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OZET
Amag: Bu calismada farkli sistem malignitelerine sekonder olarak gelisen akciger tiimorlerin klinik 6zellikleri
ve primer tiimdrle olan iliskilerinin arastirilmasi amaglandi.
Yontemler: 2002-2010 yillar1 arasinda takipleri sirasinda ikinci primer kanser tanisi alan otuz hasta caligmaya
dahil edildi. Hastalar, akciger kanseri gelisme siirelerine gore senkron (n: 7 hasta, %16.7) ve metakron (n: 23
hasta, %83.3) grup olarak iki grupta degerlendirildi.
Bulgular: Hastalarmm %50’sinde ilk 2.5 yil i¢inde ikinci primer kanser saptandi. Hastalarin ¢ogunlugunun
(%43.3) akrabalarinda ekstra pulmoner kanser Oykiisii vardi. Akciger kanseri tanisi konulan hastalardan
%50’sinde sigaray1 birakma, %30’unda aktif igici ve %20’sinde hi¢ sigara kullanmamis olma Oykiisii vardi.
Primer kanser ile ilgili yapilan tedaviye yamit ve ikincil gelisen kanserin siiresi arasinda istatistiksel olarak
anlamli bir iligki saptanmadi (p=0.36).Gruplarin tamaminda sag kalim siiresi 24 ay senkron grupta, 12 ay
metakron grupta belirlendi.
Sonuc¢: Primer hastaliktan sonra o6zellikle ilk 2.5 yil iginde yakin takip ve hastalara sigara igiciliginin
biraktirilmasinin tesvik edilmesi nem tagimaktadir.
Anahtar Kelimeler: Akciger kanseri; ikinci primer; senkron; metakron

ABSTRACT
Objective: This study aimed to investigate clinical characteristics and prognosis of secondarily developed lung
tumors in the cases having different system malignancy and to evaluate the relationship with the primary tumor.
Methods: Between January 2002- December 2010 thirty patients diagnosed as second primary lung cancer have
been included in the study. The patients were grouped according to lung cancer development time; synchronous
group (n: 7 patients, 16.7%) and metachronous group (n: 23 patients, 83.3%).
Results: Second cancer was detected in 50% of the patients within the first 2.5 years. Majority of patients had
extra pulmonary cancer history concerning their relatives (43.3%). The rate of quitting smoking among all
patients before the diagnosis of lung cancer was 50%, current smoker rate was 30% and never smoker was 20%.
There was no statistical relationship between the response to treatment of first cancer and the duration of cancer
developed secondarily (p=0.36). The overall survival of groups was found 24 months (95% confidence interval:
18.3 months) and 12 months (95% confidence interval: 10-14 months) respectively for synchronous and
metachronous groups.
Conclusion: Close follow-up on pulmonary system especially within the first 2.5 years after primary disease and
encouragement on quitting smoking is important.
Key words: Lung carcinoma, second primary; synchronous; metachronous

Introduction

Multiple primary malignancies (MPM) are
defined as malignant neoplasm those occur
apart from the first cancer. Observations of
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MPM were previously considered as isolated
and exceptional cases. However, as a result of
the improvement in diagnostic tools, treatment
modalities and supportive care, survival time
for cancer patients has been prolonged and the
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number of MPM has continued to grow (1).
Since the number of patients with MPM
continues to grow, clinicians should be aware
of this danger and try to detect the second
primary cases as early as possible. The rate of
development second primary cancer was
reported as 1.7-3.9% (1-3). The causative
factor for this unwanted result can be due to
long survival of patients, immune deficiency,
genetic defects, and /or a hereditary defect in
tumor suppressor genes, advanced age, dietary
factors, treatment modalities, occupational
factors, and current smoking (1,2). During the
last decade an increase in the incidence of
MPM has been reported (4).

The aim of the present study was to
evaluate clinical characteristics and prognosis
of secondarily developed lung tumors in the
cases having different system malignancy and
to examine the relationship with the primary
tumor.
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Methods

Study population

Between January 2002- December 2010, 30
patients diagnosed as second primary lung
cancer those admitted to Dr. A. Y. Ankara
Oncology Training and Research Hospital
during follow up and staging for their primary
tumor have been included in the study. In this
retrospective study, cases were selected among
the ones who have been suspected of lung
cancer according to their symptoms,
radiological and clinical findings.
Confirmation of histopathological diagnosis
was the main point of ultimate patient
selection. Besides Warren and Gates criteria i)
each of the tumors must present a definite
picture of malignancy; each must be distinct,
i) second primary tumor should be lung
cancer, iii) there should be histological
documentation of each malignant lesion, iv)
the cases with the existence of metastatic
lesion of the lungs or metastatic lesions from
the lungs must be excluded from the study, v)
lesions occurring greater than 6 months apart
are defined as metachronous and those
occurring within 6 months are defined as
synchronous] was taken into consideration to
define second primary malignancies (1,5). The
patients were grouped according to lung
metastasis development time; group |,
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synchronous group (n= 7 patients) and group
I, metachronous group (n= 23 patients). The
data were collected retrospectively and
approved by our instutional ethical committee.

The patients’ data was included
patients  characteristics  (age,  gender,
occupation, family cancer history, smoking
habit, duration of quitting smoking), primary
tumor characteristics (date of diagnosis, the
localization of primary tumor, histopathology,
stage, treatment methods and the response to
treatment) and the findings associated second
primary lung cancer (date of diagnosis,
pulmonary symptoms, radiological findings,
bronchoscopic findings, diagnostic procedure,
histopathological findings). The treatment
response criteria have been adapted from the
original response evaluation criteria in solid
tumors (RECIST) (6).

Statistical analysis

Descriptive statistic was used for the
distribution of patient demographic
characteristics and tumor-related
characteristics,  diagnosis and  systemic
treatment. Overall survival (OS) was defined
as the length of time between diagnosis of
second primary lung cancer to death or last
follow-up. Kaplan-Meier curves for OS was
estimated by the development time of lung
carcinoma, and compared using the log rank
test. These analyses were used to calculate the
relative risk and 95% confidence intervals
(C). P wvalues <.05 were considered as
statistically significant. All analyses were
carried out using SPSS software (version 13.0;
SPSS Inc, Chicago, IL).

Results

The distribution of  synchronous and
metachronous tumors was 16.7% and 83.3%
respectively. Of the thirty patients with lung
cancer, 26 were male and four were female.
The age of primary malignancy and second
primary lung malignancy was median 59.5
(range, 38-82 years) and 63 years (range, 39-
83 years) respectively (p= 0.10). In
synchronous tumors the duration of time
between two malignancies was median one
month (range, 1-5 months) while it was median
36 months (9-168 months) in the metachronous
ones, overall 31 months (range, 1-168 months).
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The rate of quitting smoking among all
patients before the diagnosis of lung cancer
was 50%, current smoker rate was 30% and
never smoker was 20%. Majority of patients
had extra pulmonary cancer history concerning
their relatives (43.3%). The localization of
primary cancers is shown in Table 1. The most
frequent primary localization was larynx
(40%) and the most frequent histopatological
diagnosis was squamous cell carcinoma (SCC).
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Table 1. The localization of primary cancer

Localization Patients No (%)
Larynx 12 40%
Prostate 4 13.3%
Bladder 2 6.7%
Skin 1 3.3%
Bowel 3 10.0%
Breast 2 6.7%
Stomach 2 6.7%
Soft tissue 1 3.3%
sarcoma
Testis 1 3.3%
Cervix 1 3.3%
Brain 1 3.3%

Second primary lung cancer was
detected in 50% of the patients within the first
2.5 years. The feature of patients and tumor
characteristics of second primary lung cancer
are given Table 2. The most frequent symptom
of the patients was cough and hemoptisis,
while 20% were asymptomatic. During the
diagnosis different biopsy methods were used
to confirm the lung cancer (bronchoscopic
biopsy in 19 patients, transthoracic needle
aspiration biopsy in 6 patients, surgical biopsy
in 3 patients and pleural biopsy in 2 patients).
Mostly  bronchial  biopsies (100% in
synchronous group and 52.1% in
metachronous group) were diagnostic tools in
patients. Staging of second primary lung
cancer revealed mostly stage I11-1V disease.

Treatment modalities for the primary
localized tumor and second primary lung
cancer are given Table 3. Majority of patients
received surgical treatment for primary
localized carcinoma, while for secondarily
developed carcinoma, the most frequent
treatment choice was chemotherapy and/or
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best supportive care. This can be attributed as
an advanced stage for lung cancer patients. The
lung tumor was removed by surgically in 4
patients with second primary lung cancer (one
patient in synchronous group and 3 patients in
metachronous group).

When treatment response was taken
into account for the primary localized tumor;
complete response rate was 80%, and partial
response rate was 20%. There was no
statistical relationship between the response to
treatment of first cancer and the duration of
cancer developed secondarily (p= 0.36). When
the data collection was completed in December
2009, the patients had a median follow-up of
12 months (range, 1-84 months) after the
diagnosis of lung carcinoma. The patients who
had synchronous and metachronousous lung
carcinoma were compared for OS, the survey
graphic is given in Figure 1. The OS of groups
was found 24 months (95% CI: 18-30 months)
and 12 months (95% CI. 10-14 months)
respectively (p= 0.65). At the end of the study
period, 4 patients (57.1%) in group | and 3
patients in group Il (13.0%) were still alive.

Aymchoronous goup

Surial probability

F=0.65

oo Metackrorous growp T b ewy

o B3] ) & 50 =

Cweral survival after lung cancer dagnosed (months)

Figure 1. The curve showing overall survival of
metachronous and synchronous tumor groups
(Kaplan-Meier).

Discussion

There are relatively few population—based data
regarding development of second primary
carcinoma of lung following different system
tumors. However our previous knowledge
showed that 3 various type of lung cancer can
develop; 1) lung cancer after lung cancer 2)
lung cancer after different system cancer 3)
different system cancer after lung cancer (4).
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Following different system carcinomas
especially upper aerodigestive tract, rectal,
anal, cervix and thyroid gland, bladder, and
Hodgkin lymphoma second lung cancers were
observed (7,8). The risk of a second primary
malignancy in patients who have had a SCC of
the head and neck is significantly increased
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compared with the age-matched general
population (9). Two large contemporary cancer
registry studies provide insights into the
magnitude and details of the increased risk.
The most frequent second malignancy was
lung cancer (20-year cumulative risk 13%)
(10,11). Radiation therapy can increase the risk

Table 2. The features of patients and tumor characteristics of second primary lung cancer

All Patients | Synchronous Metachronous
(n:30) group (n:7) group (n:23)
Age (median years) 63 62 63
Sex (M/F)* 26/4 710 19/4
Family history for cancer 13(43.3%) 3 (42%) 10 (43.4%)
Smoking status (E:;rsr;nc;[lfenrmker 9(30%) 3(42%) 6 (26%)
15(50%) 4(57%) 11 (47.8%)
0, 0,
Never smoker 6(20%) 0 6 (26%)
Respiratory Symptomatic 24(80%) 3(42%) 21 (91.3%)
Symptoms Asymptomatic 6(20%) 4(57%) 2 (8.6%)
Location of tumor Peripheral 12(40%) 1(14.2%) 11 (47.8%)
Central 18(60%) 6 (85.8%) 12(52.2%)
Histopathology Nonsmall cell 27(90%) 7 (100 %) 20 (86.9 %)
Small cell 3(10%) 0 3 (13.04%)
I 0 0 0
Stage NSCLC** (TNM) | II 2(6.6%) 1(14.3%) 1(4.4%)
i 13(43.4%) 5(71.4%) 8 (34.8%)
v 12(40%) 1(14.3%) 11 (47.8 %)
Stage SCLC*** Limited Disease 2(6.6%) 0 2(8.7%)
Extensive Disease 1(3.4%) 0 1(4.3%)

***Male /Female **NSCLC: Nonsmall cell lung cancer * ** SCLC:Small cell lung cancer

Table 3. Treatment modalities for the primary localized tumor and
second primary lung cancer

Treatment Primary cancer | Second primary lung cancer
Patients no (%) | Patients no (%)

Surgery 13 (43.3) 4 (13.3)

CT 1(3.3) 9 (30)

RT 2 (6.7) 3(10)

Surgery +RT 9 (30) -

Surgery+ CT 2 (6.7) -

Surgery+CT+RT 3 (10) -

CT+RT - 6 (20)

Cranial RT alone - 2 (6.7)

Best supportive care | - 6 (20)

CT: Chemotherapy

of a second primary lung cancer in patients
who have been treated for other malignancies.
This increased risk has been demonstrated in
patients with both Hodgkin lymphoma and
breast cancer (12,13). In the British National
Lymphoma Investigation, for example, one-
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RT: Radiotherapy

third of all excess malignancies were lung
cancers (14). The risk of developing or dying
from a second malignancy is two to three times
greater in survivors of testicular cancer than in
the general population. The largest study to
date included 40,576 testicular cancer
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survivors from 14 population-based tumor
registries in Europe and North America; more
than 7800 were followed for 20 years, and
2065 were followed for 30 years (15). Cancer
of the lung, colon, bladder, pancreas, and
stomach accounted for almost 60% of the total
excess number of solid tumors. Individuals
with esophageal adenocarcinomas are at a
higher risk of developing second cancers of the
stomach, oropharynx and lung/bronchus (16).
In our study the majority of cases were larynx
carcinoma and the other localization are given
in Table 1.

Patients treated for head and neck
carcinoma frequently develop second primary
tumors in the lung (17). The risk of second
primary lung cancer in this group of patients is
14-47%. Differing hypotheses exist regarding
this propensity of the upper aeorodigestive
tract for developing second cancers. Slaughter
et al. has proposed the concept of “condemned
mucosa” developing after chronic carcinogen
exposure leading to field cancerisation of the
aero digestive tract (18). Carey et al. has
countered that field cancerisation may be
monoclonal with second tumors developing
from micrometastatic tumor deposits breaking
off from the original primary tumor and
growing in other subsides of the tract (19).

We especially observed tobacco
related cancers mostly. All of the larynx
carcinoma cases in our study had history of
smoking; therefore we think that smoking
behavior as a chronic carcinogen exposure can
result with second lung carcinomas via unigue
airway tract. Although quitting of smoking was
advised for each patient after the first cancer
diagnosis, we observed that 30% of patients
continued to smoke in whole study group.
Especially 42% of synchronous group was
current smoker during the diagnosis of second
cancer. It has been reported in a meta-analysis
of Parsons et al. smoking cessation after
diagnosis of cancer would prevent larger
number of estimated number of deaths
expected from cardiovascular deaths as well as
mortality gained due to cancer progression
(20). Close follow-up on pulmonary system
especially within the first 2.5 years after
primary disease and encouragement on quitting
smoking becomes important. Family history of
cancer was present 43.3% of all study cases
(42% and 43.4% respectively for synchronous
and metachronous group) that indicates
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majority of cases had cancer history in their
first-degree relatives. Thus MPM need to be
investigated for genetic susceptibility. From
the Swedish Family Cancer — Database, Xinjun
Li et al. declared that lung cancer has been one
of the main cancer types for studies on the
effects of genetic polymorphisms (5). It has
also been documented that association of
cervix carcinoma and lung cancer may be due
to be infected by human papilloma virus
(HPV) which is also a carcinogenic factor for
lung cancer (21). This relationship should be
supported by further studies.

Histopathological appearance  was
nearly similar when we observed lung and
larynx cases. Mostly SCC in both cases was
observed. Thus the differential diagnosis of
both tumors is frequently difficult. In this study
all of our cases were selected among those
mainly  overlapping with clinical and
histopatological criteria of Warren and Gates
as previously mentioned. Suspected of cases
with metastasis were absolutely excluded from
the study.

Majority of our patients received
surgical treatment for primary localized
carcinoma, while for secondarily developed
carcinoma, the most frequent treatment choice
was chemotherapy. Because of advanced
stages only 4 patients (13.4%) were surgery
candidates. Therefore, chemotherapy was the
first choice for this group. Unfortunately, we
should here emphasize a delay in the diagnosis
of second cancer, since the stages were
advanced at the time of diagnosis. This result
can be attributed to both delay of patients or
physicians. Lack of pulmonary symptoms,
delay of routine control for the first cancer,
underestimation of radiological scanning may
be the reasons for this circumstance. Scanning
with chest computerized tomography is
essential since this method can detect smaller
lesions earlier than a chest radiograph (22).
The OS of synchronous groups was found
median 24 months and median 12 months for
metachronous group (p=0.65). This result
indicated poor prognosis due to second cancer.
Patients in whom a distant metastasis or
second primary lung cancer develops are more
likely to die of second cancer than of the initial
tumor, distinguishing primary tumors from
metastatic diseases is therefore essential.
Since, curative treatment alternatives are
considered in existence of primary lung tumors
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while systematic treatments and limited
surgery approaches are used in metastatic
cases. Metachronous and synchronous tumors
are also needed to be differentiated when
second primary tumor develops. The treatment
modalities are to be distinct, treatment
priorities should be defined especially in
synchronous groups.

The limitations of our study were
relatively small number of patients which
restricted the statistical power. Because of this
reason survival was calculated independent of
disease stage and histopatological results.
Definitely, these two factors are the most
important parameters of a OS. Therefore, we
here want to emphasize that large number of
series with subgroup analysis can be the ideal
approach.

Distinguishing primary tumors from
metastatic diseases is essential since, curative
treatment alternatives are considered in
existence of primary lung tumors while
systematic treatments and limited surgery
approaches are used in metastatic cases. Close
follow-up on pulmonary system especially
within the first 2.5 years after primary disease
and encouragement on quitting smoking is
important after the diagnosis of primary
cancer.
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Liposarcoma of The Lower Extremity: A Single Center Experience of 59
Patients

Alt Ekstremite Liposarkomlari; Ellidokuz Hastalik Tek Klinik Serisi

Abdullah Merter, Mahmut Kalem, Kerem Basarir, Yusuf Yildiz, Yener Saghk

Ankara University, Faculty Of Medicine, Department Of Orthopedics & Traumatology, Ankara, Turkey
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OZET
Amag¢: Bu calismada alt ekstremite liposarkomlar1 hakkinda bilgi vermek, tedavi yonetimi ve hastalarin
ortalama yasam siireleri hakkinda klinik tecriibelerimizin paylagilmasi amaglanmustir.
Yontemler: Retrospektif bir ¢aligmadir. 1986-2010 yillar1 arasinda minimum takip siiresi 5 yil ve daha fazla
olan 59 hastanin dosyalar1 ve radyolojik goriiniitleri incelenmistir.
Bulgular: Bizim ¢aligmamizda literatiiriin aksine en sik goriilen liposarkom alttipi miksoid liposarkom olarak
belirlenmistir. Diigiik gradli liposarkom olan 10 hasta sadece marjinal rezeksiyon ile tedavi edilip niiks
izlenmemistir. Higbir hastaya neoadjuvan radyoterapi verilmemistir. Adjuvan radyoterapi ise intermediate grad
ve yiiksek grad liposarkom olan 49 hastaya verilmistir. Yiiksek grad liposarkom olan dort hastada akciger
metastazi gézlenmistir. Miksoid liposarkom olan iki hastada ise ekstremite metastazi gézlenmistir.
Sonu¢: Miksoid liposarkom alttipinin klinigimizde en fazla oranda goriilmesinin sebebinin, diisik gradli
liposarkomlarin lipom gibi bir¢ok klinikte tedavisinin yapilmasi olarak diisiiniiyoruz. Neoadjuvan radyoterapi
cerrahi tedaviyi zorlastirabileceginden uygulanmamustir. Niikslerin ¢ogunlukla ilk 2 y1l iginde goriilmektedir,
bundan dolayi ilk 2 y1l boyunca hastalarin siki takip edilmelidir.
Anahtar Kelimeler: Alt ekstremite; Liposarkom; Yumusak doku sarkomu

ABSTRACT
Objective: The purpose of this study is to give the information on the outcome, management and survivability of
patients with low extremity liposarcoma.
Methods: This study is a retrospective study. All the patients were seen and managed between 1986 and 2010.
Their records were retrieved and analyzed for this study. Fiftynine cases were identified to have the follow up of
minimum 5 years and complete documentation.
Results: In our study, the most common variant of the liposarcom is myxoid liposarcoma in spite of literature.
Ten patients who have low grade liposarcom were treated with marginal resection. Recurrence wasn’t observed.
We didn’t perform neoadjuvant radiotherapy. Two patients who have high grade liposarcoma underwent
neoadjuvant chemotherapy. Adjuvant radiotherapy was given 49 patient who have intermediate or high grade
liposarcoma. Four patients who have high grade liposarcoma were presented with lung metastases. Two patients
who have myxoid liposarcoma were presented with extremity metastates.
Conclusion: We thought that, low grade liposarcomas had been treated at other small clinics as lipom so in our
series the myxoid liposarcoma is the most common subtype. Neoadjuvant radiotherapy can get difficult surgery
done. Recurrence usually was presented in two years after first surgery. So patients must be followed frequently
during two years.
Key words: Lower extremity; Liposarcoma; Soft tissue sarcomas

Introduction

Liposarcomas are rare malignant lesions
(annual incidence- 2.5 case/ million/ year) of
lipoblasts. Based on molecular and cytogenetic
studies, liposarcoma can be divided into three
biological grades, encompassing five different

Adressforcorrespondence: Abdullah Merter
e-mali: dr.merter@gmail.com

Available at www.actaoncologicaturcica.com
Copyright ©Ankara Onkoloji Hastanesi

subtypes including well-differentiated subtype,
myxoid, round-cell, pleomorphic and de-
differentiated subtypes (1). The well-
differentiated liposarcoma is the most common
variant and tend to arise in the limbs or
retroperitoneum in the middle-aged or elderly
population (1). The myxoid and round-cell
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subtypes account for the next largest groups
(30-40% of all liposarcomas), often presenting
in a younger population. They have a higher
risk of metastasis, and occur more often in the
limbs. The de-differentiated and pleomorphic
subtypes account for about only 5% of all
liposarcoma cases. Adequate clinical and
radiological assessments of the tumor have to
be made prior to surgery in assessing the
resectability of the tumor. Due to the risk of
local recurrence and metastasis, it might be of
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Tablel: Grades and subtypes of liposarcomas

benefit to follow up the patient for as long as
possible (2). Unplanned surgery with the
misdiagnosis of lipoma may lead to tumor bed
resection increasing the resection mass and
also complications. In this series, we report the
experience of a single center in the treatment
of liposarcomas.

The purpose of this study is to give the
information on the outcome, management and
survivability of patients with low extremity
liposarcoma.

Low Grade(~%50) Intermediate High Grade(~%5)
Grade(~%40)

Well differantiated Mixoid

Round Cell

Material and Methods

All the patients were seen and managed
between 1986 and 2010. Their records were
retrieved and analyzed for this study. Fiftynine
cases were identified to have the follow up of
minimum 5 years and complete documenta-
tion. There were 38 men and 21 women with a
mean age of 49.5 (range, 18-84) years and
with a liposarcoma of the extremity confirmed
either by a trucut biopsy or at final histology
after surgery. Data on tumor presentation,

Table 2: Treatment protocol

Pleomorfic
Dedifferantiated

course of management and treatment, and
long-term outcome, were obtained from the
patients’ medical records. Recurrences after
treatment were also studied. Every patient
underwent a full history, thorough physical
examination, routine blood tests, electrocardio-
gram and chest radiography. Magnetic
resonance imaging (MRI) was done for all our
patients. Computarized tomgraphy (CT) of the
chest and bone scan were also done
preoperatively to look for metastasis.

Treathment Protocol

Alttip Resectio Neoadj Neoadj
n Radiot Chemot
tecnique herapy herapy

Well Margi =
Differentiated nal
Subtype (10)

Mixoid VWide -
Subtype (39)

Dedifferansiat \Wide 1
ed subtype(3)

Pleomorfic wWide 1
subtype(7)
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Results
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Most patients noticed a mass, lump or
swelling, not usually associated with pain.
Locations of the tumors included a majority in
the thigh (n = 43, all primary). Tumor size was
assessed preoperatively  using  three-
dimensional imaging with MRI, and the
maximum dimension of the three planes
(coronal, transverse and sagittal) was used.
Tumor size ranged from 5 to 26 cm. Tumor
grades included 10 low, 39 intermediate, and
10 high subgroups in the final histology. The
treatment strategy for all the liposarcomas seen
was to aim for limb salvage. Fortyeight
patients underwent wide resection, 10 patients
underwent marginal resection and one
amputationwas performed. At final histology,
four patients had margin involvement of the
resected specimen. They underwent further re-
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excision, and final histology returned negative
for malignancy. Postoperative radiotherapy
(RT) was given to patients who had less than
adequate or compromised margins, and those
who had tumors with subtypes known to be
more biologically aggressive. Two patients
underwent neoadjuvant chemotherapy (de-
differentiated and pleomorphic subtype).
Adjuvant chemotherapy was administered to
three patients who had myxoid liposarcoma.
No patient with well-differentiated
liposarcoma developed any recurrence.
Tumour recurrence grouped according to
original subtypes, one was a dedifferentiated
liposarcomas, two were pleomorphic and nine
were myxoid liposarcoma. One patient with
de-differentiated tumor and three patients with
pleomorphic tumor presented with lung
metastases. Two patients with extremity
metastases of myxoid tumour were treated
wide resection.

