Rt i i

Figure 1. Histopathological examination of the right
breast tumor.

Figure 2. Imnmunohistochemical examination of the right
breast cancer by PR and ER.

Figure 3. Postcontrast axial (A) FST1WI show an intense-
ly enhancing extra- axial dural based lesion in the left
cerebellopontine angle. A small lesion is also seen at the
posterior falx (B).

The MRI findings suspected meningioma. Howev-
er, there was a possibility of solitary brain metastases.
MRI demonstrated a circumscribed lesion in left cer-
ebella pontine and falx. The lesion was excised suc-
cessfully in our case.

Histologically, the brain tumor was composed of
spindle cell proliferation and increasing collagen bun-
dles. It was a transitional type benign meningioma (Fig-
ure 4). ER was positive, PR was weakly positive also in
this tumor (Figure 5). The patient made a good recov-
ery after the initial surgery for breast cancer.

DISCUSSION

It has been reported that breast cancer is the sec-
ond most common cause of intracranial metastasis
(4). Therefore, patient who has symptoms and shows
signs suggesting a space-occupying lesion of the
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Figure 4. Histopathological examination of the brain
tumor.

Figure 5. Inmunohistochemical examination of the
meningioma by PR and ER.
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central nervous system after the diagnosis is usually
presumed to have metastatic (3). Although, there are
many exceptions such as a chronic subdural hemato-
ma, cerebrovasculer disease, carcinomatos meningitis
and primary tumors of the brain including meningiomas
may simulate metastases to the brain (4).

It is important to differentiate a CNS metastasis
from a meningioma. Computed tomography (CT),
MRI and angiography may be useful diagnostic imag-
ing modalities for this type of tumor (3,4,6,7). A tumor
is homogeneously enhanced in MRI image; whereas
a metastatic tumor is not homogenously enhanced.
Meningiomas are dural based, well circumscribed,
extra-axial mass displacing the brain. Intense homoge-
neous contrast enhancement is seen after intravenous
contrast administration.

The unique association of carcinoma of the breast
cancer with meningioma was first pointed in 1975 (1).
As noted by Jacops and co-workers, there are some
interesting similarities between meningioma and breast
and genital cancer (8). They each occurred more fre-
quently in women and occurred most commonly in the
fifth and sixth decade. They pointed out that meningi-
omas are benign, curable and account for as many as
20% of all cerebral tumors. 10% of patients with stage
IV breast cancer demonstrated brain metastases. Cer-
ebral meningioma required craniotomy, while breast
cancer metastases were probably best treated with
surgery, radiation therapy and chemotherapy.

Many case reports will be required to clarify the hor-
monal association between breast cancers and men-
ingiomas (1,4,8). The relationship between pregnan-
cy and the menstrual cycle and rapid progression of
symptoms in patients with meningiomas is well known.
There is general agreement that these tumors enlarge
during pregnancy (8).

Estrogen and progesterone receptor in meningi-
omas has been proved (9-11). Some of the meningi-
omas were reported to express more than estrogen.
While Donnell et al. noted an increase in ER receptor
protein in intracranial meningioma (10). Tilzer et al. re-
ported large amounts of PR receptors for this nervous
system tumor (11).

Rona et al. reported that 64% of 33 meningiomas
examined some level of progesterone receptor messen-
ger RNA expression with which the immunohistochem-
istry data correlated well (12). Blankenstein et al. re-
ported estrogen receptor was independent expression
of progesterone receptor in human meningioma (13).

The resected meningioma in this report expressed
weakly positive PR in spite of just like the hormone re-
ceptor status of the primary breast cancer in the pre-
sent patient. Patients with a history of breast cancer,
intracranial masses with radiological features consist of
meningioma should be evaluated surgically. The lesion
in the brain may be a meningioma or a metastatic le-
sion. As we reported here, a patient who has symptoms
and signs suggesting a space-occupying lesion of the
cranial nervous system after treatment for breast can-
cer does have not always brain metastases.
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Myelodysplastic Syndrome with
Complex Cytogenetic Abnormalities and
Immunocompromised in Two Siblings

Miyelodisplastik Sendromlu Iki Kardeste Kompleks
Sitogenetik Anormallik ve Agir Immiin Yetmezlik
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Dear Editér,

