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LOCALLY ADVANCED BREAST CANCER: CONTROVERSIAL ISSUES
ABSTRACT

Despite of decrease in breast cancer frequency and mortality in developed
countriesin last decade, its incidence and mortality rates have been increased
in low-middle income countries. These increasing trend will continue in next
years and, breast cancer will be an important health problem in Turkey and
other developing countries.

The rate of locally advanced breast cancer (LABC) in developed countries with
organized population based screening mammography programs is about 5%,
but this rate is more than 50% in low-middle income countries. The systemic
metastases rate is 5-10% in patients with LABC. And, these patients should be
searched for systemic diseases with additional studies (such as, systemic bone
scanning, thorax and abdominal (T, etc.).

Neoadjuvant chemotherapy (NAC) has been accepted as a standart treatment
in patients with LABC. Advantages of NAC are in vivo evaluation of tumor re-
sponse to chemotherapeutic drugs, early start to treatment of systemic dis-
ease, increase in breast conserving surgery rate, and increase in operability
of advanced local-regional cancer But, progression of locoal/regional disease
due to no response to NAG, lack of data on prechemotherapy pathologic tumor
size and axillary lymph node status are disadvantages of NAC.

LABC includes stage 1B, and stages Il1A,B and C breast cancers.Tru-cut biopsy
should be performed before NAC to evaluate histologic tumor type, hormonal
receptors, and HER-2 receptor. Prognostic and predictive factors in patients
with LABC are mostly similar to patients with early breast cancer. But, es-
pecially pathologic response rate to NAC is the most important prognostic
and predictive factor. Second generation chemotherapeutic agents (pacli-
taxel, docetaxel etc.) and trastuzumab have increased complete pathologic
response rate in these patients more than 50%.

Breast conserving surgery has been performed in selected patients with LABC.
Indications of breast conserving surgery are patient desire for breast preser-
vation, absence of multicentric disease (tumors in separate quadrants of the
breast) at time of presentation or preoperatively, absence of diffuse microcalci-
fications on mammogram, absence of skin involvement consistent with inflam-
matory breast cancer, and residual tumor mass amenable to a margin negative
lumpectomy resection. But, local recurrences rate is higher (14-34%).

Application of sentinel lymph node biopsy (SLNB) in cases of LABC has been
approached more cautiously, because of concerns that tumor embolization
from a bulky lesion in the breast might obstruct and alter lymphatic drainage
pathways. And, also NAC might cause fibrosis in lymphatic channels and sen-
tinel lymph node(s). These could contribute to identification of an incorrect
sentinel node, or to a failed mapping procedure altogether. For these reasons,
SLNB false negative rates before and after NAC in patients with LABC are more
than 10%, and SLNB is not a standart procedure in these patients.

0ZET

Meme kanserinin sikligi ve mortalitesi gelismis iilkelerde azalmakta iken,
Tiirkiyede ve diger gelismekte olan iilkelerde artmaktadir.Oniimiizdeki
yillarda bu hastalik Tiirkiye ve benzer yapidaki iilkelerin 6nemli bir saghk
problemi olacaktir.

LIMK toplum tabanh mamografik tarama uygulanan iilkelerde yaklasik %5
oraninda goriilmekte olup, bu oran diisiik/orta gelirli iilkelerde %50'nin
iizerindedir. LIMK olan hastalarin %5-10'unda sistemik yayihm vardir. Bu
nedenle hastalar, sistemik yayilim yoniinden degerlendirilmelidir.

LIMK olan hastalarda tedaviye kemoterapi(NAK) ile baglanmasi, stand-
art bir tedavi olarak kabul edilmektedir. NAK'in, sistemik olarak ka-
bul edilen tedaviye erken baslanmasi, tedaviye cevabin in vivo olarak
degerlendirilebilmesi, meme koruyucu cerrahi oranini artirmasi ve
cerrahi tedaviyi kolaylastirmasi gibi avantajlan vardir. Ancak, tedaviye
cevapsizlik ve tiimoriin progresyonu, cerrahi tedavinin giiclesmesi, pa-
tolojik tiimor ve aksilla durumunun dgrenilememesi gibi dezavantajlar
da diiiiniilmelidir.

LiMK'da prognostik ve prediktif faktorler, erken evrede bilinen faktorlere
benzer, ancak NAK'a patolojik cevap, bu hastalarda en dnemli prognostik ve
prediktif faktordiir. ikinci jenerasyon kemoterapotik ilaclar (taksanlar) ve
trastuzumabin tedaviye eklenmesi patolojik tam cevap oranini artirmakta ve
prognozu iyilestirmektedir.

LIMK sonucu tedaviye iyi cevap alinan olgularda MKC diisiiniilebilir. Ancak, bu
hastalarda lokal/bdlgesel niiks orani daha yiiksek oldugundan ok dikkatli bir
secim yapiimalidir.

NAK sonrasi aksillas negatif olan hastalarda, SLNB yapilmasi, SLN'yi bulma
orani daha diisiik ve yanhs pozitiflik oran1 daha yksek odugu icin, hala
tartismaldir.
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eme kanseri, kadinlarin en sik gorilen kanseri olup,
MS|kI|§| dusiuk-orta gelirli Glkelerde hizla artmaktadir.

Bu artisin en 6nemli nedenleri, bu ilkelerde yasam
siresinin uzamasi, yasam tarzinin (reprodiktif fonksiyonlar,
beslenme, egzersiz azldi, stres, hormonlarla ve katkili mad-
delerle daha fazla temas vs.) batiya benzemesi (Westernizing
Life) ve firsatc mamografik taramanin artmasidir (1). Dinya
Saglhk Orgiiti‘'ne (DSO) bagl IARC'in (International Agency on
Cancer for Research) 2008 yil verilerine gore, yeni tani konulan
1.400.000 meme kanserli hastanin yarisi disiik-orta gelirli tlkel-
erde gorilmustir (2).

Lokal ileri meme kanseri (LIMK), gelismis (lkelerde yeni tan
almis meme kanserlerinin  %5-15'ini  olusturmaktadir (1,2).
Dusuk-orta gelirli tlkelerde bu oran %50'nin lizerindedir (1).
Tarama programlarinin olmamasi, etkin tani ve tedavi yontem-
lerine ulasamama, farkindaligin olmamasi ve egitim diizeyinin
disiikligl bu yiksek oranlarin 6nemli nedenleridir (1). Taninin
ge¢ evrede konulmasi ve etkin tedavinin yapilamamasi, meme
kanserine bagh mortalite oraninin da yiliksek olmasina neden
olmaktadir. Yine IARC'in verilerine gor, meme kanserine bagl
olumlerin %57.8'i gelismekte olan tlkelerde gorulmektedir (2).
Bugiin 17.000 hastaya asan Tirkiye Meme Hastaliklari Dernekleri
Federasyon’u (TMHDF) Meme Kanseri Kayit Program’i verilerine
gore, tlkemizde tani sirasinda ortalama tiimor ¢api 2.7 cm, klinik
evrelerise sirasiile Evre 0 %5, Evre | %25, Evre Il %52, Evre 11 %16 ve
Evre IV %2'dir (2). Yine tim hastalarda uygulanan cerrahi tedavinin
ancak %34'(inii meme koruyucu cerrahi olusturmaktadir. istanbul
Tip Fakiiltesi Genel Cerrahi Anabilim Dali Meme Unite’sinde ise,
Evre 1IB'yi de kapsayan LIMK, tim meme kanserleinin 1/3'iinii
(%36) olusturmaktadir. Bu sonuglar, Ulkemizde o6zellikle orga-
nize toplum tabanli taramanin yapilmasinin, meme kanseri
farkindaligininin arttiriimasinin ve timor ¢apinin diistirilmesinin
ne kadar zorunlu oldugunu goéstermektedir.

LIMK, lokal/bdlgesel ve sistemik yineleme riski olduk¢a yiiksek
ve evreleme agisindan heterojen bir gruptur (Sekil 1). Klinik evre
IIB (T2N1MO, T3NOMO) ve evre llIA,B,Cyi icermektedir (3,4). Bu
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hastalarda sistemik metastaz oraninin yiiksek olmasi, tedaviye
oncelikle kemoterapi ile baslanmasini glindeme getirmis ve son
20 yilda neo-adjuvan kemoterapi(NAK) standart bir tedavi olarak
uygulanmaya baglanmistir. Yeni jenerasyon kemoterapétik ila-
clarla (taksan, trastuzumab vs.) kemoterapiye patolojik tam cevap
orani artmistir (4,5). Yapilan prospektif randomize klinik calismalar,
LIMK tanisi alan hastalarda kemoterapinin primer veya adju-
van olarak uygulanmasinin sagkalimda farkhhk olusturmadigini
goOstermektedir (6,7,8). Ancak, kemoterapinin cerrahi tedaviden
once uygulanmasinin sistemik oldugu dusinilen hastalikta te-
daviye erken baslanmasi, timoriin kemoterapiye duyarlihiginin
in vivo olarak belirlenmesi ve tiimdrde kiiclilmeye yol acarak
bazi secilmis olgularda meme koruyucu cerrahiye izin vermesi
gibi avantajlari vardir. Neo-adjuvan kemoterapinin en 6nemli
dezavantajlari ise, gercek patolojik tiimor capi ve aksiller tutu-
lumun 6grenilememesi, kemoterapiye duyarsiz hastalarda lokal
bolgesel tedavide gecikme, timoriin progresyonu ve cerrahi te-
davinin gli¢clesmesidir (4,5,6)

LIMK olan hastalarda sistemik metastaz saptanma orani %5-1"0
arasinda degismektedir. Bu nedenle, bu hastalar tercihan tru-cut bi-
opsy ile histolojik tani konulduktan sonra sistemik yayilim agisindan
degerlendirilmelidir. NCCN tarafindan 2011 yilinda &nerilen zo-
runlu veya tercih edilebilecek sistemik metastaz tani yontemleri
ekteki tabloda goériilmektedir (Tablo 1). Burada, fizik muayene ve
anamnezden sonra, kan sayimi, karaciger enzimleri, alkali fosfataz,
mamografi+/-ultrasonografi +/-Emar Goértintiileme (MRG), hormon
reseptorleri (ER, PR), Her-2 reseptér durumu 6ncelikle istenmek-
tedir. Ayrica, klinik Evre IlIA (T3N1MO) ise, kemik sintigrafisi, toraks
ve batin bilgisayarli tomografisi onerilmektedir (7). Diger tetkikler,
laboratuvar bulgulari ve semptomlara dayandiriimaktadir.

LIMK'nde prognostik ve prediktif faktorler, genellikle erken evre
meme kanserindekilere benzer. Kemoterapiye klinik ve patolo-
jik cevap orani, deri tutulumu ve 6demi, kanserin inflamatuvar
olmasi 6zel faktorler olarak siralanabilir (Tablo 2).

Sekil 1. Ulserasyona (sagdaki sekil) ve toraks duvar invazyonuna (soldaki sekil) neden olmus LIMK. meme kanseri.
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Tablo 1. NCCN 2011 Kilavuzu: Lokal ileri meme kanserinde sistemik yayilimin aragtirimasi igin oneriler.
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Neoadjuvan kemoterapiye cevap, mamografi ve MRG ile
degerlendirilebilir (Sekil 1). Hastada NAK sonrasi MKC duistintliyor

Tablo 2. LIMK'de Prognostik ve Prediktif Faktorler

ise, timor odagi marker kullanarak isaretlenmelidir. - Lenf nodilii tutulumu (aksiller, internal mammariyan, supra ve
infraklavikler)
ilk kusak kemoterapétik ilaglarla (adriamisin, siklofosfamid, - Timér Capi

5-Florourasil, metotreksat, mitomisin vs.) NAKa klinik cevap orani
%350-85, patolojik tam cevap orani ise %2-10 arasindaydi(8). ikinci
jenerasyon ilaglarin (dosetaksel, paklitaksel) eklenmesi ile klinik ve - Her-2/neu reseptorii
tam cevap oranlari %90 ve %30'a ulasmistir (8). Her-2 reseptori

- Ostrojen ve Progesteron reseptorii durumu

- Ki-67
pozitif olan hastalarda, NAK'a trastuzumabin eklenmesi patolojik P53, Ki-6
tam cevap oranini %60'in izerine ¢ikarmistir (8). - Nikleer grad

Lenfovaskiiler invazyon (LVi)

NAK'in faydalari
¥ Meme Koruyucu Cerrahi imkani > LSRRI VR
¥ Cerrahiicin daha diisiik evre kanser (meme/aksilla) - Deri tutulumu ve deri 6demi
¥ Daha yiiksek oranda nod negatif kanser - Inflamatuvar meme kanseri
¥ Tam patolojik cevap alinan hastalarda miikemmele yakin

sonuglara ulasilmasi
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¢TONO (NAK sonrasi)
LIMK (T2N2MO0) Timor tedavi oncesi
isaretienmis

—_—

MKC oncesi hookla isaretieme

4

NAK oncesi MRG 4 kur NAK sonrasi 8 kur NAK sonrasi

Sekil 2. Neoadjuvan kemoterapiden dnce ve sonra mamografi ve MRG (allta).