SOL FEMUR BEN|
of

Figure 1: Thirtynine years old female patient. Myxoid liposarcoma on ipsilateral thigh and cruris posterior

Discussion

Among malignant tumors, liposarcoma of the
extremities is uncommon. In our series,
patients with well-differentiated liposarcoma
were treated with wide or marginal resection,
and we had no recurrences or metastases in this
group. This correlates well with some studies,
which show very low metastatic rates. In spite
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of the literature, the myxoid liposarcoma group
was the first most common subtype in our
series. Metastatic potential is also very high,
ranging from 20% to 70%. Metastases to the
extrapulmonary sites were a striking feature of
this subtype. Myxoid liposarcoma have also
been shown to have significant metastatic
potential. Treatment results corroborated well
with other studies, and wide resection with or
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Figure 2: Sixtynine years old male patient. Recurrence on lateral thigh after 13 months. He was treated with

wide resection.

without RT might be the best choice for this
group of patients (3,4). The subgroup of
pleomorphic liposarcoma has been shown in
studies to be a locally aggressive and highly
metastasing tumor with high local recurrence
and metastatic rates, and high relapse and poor
survival rates. We had six patients with this
variant, and all were managed with wide
resection and adjuvant RT. The role of
chemotherapy in the management of this
variant is unclear, but chemotherapy were
given in two patients in our study population.
Trucut biopsies may be unreliable in
diagnosing subtypes accurately. In our series
trucut biopsies reflect the malignant potential
of the lesion in the majority of the patients.
Although the role of chemotherapy and RT in
the management of liposarcoma is still
controversial, unplanned resection leads to
increased usage of adjuvant RT because of
suspected margins even in the case of tumor
bed resection. An increased survival rate might
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be possible if more emphasis is placed on the
early detection, adequate treatment and follow-
up of the disease (5).
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Surgical Treatment Results of Lower Eyelid Ectropion

Alt Goz Kapagi Ektropiyonunda Cerrahi Tedavi Sonuclarimiz

Nazire Terzi, Rahmi Duman, Ceyda Baskan, Mehmet Balc1, Sibel Ozdogan

Dr. A. Y. Ankara Onkoloji Egitim Ve Arastirma Hastanesi, G6z Hastaliklar1, Ankara, Tiirkiye

Doi: 10.5505/a0t.2013.78941

OZET
Amag¢: Bu calismada alt goz kapagina ektropiyon nedeniyle cerrahi tedavi uyguladigimiz hastalardaki
sonuglarimizi degerlendirmek amaglandi.
Yontemler: Agustos 2008 ve Haziran 2011 yillar1 arasinda klinigimizde ektropiyon operasyonu uygulanmig 28
hastanin kayitlar1 retrospektif olarak tarandi. Hastalarin yasi, cinsiyeti, cerrahi Oncesi ve sonrasi gorme
keskinligi, ektropiyonun derecesi kaydedildi. Uygulanan cerrahi teknik, cerrahi sonrasi tedaviler ve cerrahiye
bagli olusan komplikasyonlar not edildi.
Bulgular: Calismaya Ankara Onkoloji Hastanesi G6z Hastaliklar1 Bolimiinde ektropiyon cerrahisi uygulanmig
28 hasta alindi. Bu hastalarin 18’ erkek, 10’u kadind1. Ortalama yas 63,2 yil olup 31 ile 81 arasinda yas dagilimi
degismekteydi. Hastalarin ortalama takip siiresi 14 (7-22) aydi. 28 Hastanin 10'u sag alt goz kapagi, 11' sol alt
g0z kapagi, 7'si bilateral alt g6z kapagindan opere edildi. Ektropiyon etyolojisinde sirastyla involiisyonel (n=17),
skatrisyel (n=7), mekanik (n=4) faktorler yer almaktaydi. Involiisyonel ektropiyon olgularinda Kuhnt-
Szymanowski tekniginin Smith modifikasyonu, skatrisiyel ektropiyon olgularinda vertikal uzatma (cilt grefti
veya lokal fleple ile), mekanik ektropiyon olgularimizda ise mukozal greft ve yanak veya alin rotasyon flebi ile
kombine onarim yapildi.
Sonug¢: Klinigimizde ektropiyon cerrahisi genellikle involiisyonel sebeplerle uyguland. Involiisyonel sebeplerle
olusan ektropiyon cerrhisinde Kuhnt-Szymanowski tekniginin Smith modifikasyonu ile basari oraninin g¢ok
yiiksek oldugu saptandi. Alt gbz kapaklari, fonksiyonel olarak goz kiiresini korumalart yaninda, estetik olarak da
onemli yapilardir bu ylizden deformitelerinin onarimlari titiz bir ¢alismay1 gerektirdigi unutulmamalidir.
Anahtar Kelimeler: Ektropiyon; Alt goz kapagi; Kuhnt Szymanowski tekniginin Smith modifikasyonu

ABSTRACT
Objective: We tried to evaluate the results of the patients that had inferior eye lid ectropium surgery.
Methods: The records of 28 patients that had ectropium surgery in our clinic between August 2008 ve June 2011
were examined retrospectively. The age, gender, visual acuity before and after surgery and the grade of the
ectropium were recorded. The performed surgical method, applied treatments after surgery and the complications
due to surgery were all noted.
Results: 28 patients that had ectropium surgery in Ankara Oncology Hospital Eye Clinic were included in the
study. 18 of them were male, 10 of them were female. Average age was 63,2 years old and the distribution of the
age was between 31 and 81lyears. The average follow up period of the patients were 14(7-22) months. The 10 of
the 28 patients were operated from right inferior eye lid, 11 from left inferior eye lid and 7 from bilateral inferior
eye lid. The etiology of the ectropium includes respectively involutional, (n=17), scatrical (n=7) and
mechanical(n=4) factors. Kuhnt-Szymanowski technique with Smith modification, vertical elongation(skin greft
or local fleb) and combinated repair with mucosal greft and cheek or forehead fleb was performed respectively in
involutional, scatrical and mechanical ectropium cases.
Conclusion: Ectropium surgery was performed especially for involutional reasons in our clinic. Kuhnt-
Szymanowski technique with Smith modification was found more successful in involutional ectropium cases.
Inferior eye lids are important functionally in protecting eye ball as well as esthetically in appearance so it is
important not to forget to be sensitive in repairment of their deformities.
Key words: Ectropium; Inferior eye lid; Kuhnt Szymanowski technique with Smith modification

Giris subkonjonktival boélgede miikoz ve sebase

glandlar1 iceren kompleks bir yap1 olarak
Alt gbz kapagi onden arkaya cilt, orbikiilaris karsimiza ¢ikmaktadir. Ik iki yap1 6n
okuli, tars ve konjonktivadan olusan, lamellayr son iki yap1 ise arka lamellay:

Adressforcorrespondence: Uzm. Dr. Nazire Terzi
e-mali: nazireterzi@yhaoo.com

Available at www.actaoncologicaturcica.com
Copyright ©Ankara Onkoloji Hastanesi



javascript:sa('Nazire%20Terzi')
javascript:sa('Rahmi%20Duman')
javascript:sa('Ceyda%20Ba%C5%9Fkan')
javascript:sa('Mehmet%20Balc%C4%B1')
javascript:sa('Sibel%20%C3%96zdo%C4%9Fan')

\ ACTA
F ONCOLOGICA
TURCICA
:

olusturmaktadir (1,2). Bazi nedenlerle goz
kapaklarinin serbest kenarlarinin goz kiiresi ile
normal apozisyonu bozulmakta ve serbest
kenar disa dogru donmektedir ve bu klinik
durum ektropiyon olarak adlandirilmaktadir
(3,4). Bu anatomik bozukluk baslica konjenital
ve edinsel olarak iki ana bashk altinda
incelenebilir. Edinsel ektropiyonlar involiis-
yonel, skatrisiyel, mekanik, paralitik olarak
siniflandirilmaktadir (5-8).

Caligmamizda klinigimizde ektropiyon
cerrahisi  uygulanmis  hastalarn  klinik,
demografik oOzellikleri ve tedavi sonuglari
sunulmustur.

Original Article

Materyal ve Metod

Agustos 2008 ve Haziran 2011 tarihleri
arasinda klinigimizde ektropiyon nedeniyle alt
goz kapak rekonstrilkksiyonu uygulanan
hastalarin  dosyalar1  retrospektif  olarak
incelendi. Hastalarin yasi, cinsiyeti, cerrahi
Oncesi ve sonrasit gorme keskinligi, ektropiyon
olan goz kapagi kaydedildi. Uygulanan cerrahi
teknik  ve cerrahiye  bagh olusan
komplikasyonlar gozden gegirildi. Hastalarin
yazili onaylar1 alindi. Hastalara rutin goz
muayenesi ve cesitli ektropiyona yonelik alt
g6z kapagi gevsekligini degerlendiren testler
(Pinch testi, Snap testi Alt skleral goziikme
testi) yapilmisti. Cerrahi teknik olarak
involiisyonel ektropiyon olgularinin tiimiine
Kuhnt-Szymanowski tekniginin Smith
modifikasyonu uygulanmisti. Bu teknikte cilt
tamamen eleve edildikten sonra, kapaktan
taban1 yukarida olacak sekilde besgen tam kat
rezeksiyon yapilip fazla cilt eksize edilerek cilt
ve cilt alti siitiire edildi.

Skatrisiyel ektropiyon olgularinda ise
vertikal uzatma (cilt grefti veya lokal fleple ile)
gecici tarsorafi ve kantopeksi kullanilarak
kombine  onarim, mekanik ektropiyon
olgularimizda ise tiimor rezeksiyonunu takiben
peroperatif "dondurulmus kesitler" ile cerrahi
sinir  incelemesi  yapildiktan sonra, sert
damaktan alinan mukozal greft ile arka lamella
olusturulup yanak veya alin rotasyon flebi ile
onartm  tamamlandi. Timore  sekonder
mekanik ektropiyon olgularmizin ikisinde;
genel anestezi uygulanirken, diger olgularimiz
lokal anestezi altinda opere edildi.

Sonuglar kapagin ameliyat sonrasi
pozisyonu, estetik basari, asir1 diizeltme,
ektropiyon niiksii, intraoperatif komplikas-
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yonlar degerlendirilerek yorumlandi. Goz
kapag1 kapali iken lagoftalmus yoksa, inferior
limbus ile kapak aras1 mesafe 2 mm ya da daha
az ise veya kabul edilebilir skar olusturula-
bilmis ise bagarili olarak kabul edildi.
Olgularin  preoperatif =~ ve  postoperatif
fotograflar karsilastirildi.

Bulgular

Caligmaya Dr. A.Y. Ankara Onkoloji Egitim
ve Arastirma Hastanesi Go6z Hastaliklari
Boliimiinde ektropiyon cerrahisi uygulanmis
28 hasta alindi. Bu hastalarin 18’1 erkek, 10’u
kadindi. Ortalama yas 63.2 (32-81) olarak
saptandi. Hastalarin ortalama takip stiresi 14
(7-22) aydi1. Operasyona bagl hicbir hastada
operasyona bagli gorme kaybi gelismedigi
degerlendirildi. Yirmisekiz hastanin 10'u sag
alt goz kapagi, 111 sol alt goz kapagi, 7'si
bilateral alt g6z kapagindan opere edildi.
Hastalarin tanilar tablo 1'de 6zetlendi.

Kapak rekonstriiksiyonu sonrast
skatrisyel ektropiyonlu olgularimizin birinde
g6z agma kapama fonksiyonlarinda yetersizlik
ile karsilasildi. Involusyona bagh ektropiyonlu
bir olgumuzda ise ilk haftada gecici entropiyon
izlendi ancak ekimoz ve Odemin diizelmesi
sonrasinda alt g6z kapagi fonksiyonlari
normale dondii. Mekanik ektropiyonlu bir
olgumuzda lateral kantal pozisyon bozuklugu
izlenip reoperasyon ile diizeltildi. Hicbir
olguda flep beslenmesinde bir problem olmadi.
Siitiirler birinci haftada alindi.

Tiimére sekonder ektropiyon hastalarin
hepsinin  patolojik tanis1 bazal hiicreli
karsinomdu (BCC) ve takiplerinde niiks
goriilmedi. Tim olgularda memnun edici
estetik sonuglar elde edildi.

Tartisma

Ektropiyon genellikle alt gz kapaginda daha
sik olarak gozlenmektedir ve siklikla alt kapak
icin kullanilan bir terimdir. Alt g6z kapagi
yergekiminden ve mekanik giiclerden daha
fazla etkilenmektedir. Ayrica alt g6z kapagi
tars1 list goz kapagia gore vertikal olarak daha
kisadir ve bunun sonucu olarak tarso-kantal
yapilar daha gevsektir (3,4).

Konjenital ektropiyon nadir goriilmek-
tedir ve genellikle skatrisiyel ektropiyonun bir
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Tablo 1: Ektropiyon cerrahisi ge¢irmis hastalarin etyolojileri, hasta cinsiyet dagilimlari ve opere edilen goz

Etyoloji Hasta Sayisi Kadm/Erkek Sag / Sol Goz
. 4 sag, 6 sol,
Involusyonel 17 6/11 7 bilateral
Skatrisyel 7 2/5 4 sag, 3 sol
Mekanik 4 2/2 2 sag, 2 sol
10 sag, 11 sol,
Toplam 28 10/18 7 bilateral

formu olarak da distnilmektedir (3-8).
Involiisyonel ektropiyon medyal veya lateral
kantal tendon, tarsus gibi kapak destek
yapilarinin ~ gevsemesi  ve  aktinik  cilt
degisikliklerine bagli olarak yasa bagli olarak
gelismektedir (9,10). Skatrisyel ektropiyon ise
alt goz kapagindaki travma, gegirilmis cerrahi,
skatrisyel cilt hastaliklar1 ya da yanik gibi
nedenlerle cilt ve altindaki dokularin
kontraktiirii sonucu gelismektedir. Paralitik
ektropiyon (nérojenik), siklikla fasiyal sinir
paralizisi sonrast meydana gelmektedir.
Mekanik ektropiyon ise géz kapagini mekanik
olarak asaglr dogru ceviren timdr ve Kkistler
nedeniyle olusmaktadir (9).

Alt goz kapak malpozisyonunun en sik
nedeni yasa bagli invoniisyonel ektropiyondur.
Daha sonra travmaya sekonder skatrisyel ve
timore  sekonder = mekanik  ektropiyon
gelmektedir.

Cerrahi Oncesi yapilacak en oOncelikli
adim etiyolojinin belirlenmesi, kapak ve cevre
dokularin dikkatli muayenesi ve uygun cerrahi
yontemin  se¢ilmesidir.  Ayrica  cerrahi
planlanirken etyolojik faktérlerin  yaninda
hastanin yasi, cinsiyeti, mevcut ek hastaliklar
ve hastanin  beklentileri gbz  Oniinde
bulundurulmalidir.  Cerrahi  bagarida ise
ektropiyonun ciddiyeti, se¢ilen cerrahi yontem
ve cerrahin deneyimi en Onemli faktorlerdir.
Tedavide ideal olan dinamik fonksiyonel bir
kapak olusturmak olmasina ragmen, kozmetik
iyilesme, kornea ve punktumun korunmasi bu
hastalarda daha onceliklidir.

Yeterli destegini kaybeden g6z
kapagimin yergekiminin etkisi ile asag1 dogru
sarkmast  sonucu  olusan  involiisyonel
ektropiyonda punktum lakrimal sistemden
uzaklasir ve epifora gelisir (11-14).
Ektropiyonun epifora ile birlikte oldugu
olgularda, horizantal gerginlik saglanmali ve
yeterli vertikal yiikseklik elde edilmelidir.
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Smith modifikasyonu bu tiir olgularda
da kullanilabilecek uygun bir secenektir. Bu
yontemin ilk hali Szymanowski tarafindan
1870 yilinda sadece lateral kantusta cilt ve kas
rezeksiyonu yapilarak baslanmis, Kuhnt ise
1883 yilinda orta hatta yakin kisimdan
konjonktiva ve tarstan iiggen seklinde bir
rezeksiyon ile daha basarili cerrahi sonuglar
elde etmistir (15). 1893 yilinda Meller bu iki
yontemi birlestirmistir  (3,16-17). Alt g6z
kapaginda yeterli miktarda cilt dokusu olan
olgularda Kuhnt-Symanowski tekniginin Smith
modifikasyonu tercih edilebilir. Calismamizda
involusyonel ektropiyon olgularimizda bu
teknikle ve 24 g6z kapak cerrahisinin birinde
gecici entropiyon disinda komplikasyon ile
kargilagsmadik.

Bu teknik de klasik alt goz kapagi
blefaroplasti insizyonun kullanilmasi ve tam
kat rezeksiyonun bu kesinin i¢inden yapilmasi
diger tekniklere gore {istiinliigli olarak kabul
edilebilir. Boylelikle daha az skar dokusu
olusmasi saglanmaktadir. Ayrica fazla ve
sarkmis olan cildin ektropiyon lehine olan
mekanik etkisi de ortadan kalkmis olmaktadir
(3,16).

Mekanik ve skatrisyel ektropiyonun
onarimi involiisyonel ektropiyona gore oldukca
zordur. Calismamizda Kseroderma
pigmentosuma sekonder skatrisyel ektropiyon
gelisen bir olgumuzda operasyon sonrasi goz
acma kapama fonksiyonunda yetersizlik
goriilmistiir. Tiimore sekonder bir olgumuzda
ise lateral kantal malpozisyon izlenmig tekrar
opere edilmistir (%2.8). O’Donnel ve ark.’nin
128 olguluk calismasinda da bu oran %1.56
olarak bildirilmistir (18). Eger defektler goz
kapagin 1/4’i  kadar ise primer olarak
onarilabilmektedir. Ancak biraz daha biiylik
defektlerde primer kapama kantoliz yapildiktan
sonra saglanabilmektedir. Biiyiik defektlerin
onartmi alm flebi, nazolabial flep, {list goz
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Resim 1. Involusyonel ektropiyon olgusu. Hastaya Kuhnt Szymanowski tekniginin Smith modifikasyonu
yapilmistir.(A) Ameliyat 6ncesi goriiniim (B) Postoperatif birinci hafta goriiniimii

A

Resim 2.

'ﬁvolﬁsyonel ektropiyon olgusu. Kuhnt Szymanowski tekniginin Smith modifikasyonu ile onarim
yapilmistir. (A) Ameliyat 6ncesi goriiniim (B) Postoperatif birinci hafta goriinimit

| ¢ s 1 ’~._ 3 Rl 3
Resim 3. Involiisyonel ektropiyon olgusu. Kuhnt Szymanowski tekniginin Smith modifikasyonu ile onarim
yapilmistir. (A) Ameliyat 6ncesi goriiniim (B) Postoperatif iigiincii hafta goriinimi

: ; A GRS
Resim 4. Involusyonel ektropiyon olgusu. Hastaya Kuhnt Szymanowski tekniginin Smith modifikasyonu
yapilmustir. (A) Ameliyat 6ncesi goriiniim (B) Postoperatif birinci aydaki goriiniimii

Resim 5. Xeroderma pigmentosuma sekonder gelismis tek tarafli skatrisyel ektropiyon olgusu. Hastaya tam
kalinlikta cilt grefti ve tarsorafi yapilmigtir.(A) Ameliyat 6ncesi goriiniim (B) Postoperatif birinci hafta
gorinimil
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kapagindan hazirlanan tek veya iki pedikiillii
kas-deri  flebi, {ist g6z kapagindan
tarsokonjonktival flep, infraorbital bdlgeden
hazirlanan fasyokutanéz V-Y ilerletme veya
rotasyon flebi, temporoparyetal fasya flebi,
semisirkiiler Tenzel flebi veya Mustardé yanak
flebi ile yapilabilmektedir (19-21).

Sonug olarak ektropiyon cerrahisi oncesi
hastalar iyi muayene edilmeli ve ozellikle
ektropiyon etyolojisi belirlenmeli ve buna
yonelik cerrahi teknik se¢ilmelidir.

Original Article
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Myofascial Pain Syndrome in Medical Doctors
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OZET
Amag: Bu calismanin amaci dahiliye uzmanlari ile anestezi uzmanlari arasinda sirt ve boyun agrilarini igeren
miyofasyal agr1 sendromu (MAS) olusumunu karsilastirmaktir.
Yontemler: Calismaya 54’0 anestezi uzmani (ortalama yas 30.7+3.4) ve 57’si (ortalama tas 29.6 +3.7) dahiliye
uzmant olmak iizere toplam 111 tip doktoru dahil edilmistir. Her iki grup arasinda demografik ozellikler, risk
faktorleri, Gorsel Analog Skala, Nottingham Saglik Profili ve Beck Depresyon Skalasi karsilastiriimistir.
Bulgular: MAS anestezi uzmanlarinda dahiliye uzmanlarina gore belirgin olarak daha sik bulunmustur
(p=0.001). Beck Depresyon Skalas1 degerleri belirgin olarak daha yiiksek ve Nottingham Saglik Profili degerleri
de MAS olan kisilerde belirgin olarak daha diisiik bulunmustur (p<0.001).
Sonu¢: MAS’1n anestezi uzmanlarinda, dahiliye uzmanlarina gore daha sik oldugunu sdyleyebiliriz. Ek olarak,
MAS yasam kalitesini olumsuz yonde etkileyen bir parametredir. Daha iyi bir yasam kalitesine ulagsmak icin altta
yatan risk faktorleri 6nlenmelidir.
Anahtar Kelimeler: Yasam kalitesi; tetik nokta; agri; postiir; depresyon; uyku bozukluklar

ABSTRACT
Objective: The aim of this study was to compare the myofascial pain syndrome occurrence involving neck and
back in anesthetist specialist with internal specialist.
Methods: A total of 111 medical doctors were included in this study. There were 54 anesthetists (a mean age of
30.74£3.4) and 57 internal specialists(a mean age of 29.6+3.7). Demographic features, risk factors, Visual Analog
Scale, Nottingham Health Profile and Beck Depression Scale were compared between the groups.
Results: MPS was significantly more frequently seen in anesthetists than internal specialists (p=0.001). Beck
Depression Scale values were significantly higher and Nottingham Health Profile values were significantly lower
in subjects with MPS (all p<0.001). Moreover, sleep and posture disorders were found to be more common in
subjects with MPS (all p<0.001).
Conclusion: MPS is more frequently seen in anesthetists than internal specialists. Additionally, MPS is a
parameter affecting the quality of life adversely. In order to achieve better quality of life, the underlying risk
factors should be prevented.
Key words: Quality of life; trigger point; pain; posture; depression; sleep disorder

Introduction

Myofascial pain syndrome (MPS) is a regional
musculoskeletal pain disorder characterized by
trigger points. Trigger points (taut bands
within  the muscle/fascia) feature focal
tenderness, referred pain and autonomic
responses with palpation, decrement in range
of motion (1). MPS usually occurs in shoulder,
neck and low back muscles. MPS has been
reported to be a wide and commonplace
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disability affecting the quality of life adversely

(2).

One of the most frequently seen
occupational disorders are work related
musculoskeletal disorders of the upper limb
and neck (2). Myofascial pain syndrome has
been shown to be related to occupational
factors as well. In previous data, MPS
occurrence has been reported in different
occupation groups (3-8). However, to our best
notice, it has not been studied between medical
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doctors. Consequently, the purpose of this
study was to compare the MPS occurrence in
anesthetists with internal specialists and its
association with the quality of life.

Material-Methods

A total of 111 medical doctors were included
in this study. Demographic features, risk
factors, physical examination findings of the
subjects were noted. All subjects were
conducted a questionnaire including risk
factors for MPS. MPS was diagnosed

18

according to Simon criteria as the follows;
presence of a palpable taut band, presence of a
hypersensitive tender spot, local twitch
response elicited by palpation of the taut band
and referred pain pattern in response to
compression of the trigger point (9).
Nottingham Health Profile was used to assess
the quality of life of the subjects. Beck
Depression Scale was used to assess the
emotional condition. Informed consent was
obtained from the patients and this study
protocol was approved by the Local Ethics
Committee.

Table 1. Demographic and Clinical Features of the Subjects

Variables Anesthetists Internal Specialists p value
(n:57) (n: 54)

Age (years) 29.7+£3.8 30.7£3.4 0.124
BMI (kg/m?) 23.243.7 22.643.4 0.344
Gender (n,%) 0.304
Male 24 (42.1%) 28 (51.9%)

Female 33 (57.9%) 26 (48.1%)

Gestation (n,%) 7 (21.2%) 4 (15.4%) 0.740
DM (n,%) 4 (7%) 2 (3.7%) 0.679
Hypothyroidism (n,%) 4 (7%) - 0.119
Hyperthyroidism (n,%) 2 (3.5%) - 0.496
Exercise (n,%) 28 (49.1%) 36 (66.7%) 0.062
MPS + (n,%) 19 (33.3%) 35 (64.8%) <0.001
Sedentary Life (n,%) 16 (28.1%) 15 (27.8%) 0.973
Macro Trauma (n,%) - 4 (7.4%) 0.053
Micro Trauma (n,%) 6 (10.5%) 9 (16.7%) 0.344
Sleep Disorder (n,%) 16 (28.1%) 30 (55.6%) 0.003
Posture Disorder (n,%) 19 (33.3%) 24 (44.4%) 0.230
Beck Depression 7 (2-16) 4 (0-12) <0.001
Nottingham Health Profile 5.3 (0-18.4) 6.6 (0.0-18.4) 0.538

The values are shown in mean + SD or N (%) BMI: Body mass index

MPS: Myofascial pain syndrome
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Table 2. Comparison of the Quality of Life, Beck Depression Scale and Risk Factors in Subjects
With and Without Myofascial Pain Syndrome

19

Variables MPS (+) MPS (-) p value
(n:54) (n:57)

Age (Years) 30.8+3.2 29.6+£3.9 0,080

Gender 0,622

Male 24 (44.4%) 28 (49.1%)

Female 30 (55.6%) 29 (50.9%)

Gestation 7 (23.3%) 4 (13.8%) 0.347

Marital Status (n,%) 0.091

Single 18 (33.3%) 28 (49.1%)

Married 36 (66.7%) 29 (50.9%)

BMI (kg/m?) 23.1+4 22.843.3 0.672

DM (n,%) 2 (3.7%) 4 (7%) 0.679

Hypothyroidism (n,%) 2 (3.7%) 2 (3.5%) 1

Hyperthyroidism (n,%) 2 (3.7%) - 0.234

Exercise (n,%) 41 (75.9%) 23 (40.4%) <0.001

Department (n,%) <0.001

Internal Specialists 19 (35.2%) 38 (66.7%)

Anesthetists 35 (64.8%) 19 (33.3%)

Sedentary Life (n,%) 14 (25.9%) 17 (29.8%) 0.647

Macro Trauma (n,%) 2 (3.7%) 2 (3.5%) 1

Micro Trauma (n,%) 6 (11.1%) 9 (15.8%) 0.471

Emotional Stress (n,%) 22 (40.7%) 29 (50.9%) 0.284

Sleep Disorder (n,%) 40 (74.1%) 6 (10.5%) <0.001

Posture Disorder (n,%) 32 (59.3%) 11 (19.3%) <0.001

Beck Depression Scale 7 (1-16) 4 (0-13) <0.001

NHP 7.9 (0-18.4) 2.6 (0-15.8) <0.001

The values are shown in mean + SD or N (%) BMI: Body mass index MPS: Myofascial pain syndrome
NHP: Nottingham Health Profile

Statistical Analysis

SPSS for Windows 11.5 program was used for
statistical analysis. Kolmogorov Smirnov
test was used to determine if the continuous
variables were normally distributed.
Descriptive statistics shown as mean =+
standard deviation or median (min, max).
Student's t test or Mann Whitney U test (for
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continuous variables) and Pearson chi-square
or Fisher's exact tests (for categorical
variables) were used for comparing the groups,
where appropriate. Mean or median values of
the repetitive measurements within the each
group were analyzed by using Bonferroni
Correction, Multiple Comparison test and
Bonferroni Correction Wilcoxon Signed Rank
test, respectively. Multivariable logistic
regression analysis was used to show the
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effects of the risk factors on MPS. Variables
which were determined as p <0.25 after the
single variable analysis were incorporated in
multivariable models. Odd’s ratio and 95%
confidence interval were determined regarding
each variable. A p-value of
<0.05 was considered statistically significant.
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Results

There were 54 anesthetists (a mean age of
30.7+£3.4) and 57 internal specialists (a mean
age of 29.6+£3.7). Clinical and demographic
features of the patients were given in Table 1.
MPS was significantly more frequently seen in
anesthetists than internal specialists (p=0.001).
Comparison of the demographic features, risk
factors, Nottingham Health Profile and Beck
Depression Scale values of the patients with
and without MPS were shown in Table 2. Beck
Depression Scale and Nottingham Health
Profile values were significantly higher in
subjects with MPS (all p<0.001). Moreover,
sleep and posture disorders were found to be
more common in subjects with MPS (all
p<0.001). Logistic regression analysis with
respect to the effects of the risk factors on
myofascial pain syndrome shown in Table 3.