Myelodysplastic syndrome (MDS) is a clonal hematological disorder leading to impaired proliferation and diffe-
rentiation of the multipotent hematopoietic stem cells (1). Cytogenetic abnormalities are reported in about half of the
patients. The most common chromosomal defects are partial or complete deletions of chromosome 5, 7, 20, and
trisomy of chromosome 8 (2). Patients with MDS frequently have immune abnormalities (IA) including autoimmune
disorders, functional and quantitative abnormalities of T-cells, B-cells, and natural killer lymphocytes. Decreased
total T-cells and CD4+ cells, reduced ratio of CD4+/CD8+ cells, impaired production of lymphokines, impaired T-cell
and B-cell interactions, reduced T-cell response to mitogens, impaired natural killer cell activity, defective adhe-
rence, locomotion, diapedesis, and chemotaxis of granulocytes, impaired antibody dependent and lectin induced
polymorphonuclear cytotoxicity, and both hypergammaglobulinemia and hypogammaglobulinemia are observed in
patients with MDS (3-8). IA may contribute significantly to the development of disseminated infections. Recurrent
infections and transformation to acute leukemia are the major causes of death in patients with MDS (9,10). In this
report, we describe MDS with complex cytogenetic abnormalities/del(ll)(q23) in two immunocompromised siblings.
Patients’ characteristics are summarized in Table 1.

They had to be hospitalized for intravenous antibiotic therapy because of recurrent infections. They had per-
sistent pancytopenia and required several blood cell transfusions and intravenous immunoglobulin. They were
diagnosed with MDS refractory cytopenia with multi-lineage dysplasia (RC-MLD) (11). Any matched donor for bone
marrow transplantation couldn’t be found. The male patient and his sister died four and three months after the
diagnosis, respectively. The chromosome abnormality at del(71)(q23) involving the mixed lineage leukemia (MLL)
gene has been observed in acute lymphoblastic leukemia, acute myeloid leukemia, chronic lymphocytic leukemia,
and myelodysplastic syndrome. It is suggested that del(71)(g23) band/MLL gene has an important role in normal
hematopoietic cell growth and the differentiation and the rearrangement of MLL gene lead to the dysregulation of
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Table 1. Characterization of patients.

Sibling 1 Sibling 2
Sex Male Female
Age (year) 30 42
Symptoms Neutropenic fever, weakness, epistaxis Neutropenic fever, skin lesion on her face
Physical exam Multiple infective skin lesions on extremities, no  Infective skin lesion on her face, no organo-
organomegaly megaly
HB g/dL 8.2 10.2
WBC x109/1 2.05 1.0
NEU x109/1 1.43 0.2
PLT x109/I 20 28
IgG g/l (7-16) 1.4 2.0
IgM g/l (0.4-2.3) 0.2 0.18
IgA g/l (0.7-4) 0.18 0.24
MDS Subtype* ** RC-MLD ** RC-MLD
Cytogenetic abnormalities trp(1)(g25qter), del(11)(g23) der(1), del(6)(p22), del(11)(q23), der(20)
Survey (Month) 4 3
Cause of death Sepsis Sepsis

* Myelodysplastic syndrome.
** Refractory cytopenia with multi-lineage dysplasia.

differentiation along both lymphoid and myeloid path-
ways. del(11)(q23) abnormalities are associated with
unfavorable prognosis. Patients with del(77)(q23) chro-
mosomal deletions often exhibit a more severe disea-
se course and shortened survival (12). Harbott et al.
reported that 15/16 AML and 5/12 MDS patients with
deletion del(11)(g23) died with a median overall survi-
val of 14.1 months (13). Both of the siblings were living
in central Anatolia region (Corum) and survived on far-
ming. They had no exposure to the industrial and che-
mical substances. Nevertheless, herbicides and white
soil (involving asbestos or zeolite) may play a role in
the development of MDS. Immunocompromised state
associated with MDS and certain chromosomal abnor-
malities seemed to be related with unfavorable progno-
sis. These cases presented here draw attention to the
importance of IA and cytogenetic abnormality of del(717)
(g23) in MDS. Studies including large amounts of cases
are required to evaluate the familial association of cyto-
genetic abnormality of del(17)(g23) and immunocomp-
romised state in MDS.
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