NAK sonrasi timor cevabinin artmasi, bu hastalarda MKC oraninin

e . . Tablo 3. NAK sonrasi ve 6ncesi SLNB yapilan hastalarda
%50'nin Uzerine ¢ikmasini saglamistir (9). Ancak, lokal/bdlgesel yanlis negatifiik oranlar

niiks orani erken evre meme kanseri tanisi ile MKC yapilanlardan
daha yiiksek olmaktadir. Newman'in yapti§i bir degerlendirmede Calisma Yanlis SLN (-)/

e .
degisik serilerde MKC sonrasi lokal niiks orani %7.9 ile %34 arasinda WL el

verilmektedir (10). Bu nedenle hastalarin NAK sonrasi MKC i¢in SLNB ONCESIi NAK

cok iyi segilm.esi ve timorin 6zel markerlarla isaretlenmesi ger- SB-2 Miltisentrik Galisma 11 13/114
ekmektedir. LIMK'de meme koruyucu cerrahi (MKC) indikasyonlari
asagida belirtilmistir.

italyan Randomize Galigmasi 9 8/91
Ann Arundel Miiltisentrik

Galigma 13 25/193
Lokal ileri Meme Kanseri’'nde (LIMK) Meme Koruyucu Louisvile Ui, Milfisertrik
Cerrahi (MKC) indikasyonlar Qgﬁlgsn\qae Tt i 7 24/333
¥ Hastanin memesinin korunmasini arzu etmesi NSABP B-32 Galigmasi 10 75/766
¥ Miiltisentrik hastalik olmamali (tumor NAK 6ncesi sadece bir NAK Sonrasi SLNB
kadranda olmali)
. . " NSABP B-27 Galigmasi 11 15/140
¥ Mamografide yaygin mikrokalsifikasyonlar olmamali
. . . . Mamounas ve ark. 11 70/140
¥ Negatif Cerrahi Sinir elde edilmesi
. L Ozmen V ve ark. 13 10/77
¥ Deri tutulmasi ve deride 8dem (peau d'orange) olmamasi
- Meta-analiz 12 65/540
¥ NAK?a iyi cevap alinmasi

SLNB:Sentinel lenf nodillii biyopsisi, NAK:Neoadjuvan kemoterapi,
Bu bilgiler, 9,10 ve 12 no’lu kaynaklardan alinmistir.
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Bizim LIMK olan 198 hastamizda MKC orani %28 olup, bu hasta-
larda 5 yillik lokal/bolgesel niks orani %14, 5 yillik sagkalim orani
ise %68 olarak belirlenmistir (11). Arsivimizde kayith ve takipli olan
3728 meme kanseri olgusu incelendiginde, Erken evre meme kan-
seri tanisi alan (Evre | ve lIA) hastalarin %48'ine, LIMK tanisi alan ve
NAK uygulanan hastalarin %20'sine MKC yapildigi gérilmektedir.
LIMK tanisi alan 322 hastanin %30'u 40 yasinin altinda, %58'i ise
premenopozaldir. Bu hastalarda 10 yillik sagkalim orani %54 olup,
lokal/bolgesel niiks orani ise MKC yapilanlarda %14, mastektomi
yapilanlarda %7dir.

LIMK olup NAK yapilan hastalarda sentinel lenf nodiilii biyop-
sisi (SLNB) yapilmasi diger bir tartismali konudur. NAK sonrasi
lenf kanallarinda diffliz fibrozis, timor embolileri ve selliler ma-
teryal artiklari ile tikanikhklar gorilmektedir. Lenf nodillerinde

Kaynaklar

1. Ozmen V, Anderson BO. The Challenge of Breast Cancer in Low- and
Middle-income Countries-Implementing the Breast Health Global
Initiative Guidelines. US Oncology, Touch briefing. 76-79, 2008.

2. Ferlay J, Shin HR, Bray F, Forman D, Mathers C, Parkin DM. Estimates of
worldwide burden of cancer in 2008: GLOBOCAN 2008. Int J Cancer.
2010;127(12):2893-917.

3. Chavez-MacGregor M, Gonzalez-Angulo AM. Breast cancer,
neoadjuvant chemotherapy and residual disease. Clin Transl Oncol.
2010;12(7):461-467. (PMID: 20615822)

4. Singletary SE, Allred C, Ashley P, Bassett LW, Berry D, Bland KI, Borgen
Pl, Clark G, Edge SB, Hayes DF, Hughes LL, Hutter RV, Morrow M, Page
DL, Recht A, Theriault RL, Thor A, Weaver DL, Wieand HS, Greene
FL. Revision of the American Joint Committee on Cancer staging
system for breast cancer. J Clin Oncol. 2002;20(17):3628-3636. (PMID:
12202663)

5. Goel S, Chirgwin J, Francis P, Stuart-Harris R, Dewar J, Mileshkin L,
Snyder R, Michael M, Koczwara B. Rational use of trastuzumab in
metastatic and locally advanced breast cancer: implications of recent
research. Breast. 2011;20(2):101-110. (PMID: 21183347)

6. Rastogi P, Anderson SJ, Bear HD, Geyer CE, Kahlenberg MS, Robidoux
A, Margolese RG, Hoehn JL, Vogel VG, Dakhil SR, Tamkus D, King KM,
Pajon ER, Wright MJ, Robert J, Paik S, Mamounas EP, Wolmark N.
Preoperative chemotherapy: updates of National Surgical Adjuvant
Breast and Bowel Project Protocols B-18 and B-27. J Clin Oncol.
2008;26(5):778-785. Erratum in: J Clin Oncol. 2008;26(16):2793.

iletigim

E-posta  :vozmen@istanbul.edu.tr

The Journal of Breast Health 2011 Vol: 7 « No: 4
Meme Sagligi Dergisi 2011 Cilt: 7« Sayi: 4

de lenfatik dokuda azalma, fibrozis, hiyalinizasyon, yag nekrozu
ve histiyositozis ile karsilasiimaktadir. Bu degisiklikler, SLNB
sirasinda mavi boya ve/veya radyoizotopun lenf kanallarina ve
daha sonra da lenf nodiillerine gecislerini engellemekte, senti-
nel lenf nodilind bulmayr gliclestirmekte (diistik sentinel lenf
nodili bulma orani) ve yanlis pozitiflik oranini artirmaktadir
(Tablo 3).

Bizim gectigimiz yil yayimlanan ve NAK sonrasi SLNB'yi
degerlendiren calismamizda, NAK oncesi aksillasi pozitif iken
sonrasinda negatif olan 77 hastamizda, SLN bulma orani %92,
yanlis negatiflik orani ise %13.4 olarak bulunmustur (12). Timor
cap1, miltifokal/mdiltisentrisite, lenfovaskuler invazyon ve ekstra-
nodal yayilim, non-sentinel lenf nodiilii metastazi ile ilgili anlamli
faktorler olarak bulunmustur.

7. NCCNGuidelines2011.http://www.nccn.org/professionals/physician_
gls/f_guidelines.asp.

8. Chau T Dang, Clifford Hudis. Preoperative systemic therapy. In: Harris
JR,Lippman ME, Morrow M, Osborne KC, eds. Diseases of the Breast,
4th ed. Philadelphia, PA: Lippincott Williams , 2010;715-723.

9. Lee MC, Newman LA. Management of patients with locally advanced
breast cancer. Surg Clin North Am. 2007;87(2):379-398.

10. Newman LA. Locally advanced breast cancer. In Breast Cancer DJ
Winchester, DP Wincester, CA Hudis, Larry Norton eds. BC Decker Inc
Hamilton Ontario Canada 2nd edition 2006, 287-301.

11. Asoglu O, Muslumanoglu M, Igci A, Ozmen V, Karanlik H, Ayalp K,
Bozfakioglu Y, Kecer M, Parlak M. Breast conserving surgery after
primary chemotherapy in locally advanced breast cancer. Acta Chir
Belg. 2005;105(1):62-68.

12. Ozmen V, Unal ES, Muslumanoglu ME, Igci A, Canbay E, Ozcinar B,
Mudun A, Tunaci M, Tuzlali S, Kecer M. Axillary sentinel node biopsy
after neoadjuvant chemotherapy. Eur J Surg Oncol. 2010;36(1):23-29.

%



The Journal of Breast Health

o0

MEME BAKIM HEMSIRELIGI

0zgiil Karayurt, Saadet Andig

The Journal of Breast Health 2011 Vol: 7 « No: 4
Meme Sagligi Dergisi 2011 Cilt: 7« Sayi: 4

REVIEW/DERLEME

Dokuz Eyliil Universitesi Hemsirelik Fakiiltesi, Cerrahi Hastaliklari Hemsireligi Anabilim Dal, [zmir, Tiirkiye

Sunuldugu Kongre: 17. Ulusal Cerrahi Kongresi, Ankara, Mayis 2010, Poster bildiri olarak sunulmustur.

OZET

Tiirkiye'de meme kanseri kadinlarda goriilen ilk on kanser tiiriinde birin-
ci sirada (yiiz binde 37.6) yer almaktadir. Meme kanseri tanisi, hasta icin
sadece tibbi bir problem degildir, ayni zamanda ciddi duygusal ve sosyal
etkileri vardir. Meme kanserli kadinlarin kapsamh hemsirelik girisimleri-
ne gereksinimleri vardir. Bu gereksinimlerini karsilayabilmek icin ingilte-
re, Avustralya ve Amerika gibi iilkelerde son 20 yilda meme bakim hemsire-
ligi kavrami ortaya ¢ikmistir. Meme bakim hemsiresinin amaci; meme kan-
seri tanisi konulmasindan itibaren tedavinin her asamasinda kadinlara ve
ailelerine bakim, bilgi/destek vermektir. Tiirkiye'de meme bakim hemgire-
ligi uygulamasi oldukca sinirh olup sertifika programlan yoktur. Bu sapta-
madan yola ¢ikarak hazirlanan bu derlemenin amaci meme bakim hemsi-
religinin 6nemini, rollerini tanimlamak ve etkinligine iliskin sonuglan in-
celemektir.

Son yillarda yapilan randomize kontrollii calismalarda, meme bakim hem-
siresinin girisimlerinin meme kanserli hastalarda anksiyete ve depresyo-
nu azaltti, fiziksel ve sosyal iyi olmayi gelistirdigi belirtilmistir. Ulkemizde
meme kanseri insidansinin artmasi nedeniyle meme bakim hemsiresine ge-
reksinim her gecen giin artmaktadir. Meme bakim hemsirelerinin yetistiril-
mesi icin egitim olciitlerinin ve sertifika programlarinin gelistiriimesine ge-
reksinim vardir.

Anahtar sozciikler: meme kanseri, meme bakim hemsiresi,
meme bakim hemsiresinin etkinligi

eme kanseri, kadinlar arasinda en sik tanilanan ve diin-
M yada en sik 6liime yol agan malign tiimér olup kadinlari
hem fiziksel hem de psikolojik agidan etkileyen karma-
sik bir hastaliktir (1-6). Diinyada yaklasik iki bucuk milyon meme
kanseri tanisi konulan kadin bulunmaktadir (5). Turkiye'de meme

kanseri kadinlarda gortilen ilk on kanser tlriinde birinci sirada
(ylz binde 37.6) yer almaktadir (7).

Meme kanseri tanisi, hasta icin sadece tibbi bir problem degil-
dir, ayni zamanda ciddi duygusal ve sosyal etkileri vardir. Etkili
yonetim profesyonel ve bitiincil bir yaklasim gerektirir. Bu ne-
denle meme kanserli kadinlarin kapsamli hemsirelik girisimlerine
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0f the first ten types of cancer in women in Turkey, breast cancer takes the
first place (37.6 per one hundred thousand). The diagnosis of breast cancer
is not only a medical problem for the patient but has also serious emotional
and social effects. Women with breast cancer need comprehensive nursing
interventions. In order to meet such needs of women with breast cancer, the
concept of breast care nursing has emerged in countries such as the United
Kingdom, Australia and America over the last 20 years. The aim of a breast
care nurse is to provide care, information and support for women with breast
cancer and their families at every stage of the treatment after they are diag-
nosed with breast cancer. Breast care nursing practices in Turkey are quite lim-
ited and there are no certificate programs. This review, prepared in the light
of this fact, aims to define the roles and importance of breast care nursing
and to investigate the results regarding the efficacy of breast care nursing.

Inrandomized controlled trials conducted in recentyears, it has been reported that
interventions by breast care nurse decrease anxiety and depression in patients
with breast cancer, and improve physical and social well-being. In our country, due
to the increase in the incidence of breast cancer, the need for breast care nurses is
increasing day after day. In order to educate breast care nurses, there exists a need
for the development of certificate programs and training criteria.
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gereksinimleri vardir (8,40). Turkiyede meme bakim hemsireligi
uygulamasi oldukga sinirli olup meme bakim hemsireliginin etkin-
ligini inceleyen calismalara ulasilamamistir. Bu saptamadan yola
¢ikarak hazirlanan bu derlemenin amaci meme bakim hemsireli-
ginin 6nemini, rollerini tanimlamak ve etkinligine iliskin sonugla-
riincelemektir.