20

Discussion

In present study, we aimed to compare the
MPS occurrence in anesthetists and internal
specialists and we would like to determine if
there was any association between MPS and
quality of life.

According to our results; MPS
occurrence was significantly higher in
anesthetists. When compared the parameters in
subjects with and without MPS; Beck
Depression Scale, sleep and posture disorders
values were significantly higher and the quality
of life was significantly worse in subjects with
MPS.

Mechanic  factors  (inappropriate
posture, prolonged immobility, constitutional
asymmetries, micro/macro trauma),
psychosocial factors, sleep disorders, nutrition
insufficiency, metabolic/endocrinological
disorders have been shown to be underlying
mechanisms in MPS ethiopathogenesis (3,10).
Nonetheless, musculoskeletal disorders are in
association with work conditions -work
environment, procedures, equipment and
socio-psychological factors- and they may
cause difficulties not only in activities of daily
living but also in performing occupational
tasks (11). Likewise, in our study, MPS was
commonplace in anesthetists probably due to
working in harder conditions than internal
specialists, low temperature due to air conditi-

Table 3. Logistic Regression Analysis With Respect to the Effects of the Risk Factors on Myofascial Pain

Syndrome
Variables Odd’s Ratio %095 Confidence Interval p value
Lower Limit Upper Limit

Surgeons 14.808 2.278 96.275 0.005

Age 1.184 0.968 1.448 0.099

Exercise 0.213 0.050 0.913 0.037

Beck Depression 1.405 1.090 1.810 0.009

Sleep Disorder 21.850 2.373 201.209 0.006

Posture Disorder 1.003 0.097 10.365 0.998

NHP: Nottingham Health Profile

oner in operating rooms, standing in
inappropriate posture for long time periods,
being stressed because of the risky operations,
sleeplessness for long periods and fatigue. In
the light of our results, being an anesthetist,
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sleeping disorder, posture disorder and
emotional status were found as risk factors.

All the aforementioned factors can
easily be preventable. In the previous data,
concerning the elimination of the risk factors,
working ergonomics have been shown
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effective  for  the management  of
musculoskeletal disorders (12-15).

We have some limitations in our study.
We carried out a cross-sectional study and
evaluated only neck and back region.
Moreover, the sample size could be more
concerning the detailed clinical parameters.

In the light of our first and preliminary
results, we found that MPS is more frequently
seen in anesthetists than internal specialists.
Additionally, MPS is a parameter affecting the
quality of life adversely. In order to achieve
better quality of life, the underlying risk factors
should be eliminated. Therefore, adequate
ergonomic design and prevention strategies are
of paramount importance. Further studies with
long term follow-up including intervention and
prevention strategies are awaited.

Conflict of interest: None
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OZET

Kolorektal kanser goriilme siklig1 yasla artmaktadir. Geriatrik hastalarda kardiyorespiratuvar ve serebrovaskiiler
sistemlerde eslik eden hastaliklar daha sik bulunmaktadir. Bu hastalarda yliksek ASA skorlari, anatomik
zorluklar ve cerrahi riskler anesteziyolojist tarafindan yonetilmelidir. Anestetiklerin patofizyolojik etkilerinin
daha iyi anlagilmaya baglanmasi ile kolorektal kanser cerrahisi gegirecek hastalarin anestezisini ve analjezisini
saglamakta rejyonel anestezi teknikleri kullanimi giindeme gelmistir. Bu yazida rejyonel anestezi tekniklerinin
kolorektal kanser hastalarinda uygulamalarinin avantaj ve dezavantajlar1 hakkinda giincel bilgilerin sunulmasi
amaglanmistir.
Anahtar Kelimeler: Rejyonel anestezi; kanser

ABSTRACT
The incidence of colorectal cancer increase with age. Geriatric patients have more comorbid medical conditions
including cardiorespiratory and cerebrovascular diseases. Thus, high ASA scores, anatomical deformities and
surgical risks should be managed by anesthesiologists. More common using of regional anesthetic tecniques to
provide anesthesia and analgesia fort he patients undergoing colorectal cancer surgery has became a current issue
with the better understandings on the pathophysiologic effects of the anaesthetic agents. In this article, we aimed
to discuss the advantages and disadvantages of regional anesthetic tecniques in patients undergoing colorectal
cancer surgery.
Key words: Regional anesthesia; cancer

Kolorektal Kanserler

Kolorektal kanser (KRK) dordiincii en sik
gorlilen kanser tirii olup, Amerika Birlesik
Devletleri’nde, kanser ile iliskili mortalite ve
morbidite agisindan, akciger kanserinin
ardindan ikinci sirada gelir (1).

Yas, kolorektal kanser gelismesinde
onemli risk faktoriidiir. Genel popiilasyonda 40
yasindan sonra goriilme sikligmin arttigi ve
kolorektal kanserlerin yaklasik %70’inin 50
yas ve lizerinde ortaya c¢iktigi gosterilmistir
(2). lleri yas, eslik eden hastaliklar, fizyolojik
kapasitenin diigsmesi, ek ilaglarin kullanilmasi
gibi  faktorlere bagli  olarak  anestezi
uygulamalarinda ¢esitli  zorluklara sebep
olabilir.

Hastalarin ~ fiziksel ozelliklerindeki
tedavilere bagli anatomik  degisiklikler,
lenfadenopatiler, uzak metastazlar, agn
hissinin artmig olmasi, var olan kateter, dren ya
da diger yabanci cisimler gibi nedenlerle
islemleri gergeklestirmek zorlasabilir. Kanama
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diyatezi ve enfeksiyona yatkinlik nedeniyle
islemlerin  deneyimli  kisililer tarafindan
yapilmasi, uygun kosullarin hazirlanmasi ve
olast komplikasyonlar igin Onlem alinmasi
onemli konulardir (3).

Lokalize kolorektal kanserli hastalarda
cerrahi birincil tedavidir. Timoriin patolojik
olarak belirlenen evresi adjuvan tedavi gerekip
gerekmedigini de belirler (4).

Primer  timdr  cerrahi  olarak
¢ikarildiktan sonra, 6liimlerin %90 min sebebi
metastazlarin varligidir. Cerrahi kiiratif olsa da
immiiniteyi baskilayarak o6nceden var olan
mikrometastazlarin  bliylimesine ve timor
maniplasyonu yoluyla malign hiicrelerin
yayilimina sebebiyet verebilmektedir (5).

Intravendz  opioidler ve inhaler
anestezikler natural killer (NK) hiicrelerin
aktivitesini azaltarak metastazlara katkida
bulunabilmektedir. Morfin, uygun klinik
dozlarda  endoteliyal  proliferasyon  ve
anjiogenezi  artirir,  kanser  hiicresinin
yagayabilirligini ve tiimér progresyonunu
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uyarir. Bu konudaki galigmalar, anjiogenezisin
Oonemi sebebiyle kanser hastalarinda morfin
kullaniminin ~ potansiyel  olarak  zararl
olabilecegini gosterirler (5)

Epidural analjezi ve anestezi cerrahiye
stres cevabi azaltir ve  immiinitenin
baskilanmasini 6nler. Boylece cerrahi ve genel
anestezi ile olusacak immiinsupresyonu
engelleyerek postoperatif enfeksiyon
gelisiminden ve timdr metastazlarindan
hastay1 korur (6). Ayrica inhale anestetikler ve
opioidlere ihtiyaci da azaltir. Opioidler
intratekal kullanilsa dahi kiigiik miktarlarda
olacagindan sistemik kullanima gore ¢ok daha
az immunsiipresiftir. Bu sebeplerden dolay1
epidural analjezi kanser cerrahisi gecirecek
hastalar i¢in yararli olabilmektedir (5)

Adjuvan tedavi, mikrometastazlari
eradike etmek ve cerrahi rezeksiyon sonrasi
iyilesme hizint arttirmak amaci ile uygulanir.
Kolorektal kanserlerde adjuvan tedavinin temel
ajani, niikleotid biyosentezinde hiz kisitlayict
enzim timidilat sentazi inhibe eden, florlu bir
pirimidin olan fluorourasil (5-FU) olmaya
devam etmektedir (7). Lokovorin, irinotekan,
okzaliplatin diger kullanilan ajanlardir. Kolon
ile karsilastirildiginda, rektumun fizyolojik
olarak fikse yapisi nedeni ile radyoterapi,
rektal kanserlerin tedavisinde kullanilan bir
tedavi yontemidir (8).

Invited Review

Kolorektal Kanserlerde
Anestezi Teknikleri

Rejyonel

Kolorektal kanser cerrahisi, ileri yas, eslik
eden hastaliklar (kardiyovaskiiler, respiratuar
ve renal), cerrahinin bilyUkIigl, siiresi ve
aciliyeti, genel anestezi kullanimina bagl
olarak, peri operatif 30 gin iginde
kardiyorespiratuar komplikasyonlardaki artis
ile iliskili bulunmustur (9).

ERAS (Enhanced Recovery After
Surgery) ve diger bazi gruplar epidural
anestezi, preoperatif bagirsak temizligi ve
nazogastrik tlip, postoperatif erken enteral
nutrisyona baglama ile bagirsak fonksiyonlari
ve fizyolojik fonksiyonun iyilestigini ayrica
bunlarm  erken  taburculuk  sagladigim
gostermiglerdir (10-12).

Epidural anestezi, pediatrik, obstetrik,
jinekolojik ve ortopedik cerrahilerde basariyla
kullanilmas1  yanminda, kolorektal kanser
operasyonlar1 sonrasinda postoperatif analjezi
saglamasi ile kritik bir rol dstlenir. Torasik
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epidural  rejyonel  anestezi, sagladig
postoperatif analjezi ile agriya bagli olusan
metabolik cevaplari azaltarak  organ
disfonksiyonlarinin diizelmesini saglar (12)

Cesitli  gastrointestinal  cerrahilerde
yiikksek  kombine-spinal rejyonel anestezi
uygulanan c¢aligmalarda erken postoperatif
derlenme, etkili analjezi, mortalite ve
morbiditede  azalmis  oranlar  (%20-40)
gosterilmistir (13,14). Bu hastalarda entiibas-
yona gerek kalmadan hastanede kalis siiresinin
kisaldigi belirtilmistir. Yiiksek riskli cerrahi
hastalarinda mortalite ve morbiditenin 6nemli
bir nedeni oldugu bilinen solunum
komplikasyonlarinin  sikhigim1  da  azalttig
gosterilmistir (%15.4).

Rejyonel epidural teknikler hipo-
tansiyon, bradikardi gibi komplikasyonlara
sebep olsa da ileri yas ve blok seviyesinin
yiiksekligi bu komplikasyonlarin risk faktorii
olarak belirtilmistir (15,16). Bir calismadaki 86
yas ortalamasina sahip hastalarin L2-4 ile T6-8
yiiksek seviyesi karsilagtirildiginda olusan
komplikasyon oranmmin azlifi, anestetigi
uygulayan anestezistin deneyimli olmasina da
baglanmistir. Rejyonel anestezi ile birlikte
sedasyon uygulamasi, ayni pozisyonda uzun
siire kalinmasi ve ¢evreden gelen giiriiltiiniin
olusturacagi olumsuz etkileri oOnler. Fakat
sedasyon ile wuzamis derlenme, havayolu
obstriiksiyonu, hipoksi ve hipotansiyon gibi
morbiditeyi artiran durumlar iligkili
bulunmustur (17).

Kombine spinal epidural anestezi
teknigi, tek bagma spinal ya da epidural
anestezi yontemlerinin hipotansiyon, bradikar-
di, bulanti-kusma, yavas baslangi¢, kullanilan
yiiksek doz lokal anestezige bagl gelisebilecek
toksisite, yamali tutulum gibi dezavantajlarin
azaltir. Bununla birlikte bu teknik; hizli ve
giivenli baglangi¢, epidural kateter ile anestezi
siiresinin  uzatilabilmesi, diisik doz ilag
kullanimiyla daha az yan etki, daha hizl
mobilizasyon ve postoperatif agri1 kontrolii gibi
her iki yontemin avantajlarini bir araya getirir.
Avantajli  olmasina ragmen bu teknik
kolorektal cerrahide 0&zellikle perioperatif
risklerin daha fazla oldugu geriatrik hasta
grubunda heniiz rutin olarak kullanilmamak-
tadir (18). KSE anestezi yontemi daha ¢ok
yiikksek  riskli  geriatrik  olgular1  igeren
kolorektal kanser cerrahisinde genel veya
epidural + yiizeyel genel anesteziye
alternatifolarak uygulanip genel anestezinin
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olusturabilecegi
saglayabilir.
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risklerden  kaginilmasini

Patofizyoloji

Epidural analjezi perioperatif opioid analjezisi
ihtiyacim azaltir ve bdylece NK hiicre
aktivitesinin opioidlere bagh olarak
baskilanmasini engeller. NK hiicreleri malign
hiicreleri yok etmede ve bununla iligkili olarak
metastazlarin ~ Onlenmesinde  onemli role
sahiptir (5).

Diisik  perioperatif ~ NK  hiicre
seviyeleri kanser mortalite ve morbiditesindeki
artisla iliskili bulunmustur (19). Epidural lokal
anesteziklerle saglanan parsiyel sempatik
blokaj NK hiicre aktivitesi ve lenfosit
kiimelerinin dagiliminin diizenlenmesinde ¢ok
onemli bir role sahiptir (20). Opioidler
hiicresel ve humoral immiin fonksiyonlar
baskilar, anjiyogenezisi destekler ve bdylece
timoriin ~ biiylimesine sebep  olabilirken,
epidural analjezi opiodlerin kisith kullanimiyla
bu etkilerin 6niine gegebilir (21).

Intravendz anestezikler ve inhalasyon
anestezikleri B-lenfosit fonksiyonunu bozarak
apopitozu indiiklerler. Hipoksi ile
indiiklenebilen faktor (HIF-1 alfa) diizeyini
artirarak anjiyogenezisi uyarirlar ve prognozu
kotiilestirebilirler (3).

Benzodiazepinler, cerrahi stresi azaltir
ve santral immiinmodiilatuar etkileriyle sitokin
salimimini azaltirlar.

Propofol, siklooksijenaz enzim
inhibisyonu ~ yapmasi  sayesinde  tiimdor
gelisimini  azaltir.  Monositlerden PGE2
salinimini azaltmasi ve NK hiicre fonksiyon-
larinin  stabil kalmasin1 saglamasi 6nemli
avantajlaridir. Kanser hiicrelerinde adhezyonu,
migrasyonu ve apopitozisi azaltarak metastaz
gelisimini azaltir. Beta reseptor antagonisti
olmasi etkilerinin sebebi olabilir.

Ketaminin immiinsiipresiftir, tiyopen-
tal ile ratlara verildiginde timdr hiicrelerinin
yasayabilirligini  2-5,5 kat  arttirdiklan
gbzlenmistir. Proinflamatuar sitokinlerin iireti-
mini azaltir. Makrofaj, lenfosit, mast hiicre ve
NK  hiicre  fonksiyonlarim1  baskilayic
Ozellikleri nedeniyle kotli prognostik etkileri
vardir.

Tiyopental sodyum, NK hiicrelerin
kemotaksis 6zelligini ve dolasgimdaki sayilarini
azaltir. Etomidat, bazal Kkortizol salimimim
azaltir (3).
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Azot protoksit, Piirin ve timidilat
sentezini degistirerek DNA ile etkilesir, NK
hiicre  fonksiyonunu  baskilar,  nétrofil
kemotaksisini ve monosit iiretimini bozar.

Lokal Anestezikler, sistemik olarak
kullanildiklarinda antineoplastik ozellik
gosterdikleri bildirilmistir. Tiimor hiicrelerine
antiproliferatif ve sitotoksik etki ederler. Bu
hiicrelerden salgilanmas1 artan endotelyal
bliylime faktoriinii ve hiicrelerin invazyon
yeteneklerini  azaltirlar. Aymi  zamanda
mezenkimal hiicre proliferasyonunu azaltir ve
timor baskilayic1 faktorleri aktive ederler
(3,22)

Rekiirrens

Rejyonel  anestezi ile genel anestezi
karsiagtirmalarinda  kanser  rekkiirrensinin
olusma sikligi tartigmali  bir  konudur.
Noroaksiyel bloklarin bu konudaki roliiniin
tam olarak anlasilabilmesi i¢in ileri ¢alismalara
gerek vardir.

Bazi calismalarda perioperatif
noroaksiyel analjezi saglanan hastalarda kanser
rekiirrensinin azaldigi bildirilmektedir (23-25).
Gottschalk ve arkadaslari, hipotermi, kan
transfiizyonu gibi rekiirrensi artirdigi bilinen
diger degiskenleri diizelterek elde ettikleri
sonucglara  gore calismalarinda  epidural
analjezi/anestezinin rekiirrens riskini azaltti§ini
bildirmislerdir (5).

Kolorektal cerrahi geciren hastalarda
yapilan bir bagka retrospektif calismada ise
erken bulgular kiyaslandiginda, epidural
anestezi uygulamasinin uygulanmamasina goére
rekiirrens iizerinde istatistiksel olarak farkinin
olmadigimi gostermislerdir (23).

Uzun donem sonuglarin incelendigi
mortaliteyi arastiran bir ¢alismada ise epidural
analjezinin  rektal kanserlerde mortaliteyi
azalttig1 ancak kolon kanserlerinde
etkilemedigi bulunmustur. Bu farki, epidural
ile Onlenen ndroendokrin stres cevabin
koruyucu etkisinin tiimdriin tipine gore
degisiklik gosterebilecegine baglamislardir (6).
T{imdrin tipi, rekiirrens, metastaz ve kanser ile
iligkili mortalitenin en oOnemli belirleyicisi
oldugu vurgulanmistir. Kiiciik bir ¢aligmada,
epidural anestezinin, dzefajektomi gibi major
cerrahilerde koruyucu etkisinin ¢ok Onemli
olmasiyla birlikte, inflamatuar markerlan
baskilamada yeterli olamadigi gosterilmistir

(6).
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Sonuc¢
Genel  anestezide  kullanilan  ajanlarin
immiinite, mortalite ve morbiditeye olan

etkileri siklikla arastirilmakla beraber, rejyonel
anestezi uygulamalarinin kanser cerrahisinde
anestezi veya analjezi amaciyla kullanilma-
sinin  olas1  avantaj-dezavantajlarmi tespit
etmek bir ¢cok arastirmacinin hedefi olmustur.
Ozellikle kolorektal kanserler gibi, agr1 ve
anestezi kontrolii kolay olabilecek dermatomal
seviyelerde gerceklesen cerrahilerde muhtemel
avantajlarina ihtiya¢ vardir.

Noroaksiyel tekniklerin tek baslarina
veya  genel anesteziye ek  olarak
kullanilmasiyla, genel anesteziklerin immiin-
siipresan etkileri nedeniyle metastaz olusumu
gibi  olusabilecek istenmeyen durumlarin
Onlenebilmesi  amaclanmistir.  Rekiirrens
konusunda tartigmali ¢aligmalar yayinlanmaya
devam etmekle birlikte, sagladigi etkin
perioperatif analjezi ile sagladiklar faydalar bu
tekniklerin vazgecilmez bir avantaji gibi
goziikmektedir.

Bununla beraber, cogunlugu geriatrik
yas grubunda olan hastalarda bu tekniklerin
uygulanmasindaki sikintilar dezavantaj olabil-

mektedir. Kanama  diatezine yatkinlik,
anatomik bozukluklar, pozisyon vermede
olusan  zorluklar  sebebiyle  deneyimli

anestezistler tarafindan uygulanmasi tavsiye
edilebilir.

Sonu¢ olarak, kolorektal kanser
cerrahisi  gecirecek  hastalarda  rejyonel
anestezi-analjezi uygulamalar1 tek baglarina
yada genel anestezi ile birlikte cesitli faydalar
saglamakta birlikte, olusabilecek komplikas-
yonlara  hakim  deneyimli  anestezistler
tarafindan daha siklikla uygulanmalidir.

Cikar Catismasi: Yok

Kaynaklar

1. Jemal A, Tiwari RC, Murray T, et al. Cancer
statistics, 2004. CA Cancer J Clin 2004;54:8-29

2. Bresalier RS. Malignant neoplasms of the large
intestine. In: Feldman M, Friedman LS, Sleisenger
MH Editors. Gastrointestinal and liver disease,
pathophysiology, diagnosis, management. Section
ten. Small and large intestine.7th ed. Philadelphia.
Saunders 2002;2215-62

3. Araz C. Kanser Hastalarinda Anestezi. Anestezi
Dergisi 2014;22:3-12

4. American Joint Committee on Cancer AHCC Cancer
Staging Manual. 6th ed. New York: Springer,
2002:113-8

Adressforcorrespondence: Uzm. Dr. Miige Cakirca
e-mali: mugeturkoglu81@hotmail.com

Available at www.actaoncologicaturcica.com
Copyright ©Ankara Onkoloji Hastanesi

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

25

Gottschalk A, Ford JG, Regelin CC, et al
Association between Epidural Analgesia and Cancer
Recurrence after Colorectal Cancer. Surgery
Anesthesiology 2010;113:27-34

Gupta A, Fredriksson AB, Hallbo O, et al. Reduction
in mortality after epidural anaesthesia and analgesia
in patients undergoing rectal but not colonic cancer
surgery: a retrospective analysis of data from 655
patients in Central Sweden. British Journal of
Anaesthesia 2011;107:164-70

Sobrero A, Guglielmi A, Grossi F, et al. Mechanism
of action of fluoropyrimidines:relevance to the new
developments in colorectal cancer chemotherapy.
Semin Oncol 2000;27:77-7

Bernold DM, Sinicrope FA.
chemotherapy  for  colorectal
Gastroenterol Hepatol 2006;4:808-21
Skipworth J, Srilekha A, Raptis D, et al. Combined
lumbar spinal and thoracic high-epidural regional
anesthesia as an alternative to general anesthesia for
high-risk patients undergoing gastrointestinal and
colorectal surgery. World J Surg 2009;33:1809-14
Lassen K, Hannemann P, Ljungqvist O, et al.
Enhanced Recovery After Surgery (ERAS) Group
(2005). Patterns in current perioperative practice:
survey of colorectal surgeons in five northern
European countries. BMJ 330:1420-1

Basse L, Raskov HH, Hjort JD, et al. Accelerated
postoperative recovery programme after colonic
resection improves physical performance, pulmonary
function and body composition. Br J Surg
2002;89:446-53

Basse L, Thorbol JE, Lossl K, et al. Colonic surgery
with accelerated rehabilitation or conventional care.
Dis Colon Rectum 2004;47:271-8

Lang M, Niskanen M, Miettinen P, et al. Outcome
and resource utilization in gastroenterological
surgery. Br J Surg 2001;88:1006-14

Nygren J, Hausel J, Kehlet H, et al. A comparison in
five European centres of case mix, clinical
management and outcomes following either
conventional or fast-track perioperative care in
colorectal surgery. Clin Nutr 2005;24:455-61
Kyokong O, Charuluxananan S, Sriprajittichai P, et
al. The incidence and risk factors of hypotension and
bradycardia associated with spinal anaesthesia. J Med
Assoc Thai 2006;89:58-64

Carpenter RL, Caplan RA, Brown DL, et al.
Incidence and risk factors for side effects of spinal
anesthesia. Anesthesiology 1993;78:402-3

Mannion S. Sedation, spinal anesthesia and older
patients. J Postgrad Med 2007;53:155

Boztas N, Birlik SO, Akan M, et al. Kolorektal
Cerrahi Uygulanan Geriyatrik Bir Olguda Kombine
Spinal Epidural Anestezi. DEU Tip Fakiiltesi Dergisi
2011;25:113-7

Brittenden J, Heys SD, Ross J, et al. Natural killer
cells and cancer. Cancer 1996;77:226-43

Benish M, Bartal I, Goldfarb Y, et al. Perioperative
use of beta-blockers and COX-2 inhibitors may
improve immune competence and reduce the risk of
tumor metastasis. Ann Surg Oncol 2008;15:2042-52
Singleton PA, Lingen MW, Fekete MJ, et al.
Methylnaltrexone inhibits opiate and VEGF-induced
angiogenesis: Role of receptor transactivation.
Microvasc Res 2006;72:3-11

Advances in
cancer.  Clin




22.

23.

24.

25.

HAOT

ACTA
ONCOLOGICA
TURCICA

Invited Review

Heaney DA, Buggy J. Can anaesthetic and analgesic
techniques affect cancer recurrence or metastasis?
British Journal of Anaesthesia 2012;109:17-28

Biki B, Mascha E, Moriarty DC, et al. Anesthetic
technique for radical prostatectomy surgery affects
cancer recurrence: A  retrospective  analysis.
Anesthesiology 2008;109:180-7

Christopherson R, James KE, Tableman M, et al.
Long-term survival after colon cancer surgery: A
variation associated with choice of anesthesia.
AnesthAnalg 2008;107:325-32

Exadaktylos AK, Buggy DJ, Moriarty DC, et al. Can
anesthetic technique for primary breast cancer
surgery  affect  recurrence  or  metastasis?
Anesthesiology 2006;105:660-4

Adressforcorrespondence: Uzm. Dr. Miige Cakirca
e-mali: mugeturkoglu81@hotmail.com

Available at www.actaoncologicaturcica.com
Copyright ©Ankara Onkoloji Hastanesi

26




\ ACTA
ONCOLOGICA
£ TURCICA

Original Article 27

Periokuler Kitle Eksizyonu Sonrasi Rekonstriiksiyonda Karsilasilan
Komplikasyonlar

Reconstructive Complications After Periocular Mass Excision
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OZET

Bu ¢aligma periorbital kitle eksizyonu sonrasi rekonstriiksiyon uygulanan ve komplikasyon gelismis olan 6 ilging
hastay1 icermektedir. Hasta verileri retrospektif olarak degerlendirildi. Postoperatuvar ekimoz gelisen, degisik
yaslarda ii¢ hasta takip edildi. Ik hasta 17 yaslarinda idi ve orbita laterali-kas hizasinda dermoid kist eksizyonu
uygulanmistt. Sistemik bir hastalik mevcut degildi. Sadece takip uygulandi. Diger iki hasta ileri yasta idi ve
bilateral ekimoz gelismisti. Diger bir olgu ileri yasta fleple rekonstriiksiyon sonrasi nekroz gelisen hasta idi.
Olguda greft uygulanarak sorunsuz iyilesme elde edildi. Diger iki olgu primer siitiirasyon sonrasi gelisen skar ile
dikkat ¢ekten hastalardi. Skarin derecesine gore cerrahi veya takip uygulandi. Iyi planlanmis ve uygulanmig
periokuler rekonstriiksiyonlarda da komplikasyon goriilebilmektedir. Yakin hasta takibi yapilmali ve gereken
tedaviler gecikmeksizin uygulanmalidir.

Anahtar Kelimeler: Periokuler kitle eksizyonu; Okuloplastik komplikasyonlar; Postoteratif skar; Postoperatif
ekimoz

ABSTRACT

This study includes 6 interesting cases who developed complications after reconstructive surgery due to
periorbital mass excision. Patients' data were evaluated retrospectively. Three patients with different ages,who
developed ecchymoses postoperatively, were followed up. The first patient was 17 years old and dermoid cyst
excision was performed on the lateral side of orbita at the eye brow level. This patient did not have any systemic
disease and was simply followed up. Other two patients were at advanced age and both of them developed
ecchymoses bilaterally. Another patient was also at advanced age and developed necrosis following
reconstruction with skin flap. In this case, by graft application complete healing was succeeded uneventfully.
Two other cases drew attention due to scar development after primary suturation. According to the degree of scar
formation, surgery or follow up was performed. Complications could be seen even after well planned and
performed periocular reconstructions. Close follow up and abrupt treatment are essential.

Key words: Periocular mass excision; Oculoplastic complications; Postoperative scar; Postoperative ecchymosis

Giris komplikasyonlar  benzerlik  gostermektedir.
Ozellikle malign Kitlelerde oncelik kitlenin
Go6z kapagmin karmagik histolojik yapisindan total olarak ¢ikarilmas: iken, rekonstriik-

dolayl, ayrintih  yaklagimlara  ihtiyag siyonda oncelik fonksiyonel biitiinligiin ve

duyulabilmektedir (1). Eksizyon sonrasi olusan
defektler biiyiikliigiine gore primer siitlirasyon,
flep yada greft iceren farkli tekniklerle
rekonstriikte edilebilmektedir. Fleple
rekonstriiksiyon deri rengi ve doku yapisi
bakimindan benzer oldugu icin daha ¢ok tercih
edilmektedir (2).

Kitlelerin iyi veya kotii huylu olmasina
bakilmaksizin, rekonstriikksiyonda uygulanan
cerrahi prensipler ve karsilasilan

kabul edilebilir estetik goriinlis ile hasta
memnuniyetini saglamaktir.

Cerrahi teknik kitlenin biiyiikliigiine,
yerlesim yerine ve defektin tam kat yada kismi
olmasina gore degismekte ve  farkli
komplikasyonlar gelisebilmektedir. Preoperatif
hasta  hazirhgi,  (diyabet,  hematolojik
hastaliklar ~ gibi  sistemik  hastaliklarin
tedavisinin diizenlenmesi) komplikasyonlarin
Onlenmesi ve tedavisi agisindan Onemli
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olmaktadir (3). Alt ve iist kapakta entropiyon
veya cktropiyon, lagoftalmi, epifora, kotii
iyilesme, skar dokusu, flep veya greft nekrozu,
hipo-hiperpigmentasyon, trikiyazis, kuru goz,
enfeksiyon, hematom ve ekimoz siklikla
karsilagilan komplikasyonlar olarak karsimiza
¢ikmaktadir (4). I¢ kantus kitle eksizyonu
sonrasinda  goriilen epifora gibi baz
komplikasyonlar kitlenin yerlesimine bagl
olusabilmektedir (5). Cerrahi sonrasi olusan
entropiyon, ektropiyon, kotii skar dokulari, flep
veya greft nekrozu, trikiyazis mutlaka
diizeltilmesi  gereken = komplikasyonlardir.
Ozellikle st kapak defektlerinin
rekonstriitksiyonunda yetersizlik veya fazla alt
kapak kaybinda goriilen lagoftalminin mutlaka
tedavi edilmesi gerekmektedir (6).
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Yontem ve Gerecler

Dr. Abdurrahman Yurtaslan Ankara Onkoloji
Egitim Arastirma Hastanesi G6z Hastaliklar
Boliimiinde 2007-2012 tarihleri arasinda farkli
cerrahiler uygulanmig 6 hastanin postoperatif
erken ve ge¢c donem takiplerinde karsilagilan
sorunlar  retrospektif  olarak  incelendi.
Hastalardan Helsinki Deklerasyonu
prensiplerine uygun olarak hazirlanmis ve
hastanemiz etik komitesi tarafindan
onaylanmis bilgilendirilmis onam formu alind:.
hastalara  preoperatif ~veya  postoperatif
donemde uygulanan tibbi veya cerrahi
tedaviler gbdzden gegcirildi. Son olarak elde
edilen sonuclar ve hasta memnuniyeti
degerlendirildi.

Bulgular

Resim1 Resim e i

Flep nekrozu:

Olgu 1: 70 yasinda sol i¢ kantus Kitlesi
bulunan erkek hastaya total eksizyon ve
glabellar fleple rekonstriksiyon uygulandi. Bir
hafta sonraki kontrolde flepde nekroz gelistigi

Resim 1: Periokuler ekimoz, 2: bilateral periokuler kimoi, 3:
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Secilmis 6 olguda karsilastigimiz sorunlar ve
tedavi yaklasimimiz ile iyi sonug¢ alinan bir
olgudaki bulgularimiz:

Postop Ekimoz:

Olgu 1: 17 yasinda bayan hastada, sag kas dis
kistmda dermoid kist eksizyonu sonrasi 7.
giinde en belirgin seviyesine ulasan periokuler
ekimoz. Ilave tedaviye gerek duyulmadi,
spontan iyilesme ile sonland1 (Resim 1).

Olgu 2: 55 yasinda erkek hastada sol i¢
kantusta kitle eksizyonu sonrasi glabellar
fleple rekonstriksiyon uygulanan hastada ertesi
giin gelisen bilateral periorbital+bilateral
fasiyal ekimoz. Hasta takibe alindi, ayni
zamanda flep altinda minimal hemoraji tespit
edildi. Takipte flep rejeksiyonu gelismedi,
ekimoz tedavisiz iyilesti. Flep kabul edilebilir
siirlarda ¢ok hafif kabarik halde kaldi. Hasta
rekonstriksiyon istemedi (Resim 2). Bir yil
sonraki kontrolde kabariklifin tamamen
kayboldugu gozlendi.

Olgu 3: Hematoloji takibinde olan ve
hematolojiden operasyon onayt alinmis 60
yasinda erkek hastada; sag goz alt kapak
smirinda kitle eksizyonunun ardindan greftle
rekonstriksiyon uygulanan hastada ertesi giin
bilateral periorbital ve genis fasiyal ekimoz ile
flep altina minimal hemoraji tespit edildi.
Ekimoz spontan iyilesti, flep hafif kabarik
kaldi. Bu arada yapilan hematoloji
konsiiltasyonunda kan degerlerinin normal
oldugu tesbit edildi. Hastanin flebin diizeltilme
istegi izerine, hematoloji onay1 alinarak
yapilan cerrahiden sonra bilateral ekimoz
tekrarladi. Takiple spontan diizelme goriildii
(Resim 3).

Bilateral periokuler ekimoz

goriildii. Ik operasyondan 11 giin sonra greftle
rekonstriksiyon uygulandi. Greft
komplikasyonsuz 1iyilesti. Bu olguda flep
beslenmesinin  yetersiz oldugu disiiniildii
(Resim 4).
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Skarli iyilesme:

Olgul: Sag i¢ kantustan dermoid kist
rezeksiyonu yapilan 15 yasindaki bayan hasta.
Takip sirasinda skarl iyilesme goriildii. Plastik

Resinyadgn: 2 g Resim 4b

Reim 4a: Fle

lyi sonu¢ alinms olgu:
Sol alt kapaktan kitle eksizyonu sonrasi
ilerletme flebi ile rekonstriksiyon uygulanmis

Resim 7a 77 Resim 7b

Resim 7 a-b-c : Iyi sonug alinmis olgu &rnegi
Tartisma

GOz ¢evresi tiimorlerinde tiimoriin total olarak
cikartilmas1 kadar fonksiyonel iyilesme ve
hasta ~ memnuniyetinin ~ saglanmasi  da
onemlidir. Greftler genellikle geng hastalarda
daha riskli olup ayrica sigara kullananlar ve
kronik hastalar da (diabet gibi) yiiksek risk
grubundadirlar (7).

Peroperatif hemoraji ve postoperatif
erken donemde enfeksiyona bagl greft atilim
olabildigi gibi ge¢ donemde de greft veya
fleplerde beslenme yetersizligine bagh gelisen
nekrozlar goriilebilmektedir (8). Daha geg
donemlerde ise apozisyon bozukluklarina bagli
kotii yara iyilesmesi ile asir1 fibrozis ve skar,

ekrozu, 4b: greftle onarim onra51, 5: skarl iyilesme 6: sk
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cerrahiye konsiilte edilerek skar revizyonu
onerildi (Resim 5).

Olgu 2: Sag i¢ kantustan Kkitle eksizyonu
yapilan 80 yasindaki erkek hastada skarli
iyilesme goriildii. Hasta acgisindan kabul
edilebilir seviyede oldugu i¢in takibe alindi
(Resim 6).

E g = P o
Resim&l‘

arli iyilesme

ve iyi sonu¢ alinmig olgu 6rnegi: 70 yasinda
erkek hasta ( Resim 7 a-b-c).

bunun sonucu ise sikatrisyel entropiyon veya
ektropiyon gelisebilmektedir (9-10).
Komplikasyonlar  ayrica  kitlenin  yeri,
biiyiikliigli ve uygulanan cerrahi metoda bagh
olarak degisebilmektedir. Biiyiikk lezyonlarda
greft veya flep ile onarim komplikasyon
oranint arttirmaktadir. Yapilan bir calismada
kiicik ve primer siitirasyonun yeterli
olabildigi i¢ kantal lezyonlarda skar
olusumunun diger bolgelerden daha sik oldugu
gorilmistiir (7). Ancak literatiirde ¢ok sayida
farkli komplikasyonlardan s6z edilmesine
ragmen i¢ kantal bdlgede toplam komplikas-
yon sikligmin  daha stk goriilmedigi
bildirilmektedir (5).
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Postoperatuvar  periorbital ~ ekimoz
(raccoon eye/s) veya hematom iyi kontol
edilmemis kanamalara bagli ortaya cikabilir.
Hematolojik hastalarin bu sebeple daha titiz
degerlendirilmeleri  gerekmektedir.  Rutin
olarak ekimozlar kendini sinirlayici olup takip
edilmeleri yeterli olabilmektedir. Greft veya
flep altinda olusan hematom atilmaya sebep
olabilir. Operasyon sonucu genellikle hematom
tek tarafli ve cerrahi yapilan tarafta olmasina
ragmen, bir tarafta yapilan operasyon sonrasi
fasiyal bolgeye yayilan bilateral ekimoz
simdiye kadar bildirilmemistir. Ozellikle kafa
tabani kiriklarinda goriilen bilateral periorbital
ekimozun ancak 6zel durumlarda olabilecegini
bildiren (pozitif hava basingli tedavi, kusma
sonrast ve deng hummasi gibi) yaymlar
mevcuttur (11-13). Ekimoz gelisen birinci
olgudaki tek tarafli ekimoz ve ikinci olgudaki
bilateral ekimozun yercekimine bagli olarak
olusmas1 miimkiinken 3. olgudaki yiize de
yayilan  postoperatuvar bilateral ekimoz
simdiye kadar komplikasyonlar arasinda rapor
edilmemistir. Dikkat c¢ekici olan bilateral
fasiyal ekimoz gelisen diger bir olgu ile
herikisinde de sag alt kapaga cerrahi yapilmig
olmasini idi. Bu durum, ekimozun karsi tarafa
gegmesini  kolaylagtiracak ~ bir  anatomik
varyasyon veya her iki tarafi etkileyecek
yerlesimde peroperatuvar/postoperatuvar bir
kanama yada postiiral bir etkiye bagh
olabilecegini diigiindiirmektedir.

Flep nekrozu flebin flep alti dokuyla
baginin gevsek olmasi (hematom) veya
damarsal yada sinirsel destegin yetersiz
olmasina bagli gelismis olabilmektedir. Bizim
olgumuzda siki  bandaj uygulamasi ve
hematom olmamasi, flep pedikiiliinden
saglanan damar ve sinir desteginin yetersiz
olabilecegini  diistindiirmektedir.  Fleplerde
kismi veya tam nekrozlarin oranimi %25 e
kadar ulasabildigi bildirilmektedir (14). Bu
karsilastigimiz tek flep nekrozu olgusu olup
ayrica greft uygulanmis higbir olguda kismi
yada tam nekroz ve/veya red gelismemistir.
Flep nekrozu servisimizde serbest deri grefti
ile onarilmis, komplikasyonsuz iyilesme
gozlenmistir.

Yaralanma veya cerrahi kesi sonrasi
yara iyilesmesinde bir miktar skar olusumu
goriilebilmektedir. Zamanla skar dokusunun
gerilemesi normal dokuya yakin ozelliklere
kavusmasi beklenmektedir. Ko&tii apozisyon,
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gevsek siitlirasyon, cilt alti dokunun azlig1
veya cilt/cilt alt1 baginin zayifligi gibi bazi
sebepler, bu siirecin gerektigi gibi ilerlemesini
engelleyerek skar olusumunun belirginles-
mesine ve hatta keloid olusumuna yol
acabilmektedir. 5. ve 6. olguda sundugumuz
iki skar dokusu da i¢ kantusta gelismistir. Iki
olgumuzdan biri 80, digeri ise 15 yasinda
olmasi, genglerde ve/veya i¢  kantus
kitlelerinde yara iyilesmesinin daha sorunlu
olabilecegini diistindiirmektedir (6,15).
Hipertrofik  skarlar ~ zamanla  gerileme
egiliminde olmaktadir (16). Fakat daha genis
skarlar keloid olusumu ile sonuglana-
bilmektedir. Irk, genetik ve bazi hastaliklar
skar ve keloid olusumunu arttirabilmektedir.
Cerrahiden 4-8 hafta sonra skar olusumunun
degerlendirilmesi ve ilave tedavi gerekip
gerekmedigine karar verilmelisi 6nerilmektedir
(17). Olgularimizdan dikkat ¢ekici skar dokusu
gelisen geng bayan hastaya plastik cerrahi ile
konsiilte edilerek skar revizyonu uygulandi.
Diger hastamizda ise takip onerildi.

Az sayida bile olsa rekonstiiksiyon
sonrast  komplikasyon  gelisebilmektedir.
Hastalarin yakin takibi, zamaninda ve uygun
tedaviler ile bu komplikasyonlarin sekelsiz
iyilesmesi miimkiindiir.

Cikar Catismasi: Yok
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Current Treatment of Medulloblastoma

Medulloblastoma ve Giincel Tedavi Yaklasimlari

Ozlem Derinalp Or!, Yildiz Yiikselen Gﬁney3, Aysen Dizman?, Gonca Altimsik inan? Giilhan Giiler
Avcer’, Muzaffer Bedri Altundag?
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OZET

Medulloblastom ¢ocukluk ¢aginin ikinci en sik goriilen ve en malign beyin tiimériidiir. Yetiskinlerde ise olduk¢a
nadir rastlanir. Medulloblastom tanili hastalar tedavi dncesi standart risk ve yiiksek riskli olmak {izere iki gruba
ayrilir. Cerrahi rezeksiyonu takiben kraniospinal radyoterapi tedavinin temelini olusturur. Giiniimiizde tedaviye
kemoterapinin eklenmesi sagkalimin artmasina katkida bulunmustur. Ayrica kemoterapinin eklenmesi ile total
radyoterapi dozu da diistiriilmiistiir. Tedavide yeni kemoterapik ajanlarin gelistirilmesi ve yeni radyoterapi
teknikleri hastalarin uyumunu arttirmistir.

Anahtar Kelimeler: Medulloblastom; Kraniospinal 1sinlama; Radyoterapi

ABSTRACT
Medulloblastoma is the second most common and most malignant brain tumor in children. But in adults
medulloblastomas occur rarely. The patients with medulloblastoma are stratified two groups before treatment:
avarage risk and high risk. Surgical resection followed by craniospinal irradiation has been the mainstay of
medulloblastoma therapy. In recent years, chemotherapy has been introduced to reduce the total dose of radiation
and increase the survival rate. The new radiotherapy techniques and chemotherapy agents increase compliance to

treatment.

Key words: Medulloblastoma; Craniospinal radiotherapy; Radiotherapy

Genel Bilgiler

Medulloblastom santral sinir sisteminin (SSS)
primitif noroektodermal tiimoriidiir. Serebel-
luman koken alir, 4. ventrikiile dek uzanir
(1,2). Cocukluk ¢ag1 beyin tiimorlerinin %20-
30’unu  ve tim posterior fossa (PF)
tiimorlerinin %40’ 1m1 olusturur ve 5-10 yasinda
pik yapar (3). Yetiskinlerde ise bu oran %1
kadardir. Yetiskinde goriildiigii yas araligi 20-
34 ve 55-64 yas arasidir. Erkeklerde iki kat
daha siktir (4).

Ekstranoral tutulum kemik, kemik
iligi, lenf nodu, karaciger ve akcigerde olmakla
beraber nadirdir ve genellikle hastaligin son
donemi ile iligkilidir. Relapslarin en sik
gorilildiigli yer hem yetigkin hem cocuklarda
PF’dir. Buna ragmen ge¢ relapslar yetiskin-
lerde daha siktir. Yetiskinlerde relapsa kadar
gecen silire ortalama 26 ay olup %29°u
tedaviden sonraki 5 yil ya da daha uzun bir
siirede ortaya ¢ikar (5).

Klinik Bulgular

Klinik bulgular non-spesifik olup intrakranial
basing artist ve hidrosefaliye bagh gelisir.
Basagrisi, bulanti ve kusma tipik bulgulardir.
Kafa cifti tutulumuna bagli bulgular, papil
odem, irritabilite, letarji ve norolojik defisit
eslik edebilir (6,7). Baz1 hastalarda sirt agrisi,
hemiparezi, goérme alam defekti, denge
bozuklugu, isitme kaybi ve nobet diger eslik
eden semptomlardir (8,9). Kraniyal sinir
paralizisi intrakraniyal basin¢ artigina ya da
dogrudan tiimor basisina bagli olarak ortaya
cikabilir (%21). En sik IV. ve VI sinir
paralizisine rastlanir (9).

Tam

Tami ilk olarak anamnez, fizik muayene ve
laborotuvar testleri ile baslar. Tanida manyetik
rezonans gorintileme (MRG) standarttir.
MRG’de kitle TI1’de hipointens, T2’de
hiperintens goriiniir (Resim 1). Gtiglii kontrast
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Resim 1a

Resim 1: Medulloblastom MRG goriintiisii

tutulumu saptanir. Nekroz, kanama ve Kist
formasyonu tiimoriin karakteristik bulgularidir.
Cerrahi 6ncesi beyin ve spinal MRG evreleme
ve tedavi alanin1 belirleme agisindan
gereklidir. Cerrahi sonrasinda ise risk grubu
icin rezidii tiimori degerlendirmek amaciyla
ilk 24-48 saat iginde beyin MRG ¢ekilmelidir.
Hastalarin = 9%30-40’inda  bagvuru sirasinda
beyin-omurilik sivis1 (BOS) tutulumu ve spinal
tutulum vardir. Leptomeningeal tutulumu
saptamak ya da ekarte etmek i¢in spinal MRG
gerekir (10). Beyin-omurilik sivisi tutulumunu
saptamak icin lomber ponksiyon yapilmalidir.
Medulloblastom kemik ve kemik iligine sik
metastaz yapar. Bu metastazlar tiim viicut
kemik sintigrafisi ve kemik iligi biyopsisi ile
saptanabilir. Kesin tam1 cerrahi sonrasi
histopatolojik inceleme ile konur (9).

Evreleme
Medulloblastom i¢in  en sik  kullanilan
evreleme sistemi 1969’da tanimlanan Chang

evreleme sistemidir. Bu sistemde timor

Tablo 1: Risk gruplari
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bliyiikliigli ve goriintiileme ydnteminden
yararlaniir  (11). Ancak tam ve tedavi
yontemlerindeki  gelismeler ve  timoriin
biyolojik ozelliklerinin daha fazla
anlagilmasiyla  birlikte evreleme disinda
prognostik faktorler belirlenmistir (9). Son
yillardaki c¢aligmalar T evresinin prognozda
yeri olmadigin1 gostermis, yas ve metastaz
varligi  ile  prognoz  arasindaki iliski
vurgulanmistir (9,11).

Risk Smflandirmas1 ve Prognostik
Faktorler

Medulloblastomda tedavinin en onemli kismi
prognostik faktorlerin belirlenmesidir.
Tedaviden 6nce prognostik faktorler goz oniine
alinarak hastalara uygun tedavi modaliteleri
secilir. Hastalar tedavi 6ncesi standart risk ve
yiiksek risk olmak iizere iki risk grubuna
ayrilir (Tablo 1). Cerrahi sonrasi1 radyoterapi
dozlart ve kemoterapi ajanlart bu risk
gruplarina gore belirlenir (Tablo 1) (12-14).

Standart risk Yiiksek risk
Yas >3 <3
Metastaz (M) Yok (M0) Var (M+)
Postoperatif kalinti <1.5 cm? >1.5 cm?

Cocukluk caginda erkek cinsiyet kotii
prognostik faktordiir (11). Kiiciik ¢ocuklarda
metastatik hastalik riski daha yiiksektir. Bunun

nedeni de bu c¢ocuklarda daha c¢ok subtotal
rezeksiyon uygulanmasi ve yan etkiler
nedeniyle konvansiyonel dozlarda kraniospinal
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radyoterapi  (KSRT)  uygulanamamasidir.
Tiimor biyolojisi de daha agresif ozellikler
gostermektedir  (9). Children’s  Oncology
Group (COG) tarafindan yiiriitilen bir
calismada hastaliksiz sagkalim oram 3 yas alt1
olgularda %32 iken, 3 yas iistii olgularda %58
bulunmustur (15).

Medulloblastom tanili hastalarda total
ya da totale yakin rezeksiyon oOnerilmektedir.
Subtotal rezeksiyonun kotii prognozla iliskili
oldugu caligmalarla gosterilmistir. Postoperatif
kalinti timo6r varhginin (>1.5 cm®) MO
hastalarda dahil prognostik olarak anlamli
oldugu bircok calismada ortaya konmustur
(15). Metastatik evre en Onemli prognoz
gostergesi olarak kabul edilmektedir (1). COG-
921 galigmasinda 5 yillik genel sagkalim MO
ve M1 hastalarda %78 iken, M2 ve M3
hastalarda %21 olarak saptanmugtir (15).

Orginal Article

Tedavi Yaklasim

Medulloblostom i¢in giiniimiizde kabul gdren
tedavi semasi 3 yasin iizerindeki ¢ocuklarda
maksimum cerrahi rezeksiyon, KSRT ve
kemoterapidir (11,16). Ug yas altindaki
hastalarda radyoterapi (RT) uygulamasi beyin
gelisimi heniliz tamamlanmadigl i¢in 3 yas
sonrasina geciktirilir. Bu siirede hastalara
yogun kemoterapi uygulanmaktadir (10).

Cerrahi Tedavi

Medulloblastom tedavisinin ilk ve en 6nemli
basamagi cerrahi tedavi olup timor dokusunun
maksimum ¢ikarilmasi ve kalinti kalmamasi
hedeflenir. Postoperatif kalinti miktar1 en
onemli prognostik faktorlerdendir (12-14).
Hidrosefali ve kafa i¢i basing artisinin eslik
ettigi hastalarda cerrahi Oncesi yiiksek doz
deksametazon tedavisi baglanmali, gerekirse
ventrikuloperitoneal sant takilmalidir (15).