Son 20 yil icinde ingiltere, Avustralya, Amerika, iskandinavya,
irlanda ve Beneliiks iilkelerinde meme bakim hemsireligi kavra-
mi ortaya ¢ikmistir (8,9). Meme bakim hemsireligi, meme kanseri
tanisi konulan kadinlara yarar saglayan ve basarisini kanitlamis bir
uzmanlik alanidir (10).
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Meme bakim hemsiresinin amaci; meme kanseri tanisi konulma-
sindan itibaren tedavinin her asamasinda (cerrahi, onkoplastik
meme cerrahisi, radyoterapi, kemoterapi, hormonoterapi) kadin-
lara ve ailelerine bakim, bilgi ve destek vermektir. Ayrica meme
kanseri taramasinda, evde bakimda, uzun sireli izlemde ve reha-
bilitasyonda da etkin rolleri bulunmaktadir (9). Meme bakim hem-
siresi saglik ekibinin diger tyeleriyle isbirligi icerisinde ¢alismakta-
dir. Avrupa’da meme merkezi kurma egilimi de meme kanserinde
ozellesmis hemsireye artan ilgiyle paraleldir (8,11,12).

Avustralyada meme bakim hemsireleri icin yeterlilik standartlari
gelistirilmistir. Meme bakim hemsiresi yeterliligi; tani, tedavi, re-
habilitasyon, izlem ve palyatif bakimda bireyin iyilik hali ile ilgi-
li kapsamli bilgiye sahip olup meme kanseri olan bireylerin sag-
hik gereksinimlerini, tercihlerini ve kosullarini en iyi duruma geti-
ren lisans mezunu (registered nurse) hemsire olarak tanimlanmis-
tir. Ayrica, meme bakim hemsireleri icin, destekleyici bakim, isbir-
liki bakim, sistematik bakim, bilgi saglama/egitim ve klinik lider-
lik olmak Gizere bes anahtar yeterlilik alani tanimlanmistir (9,13).

Meme bakim hemsiresinin rolleri

Meme bakim hemsireleri tedavide en iyisini se¢me ve karar ver-
me siirecinde kadinlara yardimci olmada 6nemli rol oynamakta-
dir. Meme bakim hemsiresinin diger rolleri ise:

e Tanidan, tedavi ve rehabilitasyona kadar her dénemde bilgi,
egitim ve destek vermek,

e Meme kanserli kadinlarin fiziksel ve psikososyal gereksinimle-
rinin farkinda olmak ve onlara destek olmak,

e Cesaretlendirmek,

e Kadinlara uygun bakim verebilmek icin diger saghk profesyo-
nelleri ile isbirligi halinde ¢alismak,

e Hastalari gereksinimi olan birimlere yonlendirmek,

¢ Klinik degerlendirme yapmak,

e Multidisipliner ekibin bir parcasi olmak,

e Liyezon hemsireligi yapmak,

e Danismanlik yapmaktir.

Danismanlik su alanlar icermektedir:

e Meme kanseri tanisinin anlami,

e Tedavi secenekleri ve karar verme,

e Meme kanseri tedavi slirecinde (cerrahi, radyoterapi, kemote-
rapi ve hormonoterapi) gelisebilecek semptomlarin 6nlenme-
si, erken tanilanmasi ve yonetimi,

e Onkoplastik meme cerrahisi hakkinda bilgi ve destek saglama,

e Ameliyat sirasi (es zamanh) ve sonrasinda meme rekonstriiksi-
yonu,

o Evlilik ve cinsel iliski,

e Sosyal destek,

e Meme kanseri tedavisinin diger aile lyeleri Gzerindeki etkisi,

e Evisi sorumluluklar ve ailevi/evle ilgili yardim,

e s ve profesyonel yasam,

e Mali konular,

e Saglik ekibinden beklentilerdir (8-11,14-17).

The Journal of Breast Health 2011 Vol: 7 « No: 4
Meme Sagligi Dergisi 2011 Cilt: 7« Say: 4

Amile ve arkadaslarinin 2009 yilinda Fransa'da 60 hasta ile yaptik-
lari kalitatif calismada giizellik uzmanlarinin hastalara sagladigi
glizellik bakiminin, (sag, makyaj, cilt bakimi gibi) hastalarin yasam
kalitesini artirdidi, psikolojik olarak rahatlattigi, hekim ve hemsi-
renin tedavi ve bakimini kolaylastigi belirtilmistir. Meme bakim
hemsirelerinin hastalari beden algisini olumlu etkilemek ve yasam
kalitelerini artirmak, psikolojik iyilik saglamak icin hastalar kuafor
ve giizellik merkezlerine yonlendirebilecekleri belirtilmistir (18).
Meme bakim hemsireleri hastalarin yani sira ailenin tiim lyelerine
destek saglamada 6nemli rol oynamaktadir. Clinki aileler, cogun-
lukla hastalar igin birincil destek kaynagdi olmaktadirlar ve onlar da
hastalarla esit diizeyde sikinti yasamaktadirlar (19).

Destekleyici bakim, hastaligin tiim evrelerindeki gereksinimlerin
tanilanmasi, kanita dayal girisimlerin uygulanmasi, hassas ve es-
nek bir tutum icinde psikolojik destek verilmesi ve iyi bir iletisi-
mi icermektedir. Meme bakim hemsiresi roli icinde, destekleyici
bakim girisimleri kadinlarin yasam kalitelerini gelistirmeyi amag-
lamaktadir. Bu destekleyici rol; meme bakim hemsiresinin, meme
kanserli hastalarin fiziksel, psikolojik, sosyal, cinsel, kiilturel ve ma-
nevi gereksinimlerini tanimlama yeteneklerini yansitmaktadir
(11,13).

Multidisipliner saglk ekibinin bir parcasi olarak ¢alismak meme
bakim hemsirelerinin temel gérevidir (12,20). Klinik rehberler mul-
tidisipliner ekiplerin hastanin durumunu anlama, anksiyete ve
depresyonu azaltma, hastanin kendine olan glivenini artirma, ge-
nel saghk durumunu iyilestirme ve somatik semptomlar azalt-
mada ve meme kanserinin yénetmede en iyi yol oldugunu be-
lirtmektedir (21,22). Multidisipliner saglik ekibi etkin calisabilmek
icin, meme kanserinin her kadin tizerindeki etkisini, onlarin kosul-
larini, hissettiklerini, endiselerini ve sectikleri tedaviyi anlamali ve
bunu ortak hedef haline getirmelidir (23). ingiltere gibi meme ba-
kim hemsiresinin multidisipliner ekibin icinde yer aldigi tlkeler-
de bu ekibin icinde iyi yapilandirimis olup ¢ok saygi gérmektedir.
Meme bakim hemsiresinin, kadinlara verilen klinik bakimin kalite-
sinde ve ekip ici iletisimde olumlu rol oynadigi gésterilmistir (24).

Avrupa Onkoloji Hemsireligi Birligi (European Oncology Nursing
Society: EONS) meme bakim hemsireligini, cok sayida literatiri
temel alarak (i¢ maddede 6zetlemistir;

¢ Uygun girisim ve sevki degerlendirebilmek icin; meme kanse-
rinden etkilenen insanlarin, tani, tedavi ve hastalik stirecinde-
ki izlemle iliskili fiziksel ve psikososyal durumlarinin farkinda
olmak,

e Meme kanserinden etkilenen bireyler ve birinci derece yakin-
lari igin bilgi/egitim vermek

e Multidisipliner ekibin bir parcasi olmak ve isbirlik¢i bakimda
anahtar rol oynamak (9).

Bugiine kadar, birka¢ yayin meme kanseri bakiminda 6zellesmis
meme hemsireleri icin yeterlilik standartlarini ve egitim modelle-
rini incelemis ve tartismistir (8,9). ingiltere ulusal diizeyde &zelles-
mis meme bakim hemsiresinin roltinii tanimlayan ilk tilke olmustur.
Meme bakim hemsirelerini tanimlamak icin ti¢ diizey belirlemistir.
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Tablo 1. Ozellesmis Meme Bakim Hemsiresi igin Klinik Yollar

* Kendini ve roliinii tanit
4 MEME BAKIM HEMSIRESI * Tani/ hastahgin seyri, ! Diger Bilgi
» Tedavi secenekleri, Onkoplastik meme cerrahisi, Kaynaklarini
 Kiiltiirel ve dini konular hakkinda egitim ver, sorularini Oner
Bilgi —| yanitla anlagiimayan konulan netlestir.
» Psikolojik sorun yaratabilecek risk faktorlerini kontrol et
e Hastanin taniya verdigi yaniti —  Sevk Et
Destek |« Destek aglanni (arkadas, akraba) tartig
T Multidisipliner Tanisma
«  Cerrahi girisim ve islemler
¢ Qlasi komplikasyonlar / yan etkiler | | Diger Bilgi
* Onkoplastik meme cerrahisi ve protezler konusunda egitim Kaynaklarini
Bilgi || ver, sorulanini yanitia anlagiimayan konulan netlestir. Oner
AMELIYAT ONCESI
Destek [«  Olasi tedavi secenekleri icin hastalarin tepkilerini degerlendir| |
» Destek alabilecegi birimlere sevk et (psikiyatrist vb.) Sevket
Gerekli Konsilltasyonunun Baglatiimasi
Bilgi ¢ Tedavi ekibiyle tanigtir
«  Sonuglar/prognoz
* Yeni tedavi kararlan, Adjuvan (yardimci) tedavi secenekleri
*  Ameliyat sonrasi geligebilecek komplikasyonlarin
: onlenmesi, erken tanilanmasi ve yonetimi Diger Bilgi
AMELIYAT SONRASI *  Onkoplastik meme cerrahisi / protezler || Kaynaklanni
e Klinik caligmalar Oner
e Yara ve dren bakimi
e Taburculuk plani
« Gelecekte yasanabilecekler hakkinda egitim ver, sorularini
yanitla anlagiimayan konulari netlestir.
*  Duygularini, problemlerini, ¢6zim yollarini
 Aile ile ilgili konulan ve gereksinimlerini degerlendir,
L | Destek || tartigve destek ver I Sevket
* Taburculukta Klinik destek sagla
* Destek alabilecegi birimlere sevk et

— Multidisipliner Tanigma Gerekli Konsiiltasyonunun Baslatiimasi
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Tablo 1. Devam

« Tedavi plani
¢ Adjuvan tedavi
e QOlasi yan etkiler

» Tedaviye bagll gelisebilecek olasi yan etkilerin énlenmesi, Diger Bilgi
erken tanilanmasi ve yonetimi Kaynaklarini
*  Klinik alismalar Oner

¢ Onkoplastik meme cerrahisi

«  Gelecekte yasanabilecekler hakkinda egitim ver, sorularini
Bilgi yanitia anlagiimayan konulan netlestir.
AMELIYAT SONRASI
1-6 HAFTA IZLEM
Destek . L
* Meme kanseri tedavisinin cinsellik/iliskiler Gzerindeki

etkilerini, duygularini, problemleri, ¢oziim yollarini
degerlendir, tartig, destek ver

*  Major psikolojik sorunlarini degerlendir
* Destek aglarni (arkadas, akraba) tartis Sevk Et

Gerekli Konsiiltasyonunun Baslatiimasi

» Tedavi plani

¢ Adjuvan tedavi

e Olasi yan etkiler || Diger Bilgi

+ Tedaviye bagh gelisebilecek olasi yan etkilerin Snlenmesi, (K_)?])é?aklarlm
erken tanilanmasi ve yonetimi

»  Klinik caligmalar

¢ Onkoplastik meme cerrahisi

Bilgi * Gelecekte yagsanabilecekler hakklnda_egitim ver, sorularini
yanitla, anlasiimayan konulan netlestir.

AMELIYAT SONRASI

6-10 HAFTA iZLEM

Destek

«  Duygularini, sorunlarini, ¢oziim yollanni degerlendir ve
tartig Sevk Et
*  Psikolojik problemleri kontrol et

Gerekli Konsiiltasyonunun Baslatiimasi

Specialist Breast Nurse Project Team, (2000), Specialist Breast Nurses: An Evidence-Based Model for Australian Practice, The Source National Breast Cancer
Centre, Australiadan alinmistir.
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e Diizey 1; “meme bakim hemsiresi” (breast care nurse): lisans
sonrasi meme bakim hemsireligi egitimi,

e Diizey 2;“6zellesmis klinik hemsiresi” (clinical nurse specialist):
meme bakim alaninda yiksek lisans egitimi,

e Diizey 3;"danisman hemsireler” (nurse consultants): meme ba-
kim alaninda doktora egitimi alan 6zellesmis klinik hemsirele-
ridir (8).

Avustralyada Ulusal Meme Kanseri Merkezi Ozellesmis Meme
Kanseri Proje Ekibi'nin 2003 yilinda meme bakim hemsireligi ba-
kim modeli gelistirmek amaciyla 347 kisi ile ylirGttigi projede
hemsireler icin klinik yollar belirlemistir. Bu klinik yollar hemsirele-
rin girisimlerini belli bir diizende yuriitebilmeleri icin yapilan aras-
tirmalarin sonuglari dogrultusunda olusturulmustur (Tablo 1) (15).

Diinyada ve Tiirkiye'de meme bakim hemsireligi ile ilgili
dernekler ve egitim programlari

Meme bakim hemsirelerini rollerine hazirlamak icin lisans egitimi
sonrasi ¢esitli programlar gelistirilmistir. Dlinyada meme bakim
hemsireligi ile ilgili cesitli dernekler ve web siteleri bulunmaktadir.
Bunlardan bazilari cesitli kurslar ve uzaktan egitim programlariy-
la meme bakim hemsireleri yetistirirken, bazilari da meme kanse-
ri tanisi konulan kadinlara ve ailelerine destek saglayip toplumda
meme kanseri konusunda farkindahgr arttirmaktadir. Avustralya,
ingiltere, irlanda ve Kanada gibi iilkelerde faaliyet gésteren bu
dernek ve web sitelerinin bir kismi kendileri kurs ve konferanslar
diizenlerken bir kismi da bu konuda egitim veren Universitelerle
isbirligi icerisinde kurslar ve master diizeyinde egitimler diizenle-
yerek meme bakim hemsireliginin gelisimine katki vermektedir-
ler. Ornegin; Amerika'da bulunan Onkoloji Hemsireligi Sertifika
Kurumu (Oncology Nursing Certification Corporation) hemsireler
icin bircok alanda sertifika programi diizenlemektedir. Bunlardan
birisi de Meme Bakim Hemsiresi Sertifika (The Certified Breast
Care Nurse) programidir (25).

Dinyadan bagka bir 6rnek; Avrupa Onkoloji Hemsireligi Birligi
hemsireler icin mezuniyet sonrasi egitim programlari diizenle-
mektedir. Bu mifredat programinin temel amaci;

1. Avrupa'da meme kanseri bakiminda 6zel egitim alan hemsire-
lerin gereksinimlerini fark etmelerini saglamak

2. Meme kanserli hasta ve aileleriyle calisan hemsirelerin temel
rol standartlarini belirlemek

3. Mezuniyet sonrasi egitim ve meme bakim hemsirelerinin egiti-
mi i¢in temel standartlari tanimlamaktir.

Bu hedefler dogrultusunda gerceklestirilen mifredat programiyla
meme bakim hemsireleri yetistirmektedir (9).

Turkiye'de meme bakim hemsireligine 6zgli bir dernege ve ser-
tifika programina ulasilamamistir. Ancak Onkoloji Hemsireligi
Dernegi blinyesinde Meme Calisma Alt Grubu bulunmakta-
dir. Onkoloji Hemsireligi Dernegi, Avrupa Onkoloji Hemsireligi
Birligi'ne ve Uluslararasi Kanser Hemsireleri Birligi (ISNCC)'ne
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Uyedir. Onkoloji Hemsireligi Dernegi Meme Calisma Alt Grubu
“Meme Kanserinde Egitimcinin Egitimi Programi” dlizenlemekte-
dir. Bu programin hedefleri;

¢ Meme kanseri olan bir hastanin bakiminda belirtilerin goriil-
mesinden destek gruplari olusturmaya kadar gecen asamala-
rin bltiinliglinu anlamak,

e Meme kanserinin 6nlenmesi ve erken taninin énemini an-
lamak,

e Meme kanserinde ekip ¢alismasinin dnemini kavramak,

e Hemsirenin meme kanserindeki egitici ve danismanlik roliint
kavramak,

e Eriskin egitimi anlayisini ve interaktif egitim yontemlerini de-
neyimlemektir (26).

Meme bakim hemsiresinin etkinligi

Meme bakim hemsiresinin ¢alisma alaninin ve roliiniin etkinli-
gi tzerine bircok calisma yapilmistir (29-31). Ritz ve arkadaslarinin
2000 yilinda Amerika'da meme bakim hemsirelerinin etkinligini de-
gerlendirmek amaciyla, meme kanseri tanisi konulan 210 hasta ile
yaptiklari randomize kontrolli calismada (RKG) uyku bozuklugu-
nun, dispnenin ve mali gli¢ltiklerin &nemli 6l¢lide azaldigi gosteril-
mistir (27). Allinson’un 2001 yilinda ingiltere’de meme bakim hem-
sireligine yonelik hastalarin deneyimlerini degerlendirmek amaciy-
la 260 hasta ile yaptigi calismada hastalar meme bakim hemsirele-
rinin yaptiklari ev ziyaretlerinden ve onlari telefonla arayabilmekten
¢ok memnun olduklarini bildirmislerdir (28). Carnwell ve Baker 2003
yilinda ingiltere’de yaptiklan ¢alismada, meme bakim hemsireleri-
nin meme kanserli kadinlarin bilgi gereksinimlerini karsiladigini ve
uzun sureli izlemde kadinlara ve ailelerine duygusal destek sagladi-
gini belirtmislerdir. Ayrica tedavinin her asamasinda hasta ile birlik-
te olan meme bakim hemsiresinin glivene dayali bir iletisim kurdu-
gunu ve bakimin sirekliligini sagladigini saptamislardir (29). Potter
ve arkadaslarinin 2007 yilinda ingiltere'de “meme rekonstriiksiyonu
sonrasi dévme (tattooing) yaparak meme basi ve areola olusturma
kliniginin” etkinligini degerlendirmek amaciyla 14 hastayla yaptikla-
r kalitatif calismada hastalarin tiimi uygulamadan memnun olduk-
larini belirtmis ve meme bakim hemsiresi liderligindeki servisi “m-
kemmel” olarak tanimlamiglardir (17). Arving ve arkadaslarinin 2006
yilinda benzer girisimler yapan psikologlarla, egitimli meme bakim
hemsirelerinin girisimlerinin karsilastirildigi prospektif, randomize
bir calismada hastalarin hastalikla iliskili problemleri ¢6zmeleri ara-
sinda fark bulunmamistir (30).

Gray ve arkadaslarinin 2002 yilinda Kananda'da 731 hasta ile yap-
tiklar toplum temelli arastirmada, meme bakim hemsireleri tara-
findan destekleyici bakim alan hastalarin hastalik deneyimlerinin
daha olumlu ve yasam kalitelerini daha ytiksek oldugu belirtilmis-
tir (31). Koinberg ve arkadaslarinin 2004 yilinda isve¢'de 133 hem-
sirenin katildigi meme bakim hemsiresi liderliginde yapilan izlem-
le, 131 hekimin katildigi hekim izlemini karsilastirdiklar RKC'da
depresyon ve anksiyete goriilme oraninda fark olmadigi, has-
ta doyumunun her iki grupta yiiksek oldugu, hastaligin tekrarla-
masi ve 6lim oraninda fark olmadigi gosterilmistir (32). Baska bir
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calismada, Halkett ve arkadaslari 2006 yilinda meme kanserli has-
talarin, meme bakim hemsireleriyle kurduklari iletisim siirecinde
aldiklari destek, uyumlu olma ve gereksinimleri fark etme konu-
sunda meme bakim hemsirelerinin Snemini vurgulamislardir (33).

Aranda ve arkadaslarinin 2006 yilinda Avustralya'da 105 hasta ile
yaptiklart RKC'da meme bakim hemsiresinin yiz yiize ve telefon-
la yaptigi girisimlerin meme kanserli kadinlarin psikolojik ve duy-
gusal destek gereksinimlerini azalttigi saptanmistir. Meme bakim
hemsireliginin uygulanabilirliginin, verdigi glivenin ve pratik bil-
ginin oldukga yararh oldugu goérilmdistiir (34). Beaver ve arkadas-
larinin 2010 yilinda meme kanseri tedavisi sonrasi meme bakim
hemsiresinin telefonla izleminin sonuclarini degerlendirmek ama-
cyla 28 hasta ile yaptiklarn kalitatif calismada hastalar bu uygu-
lamadan memnun kaldiklarini, zaman sikintisi yasamadiklarini ve
hastaneye gitmek zorunda kalmadiklarini belirtmislerdir (35). Jiwa
ve arkadaslarinin 2010 yilinda Avustralya'da 21 hasta ile yaptikla-
r kalitatif calismada meme bakim hemsirelerinin meme kanserli
kadinlarin yeni beden algilarina ve fonksiyonel durumlarina gegis
stirecinde 6nemli rol oynadigini belirtmislerdir. Ayrica meme ba-
kim hemsirelerinin meme kanserli kadinlara tanidan sonra tedavi-
nin her asamasinda destek olduklarini bildirmislerdir (36).

Ulusal Meme Kanseri Merkezi Ozellesmis Meme Kanseri Proje
Ekibi'nin(National Breast Cancer Centre’s Specialist Breast Nurse
Project Team) 2003 yilinda 347 hasta ile ydrittligu projede
Avustralyada meme bakim hemsiresinin etkisi, uygulanabilirligi ve
kabul edilebilirligi incelenmistir. Projede tedavi ekibine meme ba-
kim hemsiresinin yararlari soruldugunda profesyoneller; meme
hemsiresinin ekip calismasini gelistirdigini belirtmislerdir. Ekip tye-
leri, meme bakim hemsiresinin temel katkisinin, meme kanserli her
kadinin gereksinimleri hakkinda ekibi bilgilendirmek, tedavi ve ba-
kima katilmalari icin kadinlari desteklemek ve gereksinimleri oldu-
gunda bilgi, destek ve danismanlik saglamak oldugunu bildirmis-
lerdir. Projede ayni zamanda meme kanseri tanisi konulan 176 ka-
dinla gorisiimistir. Kadinlar, meme bakim hemsiresinin konulari
aciklama yetenegi olan iyi birer iletisimci olduklarini ve kendileriyle
doktorlar (%96) ve toplum saghgi calisanlari (%86) arasinda dnemli
bir képri olduklarini belirtmislerdir. Kadinlar meme bakim hemsire-
si olan merkezlerinden olmayanlara gére daha iyi hizmet aldiklarini
belirtmislerdir. Bu projenin sonuglari meme bakim hemsiresi bakim
modelinin Avustralya'da bircok saglik kuruluslarinda etkili bir sekil-
de uygulanabildigini kanitlamistir (11).
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iDIYOPATIK GRANULOMATOZ MASTIT
1}i3)

Amag; idiyopatik granulomatdz mastit, kronik inflamasyonla seyreden, et-
yolojisi bilinmeyen, nadir gdriilen, benign bir meme hastaligidir. Klinik ve
radyolojik olarak hem meme kanserinden hem de meme enfeksiyonlarindan
ayirt etmek zor olabilir. Bu calismanin amaai, idiyopatik granulomatoz mas-
titin ozelliklerini genis bir hasta serisinde gézden gecirmek ve uzun bir takip
siiresinde tedavi yontemlerinin etkinligini degerlendirmektir.

Hastalar ve Yontem: idiyopatik granulomatdz mastit tanisiyla 2005 — 2009 yil-
lani arasinda tedavi edilen hastalar calismaya alindi. Hastalarin klinik, radyo-
lojik ve histopatolojik ozellikleri retrospektif olarak dosyalarindan elde edildi.

Bulgular: Ortanca yasi 33 olan 51 hasta calismaya alindi. Hastalarin tiimiinde
dogum ve emzirme oykiisii mevcuttu ve 45 hasta (%88.2) premenopozaldi.
Hastalarn tiimiindeki ana klinik bulgu memede mevcut kitleydi ve enfeksi-
yonu diisiindiiren klinik bulgular 7 hastada (%13.7) kitleye eslik etmektey-
di. Hastalanin tamamina cerrahi uygulandi. Genis lokal eksizyon 50 hastada
(%98) tercih edilen tedavi yontemiyken modifiye radikal mastektomi bir
hastada uygulandi. Ortanca takip siiresi 38 aydi ve ii¢ hastada (%5.9) niiks
saptandi. Bu hastalardan birisi iki kez niiksetti ve total mastektomi ve rekons-
triiksiyon uygulandi. Diger iki hasta ise yeniden genis lokal eksizyonla tedavi
edildi.

Sonug: Cerrahlar, radyologlar ve patologlar, idiyopatik granulomatoz mastiti
daha yakindan tanimalidir ve dogru tani icin klinik, radyolojik ve histopato-
lojik olarak tekrarlayan degerlendirmeler gereklidir. Tercihan ayni hekimler
tarafindan yapilan uzun siireli takip bu zor hastaligin tedavisi icin gereklidir.

Anahtar sozciikler: meme, granulomatz mastit, cerrahi

Introduction

Idiopathic granulomatous mastitis (IGM) is a rare, benign breast
disease of unknown etiology characterized by chronic inflamma-
tion. Kessler and Wolloch described IGM for the first time in 1972
(1). Until today, around 300 cases have been reported with only a
few small series of patients (2). Almost all of the previously report-
ed patient series included less than 25 patients (3-9). Similarly,

ABSTRACT

Purpose: Idiopathic granulomatous mastitis is a rare, benign breast disease
of unknown etiology characterized by chronic inflammation. Distinguishing
it from either breast carcinoma or infections both clinically and radiologically
can be difficult. The purpose of this study is to review the characteristics of
idiopathic granulomatous mastitis in a large series of patients and to evaluate
the effectiveness of the treatment methods during a long follow up period.

Patients and Methods: Patients treated with the diagnosis of idiopathic
granulomatous mastitis between 2005 and 2009 were included in the study.
Patients’ clinical, radiological, and histopathological findings were retrospec-
tively obtained from the files.

Results: Fifty-one female patients with a median age of 33 were included. All pa-
tients had a history of childbirth and breastfeeding. Forty-five patients (88.2%)
were premenopausal. The main clinical feature was a mass in the breast in all
patients and clinical findings suggesting an infection accompanied the mass
in seven patients (13.7%). Surgery was the definitive procedure in all patients.
Wide local excision was the treatment of choice in 50 patients (98%) whereas
modified radical mastectomy was performed in one patient. Median follow-
up time was 38 months and three patients (5.9%) presented with recurrence.
One patient recurred twice and total mastectomy with reconstruction was per-
formed. Two other patients were treated with further wide local excisions.