Kemoterapi

Medulloblastom kemoterapiye hassas
timorlerdendir. ~ Kemoterapinin ~ medullo-
blastom hastalarinda yarar sagladigi ilk kez
International Society of Pediatric Oncology
(SIOP) tarafindan  gosterilmis, ardindan
Chidren’s Cancer Group (CCG) ve Pediatric
Oncology Group (POG) calismalar1 ile de
desteklenmistir. Kemoterapi hastalik kontrolii-

34

ni ve sag kalimi arttirir, metastatik hastalikta
tedavi avantaji saglar (17).

Standart riskli medulloblastom hastalarinda
cerrahi sonrasi kemoterapi ve diisik doz KSRT
(23.4 Gy) ile birlikte PF’ya klasik doz
radyoterapi (55.8 Gy) uygulamasinin yiiksek
genel sagkalim orani sagladigi gosterilmistir
(18-20). Packer ve ark.’nin yaptig1 ¢aligmada
postoperatif RT ile birlikte vinkristin ve RT
ardindan adjuvan kemoterapi  (vinkristin,
lomustin ve sisplatin kombinasyonu) verilmis
(11). Bu rejim giiniimiizde altin standart olarak
kabul edilmektedir. Ancak erken toksisite
nedeniyle doz ayarlamasi gerektirmis, 6zellikle
ototoksisite saptanmustir (21). Kemoterapi
KSRT  dozlarinin  azaltilmasma  olanak
saglamis ve SSS disinda metastatik odaklarin
gelismesi riskini azaltmistir (18-22).

Yiksek riskli hastalarda yapilan iki
randomize ¢aligmada adjuvan kemoterapinin
yarar1 gosterilmistir (17,18). POG ¢aligmasinda
RT ve kemoterapi alan yiiksek riskli grupta
sadece RT alan gruba kiyasla daha iyi
sagkalim oranlar1 goriilmistiir. Genel sagkalim
avantajinin erkeklerde ve 5 yas ve tizerindeki
hastalarda en fazla olmas1 dikkat ¢ekmektedir
(%82 vs %50.1) (17). SIOP II galismasi ile
yiksek riskli hastalarda RT ve adjuvan
kemoterapinin belirgin genel sagkalim avantaji
sagladig1 gosterilmistir (18).

Radyoterapi

Medulloblastom radyosensitif bir timor olup
cerrahi sonrasi adjuvan KSRT uygulamasi 3
yas tlizerindeki ¢ocuklarda standarttir. Ancak
tedaviye bagl, oOzellikle c¢ocuklarda uzun
donem kognitif, noéroendokrin ve noro-
psikolojik bozukluklar ve sekonder malignite
gelisme riski yiiksektir (9,14). Bu nedenle doz
azaltilmasina yonelik ¢aligmalar yapilmaktadir.
Standart risk hastalarda es zamanli kemoterapi
ile KSRT’de doz azaltilmasim gdsteren (KSRT
23.4 Gy, PF 55.8 Gy) CCG 9892 galismasinda
hastaliksiz sagkalimda bir disiis izlenmemistir
(3 ve 5 yillik, %86 ve %79). Giiniimiizde bu
protokol standart risk grubu icin kabul
gormiistiir (11) (Tablo 2). POG 8631/ CCG923
calismasinda  kemoterapi  olmadan  doz
azaltilmaya ¢alisildiginda (KSRT 23.4 Gy x 36
Gy, PF toplam 54 Gy) ise hem GS hem DFS
olumsuz etkilenmistir (23).

Calismalar sonucunda RT dozunun azaltilip
tedaviye kemoterapi eklenmesinin sagkalim
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iizerine olumsuz etkisi olmadig1 gosterilmistir.
Aksine tedaviye uyum ve devam agisindan
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basarili sonuglar elde edilmistir (Tablo 2)
(9,11,22).

Tablo 2: Tedavi Semasi

Cocukluk Cagi Yetiskin
Standart Risk KSRT:23.4 Gy KSRT:30-36 Gy VEYA
PF:54 Gy (eszamanli vinkristin) | 23.4 Gy +KT (eszamanli)
PF:55.8 Gy
Yiiksek Risk KSRT:36-39 Gy KSRT:36 Gy
PF:54 Gy (eszamanli vinkristin) | PF:55.8 Gy

Giinlimiizde gelisen teknolojinin sonucu olarak
RT cihazlari ve uygulama tekniklerindeki
gelismeler nedeniyle radyoterapiye bagli yan
etkiler de azalmaktadir. Yogunluk ayarli RT

100

Relative Volume (% Mormalized)

(YART) ile tiimore yiiksek doz verilirken,
kritik yapilar en az doz almakta, doz
dagiliminda, iyilesme saglanmaktadir (Sekil 1)
(24).

STANDARD Cumulative DVH Relative Dptions ~
\-. - N
'\.‘
“"“h.
5 K
0 o] =
o 5 10 15 25 a0 a5

Dose (Gy)

Sekil 1: Helikal Tomoterapi (Hi-Art® ) ile planlama: Doz-Voliim Histogrami (Dr. A.Y. Ankara Onkoloji Egitim

ve Aragtirma Hastanesi)

Diger taraftan, sahip oldugu dozimetrik
avantajlar nedeniyle (hedef voliim disinda hizl
doz disiisti)  Ozellikle c¢ocuklarda yasam
kalitesi ve ikincil malignite gelismesi,
norokognitif, noéroendokrin gibi yan etkiler
acisindan proton RT Onerilmektedir (25).
Ancak yiiksek maliyet nedeniyle giiniimiizde
yaygin kullamlmamaktadir. Ug boyutlu (3B)
konformal, YART ve proton RT’sini
karsilastiran bir ¢alismada kritik organ dozlari
incelenmistir. Kohlea, verilen dozun 3B tedavi
ile %90, YART ile %33 ve proton tedavisi ile
%?2’sini alirken; hipofiz sirayla %63, %19 ve
%0’m1 almistir. Diger organlarda da sonuglar
benzerdir (26).

Radyoterapi Teknigi

Kraniyospinal radyoterapide hedef voliim; tiim
beyin, spinal kord ve tiim meninkslerden
olusmaktadir. Iki boyutlu (2B) konvansiyonel
RT yonteminde hasta prone pozisyonunda
yatar ve bu pozisyonda termoplastik maskeler
yardimi ile immobilizasyon saglanir (31,32).
Tiim beyin iki lateral alandan, spinal kord ve
meninksler ise posterior spinal alandan tedavi
edillir. Lateral alanlarmn alt sinir1 ile posterior
alanin ist sinir1 arasinda doz ¢akigmasina engel
olacak sekilde bir mesafe (gap) birakilir. Bu
alanda olusabilecek doz diislisii ya da doz
artisgina engel olmak icin, bu gap mesafesi
tedavi boyunca belli aralilarla kaydirilir. Spinal
alanin alt sinir1 S2’nin altindan gegecek sekilde
belirlenir (Resim 2) (10,11). Modern
teknolojik cihazlarla uygulanan tekniklerde
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(3B konformal, YART, Tomoterapi vb) hedefe
yonelik daha homojen doz dagilimlarn
saglanirken, hedef dis1 organlar en az dozu
almaktadir (Tablo 3) (27). Bu tekniklerde hasta
supin pozisyonunda yatarak tedavi
edilebilmektedir (Resim 3). Bu pozisyon hem
hasta icin konfor saglarken diger taraftan,
anestezi gereken durumlarda hava yolunun
daha iyi kontrol edilmesine imkan vermektedir
(28-30).

Bu yontemlerde hedef voliim, hastanin tedavi
pozisyonunda c¢ekilen bilgisayarli tomografi
(BT) goriintiileri tizerinden belirlenir (29-31).
MRG spinal voliimiin alt sinirinin daha giivenli
isaretlenmesini saglar. T2 agirlhiklh MRG’de
tekal kesenin sonlandigi yerden gecilebilir
Spinal alan i¢in; hasta hareketi, setup hatalari

Orginal Article

Resim 2: Iki byutlu planlama-similasyon goriintiileri (Ankara Onkoloji Hastanesi, resim 3:Helikal Toerépi
(Hi-Art®) ile planlama: Hasta pozisyonu (Dr. A.Y. Ankara Onkoloji Egitim ve Arastirma Hastanesi)
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gozoniine alarak klinik hedef voliime (CTV)
her yonden 5 mm smir verilerek planlanan
hedef volim (PTV) olusturulur (31- 32). Bu
planlama  ydntemleri ile konvansiyonel
yontemlerde yasanan alan ¢akigmasi sorunu da
ortadan kalkmaktadir.Alan birlesim
yerlerindeki doz kontrolii saglanabilmektedir
(Resim 3) (Tablo 3) (24,25).

Gelisen tedavi yontemlerinden en uygunu,
ozellikle cocuk hastalarda proton isinlar ile
RT’dir. Proton RT ile hedefe yiiksek doz
verilirken hedef dis1 bolgelerde doz ¢ok
diisiiktiir. Doz dagilimlarinda ciddi iyilesmeler
saglanir. Cikis doza neden olmadigi igin
ozellikle pediatrik tiimorlerde tedaviye bagh
komplikasyonlar1 azaltmaktadir (24).

Tablo 3: Tablo 3: Kritik organlarin 10 Gray doz aldig1 voliim (%) (33)

Kritik Organ 2B 3B YART

Kalp 76 55 10

Karaciger 38 24 4

Ozefagus 19 8 4

Barsak 62 35 14

Sag Bobrek 54 7 7

Sol Bobrek 43 4 6

Sag Akciger 36 15 11

Sol Akciger 22 5 5

Vertebra 100 98 99

Tiroid 100 100 100
Kraniyospinal Radyoterapiye Bagh bozukluklar, norokognitif ~ bozukluklar,

Komplikasyonlar

» Akut etkiler (ilk 6 hafta): Sa¢ dokiilmesi,
radyasyon dermatiti, yorgunluk, bulanti-
kusma, otit (33).

 Subakut etkiler (6-12 hafta): Somnolans,
kapiller —gecirgenligin  artis1  ve  gecici
demyelinizasyon (33).

* Geg etkiler (3 ay-3 yil): Radyasyon nekrozu,
lokoensefalopati, duyma kaybi, retinopati,
katarakt, gorme degisiklikleri, endokrin

infertilite, ikincil malignite (33).
Izlem

Onerilen izlem siiresi standart risk grubundaki
hastalarda ilk 2 yil 3 ayda bir beyin MRG, 6
ayda bir spinal MRG; 2-5 yil aras1 6 ayda bir
ve 5 wyildan sonra yillk MRG takibi
seklindedir. Yiiksek risk grubundaki hastalarda
ise ilk 2 yil 3 ay, sonrasinda ise 6 ay aralarla
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beyin ve spinal MRG oOnerilir. Semptom
varliginda ise direk MRG istenmelidir (34).
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Sonug¢

Medulloblastom tanili  hastalarda  klinik,
radyolojik, patolojik ve genetik faktdrler de
gdz Oniine alinarak risk gruplar belirlenmeli
ve tedavi semasit uygulanmalidir. Yetigkin
medulloblastom hastalarinda prospektif veriler
siirlt  olup tedaviler heterojendir. RT
cerrahiden sonra standart tedavi olup 1953’ten
beri KSRT uygulanmaktadir. Yeni gelismis
tedavi modaliteleri, 6zellikle RT cihazlan ile
mortalite ve morbidite oranlar1 azalmaktadir.

Cikar lliskisi: Yoktur
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Adenoid Cystic Carcinoma of the Breast: A Rare Histopathology- Good
Prognosis

Meme Adenoid Kistik Karsinomlu Olgu: Nadir Histopatoloji- Iyi Prognoz

Onur Esbah?, Ahmet Siyar Ekinci*, Emine Benzer?, Tahsin Ozatli*, Berna Oksuzoglu®

Dr. A. Y. Ankara Oncology Training And Research Hospital, Medical Oncology Clinic, Ankara, Turkey
“Dr. A. Y. Ankara Oncology Training And Research Hospital, Pathology Clinic, Ankara, Turkey

Doi: 10.5505/a0t.2013.54265

OZET
Girisg: Adenoid kistik karsinom (AKK), memenin nadir gorillen neoplazmlarindandir. Tim meme
karsinomlarinin %0.1’ini olusturmaktadir. AKK’lar memede izlenen diger histolojik alt tiplerine gore ¢ok iyi
prognoza sahiptirler. Uzak metastaz ve lenf nodu tutulumu ¢ok nadirdir. Siklikla dstrojen reseptorii (ER),
progesteron reptorii (PR) ve c-erbB2 durumu negatif olarak tespit edilmektedir.
Olgu: Kirksekiz yaginda premenapozal kadin hasta sol memede ele gelen kitle nedeniyle doktora basvurmus.
Hastaya memedeki lezyon i¢in tru-cut biyopsi uygulandi. Biyopsi sonucunun AKK olarak gelmesi iizerine
hastaya modifiye radikal mastektomi operasyonu uygulandi. Operasyon materyalinin patolojik incelemesi orta
derecede diferansiye AKK ile uyumlu olarak tespit edildi. Tiimor boyutu 4.8 cm ve aksiller diseksiyon sonucu
48 lenf nodu negatif olarak tespit edildi. Tiimoriin immiinohistokimyasal 6zellikleri triple negatif (ER, PR ve c-
erbB2) olarak degerlendirildi.
Sonu¢: AKK’ler ¢ogunlukla ER(-), PR(-) ve c-erbB2 (-) durumu ile ender goriilen meme karsinomlaridir.
AKK’ler nadir goriilen meme karsinomlar1 oldugundan ve yeterli klinik ¢alisma bulunmadigindan tedavi
opsiyonlar1 sinirlidir.
Anahtar Kelimeler: Meme neoplazm; adenoid kistik karsinom; iyi prognoz

ABSTRACT
Background: Adenoid cystic carcinoma (ACC), one of the rarest neoplasia of the breast, constitutes 0.1% of all
breast carcinomas. The prognosis of ACC is very good compared to other histological subtypes of breast
carcinoma. Lymph node involvement and distant metastasis are very infrequent. Estrogen receptor (ER),
progesterone receptor (PR) and c-erbB2 (also known as HER-2/neu) are typically negative.
Case Report: A fourty eight year-old premenauposal women was admitted to hospital with a mass on the upper
outer quadrant of her left breast. Since the result of through-cut biopsy of this suspicious lesion was consistent
with adenoid cystic carcinoma, modified radical mastectomy with axillary lymph node excision was applied.
Pathological examination revealed a moderately differantiated adenoid cystic carcinoma of the breast. The size
of invasive tumor component was 4.8 cm in its greatest dimension. Immunohistochemical analysis was
consistent with triple negative phenotype (ER,PR and c-erbB2 negative).
Conclusion: ACC is a rare type of human breast carcinoma with ER, PR and c-erbB2 negative phenotype. They
usually show an excellent prognosis however there is no well defined treatment options for ACC since the rarity
of clinical studies in such kind of unusual histological subtypes of breast carcinomas.
Key words: Breast neoplasms; Carcinoma; Adenoid cystic; Good prognosis

Background subareolar area of the breast, nipple and/or skin
changes are rarely encountered. Lymph node

Adenoid cystic carcinoma (ACC), one of the involvement and distant metastasis are very

rarest neoplasia of the breast, constitutes 0.1% infrequent  (3). Estrogen receptor (ER),

of all breast carcinomas (1). The prognosis of progesterone receptor (PR) and c-erbB2 (also

ACC is very good compared to other known as HER-2/neu) are typically negative.

histological subtypes of breast carcinoma.

ACC of the breast is commonly seen in Case Report

perimenapausal patients. The median age at the

time of diagnosis is usually at the 5" and 6" A fourty eight year-old premenauposal woman

decades (2). Although mostly located

Adressforcorrespondence: Uzm. Dr. Onur Esbah
e-mali: onurilyasoglu131202@yahoo.com
Available at www.actaoncologicaturcica.com
Copyright ©Ankara Onkoloji Hastanesi



javascript:sa('Onur%20Esbah')
javascript:sa('Ahmet%20Siyar%20Ekinci')
javascript:sa('Emine%20Benzer')
javascript:sa('Tahsin%20Ozatli')
javascript:sa('Berna%20Oksuzoglu')

ACTA
ONCOLOGICA

TURCICA
Case Report

AOT

was admitted to the hospital with a mass on the
upper outer quadrant of her left breast in May
2011. On physical examination there was a
non-tender mobile 2x2 cm mass without nipple
or skin changes, and axillary lymph nodes
were not palpable. Mammography and breast
ultrasonography revealed a 2x3 cm suspicious
mass consistent with malignant phenotype.
Tru-cut biopsy of the lesion was reported to be
ACC. Modified radical mastectomy (MRM)
and axillary dissection was planned thereafter

Figure 1: Invasive and
Figure 2: Tumoral cells which mostly had basoloid characteristics forming luminal spaces filled with basaloid
secretion (HEx200) Figure 3: Immunohistochemical staining with high molecular weight cytokeratin
(cytokeratin 14, IHC CK 14x200) Figure 4: Immunohistochemical staining of luminal spaces with type IV
collagen, Type IV collagen x 200).

is disease free from a duration of 30 months
follow-up period.

Discussion

ACC is a rare neoplasia of the breast (1). ACC
histopathologically resembles salivary gland
pattern and formerly called as ‘cylindroma’ by
Billroth (4). Mc Clenethan et al. evaluated
27.970 breast carcinoma patients diagnosed
between 1960 and 2000 and reported 22 ACC
histopathologically (3).

ACC cases are usually defined in
perimenapausal women in their 5th to 6th
decades however ACC in men was very rarely
reported in the literature (5). ACC is mostly

observed in the subareolar site of
breast. Nipple and skin changes are seldomly
involved (5). In the presented case however,
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as curative surgery. Pathological examination
of the operation material was reported as
moderately differantiated ACC of the breast
(fig. 1). The greatest dimension of the invasive
tumour was 4.8 cm with 48 reactive lymph
nodes. Immunohistochemical (IHC) analysis of
the tumor was consistent with triple negative
(ER, PR and c-erbB2 negative) phenotype.
Tumor was pathologically staged as
T2NOMO, stage IIA and adjuvant antracycline
based chemotherapy was applied. The patient

iy i
Ex100).

the tumor was in the upper outer quadrant.
Besides, nipple or skin changes were also not a
feature of this case.

Although fine needle biopsy was
enough to recommend for the diagnosis, in the
presented case, a tru-cut biopsy was applied. In
the literature, the average size of invasive
tumor of ACC patients was reported to be 2 cm
but varied greately from 0.2 cm to 12 cm (2).
In the presented case, the tumor size was 4.8
cm.

ACC cases are mostly presented with
the IHC phenotype of triple negative or basal
like breast cancer as ER, PR and c-erbB2
negative (6). Pathological criteria of ACC
involves biphasic cellular pattern consists of
basaloid myoepithelial cells together with
ductal epithelial cells (7). In the presented
case, a triple negative phenotype was detected.
ACC of the breast was reported to have an
excellent prognosis because of the rare
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tendency of lymph node involvement and
distant metastasis. If distant metastasis occurs,
it usually appears before axillary involvement
(3). The most common site of distant
metastasis are the lungs. Arpino et al. found
only four cases of lymph node metastasis in a
review of 182 cases and 14 distant metastasis
without lymph node involvement (2). Since the
rarity of lymph node metastasis, axillary
dissection is usually not recommended. Local
excision, simple mastectomy or MRM are the
curative treatments of choice.

Ro et al. recomended local excision
without axillary disection for grade | tumors
(without solid components in the tumor),
simple mastectomy for grade Il tumors (<30%
solid components in the tumor) and MRM for
grade Il tumors (>30% solid components in
the tumor) (8), but also radiotherapy for cases
treated by local excision and simple
mastectomy in other study (9).

There are reports to suggest adjuvant
chemotherapy for ACC in the literature (10).
However, there is no specific adjuvant
chemotherapy recommendation for favorable
histological subtypes of breast carcinoma
including ACC cases. Besides, there has been
no randomised clinical trials to guide
changing adjuvant treatment of these better
natured and uncommon histological subtypes
of breast cancers.

ACC is a rare subtype of breast
carcinomas with triple negative or basal-like
features. They wusually have an excellent
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outcome, however specific adjuvant treatment
for this subtype of breast carcinoma is not
standard yet because of lack of randomised
controlled studies.

Conflict of interest: None
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Fine Needle Aspiration Cytology of Kaposi Sarcoma in Lymph Node: A
Case Report

Lenf Diigiimiinde Kaposi Sarkomunun Ince igne Aspirasyon Sitolojisi:
Olgu Sunumu
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OZET

Daha once Kaposi Sarkomu tanisi alan bir hastanin tanidan bir yil sonra supraklavikiiler fossada gelisen
lenfadenopatisinden goriintiileme esliginde ince igne aspirasyonu ile Ornekleme yapilmistir. Aspirasyon
sitolojisinde biiyilk doku fragmanlar1 yanisira daha kiigiik hiicre kiimeleri izlenmistir. Gevsek gruplarda igsi
hiicreler yuvarlak-oval niikleuslu, acik mavi renk sitoplazmali izlenmis ve Kaposi sarkomu tanisi verilmistir.
Lenf diiglimiiniin Kaposi sarkomu tutulumunda ince igne aspirasyon sitolojisi bulgular1 literatiir esliginde
g6zden gecirilmistir.

Anahtar Kelimeler: Kaposi Sarkomu; Lenf Nodu; Biyopsi; ince-igne

ABSTRACT
Image guided fine needle aspiration from the supraclavicular lymph node of a patient with prior Kaposi sarcoma
diagnosis was performed. In the aspiration cytology large tissue fragments and small cell clusters were seen. In
looser clusters spindle cells with round to oval nuclei with light blue cytoplasms were seen and Kaposi sarcoma
diagnosis was given. Fine needle aspiration cytology findings of Kaposi sarcoma in lymph nodes is reviewed

with the literature.

Key words: Kaposi Sarcoma; Lymph Node; Biopsy; Fine-Needle

Giris

Kaposi sarkomu (KS) tipik olarak ¢oklu nodiil
ve plaklar seklindeki deri lezyonlar ile
karsimiza cikan lokal agresif bir timdrdiir.
Ulkemizde en sik klasik-indolent forma
rastlanir, ileri yasta goriiliir ve lezyonlar
genellikle distal ekstremitelerde olup yavas
gidiglidir. Klasik formda lenf diigimi ve
viseral tutulum ¢ok nadirdir (1,2).

Ince igne aspirasyon sitolojisi (I1IAS)
ucuz ve hizli bir metod olup, lenfadeno-
patilerin ilk degerlendirilmesinde yaygin
olarak kullanilmaktadir. KS’de lenf diigiimii
tutulumu, artan KS insidans: ile birlikte daha
stk goriilmektedir. KS’de 1IAS bulgulari
patoloji ve sitoloji kitaplarinda kisaca yer
almaktadir (3-5).

KS’de lenf digimi tutulumu daha
siklikla, gencglerde goriilen endemik-Afrika
formunda ve AIDS iligkili epidemik formda
meydana gelir. Lenf diigiimiinde KS’nin 1IAS
bulgularinin ¢gogu bu olgulardan elde edilmistir
(6,7). Biz, preAIDS-AIDS ve immiinsupresyon
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hikayesi olmayan, klasik formda KS’li bir
olguda lenf diigiimii tutulumunda gordiiglimiiz
sitolojik bulgular literatiir esliginde sunduk.

Olgu Sunumu

Altmigiki yasinda erkek hastada, sol supra-
klavikiiller =~ fossada (SKF) 12x11 mm
boyutlarinda, malign radyolojik 0&zellikte
lenfadenopati saptandi. Sol infraklavikiiler
fossada 43x26 mm boyutlarinda, heterojen
vaskiilariteye sahip, lobiile kontiirlii, metastaz
siiphesi tastyan ikinci kitle vardi. Bir yil dnce,
baska bir merkezde, sol el bilegindeki
lezyondan, KS tanisi almig ve HIV negatifti.
SKF’de lenfadenopatiden goriintiileme
esliginde yapilan [IAS materyalinde, biiyiik
doku fragmanlari izlendi (Resim 1). Bazi
alanlarda niikleer frajilite nedeniyle seritler
olugmustu (Resim 2). Kiiciik gruplar hiicresel
detaylarin  iyi izlenebildigi yuvarlak-oval
niikleuslu  gevsek hiicreler igermekteydi
(Resim 3). Hiicre sitoplazmalari May
Griinwald-Giemsa (MGG) ile a¢ik mavi
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izlendi (Resim 4). Globiil yapist goriilmedi.
Bulgular KS tutulumu olarak raporlandi.

Resim 1: Resim 1. Seliller yayma
preperatlarda biiyilk doku fragmanlar1 (HE,
x100).

Resim 4: Ac¢ik mavi renkte sitoplazmalar
(MGG, x400).

Daha sonra 6 aydir sol 6n kol ve elde
varolan, boyutlart 9 mm ile 22 mm arasinda
degisen 1i¢ ayrt lezyon eksize edildi.
Histopatolojide deri igermeyen iyi sinirh
nodiiller, oval-yuvarlak ya da igsi sekilli,
demetler yapan, sik mitoz igeren, bir ya da
birka¢ kiigiik niikleollii, sitoplazmik sinirlar
secilemeyen,  hafif  atipik  hiicrelerden
olusmaktaydi (Resim 5). Icleri eritrosit dizileri
iceren vaskiiler yariklardan fakirdi (Resim 6).

B A s

Resim 2: Niikleer frajilite bul

x200). Fokal nekroz odaklar1 yanisira yer yer belirgin
atipi  géze c¢arpmaktaydi (Resim  6).
Immiinohistokimyasal olarak tiimér CD31 ve
HHVS (Resim 7) pozitif iken, CD34 ve Faktor
8 negatifti.

LRI -

Resim 3. Gevsek gruplarda hiicreler (MGG,
x200).

>, g = L 2 4

Resim 5: Vaskiiler yapilar ¢evresinde demetler
olusturan, hafif atipi ve sik mitoz gdsteren
hiicreler (H&E, x200).
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Resim 6: Nadir eozinofilik globiil yapilar1 ve
yiiksek atipili bir alan (H&E, x400).
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Resim 7: Karakteristik graniiler niikleer HHV8
pozitifligi (x400).

Bundan 3 ay sonra sol el
parmaklarinda tekrarlayan lezyonlar benzer
Ozellikte izlendi. Hasta daha sonra takiplere
gelmedi.