Conclusion: Surgeons, radiologists, and pathologists should be familiar with
idiopathic granulomatous mastitis and multiple assessments including clini-
cal, radiological, and histopathological examinations are required for an accu-
rate diagnosis. Long-term follow-up preferably by the same doctors is neces-
sary for the management of such a difficult disease.

Key words: breast, granulomatous mastitis, surgery

patients with IGM were reported from national cancer centres
(10). The main reason for the rarity of this disease could possibly
be the difficulty in distinguishing IGM from either breast carci-
noma or infections both clinically and radiologically. Reported
pretreatment diagnosis of malignancy is 51% in IGM (2). Even
after histopathological evaluation, IGM may be underdiagnosed
due to its resemblance to carcinoma in some cases. In addition,
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Table 1. Demographic and clinical characteristics of the patients.

Clinical findings

Mass 51 1000
Tenderness 97 529
Erythema 7 137
Sinus formation 1 19

Location

Left breast 28 54.9
Right breast 23 451

Upper outer quadrant 24 47.0
Menopausal status

Premenopausal 45 88.3
Perimenopausal 2 3.9

Postmenopausal 4 78

the optimal treatment of IGM is still controversial. Although surgi-
cal removal is accepted as the mainstay of treatment, antibiotics,
steroids, and even chemotherapeutic agents were used to treat
these patients. In this context, the purpose of this study is to re-
view the characteristics of IGM in a large series of patients and
to evaluate the effectiveness of the treatment methods during a
longer follow up period.

Patients and Methods

Patients treated with the diagnosis of IGM between 2005 and
2009 were included in the study. Patients’ clinical, radiological,
and histopathological findings are retrospectively obtained from
the files. Histopathological diagnosis of IGM was confirmed in all
patients using special stains (gram, Ziehl-Neelsen, periodic acid-
Schiff) in addition to hematoxylin-eosin. Treatment methods and
related complications were evaluated. Patients were followed
every 6 months with a thorough clinical examination. Bilateral
breast ultrasonography and, if required, mammography were per-
formed yearly. Recurrences detected during follow-up and their
treatments were recorded as well.

Results

Fifty-one female patients treated with the diagnosis of IGM were
included in the study. Median age of the patients was 33 (range,
22-57). All patients had a history of childbirth and breastfeeding
and one patient was pregnant with her second child at the time
of diagnosis. Forty-five patients (88.2%) were premenopausal
whereas the number of peri- and postmenopausal patients was
two and four, respectively. The main clinical feature was a mass
in the breast in all of the patients. Clinical findings suggesting
a breast infection such as erythema accompanied the mass in
seven patients (13.7%). The lesion was located in the left breast
in 28 patients (54.9%) and in the upper outer quadrant in 24 pa-
tients (47.0%). Axillary lymph node involvement was not detected
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granulomas intermixed with a few inflammatory cells (HE, x400).

clinically and in radiological examinations. None of the patients
had bilateral involvement of the breast with IGM. Demographic
and clinical characteristics of the patients are shown in Table 1.

As a diagnostic imaging workup, bilateral breast ultrasonography
was performed in all patients. In addition, bilateral mammogra-
phy was performed in two and magnetic resonance imaging in
one patient. Ultrasonographic examination revealed an irregular
hypoechoic mass whereas mammographic examination showed
an ill-defined mass as the main feature.

Excisional biopsy was the initial surgical intervention to obtain a
histopathological diagnosis in 32 patients (62.7%). Incisional bi-
opsy and fine needle aspiration biopsy were used in 13 (25.5%)
and 6 (11.8%) patients, respectively. Macroscopically, the lesions
appeared as firm, yellowish white masses. Microscopically, there
was a non-caseating granulomatous inflammation especially
in the breast lobules. Epithelioid histiocytes and Langhan’s type
multinucleate giant cells were the main cell types in the granulo-
mas (Figure 1). Focal microabscesses were detected in cases clini-
cally resembling an infectious process.

As an initial treatment, seven patients (13.7%) received oral antibi-
otics and abscess drainage was performed in only one patient. Pus
culture obtained from this patient was negative for microorgan-
isms. Surgery was used as the definitive procedure in all patients.
Wide local excision was the treatment of choice in 50 patients
(98%) whereas modified radical mastectomy was performed in
one patient with the faulty diagnosis of breast carcinoma. None of
the patients received steroids or any other drug treatment.

Median follow-up time was 38 months (range, 12-58). During
follow-up, three patients (5.9%) presented with recurrence. All
patients with recurrence had a mass in their breasts on the same
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side of previous IGM. One of these patients recurred twice, 3 and
8 months after initial treatment and total mastectomy with im-
plant reconstruction was performed to control the symptoms.
The other two patients recurred only once, 7 and 15 months af-
ter initial treatment. These two patients were treated with fur-
ther wide local excisions and did not show any signs of further
recurrence.

Discussion

The current patient series represents the largest one (51 patients)
reported from a single center until today, although the data were
collected retrospectively. In addition, patients were followed for
a long period of time (at least a year, median over three years) to
delineate the clinical course of the disease after initial treatment.
IGM represents 24% of all histopathologically defined inflamma-
tions in the breast (11). It is characterized by non-caseating granu-
lomas restricted to breast lobules. The diagnosis of IGM is based
on exclusion of other causes of chronic inflammation. In case of
IGM, microorganisms will not be identified in pus cultures and
during histopathological examination. Although its etiology is not
well established, various reasons such as oral contraceptive use,
autoimmune and infectious factors have been proposed. Today,
widely accepted mechanism states that autoimmune response
to secretions originating from damaged ducts may have a role in
IGM. Accumulation of secretions in mammary ducts leads to duc-
tal ectasia and, eventually, to the rupture of the involved ducts.
Secretions spreading to the stromal tissue after ductal rupture re-
sult in a chronic inflammation (11). Multiple breast-feedings and
prolonged lactation periods may be the reason for dilatation and
rupture of the ducts and acini. In the current study, all of the pa-
tients (7 patients) clinically resembling an infectious process had
a history of pregnancy and lactation within the last year support-
ing this hypothesis. In addition, Al-Khaffaf et al. compared demo-
graphic characteristics of IGM patients to patients with periduc-
tal mastitis and normal controls and reported that IGM patients
are younger and have given birth recently supporting the above
mentioned hypothesis (8).

Clinically, IGM may appear in various forms. Unilateral tender
mass, infectious and inflammatory findings in breast skin such as
ulceration and skin dimpling are the main clinical findings. In ad-
dition, axillary involvement has been reported as high as 15% (6).
Patients in this study presented with a mass in the breast, and,
some of them had additional findings suggesting an infectious
process in the breast. Lesions were distributed evenly between
the two breasts, but tend to be mainly located in the periphery
of the breast.

Breast ultrasonography, mammography, and magnetic resonance
imaging are the imaging modalities used for supporting clinical
findings and excluding other diagnosis in IGM. However, imaging
modalities are generally not useful enough to establish the cor-
rect diagnosis. Younger patient population and radiologic find-
ings mimicking breast cancer decrease the diagnostic value of
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mammography. Many patients with IGM have either non-specific
findings or even no abnormality on ultrasonography and mam-
mography. Skin thickening and irregular hypoechoic lesions are
the main ultrasonographic findings (12). On the other hand, an
irregular ill defined mass, diffusely increased density or paren-
chymal distortion can be encountered on mammography (12).
Magnetic resonance imaging can be utilized as a complementary
diagnostic modality in IGM cases and it may have a role during
the follow-up of patients treated conservatively. Dynamic con-
trast enhanced magnetic resonance imaging indirectly shows
the vascular nature and malignant potential of the breast lesion.
Benign time-signal intensity curves detected on magnetic reso-
nance imaging can, at least, help to understand the benign nature
of the lesion (3,13). Although magnetic resonance imaging can be
regarded as an expensive diagnostic modality, preventing further
unnecessary surgical interventions will reduce the overall cost.

Usually, the diagnosis of IGM is established after histopathologic
evaluation. Tissue samples from the target lesion could be ob-
tained by fine needle aspiration or core needle biopsy. Cytological
evaluation requires an experienced pathologist to avoid misdiag-
nosis as breast cancer. The diagnostic cytological criteria for IGM
remain poorly defined. The presence of granulomas, abscence of
background necrosis, relatively higher proportion of epithelioid
histiocytes, and presence of multinucleated giant cells support
the diagnosis of IGM (14). However, fine needle aspirate may con-
tain clusters of atypical cells with large nuclei, small nucleoli, and
slight nuclear hyperchromasia (15). Modified radical mastectomy
was performed in one patient in this series with the diagnosis of
breast carcinoma. Similarly, previous studies reported on patients
treated with mastectomy after a faulty diagnosis of carcinoma
with fine needle aspiration biopsy (2,5,12,15,16). Thus, the diag-
nosis must be confirmed by tissue evaluation before performing
mastectomy. In case of an accompanying abscess, tissue samples
should be taken from the cavity walls during drainage. However,
these methods are not adequate to reach a correct diagnosis
in most cases and incisional or excisional biopsy is performed.
Histopathologic evaluation reveals a non-caseating granuloma-
tous inflammation accompanied by Langhan'’s type giant cells,
epithelioid histiocytes, leucocytes, and macrophages as detected
in our patients.

The treatment of choice for IGM is controversial. In a previous re-
view, recurrence after initial surgical treatment was reported as
23.6% (34/144 patients) whereas recurrence after steroid treat-
ment was 25.8% (8/31 patients) (2). However, surgery is a widely
accepted primary treatment of IGM. Abscesses accompanying
the breast mass suggesting IGM should be initially drained. Wide
local excision of the breast lesion can be adequate. Oncoplastic
surgical techniques can be added to obtain better cosmetic out-
comes. Surgical treatment was the preffered method in our cen-
ter. Although comparison of surgical and medical treatments was
not the aim of the current study, low recurrence rate (5.9%) en-
countered after only surgical treatment may support the primary
use of surgery.
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Complications encountered during the treatment of IGM are
recurrent infections, abscess and/or sinus formation, and de-
layed wound healing. In recurrent cases without any findings
suggesting an infectious process, oral steroid therapy (pred-
nisolone 2x30 mg/day) can be administered until a remission
is obtained (11). Dose of the steroids is tapered off when a
clinical response is observed. In case of recurrence, patients
should be evaluated for tuberculous mastitis before initiating
steroid treatment, especially in countries where tuberculosis is
a widespread health problem. Recurrences after steroid treat-
ment may be managed by administering methotrexate 10-15
mg/week in addition to low dose steroids for 12 to 24 months
(17). When surgical and medical treatments are not adequate
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Sunuldugu Kongre: Bu ¢alisma 30.09.2010 tarihinde istanbul'da diizenlenen Meme Hastaliklari Dernekleri Federasyonu Konsensus Toplantisi 2010'da sunulmustur.

DIFFERENCES IN BREAST CANCER DIAGNOSIS AND SURGICAL TREATMENT
AMONG TURKISH UNIVERSITY HOSPITALS

ABSTRACT

Purpose: In this study we aimed to determine the practice patterns on both di-
agnosis and treatment of breast cancer patients at university hospitals in Turkey.

Patients and Methods: A questionnaire which asks the demographics and
dinical findings of patients as well as infrastructure of hospitals and patterns
of breast cancer treatment was prepared and sent to general surgeons who
practice in university hospitals. Data were collected retrospectively and no
comparison was done among institutions. Descriptive results were given.

Results: Data from 42 hospitals and 4982 breast cancer patients who were op-
erated in 2009 were assessed. Excisional biopsy were the most common tissue
diagnostic procedure in all regions except Marmara region. Breast conserving
surgery was the most preferred surgical method for early breast cancer in all
over Turkey except South-Eastern and Mediterranean regions. Multidiscipli-
nary team work was performed in 26 institutions.

Condlusion: This study showed that there are wide differences in means of
breast cancer diagnosis and treatment in different geographic regions in
Turkey, therefore no homogeneity in breast health service at those hospitals
which answered the questionnaire. It seems that there is still need to imple-
ment internationally agreed consensus quality measures in practice. Lack of
infrastructure and multidisciplinary team work were the main problems on
improving quality of breast care in Turkey.

Key words: breast cancer, quality assurance, surgery, treatment

Giris

Meme kanseri, bilindigi gibi diinyada kadinlarda en sik goriilen kan-
serdir (1). Eldeki veriler meme kanserinin Ulkemizde de kadinlarda
en sik gorilen kanser oldugunu gostermektedir (2-6). Meme kanse-
ri tedavisinde cerrahinin rolii hala cok 6nemlidir. 30 yil 6nce Fisher'in
“meme kanserinin sistemik bir hastalik oldugu yéniindeki gorusi
dogrultusunda kemoterapi (KT), hormonoterapi (HT) ve/veya rad-
yoterapi (RT) ile meme cerrahisinin sonunun geldigini diistinilmeye
baglanmistir (7,8). Ancak bugiin hala cerrahinin meme kanserinin tani

Gonderilme Tarihi: 16 Haziran 2011 e Kabul Tarihi: 16 Temmuz 2011
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Amag: Bu calismada Tiirkiye'de tip fakiiltesi hastanelerinde meme kanseri
cerrahi tedavisi ile ilgili sorunlarin belirlenmesi ve tani / tedavi kalitesini ar-
tirmanin yollarinin arastinlmasi amaglanmistir.

Hastalar ve Yontem: Yedi cografi bolgede 3. basamak merkez olarak belirle-
nen iiniversite hastanelerinde meme kanseri tedavisi konsepti ve kaynaklari
ile bu merkezlerde 2009 yilinda ameliyat edilen meme kanseri hastalarina
uygulanan yaklasimlari sorgulayan bir anket hazirlandi. Ankete yanit veren
merkezlerin verileri degerlendirildi.

Bulgular: Calismaya katilan 42 merkezde 2009 yilinda ameliyat edilen 4982
hastanin verileri calisma icin degerlendirildi. Marmara bdlgesi hari¢ diger
balgelerde en sik kullanilan tani yontemi eksizyonel biyopsi idi. Tan anindaki
evre ile ilgili olarak Tiirkiye'de bolgeler arasinda biiyiik farkhliklar saptandi.
Meme koruyucu cerrahi Giineydogu Anadolu ve Akdeniz Bolgeleri disinda
erken evre meme kanserinde en ¢ok uygulanan ameliyat tipi idi. Yirmialt
(%62) merkezin miiltidisipliner takim calismasi ile tani ve tedavi uyguladigi
saptand.

Sonug: Bu calisma ile iilkemizde meme kanseri hastalarinin tani ve tedavi-
sinde bir homojenite olmadig, cografi bolgelere gore uygulama farkliliklarn
oldugu goriilmiistiir. Uluslararasi kurumlarca ortaya konan standartlarin hala
iilkemizde yaygin olarak uygulanmadigi saptanmistir. Altyap yetersizligi ve
tani / tedavide multidisipliner degerlendirmenin olmamasi en dnemli eksik-
likler olarak goriilmiistiir.

Anahtar sozciikler: meme kanseri, kalite kontrol, cerrahi, tedavi

ve tedavisinde énemli bir yeri vardir. Buna ragmen optimal bolgesel
kontrollin saglamasi ile birlikte en iyi kozmetik sonucu da elde etmek
gerekliligi cerrahlarin karsilastiklar zorluklar arasindadir. Bunun igin
daha az invaziv girisimler ile daha az yan etkiye yol acabilecek giri-
simler yapilmasi gerekmektedir. Ayrica bu tir girisimler neticesinde
meme kanseri tedavisi sonrasi kadinlar daha iyi prognoza sahip ola-
bilmektedir (9). Ulkemizde saglik hizmetlerindeki olumlu gelismelere
ragmen meme kanserinin yaygin olarak gériilmesi ve bélgeler arasin-
da tedavi yontemlerinin uygulanmasi ve tedavi sonuglarina ait farkli-
liklar olabilecegi 6ngorisi ile bu calisma planlanmistir.
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Tablo 1. Anket 6rnegi

MEME HASTALIKLARI TANI ve TEDAVISi KALITE GUVENCE OLCEKLERI KURUMSAL ANKET FORMU

Kurumunun Adi:
Kurumun Bulundugu ilge/il:

Bolgenizdeki (il ilgeler dahil- sinirlan icerisindeki) toplam hitap ettiginiz yaklastk niifus: kisi

Bolgenizde (il —ilceler dahil- sinirlan igerisindeki) meme hastaliklar konusunda hizmet veren yatakli tedavi kurumu sayisi ne kadardir:

Universite Hastanesi: __ adet
Egitim ve Arastirma ile Devlet Hastanesi: __ adet
Askeri Hastane: __adet
(zel Hastane: ____adet

Kurumunuzda meme kanseri kayit programiniz var mi: C1Evet /[ 1Hayir
Halihazirda kurumunuzda meme kanseri ameliyati yapan uzman cerrah sayisinedir: ~ ____ adet
Kurumunuzda yilda en az 30 meme kanseri cerrahisi yapan uzman cerrah sayisinedir: ~____ adet
Kurumunuzda 2009 yilinda yapilan meme kanseri ameliyatisayisi: ____adet

(miimkiinse kadin olgu ve erkek olgu sayisi ayri ayri olarak belirtiniz)

Kadinolgu: _____ adet Erkek olgu: ____ adet
Kurumunuzda ameliyat edilen tiim (disaridan tani alarak gelenler dahil) meme kanseri olgularinin tanisi nasil konulmustur:
1IAB: _ adet
Kalin igne (Kor/Trukut) biyopsi: ___ adet
Eksizyonel / insizyonel biyopsi: __ adet
Frozen inceleme (ameliyat dncesinde hic biyopsi yapilmayip sadece definitif ameliyat sirasinda tani konulanlar): ___ _ adet

2009 yilinda ameliyat ettiginiz meme kanseri hastalarinin ilk bagvurudaki “klinik evre” dagilimi nedir:

Evre 0 (DKIS): ___ adet,

Evre l: ___ adet

Evrell: ___ adet

Evre lll: ___ adet

Evre IV: ___ adet

Bilinmeyen: _adet
2009 yilinda neoadjuvan tedavi (cerrahi dncesi kemotrapi ve/veya hormonoterapi) alan hasta sayiniz nedir:____adet
2009 yilinda meme kanseri nedeni ile ameliyat olan hastalara yapilan cerrahi girisim tiplerinin dagilimi nedir:
Sadece lumpektomi (sentinel lenf nodu biyopsisi —SLNB- yapilsin yapilmasin): ___ adet
Sadece basit mastektomi (SLNB yapilsin yapilmasin): ___ adet
Lumpektomi + seviye I-I1(-I11) aksilla diseksiyonu (SLNB yapilsin yapilmasin): ___ adet
Modifiye radikal mastektomi (Mastektomi + aksilla dis.; SLNB yapilsin yapilmasin): ___ adet

Sentinel lenf nodu biyopsisi (sonucu metastatik olsun olmasin, sonrasinda aksilla diseksiyon yapilsin yapilmasin) __adet

SLNB yapiyorsaniz; yontemi nedir;
[ Sadece mavi boya / [ Sadece radyokolloid madde / [ Kombine yantem (mavi boya + radyokolloid)

Eder yapiyorsaniz; SLNB icin mavi boya amacli ne kullaniyorsunuz:
[izosiilfan mavisi / 1 Metilen mavisi / ] Patent mavisi / 1 Diger; liitfen belirtiniz:

Kurumunuzda;

Ele gelmeyen (nonpalpabl) meme kanseri olgularinda lumpektomi yaptiginizda tiimdral kitlenin gikanilip ¢ikariimadigini intraoperatif (ameliyat esnasinda) nasil konfirme ediyorsunuz

(Birden ¢ok secenek isaretleyebilirsiniz):
[1Spesimen mamografisi [Frozen inceleme
[[1Makroskopik inceleme (Spesimeni keserek kontrol etme) L1 Konfirme edilmiyor

Ele gelsin gelmesin meme kanseri olgularinda lumpektomi sonrasi intraoperatif (ameliyat esnasinda) cerrahi sinirlari nasil degerlendiriyorsunuz (Birden cok secenek isaretleyebilirsiniz):

[JSpesimen mamografisi [IFrozen inceleme
[[1Makroskopik inceleme (Spesimeni keserek kontrol etme)
[THig degerlendirilmiyor, normal patolojik degerlendirmeye birakiliyor.

Meme kanseri tedavisinde lumpektomi icin kabul ettiginiz giivenilir / kabul edilebilir cerrahi sinir uzakhigi ne kadardir (liitfenagiklayiniz):

Kurumunuzda 2009 yilinda lumpektomi yapildiktan sonra (cerrahi sinir yakinhii ya da pozitifligi nedeni ile) ikinci bir seansta rerezeksiyon ya da mastektomi yapma oraninizi belirtiniz:

(ikinci ameliyat gerektiren hasta sayisi / toplam lumpektomi yapilan hastasayisi): %
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Tablo 1. Anket 6rnegdi devami
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2009 yilinda meme kanseri nedeni ile cerrahi girigim yapilan olgularda “patolojik evre” dagilimi nedir:

Evre O (DKIS): _ _ _ adet

Evre l: ___ adet

Evrell: ___ adet

Evrelll: __ adet

Evre IV: _ adet

Bilinmeyen: ___ _ adet
Cerrahi kliniginizde ayrica yapilandinlmig meme cerrahisi diniteniz var midir: [Cdevet  /CIHayir
Aynica yiiriitiilen meme polikliniginiz var midir: [Cdevet  / ClHayir

Radyoloji kliniginde/iinitesinde asagida yer alan ekipmanlardan hangilerinin oldugunu isaretleyiniz:
[CIMeme ultrasonografisi
[C1Mamografi
[1Meme MR
[Elastografi
CIPpeT/CT

Meme goriintiilemesi ile dzellikle ugrasan en az bir radyoloji uzmani var midir: C1Evet  /[THayir
Meme patolojisi ile 6zellikle ugrasan en az bir patoloji uzmani var midir: [1Evet /[IHayir
Asagida belirtilen girisim ya da islemlerden hangilerinin kurumunuzda yapilabildigini isaretleyiniz:

[ Stereotaksik tel ile isaretleme

[usG yardimli tel ile isaretleme

[1usG yardimli vakum biyopsi

[ Stereotaksik vakum biyopsi

[IMR yardimli biyopsi

Meme hastaliklar / kanseri tani ve tedavisi icin diizenli multidisipliner toplanti yapiyor musunuz: [Cdevet  /CIHayir
Eder yapiyorsaniz:
Toplantinin tipi nedir: [C1Tani temelli* [ITedavi temelli** [ Her ikisi de

*Kurumunuzda yapilan tiim biyopsilerin (jiA, kalin igne ve eksizyonel) gdzden gegirildigi, sadece radyoloji, cerrahi ve patoloji birimlerinin katildigi toplantilardir.
**Kurumunuza bagvurmus ya da tedavi edilmis meme kanseri hastalarinin ameliyat dncesi ya da sonrasi gzden gegirildigi tedavi ile ilgili branglarin katildii toplantilardir.

Eger kurumunuzda en az bir tip multidisipliner toplanti yapiyorsaniz; ne kadar siklikla yaptiginizi belirtiniz:

“Tani temelli”igin; [ Haftada bir [10n beg giinde bir [JAyda bir  []Daha nadir
“Tedavi temelli”igin; [ Haftada bir [10n beg giinde bir [JAyda bir  []Daha nadir
Eger kurumunuzda “tedavi temelli” multidisipliner toplanti yapiyorsaniz; hangi branslarin bu toplantilara katildigini belirtiniz:
[JGenel / Meme Cerrahisi -~ [1Radyoloji [dPatoloji  [IMedikal Onkoloji [1Radyasyon Onkolojisi
[INiikleer Tip [IPlastik ve Rekonstriiktif Cerrahi [1Diger (liitfen belirtiniz);

“Tedavi temelli” toplanti yapiyorsaniz; toplantinin zamanlamasi nedir:

[ Cerrahi oncesi [ Cerrahi sonrast [DHerikisideaynianda [ Herikisi de ayn zamanlarda
Kurumunuzda meme kanseri icin onkoplastik / rekonstriiktif cerrahi yapilyor mu:

Onkoplastik cerrahi: [Cdevet  /ClHayir

Rekonstriiktif cerrahi: [Cdevet  /CIHayir

Kurumunuzda;

(alisan medikal onkoloji uzmani var midir: [devet /[dHayir

(alisan radyasyon onkolojisi uzmani var midir: [dEvet  /CIHayir

Ayaktan ya da yatarak hasta hizmeti veren kemoterapi tinitesi var midir: [dEvet /CIHayir

iyonize radyasyon tedavisi (Radyasyon Onkolojisi) veren Kliniginiz var midir: [Cdevet  /[CHayrr

Meme hastalarinin aldiklari tani ve tedavi hizmetleri sirasinda memnuniyetlerini 6lgen bir dl¢ek kullaniyor musunuz:
[Cdevet /CIHayir

Meme hastalarinin tani ve tedavisinde kullanilan yontemlerden (SLNB, erken ve lokal ileri evre kanser tedavisi, ele gelmeyen meme kanserlerinin cerrahi tedavisi,
lumpektomi oryantasyon isaretleme, takip vb) en az birisi icin yazili kurumsal protokoliiniiz var midir: [1Evet /[1Hayir

Varsa ne/ler icin (liitfen belirtiniz):
Patoloji iinitenizde;

intraoperatif frozen inceleme yapilabiliyor mu: [Cdevet  /CIHayir
immiinhistokimyasal degerlendirme yapilabiliyor mu: [Cdevet  /CIHayir
FISH/SISH/CISH yontemi uygulanabiliyor mu: [Cdevet  /CIHayir
Kurumunuzda meme kanseri icin yiiksek risk poliklinigi var midir: [Cdevet  /CIHayir
Kurumunuzda meme kanseri sonrasi rehabilitasyon polikliniginiz var midir: [Cdevet  /CIHayir

Varsa; liitfen ilgili poliklinikleri belirtiniz: CILenfodem ~ [IAgn  [dSporfizyolojisi
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Bdlgeler Evre I (%) Evre Il (%) Evre HI-IV (%)
Marmara Bolgesi 45 36.5 19.5
Ege Bdlgesi 35,65 444 22
Akdeniz Bolgesi 21.2 55.8 23
Giineydogu Anadolu Bdlgesi 15 58.5 26.5
Dogu Anadolu Bolgesi 8.8 452 46.1
Karadeniz Bolgesi 25.3 48.7 26
i¢ Anadolu Bolgesi 24 36 40

Bu calismada amag Ulkemizin tim cografi bolgelerinde faaliyet
gosteren 3. basamak saglik hizmeti veren tip fakultesi hastanele-
rinde meme kanserine yaklasim, olanak ve olanaksizliklari ortaya
koymaktir.