Tartisma

KS’nin dort farkli klinik ve epidemiyolojik
formu  vardir.  Endemik-Afrika  KS’si
lenfadenopatik formdadir, hizli ilerleyen ve
Olimciil  seyri  vardir.  atrojenik  KS
immiinsupresif tedavi alan transplanthi hasta-
larda goriiliir (1,2). AIDS iligkili KS en agresiv
formdur, HIV1 enfekte kisilerde goriiliir. Deri
tutulumundan  bagka  lenf  diigiimleri,
gastrointestinal sistem ve akcigerler siklikla
tutulur (1,2). Klasik formda lenf digimii ve
viseral tutulum cok nadirdir (1). Biz klasik
formda KS’li bir hastada lenf digimii
tutulumu izledik.

KS primer lezyonlarinda ince igne
aspirasyonu  nadiren  yapilmaktadir. KS
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aspirasyonlarinda goriilen bulgular, mezen-
simal tiimdrlerin aspirasyonunda goriilenlerle
benzerdir. Bunlar;

1. Belirsiz sitoplazma smirlart ve frajil
niikleuslardan olusan oval-igsi hiicreli
kalin doku fragmanlar1

2. Ince graniiler esit dagilmis kromatin ve
soluk sitoplazmal1 kiigiik gevsek hiicre
kiimeleri

3. Kanli zemin

4. Doku fragmanlarinda hiicrelerin radyal
dizilimleri

5. Doku fragmanlarinda igi eritrosit dolu
vaskdiler bosluk benzeri yariklar

6. Metakromatik stroma olarak tarif
edilmistir (3).
KS’de  doku  kesitlerinde  goriilen

eozinofilik globiiller, 1IAS’lerde genellikle
izlenmemistir (3). Bir olguda lenf diigiimii
tutulumunda nadir bobrek sekilli niikleuslara
dikkat  ¢ekilmektedir  (8).  Olgumuzun
aspirasyon Orneginde gordiigiimiiz oval-igsi
hiicreli kalin doku fragmanlart (Resim 1) ve
daha kii¢iik gevsek hiicre gruplari (Resim 3 ,4),
lezyonun mezensimal kaynakli oldugunu
diisiindlirmiistiir. Bu bulgular diisiikk dereceli
baska sarkomlarda da  gorebilecegimiz
ozellikteydi ve KS icin spesifik baska bir
bulgumuz yoktu. Eozinofilik globiilleri ve
bobrek sekilli hiicreleri de izlemedik. Ancak
olgumuzda Klinik hikaye bilindiginden, 1IAS
tanisal olmustur. Klinik hikaye bilinmediginde
bu bulgularla kesin olarak KS tanisi
verilmemeli, biyopsi ile dogrulanmalidir.

Klinik  hikaye bilindiginde veya
desteklediginde sitolojik materyalde PCR
(polimerase chain reaction) veya hiicre
blogunda immiinhistokimya ile HHV-8
gosterilmesi tanisal olup gereksiz biyopsi
onlenebilmektedir (2,3). Nadir de olsa AIDS
siiphesi olanlar ve homoseksiiel erkeklerde cilt
lezyonlar1 olmaksizin, lenf diigiimii tutulumu
gelistiginde 1IAS ile KS saptanarak AIDS
tanisii desteklemektedir (9,10).

Olgumuzda lenf digiimlerinin ana
vaskiiler yapilara yakin yerlesiminden dolay1
eksizyonel biyopsi yapilmayip, hasta takipte
birakilmistir. KS multifokal bir gelisim olup,
lenf diigiimiinde gorildiigiinde bunun bash
basina bir gelisim oldup, metastaz olmadigini
kabul eden goriisler vardir (6).

Ayirict tanida bir ¢ok benign ve malign
igsi  hiicreli  lezyon yer  almaktadir.
Graniilasyon dokusu; igerdigi inflamatuar
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hiicreler ve dallanan kapiller yapilar ile KS’den
ayrilir. Reparatif dokular; daha iri pleomorfik
ve biiylik niikleollii hiicreleri ile ayrlir.
Epiteloid histiyositler; daha genis
sitoplazmalar1 ve daha igsi sekilleriyle,
anjiosarkom  ise siddetli atipi  ve
makrontikleolleri ile KS’den ayrilir (11).
CD34, KS’nin en iyi belirteci olmakla
birlikte reaktivitesi degiskenlik
gosterebilmektedir  (12,13). Olgumuzda
lezyonlarin agresif ge¢ evre ile uyumlu
histomorfolojide olmas1 ve CD34 ekspresyonu
gostermemesi, ayirict tanida diisiik dereceli
anjiosarkomun ekarte edilmesini gerektirmistir.
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Ancak hasta yasi, hikayesi, lezyonlarin
yerlesimi, coklu oluslari, FVIII negatifligi,
HHV8 pozitifligi, anastomozlasan kanal ve
endotel doseli yariklarin bulunmayis1 KS’yi
desteklemistir.

Gilinliik pratikte sik gordigiimiiz KS,
karsimiza nadiren sitolojik materyal olarak da
cikabilmektedir. Sitoloji materyalinde bulgular
spesifik olmayip, hikaye yol gostericidir.
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Unusual Metastatic Site For Nasopharynx Carcinoma: A Case Report

Nazofarinks Kanserinde Beklenmedik Bolgeye Metastaz: Olgu Sunumu
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OZET

Nazofarinks bolgesinde en sik saptanan kanser nazofarinks karsinomudur. Genellikle, lenf nodu metastazi tani
aninda ve boyundaki lenf nodu bdlgelerinde saptanmaktadir. Nazofarinks kanserinde, nazofarinkste de kitle
olmadan uzak lenf nodu metastazi saptanmasi ¢ok sik goriilen bir durum degildir. Kirksekiz yasinda erkek hasta
servikal ve sag aksiller kitle gikayetiyle hastaneye basvurdu. Fizik muayenede bilateral servikal lenf adenopati
(LAP) ve sag aksiller LAP saptandi. Servikal LAP eksizyonel biyopsi patolojisinde indiferansiye karsinom
metastazi gosterildi. Radyolojik degerlendirmede bilateral servikal LAP, nazofarinkste kalinlasma ve humerusta
kemik metastaz1 gosterildi. Metastatik indiferansiye karsinom ve primeri nazofarinks olarak kabul edildi ve
kemoterapi baglandi. Tama yakin cevap alindi. Dort ay sonra progresyon nedeniyle ikinci basamak tedavi verildi
ve tama yakin yanit elde edildi. Takipte sag aksiller LAP (3x2.1 ¢cm) gelismesi iizerine lenfoproliferatif hastalik
gibi diger etiyolojileri ekarte etmek amaciyla eksizyonel biyopsi yapildi. Histopatolojik 6zelliklerin birinci
histopatolojik 06zelliklerle benzer olmasi nedeniyle keratinize nazofarinks karsinom metastazi disiiniildii.
Aksiller LAP metastazi nazofarinks kanserinde nadiren olusabilmektedir. Ozellikle belli bir siiredir remisyonda
izlenen kanserli hastalar1 degerlendirirken beklenmedik niiks paterniyle karsilagilacak olursa ikincil primer
timorler akilda tutulmalidir. Bu hastalarda ikinci biyopsinin birinci biyopsi ile beraber degerlendirilmesi faydali
olabilir.

Anahtar Kelimeler: Nazofarinks karsinom; Lenf nodu; Aksilla

ABSTRACT

Nasopharyngeal carcinoma is the most frequent tumor type arising in the nasopharynx. Lymph node metastases
are predominantly seen at diagnosis in lymph node regions of neck. Nasopharynx carcinoma presenting with
distant lymphadenopathy (LAP) rather than a prominent nasopharyngeal mass is not common. We describe a 48-
year old man admitted to the hospital with cervical and right axillary mass. In physical examination, he had a
3x2 cm right axillary lymphadenopathy (LAP) and bilaterally cervical LAPs. An exisional cervical LAP biopsy
histopathology revealed undifferentiated carcinoma metastasis. On radiological evaluation, he had bilaterally
cervical LAPs and nasopharyngeal thickening and bone metastasis on his right humerus. He was considered as
metastatic undifferentiated carcinoma with highly probable primary as nasopharynx carcinoma. He was given
chemotherapy. He achieved near complete response. After 4 months of follow-up, he had again second line
therapy with near complete remission. In follow-up period, he developed right axillary LAP (3x2.1 cm). An
exisional biopsy of the right axillary LAP was performed to rule out other etiologies, such as lymphoproliferative
disease. Histopathology had similar histopathological properties with the first cervical biopsy giving rise to
thought of keratinizing nasopharynx carcinoma metastasis. Axillary LAP might occur rarely in nasopharynx
carcinoma. Secondary primary tumors should be also kept in mind while evaluating the cancer patients with an
unexpected relapsing pattern especially in those followed-up with remission for a while. Evaluation of the
second biopsy material with the first one seems to be helpful in these patients.

Key words: Nasopharynx carcinoma; Lymph node; Axillary

Introduction different characteristics compared the other

head neck cancers (1). The incidence of
Nasopharynx carcinoma is a malignancy of nasopharynx cancer shows geographical
nasopharyngeal region. Although it s variation, due to multifactorial etiologies like
uncommon malignancy, the epidemiology, alcohol consumption, smoking and Epstein-
histology and clinical features has demonsrated Barr virus (EBV) (2,3). The most common

Adressforcorrespondence: Uzm. Dr. Ozan Yazici
e-mali: drozanyazici@gmail.com

Available at www.actaoncologicaturcica.com
Copyright ©Ankara Onkoloji Hastanesi



javascript:sa('Ozan%20Yazici')
javascript:sa('Mutlu%20Dogan')
javascript:sa('Esra%20Ucaryilmaz')
javascript:sa('Nurullah%20Zengin')
http://dx.doi.org/10.5505/aot.2013.39306

\ ACTA
ONCOLOGICA
TURCICA

Case Report

presenting symptom of naso-pharyngeal
carcinoma is mass in the neck due to cervical
lymph node metastasis. However, presentation
with lymphadenopathy (LAP) rather than a
prominent nasopharyngeal mass is not
common. At the time of diagnosis up to 90%
of the cases had metastasis to neck lymph
nodes. The location and extend of lymph nodes
might predict the distant metastasis (4).
Nasopharyngeal carcinoma is commonly
metastasis to bone (75%), liver, lung and
distant lymph nodes (5). Axillary lymph nodes
are not among the primary lymphatic stations
for nasopharyngeal carcinoma (6). A male
patient with axillary LAP besides other
metastasis and nasopharynx carcinoma is
presented in this report.

Case Report

A 48-year old man admitted to the hospital
with cervical and right axillary mass. He had a
cervical mass for a year without another
comorbidity. In physical examination, he had a
3x2 cm right axillary lymphadenopathy (LAP)
and bilaterally cervical LAPs. He had no other
pathology on head and neck examination. An
exisional cervical LAP biopsy histopathology
revealed undifferentiated carcinoma metastasis
with keratinization and a desmoplastic reaction

(Fig 1).

Figure 1: Cervical lymph node biopsy at diagnosis.
Keratinization and intercellular bridges with a
desmoplastic reaction in response to invasive
growth pattern (HE x100)
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He had bilaterally cervical LAPSs in
which the largest one in the right cervical
region had a diameter of 3 cm, nasopharyngeal
thickening and bone metastasis on his right
humerus and pelvis computerized tomography.
He had bilaterally cervical LAPs in which the
largest one in the right cervical region had a
diameter of 3 cm (SUV max: 12.9), a flu lesion
without clear margins in the nasopharynx
(SUV max: 16.9) and bone metastasis on his
right humerus and pelvis (SUV max: 5.65) on
fluorine-18-positron emission computerized
tomography  (18-F-PET-CT). He  was
considered as metastatic undifferentiated
carcinoma with highly probable primary as
nasopharynx carcinoma. He was given
platinum, 5-fluorourasil (5FU) and zoledronic
acid. He achieved near complete response in
the nasopharyngeal thickening and axillary
LAP.

After 4 months of follow-up, he had
again near complete remission with platinum
and taxane for his chemosensitive bilaterally
axillary LAPs with diameters of 5 cm. He had
bilaterally cervical LAPs with a diameter of
smaller than 1 cm and right axillary LAP
(3x2.1 cm) and liver metastasis after
asymptomatic two years. An exisional biopsy
of the right axillary LAP was performed to rule
out other etiologies, such as

lymphoproliferative disease. Histopathology
had similar histopathological properties with
the first cervical biopsy giving rise to thought
of Keratinizing  nasopharynx  carcinoma
metastasis (Fig 2).

Figure 2: Metastatic axillary lymph node biopsy.
Histopathology similar to cervical lymph node
biopsy at diagnosis (HE x100)
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It was supported by positive
immunhistochemical staining for CK5/6, p63
and EBV (LMP-1) (Fig 3a,b,c). He was again
given taxane, platinum and 5FU since he had
near complete remission with taxane and
platinum 2 years ago. He is being followed-up
without progression.

Figure (3a, 3b, 3c): Metastatic axillary lymph node
biopsy. Immunpositive for CK 5/6, p63 and EBV
(LMP-1). (IHC x100)
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Discussion

Pan et al. demonstrated the lymphatic drainage
of the nasal fossa and nasopharynx as the
initial lymphatics in the nasal fossa and
nasopharynx, the collector lymphatics in the
parapharangeal space and the lymph nodes in
the lateral pharyngeal and retropharyngeal area
(6). Our patient presented with right axillary
and cervical LAPs and relapsed with mild
cervical and large axillary LAPs after
asymptomatic two years. Nasopharyngeal
thickenening with high uptake on 18-F-PET-
CT was determined while evaluating the
patient for axillary and cervical LAPs. Right
axillary lymphatic region is not defined among
the primary lymphatic drainage regions of
nasopharynx (6). So, nasopharynx carcinoma
is not a common cause of right axillary LAP.
Relapsing with prominent axillary LAP despite
mild cervical LAPs after a remission period in
nasopharynx carcinoma sounds interesting. It
is well-known that more common etiologies
such as lymphoma should be ruled out while
evaluating the patients with LAPs. However,
accompanying signs and symptoms should be
also taken into account for accurate diagnosis.

In literature it has been reported that
there was well-documented link between EBV
and undifferentiated nasopharyngeal carci-
noma (7). Circulating plasma EBV DNA at the
time of diagnosis has been shown to be an
independent prognostic factor for survival and
for early clinical relapse (8). In a study,
patients with high levels of EBV DNA before
and after treatment were associated with
further distant metastasis (9). In histo-
pathological examination, the presented case
also was positively stained with EBV specific
markers (Figure 3a-b-c). We thought that the
unusual lymph node metastasis and early
relapse of our case might be associated with
EBV positivity.

In conclusion, the patients with LAPs
should be evaluated with accompanying other
signs and symptoms in order to have more
accurate diagnosis and treatment. Axillary
LAP might occur rarely in nasopharynx
carcinoma. Secondary primary tumors should
be also kept in mind while evaluating the
cancer patients with an unexpected relapsing
pattern especially in those followed-up with
remission for a while. Evaluation of the second
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biopsy material with the first one seems to be
helpful in these patients.
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A Case of Metastatic Malignant Melanoma who Lung Progressed During
Vemurafenib Treatment

Vemurafenib Tedavisi Sirasinda Akciger Progresyonu Gosteren Metastatik
Malign Melanom Olgusu
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OZET

Yetmis yasinda kadin sag inguinal bolgede akintili sisligi olmasi iizerine basvurdu. Lezyon biyopsisi malign
melanomla uyumluydu. Toraks ve batin goriintiilemelerinde metastaz bulgular1 mevcuttu. Birinci basamak
temozolomid sonrast lezyon bolgesinde progresyon nedeni ile palyatif radyoterapi uygulandi. BRAF-V600E
mutasyonu nedeni ile vemurafenib baglandi. Tedavinin ikinci ayinda ¢ok iyi kismi yanit elde edildi. Tedavinin 5.
aymda sol akcigerde lokal progresyon izlenirken diger bolgelerde kismi yanitt devam ediyordu. Palyatif
radyoterapi sonrast vemurafenib tedavisine devam edildi.

Anahtar Kelimeler: Malign melanom; Vemurafenib; Radyoterapi

ABSTRACT
A 70 year-old women admitted to our hospital with a swelling and discharge of the right inguinal site. Biopsy
results was consisted with malignant melanoma. Imaging of thorax and abdomen showed metastatic disease.
After first-line temozolamide treatment, palliative radiotherapy was applied to primary site because of
progression. After detection of BRAF-V600E mutation, vemurafenib treatment was initiated. Treatment
response to vemurafenib was very good partial response after second months of the treatment. Although locally
progression of the left lung was seen after fifth months of therapy, partial response remained on the other sites,
she was still on the treatment with vemurafenib.
Key words: Malignant Melanoma; Vemurafenib; Radiotherapy

Giris mutasyonlaridir. Vemurafenib ve dabrafenib
V600E ve V600K mutasyonu tagiyan melanom
hiicrelerine potent antitiimoral etkili ajanlardir

oncesinde beklenen ortanca genel sagkalim (1,4). Bu ajanlar ile elde edilen hizli yanit ve
(0S) 8-9 ay, 3 yillik OS oram %15 idi (1). OS katkisina ragmen gelisen ila¢ direnci en
Ikibino sonras tirozin kinaz inhibitérleri (TKI) onemli sorundur. Biz burada vemurafenib
(vemurafenib, dabrafenib ve trametinib) ve tedavisinin 5. aymda sistemik hastahk

immiinoterapiler (ipilimumab) ile metastatik kontroliine ragmen izole akciger progresyonu
MM tedavisinde ilk defa OS katkist izledigimiz ve vemurafenib tedavisine devam

gosterilmistir (1). ettigimiz metastatik MM’lu olguyu sunmay1
BRAF proteini hiicrenin biiyiimesi ve amagladik.
yagamini devam ettirmesinde rol oynayan RAF

fleri evre malign melanomda (MM) 2011

kinaz ailesinin bilesenidir. BRAF proteinindeki
bir mutasyon bu yolaktaki asir sinyal artigina
bunun sonucunda da kontrolsiiz hiicre
¢ogalmasina neden olur. Kutandz melanom-
larin %40-60 kadar1 BRAF mutasyonu tagir
(2,3). Bu mutasyonlarin yaklagik %90’1
glutamik asit ile valinin yer degistirdigi V600E
mutasyonunu icermektedir. Diger aktive edici
mutasyonlar BRAF- V600K ve V600R
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Olgu Sunumu

Yetmis yasinda kadin 8 aydir devam eden bel
agris1, sag inguinal bdlgede sislik nedeniyle
bagvurdu. Fizik muayenesinde sol kasikta koti
kokulu akintili, 5 cm’yi bulan lenfadenopati ile
uyumlu kitlesi ve sag alt ekstremitede 6dem
mevcuttu. Alt ekstremite hareketleri kisitl idi.
Diger sistem bulgular1 normaldi. Lezyon
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Resim 1: Sag iné;uinal iilsere metastatik lenfadenopati. resim 2: Vemurafenib tedavisi sonrast lenfadenopatide

gerileme.

bolgesinden yapilan biyopsi sonucu neoplastik
hiicreler S100 ile diffiiz, Melan A ile fokal
kuvvetli pozitif olarak MM infiltrasyonuyla
uyumluydu.

Posterior akciger grafisinde yaygin
nodiiler goriiniim izlenmesi tiizerine istenen
toraks bilgisayarli tomografisinde (BT) sol ana
pulmoner arterde iist lob ve alt lob pulmoner
artere uzanim gosteren liimeni belirgin daraltan
hipodens trombiis materyeli, solda 20 mm’ye
ulasan efiizyon, her iki akcigerde en bilylgi
yaklagik 15 mm olmak iizere ¢ok sayida
metastaz ile uyumlu pulmoner nodiil saptandi.
Beyin manyetik rezonans goriintiilemesinde
(MRG) metastaz  saptanmadi.  Pozitron
emisyon tomografi- bilgisayarli tomografisinde
(PET-BT) her iki akcigerde biiyligii solda
paramediastinal ~ yerlesimli 16x8  mm
boyutunda olmak iizere multipl nodiilde
(SUVm: 9.4), sag inguinal alandan baslayip
uyluk 1/3 orta kesime uzanan 49 mm
konglomere lenf nodunda (SUVm: 21.7), sag
ayak plantar yiizde cilt iizerinde 15 mm
yumusak doku lezyonunda (SUVm: 6.8) artmis
floro-deoksi-glukoz (FDG) tutulumu izlenir
iken sagda perigekal bolgede, ¢ekum
komsulugundan baslayip iliak biflirkasyona
uzanan 71 mm hipodens lezyonda FDG
tutulum izlenmedi. Hastaya dis merkezde
metastatik MM 1. basamak tedavisinde 3 kiir
temozolamid uygulanmasit sonrast  kasik
bolgesindeki kitlesinde progresyon izlenmesi
tizerine sag inguinal bolgeye 20 Gy (4 Gy/g X
5 giin) palyatif radyoterapi (RT) uygulanmist1.

Hastanin lezyon bdlgesinde kotii
kokulu akintis1 artarak devam etmesi ve
kiiltiirlerde iireme olmasi iizerine
antibiyoterapi uygulanirken tibbi onkoloji
béliimiine konsiilte edildi. (Resim 1). Istenen
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BRAF mutasyon analizinde ekzon 15 kodon
V600E nokta mutasyon saptanmasi {izerine
hastanin enfeksiyon klinigi diizeldikten sonra
vemurafenib baslandi. Vemurafenib
tedavisinin 2. ayinda inguinal LAP metastaz
bolgesinde tam yanit (Resim 2), diger metastaz
bolgelerinde kismi yanit elde edildi. Tedavinin
5. ayinda hemoptizi ile beraber toraks BT de
mediastinal lezyonlarda progresyon izlendi.
Bununla beraber diger metastaz bolgelerinde
kismi yaniti devam ediyordu. Hastada hem
semptomatik olmast hem de izole akcigerde
progresyon izlenmesi nedeni ile sol
akcigerdeki lokal lezyonuna ve mediastendeki
pulmoner artere basi olusturan lezyonlaria 30
Gy (3 Gy/gin x 10 giin) RT uyguland.
Sistemik  hastaligin  lokal (akciger ve
mediasten) bolge disinda ¢ok iyi yanitli olmasi
nedeni ile vemurafenibe devam edildi.
Immiinoterapilerin yanitlarimin uzun siirede
ortaya ¢ikmasit ve ek olarak akciger bolgesi
disinda iyi yanit elde edilmesi nedeni ile
vemurafenib tedavisine devam edildi. Bir ay
sonra hasta hemoptizi nedeni ile kaybedildi.

Tartisma

BRAF hedefli tedaviler BRAF mutasyonu
tagiyan metastatik MM hastalarinda tedavi
secenegi olarak yerini almigtir. Vemurafenib
randomize, faz 3 ¢alismada (n=675), daha 6nce
tedavi almamis evre Illc ve IV BRAF
mutasyonlu  hastalarda  dakarbazin ile
karsilastirilmigtir. Ortanca OS, vemurafenib ve
dakarbazin kollarinda sirasi ile 13.6 ay ve 9.7
ay (p <0.001) iken 12 aylik OS vemurafenib ve
dakarbazin kolunda sirasi ile %56 ve %44
olarak (p= 0.0001) saptanmig. Ortanca
progresyonsuz sagkalim (PFS) vemurafenib
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kolunda 6.9 ay ile anlamli olarak daha uzun
tespit edilmis (p=0.0001) (5).

Hedefe yonelik tedavilerde kazanilmis
diren¢ tedavi basarisint  ve yaklasimini
etkilemektedir. Vemurafenibe direng hastalarin
onemli bir kisminda tedavi baslangicindan 6-7
ay sonra goriilmektedir (6). TKI ve biyolojik
varyantlarmin ~ kullaniminda  santral — sinir
sistemi  ve/veya  ekstrakraniyal = bolge
progresyonlari goriilebilmektedir. Bu
progresyonlarin  yaklasik {igte biri izole
progresyonlardir. TKI tedavilerinde kazanilmis
direncte  yaklasim, progresyon gosteren
alanlarda lokal tedavilerin kullanimiyla birlikte
TKI kullammma devam edilmesi veya
tedavinin degistirilmesi seklinde olabilir (7).
Bu hasta grubunda lokal tedaviler sonrasi
tedavinin devami, uzun OS ile iligkili
bulunmustur. Hatta progrese olan hastalarda
dahi tedaviye devam edilmesinin sagkalimda
olumlu bir prognostik faktér oldugu
bildirilmistir (8). TKI kullanan kiigiik hiicre
dist akciger karsinomlu hastalarda hastalik
kontrol siiresini degerlendiren bir ¢alismada
lokal progresyonda lokal tedaviler sonrasinda
TKi’ye devam edilmesi, tedavi degistiril-
mesinden istiin bulunmustur (OS 39.4 aya
karsilik 17.8 ay, p= 0.02) (9). Nitekim bizim
olgumuzda ¢ogu hastada beklendigi gibi
baglangictaki c¢ok iyi klinik yanita ragmen
tedavinin 5. aymnda izole akciger progresyonu
izlendi. Metastatik MM’de gerek alternatif
tedavi segeneklerinin  kisithligi, gerekse
alternatif tedavi olabilecek ipilimumabin
etkinliginin uzun siirede ortaya ¢gikmasi tedavi
yaklagimimmizi  etkiledi. Bizim olgumuzda
gerek cilt ve gerekse akciger disi tulumlarda
vemurafenib yaniti mevcuttu. Biz hastamizda
izole akciger progresyonunu RT ile tedavi
etmek suretiyle vemurafenib tedavisine devam
ettik.

Diger bir 6nemli nokta da hastamizda
ilk progresyonda lokal RT sonrasi uygulanan
vemurafenib ile ayn1 bolgede tam yanit
izlenmesidir. Literatiirde vemurafenib ile es
zamanlt RT uygulanan baz1 olgularda cilt
toksisitesi ~ artmasina ragmen  hastalikta
dramatik yanitlar bildirilmistir (10). Bizim
hastamizda da ardistk uygulanan RT ve
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vemurafenib ile RT alaninda tam yanit elde
edildi.  Vemurafenibin  radyoduyarlastiric
etkisini aragtirmak i¢in yeni ¢alismalar
yapilmasi bu konuyu aydinlatacaktir.

Hastamiz hemoptizi gibi tedaviye
ikincil de olabilecek bir nedenle kaybedilmis
olsa da hedefe yonelik tedavilerin kullanildig
hastalarda, izole progresyonlar diginda hastalik
kontrolii saglanan durumlarda lokal tedaviler
sonrast mevcut hedefe yonelik tedavinin
devami akilda tutulmalidir.
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Lumbar Intradural Metastasis from Large Cell Neuroendocrine
Carcinoma of the Lung
Akciger Bityiik Hiicreli Karsinomunun Lumbar Intradural Metastazi
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OZET
Spinal metastaz malignitelerde sik goriilen bir bulgu olmasina ragmen intradural ekstrameduller metastazi
(IDEM) ¢ok nadirdir. Biz 55 yasinda erkek hastada lomber omurgada intradural metastaz ile presente olan
akcigerin biiyiik hiicreli néroendokrin karsinom olgusunu sunuyoruz.
Anahtar Kelimeler: Tiumor; Intradural metastaz; Akciger kanseri

ABSTRACT
Although spinal metastasis is a common finding in malignancies, however intradural extramedullary metastasis
(IDEM) is very rare. We report a 55-year-old man, known case of a large cell neuroendocrine carcinoma of the
lung with IDEM in lumbar spine.
Key words: Tumor; Intradural Metastasis; Lung cancer

Introduction

IDEMs are rare, originated from visceral
neoplasia (%3.6) and particularly
neuroendocrine  tumors (1,2). Literature
consists of case reports and reviews of small
series. Carcinoid tumours are neuroendocrine
cell originated malignant tumours (3). Usually,
intradural carcinoma metastasis occur with
past cure systemic cancer and indicate a short
survival time (4-7). The optimal treatment is
still controversial, with choices including
steroids, radiation, chemotherapy and surgery
(4,7). Surgery provides decompression of
functional neural tissue and histological
confirmation of tumor. This report presents a
case of a lumbar radiculopathy caused by a
intradural extramedullary metastasis from large
cell neuroendocrine carcinoma of the lung

Case Report

A 55 year-old-man admitted to our clinic with
a 2-month history of lower back and left leg
pain. He was known to have large cell
neuroendocrine carcinoma of the lung
(TIN2MO stage 3A), which had been
diagnosed 2 vyears ago. He received
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neoadjuvant chemotherapy than underwent
large  pneumonectomy  with  lymphatic
dissection.  After surgery he received
radiotherapy.His neurological examination was
normal. Magnetic resonance imaging (MRI)
revealed a homogenously enhancing intradural
extramedullary 1x2 cm sized solid mass at L4
level, without adjacent-vertebral signal
abnormality (Figure 1). Through a L4 total
laminectomy  with  subsequent  median
durotomy. Tumour was haemorrhagic, well-
defined, slightly attached to rootlets which was
completely removed under the operating
microscope. The histopathological examination
considered a large cell neuroendocrine
carcinoid metastasis from lung (Figure 2).
Immunohistochemical tests revealed positive
sitokeratin, epithelial membrane antigen,
thyroid transcription factor-1, neuron specific
enolase, chromogranine, synaptophysin and
P53. The Ki-67 labelling index was %80. The
patient lower back and left leg pain resolved
immediately after surgery and also he had not
neurological  deficit. The patient was
transferred to oncology department for
following treatment.
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Figure 1. MRI scans showing an intradural well-circumscribed L4 dorsally located lesion a sagittal T2; b and ¢
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sagittal and axial T1-weighted images with gadolinium contrast, respectively.

Figure 2.a Pathological sample of the tu
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(H&Ex200); b and ¢ synaptophysin and chromogranin positivity immunoreactivity in tumor cells, respectively

(Synaptophysinx200), (Chromograninx200).
Discussion

IDEMs are very rare and appear from extended
systemic cancer (2,6-8). It has been reported
5% of cases of metastatic disease to the spine
occur in intradural extramedullary region
(4,7,9). Most of the cases occur in the 6th
decade (4,7). Lung and breast carcinomas
accounted for a majority of the cases which are
mostly located in the lumbar spine (4,5,7).
Tumour usually (60%) localizes dorsolaterally
(4). Although intramedullary lung cancer
metastases arise frequently from small cell,
IDEMs originate mostly from adeno-
carcinomas (7). The World Health
Organization categorized large cell neuroen-
docrine carcinoma as non-small cell lung
carcinoma (10). Large cell neuroendocrine
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carcinoma of the lung is quite aggressive
tumour. It is characterized by neuroendocrine
morphology and high-grade appearance.
Neuroendocrine tumor is identified with
immunohistochemical ~ markers such as
synaptophysin, chromogranin, and neuron
specific enolase (10). Metastases causes spinal
cord compression by growing from vertabrae,
epidural region, or intradurally (3). Possible
dissemination pathways to the spine are
hematogenous, retrograde venous transport,
cerebro spinal fluid mediation, perineural
lymphatic transport and trans dural invasion
(2,4,7,9). IDEMs have no specific clinical
presentation; their diagnosis is based on
radiological exploration (2). In our case, only
radicular pain was seen as a representing
symptom. At the time of the diagnosis of a
metastatic carcinoma of the lung, most patients
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have systemic metastases, especially brain
metastases (7). Thus, the brain and spinal cord
should be screened by MRI. In our case, whole
body positron emission tomography and
cranial MRI did not show another metastatic
lesion. The severity of the primary neoplasm,
as well as other metastases, patient age and
clinical performance affect to take a decision
for surgery (7). In literature, surgery was
noticed better  survive compared to
conservative treatment with a median survival
time of 9.4 vs. 5 months and 7.4 vs. 2.6 months
with and without surgery, respectively (11,12).
Surgical treatment provides rapid recovery of
pain and neurological deficits, also surgery is
effective for increasing the patient’s quality of
life (2,5,7). Management (surgery,
radiotherapy or conservative) of these
metastasis should be decided case by case.

Conclusion

Intradural extramedullary carcinoid metastases
of nonneurogenic origin are extremely rare.
We described an intradural extramedullary
metastasis of a rather uncommon lung cancer.
The incidence of rare localization of metastasis
is increasing as a result of development in
diagnostic tools and treatment methods.

Conflict of Interest: None
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A Successful Aplication of the Caudal Block Anesthesia in Patient with
Ankylosing Spondylitis Who Has Severe Kyphoscoliosis

Ileri Derecede Kifozu Olan Ankilozan Spondilitli Hastada Kaudal Blok
Anestezisinin Basarih Bir Uygulamasi
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OZET

Ankilozan Spondilit (AS), omurga, sakroiliak eklem ve komsu dokularin inflamasyonu ile karakterize, kronik
otoimmiin, ilerleyici bir kollajen doku hastaligidir. AS, genel anestezi ve rejyonel anestezi uygulamalarinda
karsilagilabilecek sorunlar nedeniyle anesteziyologlar i¢in 6zel Oneme sahiptir. Bu yazida hemoroidektomi
operasyonu  planlanmig  hastaya  uyguladigimiz  kaudal blok  yOntemini  sunmayir  amagladik.
Yirmi yil 6nce AS tanisi almis, 71 yasindaki erkek hastaya kaudal blok ile hemoroidektomi operasyonu yapilmasi
planlandi. Hastanin preoperatif degerlendirmesinde ASA 2, mallampati 2 ve boyun eklem hareketlerinde kisitlilik
mevcuttu. Hastaya prone pozisyonunda 12cc. %0,5 izobarik bupivakainle kaudal blok uygulandi. Operasyon
sirasinda ve sonrasinda hastada herhangi bir komplikasyon gézlenmedi. Sonug olarak ankilozan spondilitli hastalarda
anogenital bolge cerrahilerinde kaudal blok uygulamasi uygun bir yaklasim olabilir.

Anahtar Kelimeler: Ankilozan spondilit,; Rejyonel anestezi; Kaudal blok

ABSTRACT

Ankylosing spondylitis (AS), is a chronic, progressive, otoimmune collagen tissue disease characterized by spine,
sacroiliac, joint and neighboring tissue inflammation. AS is important for anaesthesiologists due to the problems that
can occur during the application of general anesthesia and regional anesthesia. In this paper, we aim to present the
caudal block method that we applied to a patient who is planned to have a hemorrhoidectomy operation.
We planned to perform a hemorrhoidectomy operation with caudal block method to a 71 year-old patient who was
diagnosed as AS 20 years ago. Preoperative evaluation of patients showed that ASA 2, mallompati 2 and neck joint
mobility was limited. The caudal block anesthesia is applied to the patient at prone position with 12 cc, 0.5% isobaric
bupivacaine. No complications were observed in patients in intraoperative or post-operative period. In conclusion,
caudal block method is a convenient approach in anogenital region operations for patients with ankylosing
spondylitis.

Key words: Ankylosing spondylitis; Regional anesthesia; Caudal block

Giris

Ankilozan spondilit (AS) etyolojisi bilinmeyen,
omurga, sakroiliak eklem ve komsu dokularin
ilerleyici enflamasyonu ile karakterize, kronik,
otoimmiin, kollajen doku hastaligidir. En sik
erkeklerde ve igilincii dekatta goriilmekte olup
kadin/erkek orami 1/5’dir. Ortaya c¢ikmasinda
cevresel, genetik ve immiinolojik etkenler rol
oynamaktadir (1). Omurgada disk araligi ve
kikirdak eklemlerinde yaygin aniiler fibréz ve
kemiklesmenin gelismesi ile ankiloz olusur.

AS’in son evresinde fazla miktarda kemik
kopriilerinin gelisimi ile radyografide bambu
kamig1 goriinlimii olarak bilinen goriintli ortaya
¢ikar. AS hastalarda uygulanacak anestezi
yontemi olarak genel anestezi, laringeal maske
uygulamasi, uyanik video laringoskopik
entiibasyon, lateral yaklasimla spinal anestezi ve
kaudal anestezi uygulamalart yapilabilir (1-5).
Burada  boyun  hareketlerinde  kisithilik,
omurgasinda ciddi durus bozuklugu ve amfizemi
olmast nedeniyle genel anestezinin riskli
bulundugu ve kaudal anestezi ile basarili sekilde

Adress for correspondence: Uzm. Dr. Cengizhan Emre, Mehmet Akif Ersoy Mh. Urankent E: 2 Blok D: 2 Demetevler Yenimahalle Ankara - Tiirkiye

e-mali: drcemre@gmail.com
Available at www.actaoncologicaturcica.com
Copyright ©Ankara Onkoloji Hastanesi



javascript:sa('Cengizhan%20Emre')
javascript:sa('Alev%20Akdikan')
javascript:sa('Filiz%20Banu%20Ethemo%C4%9Flu')
javascript:sa('G%C3%BCls%C3%BCm%20Kavalc%C4%B1')
javascript:sa('Asl%C4%B1%20Batuman')
javascript:sa('Dilber%20Kumral')
javascript:sa('Ahmet%20Alyanak')
http://dx.doi.org/10.5505/aot.2013.36855

\ ACTA
3 ONCOLOGICA
X TURCICA
-

hemoroidektomi yapilan AS’li  bir hasta
sunulmaktadir.

Case Report

Olgu

Yetmis bir yasinda erkek hastaya genel cerrahi
klinigi tarafindan elektif sartlarda hemoroidek-
tomi planlandi. AS tamis1 olan albino hastanin,
preoperatif vizitinde ASA 2 ve mallampati 2
olarak degerlendirildi. Fizik muayenesinde
agirhg 50 kg, boyu 155 cm ve ileri derecede
kifoskolyoz mevcuttu (Resim 1).

Resim1:Ankilozan spondilitli hastanin omurgasindaki
kifoskolyoz goriiliiyor.

Boyun hareketlerinde ekstansiyon kisitliligi
mevcut olup, lomber vertebra grafisinde tipik
bambu kamisi goriiniimii mevcuttu. Akciger
grafisinde belirgin kifoskolyoz ve komplike
anfizemi bulunan hastanin, solunum fonksiyon
testinde (SFT) FEV1: 2,05 L/sn idi. Kardiyo-
vaskiiler sistem ve santral sinir sistemi bulgular
normaldi. Hasta premedikasyon uygulanmadan
operasyon odasina alindi. EKG, kan basinct ve
periferik oksijen saturasyonu monitorize edildi.
Hastaya 20 G kanill ile vendz damar yolu
acilarak 10 ml/kg/saat izotonik sodyum kloriir
9%0.9 baslandi. Sedasyon i¢in 1 mg midazolam iv
uygulandi. Hastanin preoperatif kan basinci
degeri 130/75 mmHg, kalp atim hiz1 72 atim/dk
ve SpO, %98 olarak kayit edildi. Rejyonel
anesteziye bagl olarak olusabilecek
kardiyovaskiiler, solunumsal komplikasyonlar ile
gelisebilecek lokal anestezi toksisitesi riskine
karsi acil miidahale igin gerekli hazirliklar
yapildi. Hasta karin altina yastik destekler
konarak prone pozisyona c¢evrildi. Girisim

57

uygulayacagimiz bolge povidine-iodine solus-
yonu ile silindi, aseptik olarak delikli yesil ile
ortiildii. Sakral agiklik palpe edildikten sonra 20
G damar i¢i igne ile sakral araliktan teknigine
uygun olarak girildi. Aspirasyon yapilarak kan
ve BOS gelmedigi goriildiikten sonra epidural
araliga 12 cc %0.5 izobarik bupivakain enjekte
edildi. Islem sonras1 9. dk’da pinpirck testi ile
kontrol edilen S1-S4 dermatom sahasinda yeterli
anestezinin saglanmasini takiben operasyona
baglandi. Operasyon siiresince nazal oksijen
kaniilii ile 3 It/dk oksijen uygulandi. Anesteziye
hazirlik siiresi dahil 30 dakika siiren islem
stiresince vital bulgular ve hemodinamisi stabil
seyretti. Hasta cerrahinin bitimi sonrasi derlenme
odasina alindu.

Tartisma

AS, birden fazla sistemi etkileyebilmesi, genel
ve rejyonel anestezi uygulamalari sirasinda
sorunlara neden olabilmesi yoniiyle
anesteziyologlar i¢in ozellikli hastaliklar i¢inde
yer alir. Bununla birlikte AS’li hastalar, spinal
deformiteler ve kiriklar nedeniyle siklikla cerrahi
operasyonlara ihtiya¢ duyarlar. AS’li hastalarda
hem lokal hem de genel anestezi risklidir. Bu
nedenle anesteziyologlarin esas amaci genel ve
rejyonel anestezi uygulamalar1 sonrasinda
gelisebilecek  kardiyovaskiiler,  solunumsal
komplikasyonlar ile lokal anestezik toksisitesine
karst gerekli onlemleri alarak komplikasyonlarin
gelisimini  6nlemek, komplikasyon gelisimi
durumunda da en kisa siirede yerinde
miidahalede bulunmak olmalidir. Rejyonel
anestezi uygulamalarinda her an genel anestezi
uygulama ihtiyaci olabilecegi akilda tutulmal1 ve
genel anestezi i¢in hazir olunmalidir (5).

AS'li hastalarda osteopeni ve osteoporoz
goriilme sikligina bagli olarak kemigin yeniden
yapim ve yikimi ile kemik kalitesi bozulmus
oldugundan kii¢iikk bir travma bile omurga
kirigina yol acabilir. Servikal omurga kirig: riski
her zaman mevcuttur ve iyatrojenik yaralanma
riski artmustir. Bu nedenle bas ve boyun stabilize
edilerek asir1 maniiplasyonlardan kagimilmalidir
(6,7). Cene ve gogiis mesafesindeki yakinlik,
agiz acikliginda ve bast hiperekstansiyona
almakta sorun olusturacak ve servikal omurga,
atlantooksipital ~ eklem,  temporomandibuler
eklem, krikoaritenoid eklemlerdeki hareket
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kisitliligi zor entubasyona neden olabilecektir.
Gergekte bu hastalar1  yliz maskesi ile
havalandirmada her hangi bir sorun yasanmaz.
Esas sorun laringoskopi ve entubasyon
asamasinda yasanmaktadir (2). Biz hastamiza
operasyon Oncesi yaptigimiz muayenede boyun
hareketlerinde  kisithllik  oldugunu  basimi
ekstansiyona getirmesinde zorluk ¢ektigini
gordiik. Boyun hareketlerinde kisitlilik ve artmis
servikal vertebra fraktiirii riski bu hastada genel
anesteziden ka¢inmamizda etkili oldu. Bu
hastalarda rejyonel anestezi teknikleri, eklem
hareketlerinin sinirli olmasi ve kapali interspindz
alanlar nedeniyle zor olabilmektedir. Ancak
epidural anestezi ve spinal anestezi alt ekstremite
ve anogenital bdlge operasyonlarinda genel
anestezi icin bir alternatif olarak kabul
edilmektedir (8).

AS hastalarida pulmoner
komplikasyonlar icinde en sik akciger fibrozisi
gorlilmektedir. Kostovertebral eklem hareket-
lerindeki kisithlik nedeniyle de vital kapasite
azalmig ve havalanma diyafragmaya bagli hale
gelmistir.  SFT’de restriktif defekt olup bu
normalden 3 kat daha fazla 6liim oranina neden
olmaktadir (9). Hastamizin akciger grafisinde
belirgin kifoskolyoz ve komplike anfizemi
mevcut olup hastanin yapilan SFT de, FEVI:
2.05 L/sn bulundu. AS hastalarinda operasyon
Ooncesi donemde rutin tetkikleri tamamlanmali,
solunum sistemi i¢in SFT, kan gaz,
kardiyovaskiiler sistem i¢in EKO, EKG
yapilmali ve konsultasyonlari tamamlanmalidir.
Ozellikle basarisiz entubasyona neden olabilecek
servikal fleksiyon deformitesi ve obstriiktif
servikal osteofit durumlarinda hastaya ihtiyag
durumunda trakeostomi agilabilecegi konusunda
bilgilendirme yapildiktan sonra trakeostomi igin
onam alinmalidir (7). Biz hastamiza rutin
laboratuar tetkiklerini ve konsultasyonlarini
tamamladiktan sonra 6zel durumunu anlatarak
gelisebilecek olumsuz bir durumda solunum
destegini  saglayabilmek i¢in  trakeostomi
acilabilecegini anlattik ve onamin aldik.

Sakrum anatomik olarak 5 sakral
vertebranin kaynagmasi sonucunda olusmustur.
Sakrumu olusturan vertebralardan 4. sakral
vertebranin kornularindaki fiizyonun gergekles-
memesi sonucu sakral hiatus olusur. Lokal
anestezik solusyonun bu araliktan verilerek
sakral sinir koklerinin bloke edilmesi ile olusan
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bloga kaudal blok adi verilir. Kaudal blok gesitli
anogenital bolge operasyonlar igin anestezi ve
analjezi saglamak i¢in kullanilabilir. Kaudal blok
ile sakral ve lumbar sinir koklerinde blokaj
olurken anagenital bdlgede duyusal ve motor
blokaj olugmakta, ancak bacaklarda motor blokaj
olugsmadigindan hastalar daha erken mobilize
olmaktadirlar. Ozellikle literatiirde gocuklarda
perianal ve anogenital bolge operasyonlarinda
kaudal blogun kullanimu ile ilgili birgok yayin
bulunmakla birlikte eriskinlerde kaudal blok
uygulamasi ile ilgili smirh sayida yayma
rastlanmaktadir (10). Perianal ve anogenital
bolge operasyonlarinda hastanin  hastanede
kalma siirecini kisaltmak, tedavi maliyetini
disirmek ve operasyon sonrasi analjezi
saglamak amaciyla genel anesteziden kaginilarak
rejyonel anestezi uygulamalari tercih
edilmektedir (11). Ince ve ark’min (11)
calismasinda perianal bdlge operasyonlarinda
uygulanan spinal anestezi ve kaudal anesteziyi
sonuglart yoniinden kargilagtirmig: operasyon
sonras1 erken donemde daha az agri skorlari,
daha az analjezik ilag kullanim gereksinimi ve
daha az yan etki siklig1 nedeniyle kaudal blogun
spinal anesteziye gére daha etkili ve kullanigh
oldugunu bildirmistir. DeBoard ve ark. (12)
AS’li hastada kalca cerrahisi amaciyla kaudal
anestezi yontemi ile basarili sonug alman vaka
bildirmislerdir. Biz de hastamiza kaudal blok
uygulamak i¢in yaptigimiz ilk girisimde basaril
olduk ve 12 cc %0.5 mg bupivacain enjeksiyonu
ile kaudal anestezi sagladik. Herhangi bir
komplikasyonla  karsilasmadan  operasyonu
sonuclandirdik. Kaudal anestezi, AS’li uygun
hastalarda  tecriibeli  hekimler  tarafindan
yapildiginda  kaudal  blok  giivenli  ve
uygulanabilir bir anestezi yontemi olarak tercih
edilebilir.

Cikar Catismasi: Yok
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Current Classifications of Syndactyly and A Case Report

Konjenital El Deformitelerinden; Sindaktilide Giincel Siniflamalar ve Bir Olgu
Sunumu

Ahmet Yildinnm, Giiray Togral, Erdem Aktas, Murat Arikan

Dr. A. Y. Ankara Onkoloji Egitim Ve Arastirma Hastanesi Ortopedi Ve Travmatoloji Klinigi,
Ankara, Turkey

Doi: 10.5505/a0t.2013.36035

OZET

Sindaktili; 2000 canli dogumda bir goriilme orani ile konjential el deformiteleri igerisinde en sik rastlanilan ve literatiir-
de tanimlanma zamani eski Yunan hekimlerine kadar uzanan, ancak klinik prezentasyon olarak pek ¢ok farkli sekli bu-
lunmasi nedeniyle siniflamalarda uzlagsma saglanamamis bir deformitedir. Farkli klinik prezentasyonlar ve eslik eden
diger durumlar nedeni ile 2012 yilinda sendromik olmayan sindaktili tipleri fenotipik 6zellikleri de géz 6niinde bulun-
durularak 9 farkli tip ve subtipler olarak yeni bir siniflama ile literatiire dahil edilmistir. Vaka sunumumuzdaki 48 ya-
sindaki ailesel sindaktili dykiisii bulunmayan kadin hastamiz, tipik olan 4. parmak hipoplazisi bulunmamasi ve 5. par-
mak orta falanks ve distal falanks iizerinde 2 adet canli tirnak bulunmast ile literatiirde nadir goriilen bir prezentasyon
ile gikmustir. Vaka planlamasi i¢in yapilan dijital anjiografide tim vaskiiler yapilar dogal olarak izlenmistir. Distalde
yeterince veb dokusu bulunan olgumuzda; Yao ve arklarmin tanimladigi yontemle subkutan pedikiil iizerinde, V
insizyonla cilt kaldirilarak komisiir olusturuldu. Cerrahi sonrasi, yara yeri ve dolasim problemi goriilmeyen hastanin; 1
yillik takibinde ek sorun gézlenmedi.

Anahtar Kelimeler: Sindaktili; EI; Deformite; Ekstremite cerrahisi

ABSTRACT

Syndactyly is the most common congenital hand defect, syndactyly occurs at a rate of one in 2000 live births. It had
described by the ancient Greek doctors. Syndactyly could have many different clinical presentations; and so that there
has not any consensus for the classification. By the year 2012 non syndromic syndactyly types have been classified in
nine groups according to their phenotypes. Our article is about a syndactyly case which had seen at a 48 year old female
patient with a unique clinical presentation. The presentation of the hand is different from the literature because she had
no 4th finger hypoplasia and she had two viable nails on the middle and distal phalanx of the 5th finger.
We did the operation by the technique which had described by Yao et al as creating a commissure on the subcutane
pedicle by a V incision. There is not any complication and skin problem after the surgery as a one year follow up.

Key words: Syndactyly; Hand; Deformity; Extremity surgery

Giris

Sindaktili koken olarak; Yunanca sin (‘birlikte”)
ve daktili (‘parmaklar’) kelimelerinin
birlesmesiyle olusmustur. Estetik ve fonksiyonel
olumsuz sonuglar1 olan  embriyolojik  bir
anomalidir (1). Ikibin canli dogumda bir goriilme
orani ile konjential el deformiteleri icerisinde en
sik rastlanilan ve gestasyonel 7 ve 8. haftalarda
apendikiiler apoptoz bozuklugu sonucu olusan
yumusak doku ve kemiklerdeki fiizyon
bozuklugunun oldugu bir deformitedir (2).
Siklikla otozomal dominant kalitim gdstermesine
karsin, literatiirde %60°a varan oranlarda sporadik
olgularda bildirilmistir. Literaratiirde siklikla
kullanilan smiflama basit ya da kompleks
sindaktilinin; komplet yada inkomplet goriilmesi

seklinde diizenlenmesine karsin bu siniflamanin
pek ¢ok tipi tamimlamada Yyetersiz oldugu
gortlmistir (1).

Akrosindaktili, klindodaktili, sinostoz, yarik el ve
polidaktili gibi izole el deformitelerine eslik
edebilecegi gibi Apert, Poland’s, Pfeiffer,
Jackson-Weisss ve Holt-Oram gibi sendromlarin
parcasi olarak da bulunabilir (1). 2012 yilinda
sendromik olmayan sindaktili tipleri fenotipik
ozellikleri de goz onlinde bulundurularak 9 farkli
tip ve subtipler olarak yeni bir siniflama ile
literatiire dahil edilmistir (3).

Olgu Sunumu

Kirksekiz yasindaki ailesel sindaktili &ykiisii
bulunmayan kadin hastamiz, sporadik ozellikte
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Johnston-Kirby tipi Tip 3 sindaktili grubunda
smiflanabilmesine karsin; goz, kulak ya da
orofasiyal bolgede bir lezyonun eslik etmemesi ile
okiilodentodijital displaziden ayrilmaktadir. Tipik
olan 4. parmak hipoplazisi bulunmamasi ve 5.
parmak orta falanks ve distal falanks tizerinde 2
adet canli tirnak bulunmasi ile literatiirde nadir
goriilen bir prezantasyon ile karsimiza ¢ikmistir
(Resim 1,2).