Yontem ve geregler

Calismanin amacina yonelik olarak, meme kanserinin tani ve te-
davisi ile ilgili 25 soruluk demografik degerlendirme parametre-
leri iceren bir anket hazirlandi (Tablo 1). Ankette hekimin hizmet
verdigi bolgedeki nifus, saglik merkezi sayisi, meme hastalikla-
r ile ilgili kayit programi olup olmadigi, kullanilan biyopsi tiple-
ri, 2009 yilina ait meme kanseri icin yapilan ameliyati sayisi, sap-
tanan meme kanserlerinin cesitli klinik 6zellikleri, evreleri ve bun-
lara uygulanan cerrahi girisimler sorgulandi. Tiirkiye'nin yedi cog-
rafi bolgesinde yer alan 42 tip fakulltesinde meme hastaliklar ko-
nusunda tedavi hizmeti veren genel cerrah ve/veya meme cerra-
hina ulasiimaya calisildi. Tablo 1'de goriligu gibi anketi yanitla-
masi icin hangi tip fakiltelerinin secilecegi her cografi bdlgenin

nifus yogunluguna gore yapildi. Yanit alinan cerrahlarin cahstik-
lar hastanelerde 2009 yilinda meme kanseri nedeni ile ameliyat
edilmis hastalara ait demografik, klinik patolojik ve tedaviye ait ve-
riler toplandi. Bu verilerin disinda ayrica cerrahlarin bulundukla-
ri kurumlarin alt yapi ve teknik olanaklari ile ilgili bilgiler kayit al-
tina alindi.

Sonuglar aritmetik ortalama ve yiizdesel dagilimlarina gore sinif-
landirilip degerlendirildi, tanimlayici olarak verildi. istatistiksel kar-
silagtirma yapilmadi.

Bulgular

Marmara bélgesinden 9, Ege bélgesinden 8, ic Anadolu
Bolgesinden 10, Karadeniz bolgesinden 4, Akdeniz bdlgesinden
4, Dogu Anadolu bdlgesinden 5 ve Gilineydogu Anadolu bdl-
gesinden 2 merkezden ankete yanit verildi (Tablo 2). Yanit ve-
ren merkezlerden 2 tanesi anket tarihi itibari ile yeni kurulmala-
rn yiziinden meme cerrahisi yapmadiklarini beyan ettiklerinden

Daglan

KRR AT B NG

\ GORCISTAN

Sekil 1. Galismaya katilan merkezlerin bolgelere gore dagilimi.
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[@ Evre 0
HEwrel
HEwre2
HEvred

Evre 4

m Bilinmiyor

Sekil 2. 2009 yilinda 42 merkezde ameliyat edilen meme kanserli olgularin
klinik evreleme bulgulan.

degerlendirme disinda birakildi. Sonug olarak 42 merkezin ya-
nitlari degerlendirmeye alindi. Yanit veren bolgelerdeki Gniversi-
te hastanelerinin 2008 yili adrese dayali niifus sayimi dikkate alin-
diginda yaklasik 27 milyon kadina hizmet veriyor oldugu varsayil-
mistir (10).

Demografik / klinik / patolojik bulgular

Ankete yanit veren merkezlerde 4832 hastanin meme kanseri ne-
deni ile tani ve tedavi amacli ameliyat edildigi saptandi. Hastalarin
4789 (%99.1) tanesi kadin, 43 (%0.9) tanesi ise erkek idi. Ameliyat
olan hastalarin 320 (%6.6) tanesi klinik evre 0, 1554 (%32.2) tanesi
klinik evre | iken 244 (%5) olgu evre IV idi. Evre IV olgularin 75'ine
tedavi amagli, 169'una ise tanisal amach cerrahi girisim yapildig
anlasilmistir. Olgularin ameliyat sonrasi patolojik evrelemeye gore
dagihmi yapildiginda ise 321 (%6.6)'i evre 0, 1364 (%28.2)'l evre |
ve 1891 (%39.1)'i evre Il iken 244 (%5)'U ise evre IV idi (Sekil 2 ve 3).
Tablo 2'de evreleme durumuna gore olgularin bélgelere dagilimi
verilmistir. Marmara bdlgesinde evre | olgu orani %45 iken Dogu
Anadolu ve Giineydogu Anadolu bélgelerinde bu oran sirasi ile
%8.8 ve %15 idi. Marmara Bolgesi disinda tiim bolgelerde en ¢ok
evre |l olgular yer almakta idi. Ozellikle Giineydogu Anadolu ve
Akdeniz bolgelerinde evre Il olgular tiim olgularin yaridan fazlasi-
ni olusturmakta idi (sirasi ile %58.5 ve %55.8). ic Anadolu ve Dogu
Anadolu bolgelerinde evre Il ve IV olgular en biyik grubu olus-
turmakta idi. Ote yandan Marmara bdlgesinde bu iki evrede yer
alan olgular tiim olgularin %19.4'tinl olusturmakta idi.

Merkezlerin ézellikleri

Ankete katilan 42 merkezde meme cerrahisi yaptigini beyan eden
264 6gretim Uyesinin 193'Gniin (%73.1) yilda 30'dan azmeme ame-
liyati yaptigi, 71'inin(%26.9) ise yilda 30 ve lizerinde meme kanse-
ri ameliyati yaptidi anlasildi. Bu merkezlerden 23'linde (%54.8) ge-
nel cerrahiden ayr meme poliklinigi, 11'inde(%26.2) meme cerra-
hisi icin ayn Uinite ve 7 (%16.7)'sinde ise yuksek risk poliklinigi ol-
dugu 6grenildi. Otuz dort (%81) merkezde tecriibeli en az bir adet
uzman meme radyologu ve yine bu merkezlerden 29 (%69)’'unda
meme konusunda yogun calisan en az bir adet uzman patolog ol-
dugu bildirilmistir. Universite hastanelerinin 38 (%90.5)'inde ult-
rasonografi ve mamografi cihazi, 32 (%76.2)'inde manyetik rezo-
nans gorlntlleme cihazi, 17 (%40.5)'sinde ise PET cihazi varken, 3
(%7.1)'Unde elastografi yapildigi saptanmustir.
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Sekil 3. 2009 yilinda 42 merkezde ameliyat edilen meme kanserli olgularin
patolojik evreleme bulgular.

Doku tani yéntemleri

Merkezlerde meme kanseri tanisi koymada en fazla kullani-
lan biyopsi teknigi sirasi ile 17'sinde(%40.5) kalin igne biyopsisi,
15'inde(%35.7) eksizyonel biyopsi ve 8'inde(%19.4) ise ince igne
aspirasyon biyopsisi (iAB) oldugu anlasiimistir. Marmara bélge-
sinde en fazla kullanilan biyopsi teknigi %48 ile kalin igne biyop-
sisi olmasina ragmen diger bolgelerde eksizyonal biyopsi halen
en ¢ok basvurulan teknik olmaya devam etmekte (%42-69.5) idi
(Sekil 4).

Cerrahi tedavi

Merkezlerde erken evre meme kanseri olgularinin 1895 tanesi-
ne (%53) meme koruyucu cerrahi (MKC) yapildigi saptanmistir.
Akdeniz ve Glineydogu Anadolu bélgelerinde ise MKC oranlari (si-
rasi ile %22.7 ve %21), Turkiye ortalamasina gore oldukca diistik
idi (Sekil 5). Calismaya katilan merkezlerin 38’inde (%90.5)' don-
durulmus kesit ile patolojik inceleme olanagi oldugu 6grenildi.
Merkezlerin yarisindan fazlasi MKC sirasinda yeterli cerrahi sinir
olarak 2 mm'yi yeterli gérmekte idi (Sekil 3). Ele gelen kanserler-
de cerrahi sinir belirlemek icin tercih edilen yaklasimlar Sekil 4'te,
ele gelmeyen kanserlerdeki yapilan cerrahi islemin yeterliligini an-
lamak icin yapilanlar ise Sekil 5te verilmistir. Ele gelen kanserler
icin donmus kesit ile cerrahi sinir gtivenligi saglanirken, ele gel-
meyen kitlelerde kitlenin ¢ikarilip ¢ikariimadigini anlamak ve cer-
rahi glvenligi saglamak icin ise spesimen grafisi en ¢ok tercih edi-
len yontemler idi. MKC sonrasi ikincil girisime %15.5 olguda ge-
reksinim duyulmustur. Merkezlerin yaklasik yarisinda (20 merkez,
%47.6) onkoplastik cerrahi girisimin uygulandigi belirlenmistir. 30
(%71.4) merkezde meme rekonstriiksiyonu konusunda tecribeli
plastik ve rekonstriiktif cerrahi uzmani oldugu saptanmistir.

Sentinel lenf nodu biyopsisi (SLNB) teknigi 34 (%81) merkez-
de uygulanmakta idi. Bu merkezlerin 13'linde(%38.2) SLNB icin
sadece mavi boya, 6'sinda(%17.7) sadece radyontklid teknik,
15'inde(%44.1) ise kombine teknik (mavi boya + radyonuklid isa-
retleme) uygulanmakta idi. Boya ya da kombine teknik kullani-
lan hastalarda en cok kullanilan boya 14 (%50) merkezde izoslil-
fan mavisi iken, 11 (%39.3) merkezde boya olarak metilen mavi-
si tercih edilmekte idi. Erken evre meme kanserlerinde SLNB 6zel-
likle Marmara (%60), Karadeniz (%62) ve ic Anadolu (%66) bélge-
lerinde daha ¢ok uygulanirken, Giineydogu Anadolu ve Akdeniz
bélgelerinde (sirasi ile %16 ve %18.3) daha diisiik oranlarda uy-
gulanmakta idi.
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Sekil 4. Bolgelere gore tani amagli tercih edilen preoperatif biyopsi teknikleri.

Adjuvan tedavi

Merkezlerden 29 (%69)'unda medikal onkolog, 23 (%64)'linde ise
radyasyon onkologu bulundugu, 32 (%76) merkezde KT verilirken,
23 (% 55)'Unde RT icin cihaz oldugu ve RT uygulandigi saptand..
32 (%76) merkezde ameliyat dncesi gerektiginde neoadjuvan ke-
moterapi uygulanmakta idi.

Miiltidisipliner yaklasim / kanser kayit / tedavi protokolii olanaklar
Merkezlerin 26 (%61.9)'sinda miultidisipliner konsey yapilmakta
idi. 20 (%47.6) merkezde meme kanseri kayit programi kullanil-
makta iken sadece 11'inin(%26.2) yerlesmis meme kanseri tani ve
tedavi protokoli vardi. Alti merkezde(%14.3) hastalara memnuni-
yet analizi yapildigi ve sadece 9 (%21.4)'unda rehabilitasyon polik-
linigi hizmeti verildigi saptand..

Tartigsma ve sonuglar

Calismaya katilan merkezlerin cogunda olgularin yaklasik %75'inin
evre 0, | ve Il gibi erken evre meme kanseri olgular oldugu, an-
cak Dogu Anadolu ve i¢ Anadolu Bélgesinde ise olgularin yaklasik
%40'inin evre lll ve IV meme kanserinden olustugu goériilmektedir.
Marmara bolgesinin disinda tiim bolgelerde hala tani koymak icin
eksizyonal biyopsinin agirlikla kullanildigi saptanmustir. Ote yan-
dan erken evre meme kanserlerinde cerrahi girisim olarak Akdeniz
ve Glineydogu Anadolu bolgeleri disindaki yerlerde MKC'nin daha
fazla tercih ediliyor oldugu gorulmustdr.

Bu calisma ilk kez Tuirkiye'deki 3. basamak liniversite hastanelerin-
de meme kanseri tani ve tedavisindeki uygulamalari degerlendi-
ren ve karsilastirma olanagdi veren bir anketin verilerini sunmakta-
dir. Toplamda 42 hastanenin genel cerrahi uzmanlarina ulasilarak
tim cografik bolgelerden veri elde edilmistir.

Anket calismasi olmasi nedeni ile veriler tim merkezlerden ret-
rospektif olarak elde edilmistir. Merkezlerin verilerinin dogruluk
ve kesinlik diizeyi merkezi bir mekanizma ile verifiye edilmemistir.
Kurumlarin kendi beyanlar esas alinmistir. Cografik bolgelerdeki
tim Universite hastanelerinden veri elde edilemedigi gibi o bolge-
lerde yer alan diger 3. basamak egitim / arastirma ve devlet / 6zel
ve askeri hastanelere anket uygulanmamistir. Bu nedenle ¢alisma-
da elde edilen sonuclarin tiim llkeye genelleme yapilmasi glictr.
Sadece Universite hastanelerinden elde edilen bu sonuclarin yo-
rumlanmasinda yanlilik olusmasi olasidir. Glnimizde er-
ken tani kadar standartlara uygun dogru tedaviyi zamaninda uy-
gulamak blyiik 6nem tagimaktadir. Bu amagla miiltidisipliner yak-
lasim 6nem arz etmektedir. E§er mdltidisipliner bir ekip olusturul-
maz ise tedaviye baslamakta gecikme yani zaman kaybi yaninda
gereksiz tetkik ve tedavilere yonelme yiiziinden ekonomik kayip-
lar s6z konusu olacaktir (11). Bu calismada tlkemizin yedi bdlge-
sindeki 42 merkezden 26 tanesinde miiltidisipliner meme konseyi
yapilabildigi anlasiimistir. Meme kanserinde muiltidisipliner yakla-
sim basarili bir tedavi icin olmazsa olmazdir. Miiltidisipliner yakla-
sim ile daha uzun sagkalim elde edilebilmekte, daha fazla MKC ya-
pilmakta ve neoadjuvan tedavi verilme orani daha yiiksek olup te-
daviler arasi slire daha kisa olmaktadir (12) .