Case Report

Resim 1: 4. véb arahiktaki sindaktilinin direkt grafi
gorintisi, Her iki parmak icinde tim falankslar mev-
cuttur.

Resim 2: Cerrahi 6ncesi parmaklarin gorintisit

Resim 3: Erken cerrahi dénem sonrasi parmaklarin
gorintisa
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Olgu planlamas:1 igerisinde yapilan dijital
anjiografide tiim vaskiiler yapilar dogal olarak
izlenmistir. Distalde yeterince veb dokusu
bulunan olgumuzda; Yao ve ark.’larinin
tanimladig1 yontemle subkutan pedikiil iizerinde,
V insizyonla cilt kaldirilarak komissiir olusturuldu
(Resim 3). Cerrahi sonrasi, yara yeri ve dolasim
problemi goriilmeyen hastanin; bir yillik takibinde
ek sorun gozlenmedi.

Tartisma

Sindaktili organogenez déneminde, boliinme
defekti sonrasinda olusan ve fonksiyonel sonuglari
acisindan olabildigince erken miidahale edilmesi
gerekli olan; erkek niifusta daha sik gozlenen bir
anomalidir (4). Sindaktili 300’den fazla herediter
sendroma eslik edebilecegi gibi izole olarak da
gbzlenebilir (5). F-sendromu, Apert sendromu,
Seathre—Chotezen sendromu gibi sendromlarin
pargast olabilen ya da izole olarak ¢ok farkli
prezantasyonlarda goriilebilen sindaktilinin  bu
durumu, smiflama giicliiklerini de beraberinde
getirmistir (2).

Ikibinoniki yilinda sendromik olmayan
sindaktili tipleri fenotipik ozellikleri de g6z
Ontinde bulundurularak 9 farkli tip ve subtipler
olarak yeni bir siiflama ile literatiire dahil
edilmistir (3). Olgumuz bir sendromun pargasi
olmadan izole olarak goriilen bir sindaktili tipi
olarak; basit tipte sindaktililer igerisinde bir
smiflamaya tam olarak dahil edilememesi nedeni
ile literatiirdeki nadir bir 6rnek olarak karsimiza
¢ikmustir.
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In The Same Focus Recurrent Proximal Tibial Osteoid Osteoma:
A Case Report

Tibia Proksimalinde Aym1 Odakta Yeniden Gelisen
Osteoid Osteom Olgusu: Olgu Sunumu

Resit Sevimli', Mahmut Kalem?, Adem Unlii, Kerem Basarir®, Yavuz Yener Saghk®

Yinéni Unive{sitesi Tip Fakiiltesi, Ortopedi Ve Travmatoloji Ana Bilim Dali, Malatya, Tiirkiye
?Ankara Universitesi Tip Fakiiltesi, Ortopedi Ve Travmatoloji Ana Bilim Dali, Ankara

Doi: 10.5505/a0t.2013.55265

Osteoid osteom, nadir goriilen benign kemik tiimérlerindendir. Tedavide cerrahi nidus eksizyonunun sonuglari
yliz giildiiriiclidiir ve tedavi sonrasi niiks olusumu ¢ok nadirdir. Bu yazida tibia alt ugta eksizyon yapilan osteoid
osteom olgusunun tedaviden 7 yil sonra ortaya ¢ikan niiksii sunuldu.

Anahtar Kelimeler: Osteoid osteom; Tibia; Niiks

ABSTRACT
Osteoid osteoma seen between a rare benign bone tumors; Although promising treatment relapse after treatment
but is very rare in focus. At the upper end of the tibia 7 years after excision made the same focus new osteoid

osteoma. Relapse cases were presented.
Key words: Osteoidosteoma; Tibia; Recurrence

Giris

Osteoid osteom ¢ogunlukla ¢ocuklarda ve geng
eriskinlerde goriilen, genellikle cap1 1-2
cm'den kii¢iik iyi huylu kemik tiimoridiir (1).
Siklikla femur ve tibia yerlesimli olan bu
timor iyi damarlanmis ve degisik diizeylerde
kalsifiye olmus, kiigiik bir osteoid dokudan
olusan nidus ile karakterizedir (2). Cogunlukla
geceleri artan, ozellikle aspirin ve diger
nonsteroid antienflamatuar ilaclara (NSAII)
yanit veren agri ile karakterizedir (3). Tan;
klinik, direkt radyografi, bilgisayarli tomografi
(BT), sintigrafi ve histopatolojik inceleme ile
konur (4). Klasik tedavisi nidusun total
eksizyonu olup, rezidii kalan nidus sikayetlerin
devamina yol agar. Bu ¢aligmada tibia iist ugta
yerlesimli osteoid osteoma olgusunda eksizyon
sonrast klinigin tamamen kayboldugu izlenen
ancak 7 yil sonra ayni odakta yineleyen osteoid
osteomaya ait tan1 ve tedavi sonucu sunuldu.

Olgu sunumu
Onbir yasinda kiz hasta ilk olarak yaklasik 1

yildir sol dizde agr sikayeti ile basvurmus. ilk
bagvuruda biliyiime agrilart olarak

degerlendirilmis ve yatak istirahati ile
konservatif tedavi Onerilmis. Takiplerinde
hastanin agr1 sikayetin artan vasifta olmasi
tizerine klinigimize yonlendirilmis.

Sol diz agrisinin devamlilik gosterdigi ve
ozellikle geceleri daha belirgin, uykudan
uyaran karakterde oldugu ve tipik olarak
aspirin ~ kullanmakla  azaldigi  hastanin
anamnezinde mevcuttu. Hastanin sol diz 6n
arka (AP) grafisinde tibia {ist u¢ anteromedial
bolgede, lateral grafide ise anterior kortekse
yakin yerlesimli lezyon saptandi (Resim 1a,b).
Hastanin kan tablosunda onemli bir &zellik
gortilmedi. BT incelemesinde lezyonun 1x1 cm
boyutlarinda, ortas1  sklerotik, gevresi
radyolusen oldugu ve en dista bu yapiy1
cevreleyen kemik dokuda sklerozun bulundugu
gozlendi ve osteoid osteom ile uyumlu olarak
degerlendirildi. (Resim 2). Manyetik rezonans
gortintilleme (MRG) ile degerlendirmede, tibia
iist ugta ¢cevre yumusak dokuda yaygin 6dem
ile birlikte lezyonun osteoid osteom ile uyumlu
oldugu teyit edildi. BT ve MR bulgulari
hastanin klinigi ile birlikte degerlendirildiginde
osteoid osteom ile uyumlu olan lezyon igin
2008 yilinda en blok eksizyon yapildi.
Sklerotik alan eksize edildi. Patoloji sonucu
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osteoid osteom ile uyumlu gelen hastanin
sikayetlerinin ameliyat sonrasi ilk giinden
itibaren kayboldugu goriildii. Ameliyat sonrasi
grafisinde nidus igeren radiolusent alanin
sklerotik kemikle beraber ¢ikartilmis oldugu
goriildii (Resim 3). Ameliyat sonrasi hastanin 7
yillik takiplerinde sikayeti olmadi. Mayis 2014
tarihinde ameliyat lokalizasyonunda tekrar
agrilar1 baslayan hastanin agrisinin gece ortaya

-Besim2

Resim 4a

-Resim 5
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cikan ve aspirine cevap veren vasifta oldugu
gorildi. Hastanin direk grafi ve BT
incelemelerinde eski operasyon alaninda nidus
iceren, osteoid osteoma’ya benzer goriinti
izlendi (Resim 4a,b-5). Hastada ayn1 bolgeye
tekrar cerrahi eksizyon yapildi. (Resim 6a,b).
Patoloji osteoid osteom ile uyumlu idi.
Ameliyat sonrasi hastanin  sikayetlerinin
tamamen kayboldugu goriildii.

Resim 6a 6b

Resim 1a,b: Ilk ameliyat 6ncesi AP-Lateralgrafi, 2: ilk ameliyat dncesi BT, 3: ilk ameliyat sonras1 AP grafisi,

4a,b: ikinci ameliyat dncesi AP-Lateralgrafi, 5: ikinci ameliyat éncesi BT, 6a,b: ikinci (son) ameliyat sonrast

AP-Lateralgrafi
Tartisma

Osteoid osteom tiim kemik selim tiimorleri
igerisinde %10 siklikta izlenen, osteoblastik
ozellikte bir lezyonudur (4,5). Femur ve tibia
en sik gorildiigi lokalizasyonlardandir (4).
Erkeklerde kadinlara oranla 2-3 kat daha fazla
gortliir (5). Osteoid osteom daha ¢ok uzun

kemiklerin diyafiz ve metafizer bolgelerine
yerlesir. Kemikteki yerlesimleri ise siklikla
intrakortikaldir (4). intrakortikal yerlesimli
olanlarda nidus radyolusen olarak goriiliir ve
nidus ¢ap1 1 cm'yi genellikle gegmez, ama 2
cm'ye kadar biiyiik ¢apta da olabilir (5).
Intraoperatif nidusun yerinin belir-
lenmesi cerrahi girigimin basarisi igin sarttir.
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Direk  grafiler, BT, c¢esitli  kimyasal
isaretlemeler ve kemik sintigrafisi bu amag i¢in
kullanilir (6). MRG ise genellikle osteoid
osteoma eslik eden yumusak doku ve kemik
iligi 6demini ortaya koymada anlamlidir (4,6).

Nidusun total c¢ikarilmasi  veya
koterizasyonu sonrast niiks genellikle ¢ok
nadir goriiliir. Ilk defa 1970 yilinda Dunlop,
Morton ve Elliott tarafindan dile getirilmis ve
1975 yilinda Worland ve ark. bir olgu sunumu
yaymlamiglardir (2,7,8). Dunlop ve ark.
yayinladiklar1 niiks olgusunda sonucu yetersiz
eksizyona baglamislardir (7). Worland ve ark.
ise tam eksizyona ragmen olgularinda 1 yil
sonra niiks gelistigini belirtmislerdir (2). Bunu
da tespit edilemeyen satellit bir odaga yada
ayn1 kosullarda yeni bir lezyon olusumuna
baglamiglardir.

Bizim olgumuzda da Worland ve
ark.’nin olgusuna benzer sekilde tam eksizyon
yapilmasina ragmen ayni zeminde goriilen
osteoid osteom olgusuydu. Olgumuzun ilk
ameliyatta total eksizyon sonrasi sikayetlerinin
tamamen kaybolmasi, ve 7 yil sonra
tekrarlamasi lezyonun muhtemel satellit odak
ihtimalini azaltmaktadir. Bu baglamda aym
odakta yeni bir lezyon olusumu 6ngoriilebilir.
Dolayisiyla olgunun ayni odakta ikinci primer
osteoid osteoma gelisimi agisindan literatiire
onemli bir katki sunacagi kanaatindeyiz.

Sonu¢  olarak, osteoid osteoml:
olgularda, nidus sahasinin cerrahi sirasinda tam
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olarak tesbit edilip, nidusun tamamen
cikarilmasi, niiksli engellemekte ve basarili bir
sonu¢ almayi saglamaktadir, fakat tam nidus
eksizyonu yapilan ve aym yerde agrisi olan
hastalarda ayni1 lokalizasyonda yeni bir lezyon
thtimali akildan ¢ikarilmamalidir.

Cikar Catismasi: Yok
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Isolated Leptomeningeal Carcinomatosis in a Patient with Newly Diagnosed
Gastric Cancer

Yeni Tam1 Mide Karsinomlu Hastada Izole Leptomeningeal Karsinomatoz
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OZET

Kirkii¢ yasinda erkek karin agrisi ve hematemez ile kabul edildi. Hasta endoskopik biyopsi ile mide karsinomu
tanist ald1 ve total gastrektomi yapildi. Gastrektominin 6.giinlinde, bas agrist ve ¢ift gérme yakinmasi oldu.
Beyin manyetik rezonans goriintillemede bilateral serebellar hemisferde kontrast artigi ve leptomeningeal
kalinlasma gdzlendi. Birinci serebrospinal sivi incelemesinde malign hiicre gdzlenmedi. ikinci incelemede
malign hiicre siiphesi igermekteydi. Hastanin leptomeningeal karsinomatosis ile uyumlu klinik ve radyolojik
degerlendirmelerinden dolayi, intratekal kemoterpi uygulandi ve hastanin nérolojik semptomlari diizeldi.
Anahtar Kelimeler: Mide Karsinomu; Leptomeningeal Karsinomatoz; Intratekal Kemoterapi

ABSTRACT
A 43 year-old man admitted with abdominal pain and hematemesis. He diagnosed with gastric cancer by
endoscopic biopsy and total gastrectomy was carried out. On the sixth day of gastrectomy he complained about
headache and diplopia. Magnetic resonance imaging of the brain showed leptomeningeal thickening and contrast
enhancement of bilateral cerebellar hemisphere. First cerebrospinal fluid examination revealed no malignant
cells, the second one was suspicious for malignant cells. Because of the radiological and clinical evaluation of
the patient compatible with the Leptomeningeal Carcinomatosis, intrathecal chemotherapy was performed and
his neurological symptoms were improved.
Key words: Gastric Cancer; Leptomeningeal Carcinomatosis; Intrathecal Chemotherapy

Introduction

adenocarcinoma staged as T4aN3aMO. On the
Leptomeningeal carcinomatosis (LMC), the sixth day of gastrectomy he complained about
diffuse infiltration of the meninges by the headache and diplopia. magnetic resonance
malignant cells, is one of the most important imaging (MRI) of the brain showed
complications of cancers and seen mostly in leptomeningeal  thickening and  contrast
breast, lung cancer and malign melanoma enhancement of bilateral cerebellar

(1,2). LMC is an atypical metastatic side of
gastric cancer (GC) with an incidence of
almost 0.06% (2) .

We report a patient who was accepted
to our clinic because of diplopia and headache
on the sixth day of gastrectomy.

Case Report

A 43 year-old man referring to a center with
abdominal pain and hematemesis. He
diagnosed with gastric cancer by endoscopic
biopsy in November 2011. Thoracoabdominal
computarized tomography (CT) showed that
gastric wall thickening and there was no
metastatic lesions. Histological examination of
gastrectomy material revealed a signet ring cell
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hemisphere. First cerebrospinal fluid (CSF)
examination revealed no malignant cells, the
second one was suspicious for malignant cells.
Despite the results of CSF examinations,
because of the radiological and clinical
evaluation of the patient compatible with the
LMC, intrathecal (IT) chemotherapy was
performed two times with methotrexate. In the
follow up, treatment of patient was postponed
because of acute abdomen due to anastomotic
leakage and he had to be transferred to general
surgical service. After intrathecal
chemotherapy his neurological complaints
have regressed. He has given eight cycles
chemotherapy of cointaining docetaxel,
cisplatin, 5-flourouracil and followed up
progression free after 10 months of initial
diagnosis.



javascript:sa('Tahsin%20%C3%96zatl%C4%B1')
javascript:sa('%C3%96znur%20Bal')
javascript:sa('Bur%C3%A7in%20Budako%C4%9Flu')
javascript:sa('Ahmet%20%C5%9Eiyar%20Ekinci')
javascript:sa('Onur%20E%C5%9Fbah')
javascript:sa('Berna%20%C3%96ks%C3%BCzo%C4%9Flu')

ACTA
ONCOLOGICA

TURCICA
Case Report

AOT

Discussion

LMC most frequently caused by breast (12-
34%), lung (14-29%), melanoma (17-25%) (2).
Adenocarcinoma is the most common
histologic type in patients with LMC. It is
extremely rare in GC and histopatological type
is signet ring cell carcinoma in most cases
(1,3,4). LMC is usually seen in advanced
stages of cancer (3). In addition to brain
metastasis, multiple = metastatic  lesions
including the liver, lungs and bone may be
seen (5). The median time between diagnosis
of GC and LMC is approximately 12 months
(6). In our case, the shorter interval may be
explained with the presence of asymptomatic
microscopic disease at the time of the
operation.

LMC may lead to multifocal
neurological deficits, which may be associated
with infiltration of cranial and spinal nerve
roots, direct invasion of the brain or spinal
cord or some combination of these factors. In
our case, the patient’s first neurologic
symptom was diplopia following headache.
Radiological imaging techniques play an
important role in the diagnosis of LMC. The
sensitivity of cranial MRI in the diagnosis of
LMC had been reported as between 65-75% in
the literature (6). The definitive diagnosis of
LMC can only be made by documenting the
presence of malignant cells in the CSF.
However, in one-third of the patients, CSF
cytology is not diagnostic (7). Wasserstrom et
al. reported that the first CSF sampling has a
diagnostic sensitivity of 54% and with repeated
samplings, this ratio increases up to 91% (1).
In our case, the first CSF sampling was
negative and the second one was suspicious for
malignant cells. Because of the radiological
and clinical evaluation compatible with the
LMC, IT treatment was performed.

The prognosis of LMC is poor and
after the diagnosis median overall survival
(0S) is 4-6 weeks in untreated patients.
Median OS may be increased to 4-6 months
with aggressive treatment in some cases (8,9).
Standard therapy involves IT chemotherapy in
combination with radiotherapy (RT) (10).
However, efficacy of IT chemotherapy is
controversial because of uncertain survival
benefit (10,11). Methotrexate remains the most
frequently used drug for IT administration,
despite limited success and serious toxicity
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(12). In our patient with ECOG 2-3 score at the
treatment; only chemotherapy was adminis-
tered because of RT may increase the side
effects. The independent prognostic factor for
survival was cytologic negative conversion by
IT chemotherapy (13). In our patient, because
of acute abdomen we have not able to evaluate
response of treatment via CSF cytology but we
observed clinical response.

In conclusion, LMC is a rare entity and
have a poor prognosis. Treatment of LMC with
chemotherapy and RT is rarely curative and
tends to be mostly palliative. Newly onset
neurological symptoms in a patient, even
nonmetastatic, should alert the physician for
central nervous system involvement.
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Synchronous Neuroendocrine Tumor of The Appendix and Multiple Colon
Adenocarcinomas: A Case Report

Senkron Apendiks Noroendokrin Tiimor ve Multipl Kolon
Adenokarsinomu: Olgu Sunumu
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OZET
Ellidort yasinda erkek hastaya ailesel kolon kanseri dykiisii nedeni ile yapilan kolonoskopide multipl polip
saptand1. Patolojide multipl polipte adenokarsinom saptanmasi ve aile Oykiisiiniin de olmasi {izerine total
kolektomi yapildi. Total kolektomi patolojisinde multisentrik kolon adenokarsinomu ve grade 1 apendiks
noroendokrin timor saptandi. Literatiirde senkron multisentrik kolon adenokarsinomu ve apendiks néroendokrin
tiimorii birlikteligi nadiren bildirilmistir, hastamiz bu nedenle 6zellik arzetmektedir.
Anahtar Kelimeler: Senkron timér; Kolon adenokarsinomu; Noroendokrin timor

ABSTRACT
Fifty four year-old men with a family history of colon cancer diagnosed multiple colonic poliposis upon
colonoscopy. Since pathology of colonic biopsy yielded adenocarcinoma, together with a family history of colon
cancer, total colectomy was done. Histopathology of colectomy showed multisentric colonic adenocarcinoma
together with grade 1 neuroendocrine tumor of the appendix. Our patient was unique because of the rarity of the

coincidence of colonic adenocarcinoma and appendix neuroendocrine tumor.
Key words: Synchronous tumor; Colon adenocarcinoma; Neuroendocrine tumor

Giris

Multipl primer kanser senkron ve metakron
olarak ayni yada farkli organlarda ortaya
cikabilir. Kolorektal kanserlerin %2-5’inde
multipl odakta kanser bulunmaktadir. Bu
insidans familyal adenamatoz koli (FAP),
herediter nonpolipozis koli, ilseratif kolitli
hastalarda %10-20’lere ¢ikar (1).

Noroendokrin tiimorler (NET)
viicudun herhangi bir yerindeki néroendokrin
hiicrelerden kaynaklanabilen nadir goriilen
heterojen  tiimorlerdir  (2). NET’lerin
%55’inden fazlasinda senkron ve metakron
olarak ikincil primer timérler (IPT) mevcuttur
(3) ve IPT’ler siklikla genitoiiriner ve gastro-
intestinal sistemde saptanirlar. Biz burada
multisentrik kolon adenokarsinomu ve senkron
apendiks NET’li bir hastay1 sunduk
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Olgu Sunumu

Elli dort yasinda aktif yakinmasi olmayan
erkek hastaya, kardesinde metastatik kolon
kanseri saptanmasi iizerine kontrol amacl
yapilan kolonoskopide; ¢ikan kolon ilk ve orta
kisimda iki adet 4-5 mm polip, hepatik
fleksurada biri yaklasik 40 mm, digeri 8-10
mm c¢apli genis tabanli sesil yapida polip,
transvers kolonda toplam dort adet polip,
splenik fleksurada genis tabanli 2 cm ¢aph
sesil yapida frajil lezyon izlendi. Bu
poliplerden yapilan polipektomi ve
biyopsilerde; hepatik fleksura mukozasinda
adenokarsinom, splenik fleksura mukozasinda
adenokarsinom, digerlerinde tiibiiler adenom,
disik ve yiksek dereceli displaziler,
adenomatoz ve hiperplastik mikst polipler
izlendi. Metastaz taramasi igin yapilan batin ve
akciger bilgisayarli tomografilerinde
metastatik bulguya rastlanmadi.



javascript:sa('Ferit%20Aslan')
javascript:sa('Erhan%20Erdem')
javascript:sa('G%C3%BClay%20Dilek%20Bilir')
javascript:sa('Tahsin%20%C3%96zatl%C4%B1')
javascript:sa('Kaan%20Helvac%C4%B1')
javascript:sa('%C3%96m%C3%BCr%20Berna%20%C3%96ks%C3%BCzo%C4%9Flu')
javascript:sa('%C3%96m%C3%BCr%20Berna%20%C3%96ks%C3%BCzo%C4%9Flu')
javascript:sa('Umut%20Demirci')

ACTA
ONCOLOGICA
TURCICA

Hastanin polipozisinin olmasi, birden
fazla odakta adenokarsinom saptanmasi, aile
Oykiisii olmasi iizerine total kolektomi yapildu.
Hastanin  kolektomi patolojisinde; hepatik
fleksurada {lsere mukozadan Dbaslayarak
muskularis propriaya infiltrasyon olusturan
(pT2), cogunlukla villoz ve polipoid gelisim
gosteren, atipik epitelyal hiicrelerden olusan iyi
diferansiye adenokarsinom, splenik fleksurada
benzer Ozellikte ancak submukozaya smirl
(pT1) iyi diferansiye adenokarsinom saptandi.
Orneklenen 10 adet polipoid lezyona ait
kesitlerde mikst hiperplastik adenomatoz polip
izlenmis olup iki tanesinde yiiksek gradli
displazi mevcuttu. Lenfatik emboli, perinoral
invazyon saptanmadi ve cerrahi sinirlar intakti.
Toplam 25 adet lenf nodunda reaktif
degisiklikler izlendi. Apendikse ait kesitlerde
liimen tikali olup, dip kisminda, submukozada
sinirli, oval yuvarlak kiiciik monoton mitozu
olmayan hiicrelerden olusan tiimdral lezyon
izlendi.  Immunohistokimyasal ~ calismada
sinaptofizin ve CD56 ile yaygin boyanma
saptandi. Kromogranin ve CK ile boyanma
izlenmedi. Ki67 proliferatif indeksi %]1’in
altindaydi. Apendiksteki lezyon grad 1 NET
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olarak degerlendirildi. Senkron erken evre
multisentrik  kolon  adenokarsinomu  ve
apendiks NET tanist ile adjuvan kemoterapi
endikasyonu olmayan hastaya izlem 6nerildi.

Tartisma

NET’lerde IPT insidans1 yiiksektir. En sik IPT
bolgeleri gastrointestinal sistem  (%32-62)
bunu takiben genitoiiriner sistem (%9-22) ve
akciger-brons  (%9-13) sistemidir. Kolon
adenokarsinomu en sik rapor edilen histolojidir
(Tablo 1) (4-7). IPT’lerin sik goriilmesinin
nedenlerinden biri olarak NET’ler biiyiime
faktorii 6zelligi gosteren pek ¢ok néropeptid ve
noropeptid olmayan madde {iretilmesi One
siiriilmektedir. Ornegin gastrin ve kolesisto-
kinin mide ve pankreas mukozasinin
bliylimesini  uyarabilir. Ek olarak son
zamanlarda gastrin  ve  kolesistokinin’in
akciger, yumurtalik, tiroid, beyin dokusunda
reseptorleri gosterilmistir (11).

Bununla birlikte literatiirde gastrointestinal
NET ve multipl kolon kanserli siirli sayida
olgu sunumlar1 ve serileri mevcuttur (8-10).

Tablol: Noroendokrin tiimorlii hastalarda ikincil primer tiimor alanlar (%)

Calisma Hasta Sayisi Gastrointestinal
Moertel (4) 209 48
Moertel (5) 90 26
Kuiper (6) 72 43
Godwin (7) 2837 32-49

Senkron NET ile IPT’lerin
degerlendirildigi bir olgu serisinde bizim
olgumuza gore daha ileri yasta (75 yas) bir
gastrointestinal NET ve multipl kolon kanseri
olgusu bildirilmistir (10).

FAP otozomal dominant gecisli ve tim
kolorektal kanser olgularinin %1°ni olusturan,
5921 kromozomunda yerlesen, APC mutas-
yonu ile gelisen ailesel bir hastalik tablosudur
(1). Multipl kolon adenokarsinomlarinda FAP
kalittmi  olabilmektedir. ~ Gastrointestinal
sistemin NET’lerinde ise FAP kalitimm
tartismalidir.  Yalmz az sayidaki bazi
raporlarda 6n bagirsak ve orta bagirsagin bazi
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Genitotiriner Pulmoner Digerleri
11 11 30
42 0 42
22 13 22
ndroendokrin tiimorlerde FAP

mutasyonuna ait degisiklikler bildirilmistir (8-
10,12).

Kolon kanseri aile Oykiisii olan
olgumuz gen¢ olmasi, es zamanli apendiks
NET ve multisentrik kolon adenokanseri
tanilari ile 6zellik arz etmektedir.

Cikar Catismasi: Yok
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