Ulkemizde meme kanserinin cerrahi tedavisinden genel cerrahi
uzmanlari sorumludur. Tani ve prognoz agisindan ¢ok dnem arz
eden cerrahi girisimi yapan cerrah konu ile iliskili olan uzmanhk
dallari ile ilgili temel bilgilere sahip olmali ve 6zellikle ameliya-
t1 patologun isteklerine uyarak yapmalidir (13). Bunun icin dene-
yim 6nem arz etmektedir. Meme kanseri ile ilgilenen genel cerra-
hi uzmaninin meme kanseri cerrahi girisimlerini basari ile uygula-
yabilmesi icin ayda yaklasik 6-10, yilda toplam olarak 100 meme
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Sekil 5. Bolgelere gore erken evre meme kanserinde MKC uygulama dagilimi.

kanseri ameliyati yapmasi onerilmektedir (14). Bu uygulama ile
meme kanseri cerrahisi konusunda 6nemli bir deneyime sahip
olunabilir. Bizim anket ¢alismamizda anketimize yanit veren mer-
kezlerde meme cerrahisi yapan cerrahlarin ancak dortte birinin yil-
da 30'dan fazla meme ameliyati yaptigi gorilmustar.

Son 40 yilda meme kanserinin bélgesel tedavisinde maksimum
tolere edilebilir tedaviden minimum etkili tedaviye gecilmistir.
Bu arada pek ¢cok dogma yikilmis italya'dan Veronesi ve ABD'den
Fisher “biyoloji temelli cerrahi”iye 6n ayak olarak RT ve KT ile bir-
likte MKC'ye 6nderlik etmislerdir (7,8). Buglin MKC, kadranektomi
ile lumpektomi arasi genislikte meme dokusunun icerisinde ne-
oplazik dokunun giivenli sinirlar icerisinde cikarilmasi olarak ta-
rif edilmektedir (15). Burada niiksii tahmin ettirici en 6nemli fak-
tor cerrahi sinirdir (16). Guivenli cerrahi siniri temin etmede cerra-
ha yardimci olan en 6nemli iki faktér deneyimli 6zellesmis pato-
loji uzmaninin bulunmasi ve miiltidisipliner kollektif calisma ya-
pilmasidir. Bu calismada tlkemizde 3. basamak saglik hizmeti ve-
rilen Universite hastanelerinin bile ancak dortte liciinde uzman-
lasmis meme patologu oldugu goériilmektedir. Kanser odagindan
uzaklastikca kanser hiicrelerinin bulunma orani azalir yani cerra-
hi sinir pozitifligi rezeksiyon genisligi ile iliskilidir. Bu anket ile ul-
kemizde yaridan fazla merkezde 2 mm, giivenli cerrahi sinir olarak
kabul edildigi gorilmdistur. Cerrahi sinir genel sagkalimi etkileme-
se de hastaliksiz sagkalimi olumsuz etkilemektedir (17). Cerrahi si-
nir negatifligi cerrahin kendini rahat hissetmesi, hastanin givenli-
gi ve RT planiicin dnemlidir.

SLNB tiim diinyada oldugu gibi tilkemizde de farkl yontemler kul-
lanilarak aksillayr degerlendirmekte kullaniimaktadir. SLNB T1-2

meme kanseri saptanan kisilerde gereksiz aksiller diseksiyonun
oniline gecebilmektedir (18). Anketi yayinlayan Universite hasta-
nelerinin 34’tiniin SLNByi uygun endikasyonu olan hastalarda uy-
guladigi saptanmistir. Bu da llkemizde saglik alaninda yenilikle-
rin izlenmesindeki basarili olundugunu disiindirmastir. Ancak,
yine de Akdeniz ve Giineydogu Anadolu bolgelerinde erken evre
meme kanserlerinde bu minimal invaziv yontemin uygulama
oranlarinin diisuik kalmasi kaliteli hizmetin dagihmi acisindan hala
sorunlarin oldugunu gostermektedir.

MKC, cogu olguda sagkalim agisindan dezavantaj saglamadan es-
tetik kaygilar giderip genel yasam kalitesi tizerinde olumlu etkide
bulunan bir cerrahi alternatiftir (19). Ancak MKCnin kontrendike
olmasi ya da hastanin istememesi durumunda mastektomi son-
rasi rekonstriktif girisimler de hastada meme kaybinin getirdigi
olumsuzluklar giderebilmektedir. Bu calismada tilkemizde meme
kanseri tedavisinde, dortte t¢ kurumda plastik cerrahi uzmani bu-
lunmasina ragmen, onkoplatik cerrahinin sadece merkezlerin ya-
risinda uygulanabildigi gorllmistir. Bu durum ya cerrahlarin ya
da hastalarin tercihlerini bu dogrultuda kullanmasi ile iligkilendiri-
lebilirse de, hastalarin cerrahlarca bu konuda yeterince bilgilendi-
rilmemesi ile de iliskili olabilmektedir. Halbuki ABD'de hastalarin
rekonstriiksiyon konusunda bilgilendirilmemesi malpraktis olarak
tanimlanmistir (20,21).

Genel cerrahi uzmanlik egitimi sirasinda alinan meme kanseri egi-
timinin, uzmanlik stiresince tekrarlanmasi ve gelistirilmesi gerek-
lidir. Bu amacla, ideal olan yaklasim, “Meme Cerrahisi’ni bir yan
dal olarak kabul edilmesi ve uygulanmasi oldugu diistinilmekte-
dir. Bu konuda Tiirk Cerrahi Dernegi 21 Subat 2009 tarihinde “Tiirk
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Sekil 6. Calismaya katilan merkezlerde MKC igin kabul edilen giivenli cerrahi sinir.
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Cerrahi Dernegi Genel Cerrahi Uzmanlik Alani ve Yan Dallar Calistayi
konulu bir toplanti diizenlemistir (22). Ancak, bunun uygulamaya
gecmesi ve Meme Cerrahisi Yan Dali’'nin olusturulmasi ve burada
bir st ihtisas yapilmasi Gilkemizde saglikla ilgili donlisim progra-
mi ve hekimlik uygulamalarindaki sikintilar dikkate alindiginda za-
man alacagi diistinilmektedir.

Meme Hastaliklari Dernekleri Federasyonu, Saglik Bakanligi
Kanserle Savas Dairesi Baskanligi ile birlikte “Ulusal Meme
Hastaliklar Kursu” diizenleyerek, Glkemizde meme kanseri ile ilgi-
li tim uzmanlarin (radyolog, genel cerrahi uzmani, patolog ve on-
koloji uzmanlar) meme kanseri konusunda homojen, standart bir
bilgi diizeyine kavusmasina calismaktadr. ilki 20 Subat 2010 ta-
rihinde Bursa'da baslatilan kurslarin 8.si Diyarbakir'da diizenlen-
mistir. Bugline kadar bu kurslar toplam 49 ili kapsamis ve 1000'in
Uzerinde doktor bu kurslara katilarak sertifika almistir. Tum ulke-
mizi kapsayacak olan bu kurslar, stirekli egitim kurslari seklinde
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hazirlanmis olan 6zel modiillerle devam edecektir. Bu kurslarin
da meme kanserinin modern tani ve tedavisinde ulusal standardi
ylkseltecegine inanilmaktadir.
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visinde bir homojenite olmadigi, cografi bélgelere gore uygula-
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NIPPLE DISCHARGE
ABSTRACT

Purpose: We aimed to present the examination and treatment results of our
patients with nipple discharge.

Patients and Methods: Physical examination, medical history and smear fom
nipple discharge stained with Papanicolaou Method of patients were evaluat-
ed. In search of etiology of nipple discharge and to get a diagnosis of patients,
ultrasonography, mammography, ductography and MRI were used.

Results: Twenty seven female patients with nipple discharge included in this
study. Median age of the patients were 44. Nine of patients have bloody, 4
have serosanguineous, 12 have serous, 2 have multicoloured nipple dis-
charge. Fourteen of 27 patients treated surgically, 4 for cancer, 6 for intraduc-
tal papillomatosis, 2 for ductal hyperplasia, 2 for ductal ectasy.

Conclusion: Cytologic analysis for nipple discharge is significant. Unilateral
and bloody nipple discharge may be the first sign of cancer. Getting smear
from nipple discharge is easy and can be done in consulting room condi-
tions.

Key words: nipple discharge, breast cancer, cytology

Giris

Meme basi akintisi, kadinlarda sik rastlanan bir semptomdur.
Yazarlara gore degismekle beraber kadinlarin %5 - 10'unda meme
basi akintisinin olabilecegi ifade edilmektedir (1,2,3, 4). Ureme ca-
gindaki tiim kadinlarin %80°inde, hayatin herhangi bir aninda en az
bir defa meme basi akintisi olabilecegi belirtiimektedir (1). Akintinin
rengi, spontan ve tek tarafli olup olmadigi, miktari, siklus degisikligi
ile iliskisi gibi 6zelliklere gére meme basi akintilari normal ve anor-
mal olarak ayird edilebilir. intraduktal papilloma, duktal ektazi, plaz-
ma hiicreli mastitis, galaktore gibi benign durumlarda veya duk-
tal, lobuler veya papiller karsinoma gibi malign durumlarda meme
basi akintilar olabilir. H2 reseptor blokerleri, bazi antihipertansifler,
fenotiazin, antidepresan, kontraseptif, antipsikotik gibi bazi ilaglar

0ZET

Amag: Meme bagi akintisi nedeniyle takip ettigimiz hastalarin tetkik ve tedavi
sonuglarini sunmak.

Materyal ve Metod : Hastalarin fizik muayeneleri, yeterli anamnezleri alindi,
meme basi akintilanindan alinan siiriintiiler yayma yapilarak Papanicolaou
Metodu ile boyanip incelendi. Meme basi akintilarinin etyolojisini arastir-
mak, hastalarin tanilarini koymak icin ultrasonografi, mamografi, duktografi
ve MR gibi gériintiileme yontemleri kullanildi.

Bulgular: Yas ortalamasi 44 olan 27 meme basi akintil kadin hasta ¢alismaya
alindi. Meme basi akintisi olan 9 hastada kanli, 4 hastada serozanjin, 12'sinde
seroz, 2'sinde gri-yesilimsi akinti vardi. Yirmi yedi meme basi akintil hastadan
14'linde cerrahi tedavi, 13’iinde de medikal tedavi uygulandi. Cerrahi tedavi
yapilan 14 hastadan 4'iinde meme karsinomu, 6'sinda intraduktal papilloma-
tozis, 2'sinde duktal hiperplazi, 2’sinde duktal ektazi saptand.

Sonug: Meme bagi akintilannin sitolojik incelemesi énemlidir. Ozellikle tek
tarafli ve kanh meme basi akintilari kanserin ilk belirtisi olabilir. Meme basi
akintisinin alinmasl, yayilmas ve patolojik incelemeye gonderilmesi polikli-
nik sartlarinda yapilabilir.

Anahtar sozciikler: meme basi akintis;, meme kanseri, sitolojik inceleme

meme basi akintilarina neden olabilir (5). Meme basi akintilarinin
klinik goriintusi ile benign veya malign meme basi akintisi olup
olmadigi tahmin edilememesi nedeniyle malign bir hastaligi géz-
den kacirmamak icin ileri inceleme gerekir (6). Meme bagi akintisi
ile meme kanseri arasindaki iliski bircok defa incelenmis ve patolo-
jik kabul edilen meme basi akintilarinin genellikle tek tarafli, spon-
tan ve kanli oldugu, meme basi akintilarinda %9,3 ile %21 arasinda
malignite saptandigi bildirilmistir (7, 8).

Meme basi akintisi olan hastanin degerlendirilmesinde, iyi bir
anamnez ve fizik muayeneyi takiben ultrasonografi (USG), yas ve
fizik muayeneye gére mamografi gibi gorintiileme yéntemleri
kullaniimahdir (7).

Gonderilme Tarihi: 14 Nisan 2011 e Revizyon Tarihi: 11 Temmuz 2011 e Kabul Tarihi: 15 Temmuz 2011
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Meme basi akintisinin sitolojik incelemesi (9), duktografi (10), duk-
tal endoskopi (11, 12), basic fibroplast growth faktér (bFGF), pros-
tat spesifik antijen (PSA), s phase fraction (SPF), DNA index, hu-
man glandiiler kallikrein 2 (hK2) gibi biyolojik molekuler belirtec-
ler ile taninin kesinlestirilmesi ve ayni zamanda tedavisi icin pato-
lojik dokunun eksizyonu gibi yontemler de kullanilabilir (5,13,14).

Bu calismada, meme basi akintisi olan hastalarin muayeneleri, tet-
kik ve tedavilerinin yapilmasi, takipleri neticesinde alinan sonug-
larin paylasilmasi amaciyla prospektif bir calisma diizenlenmis ve
sonuglar sunulmustur.

Materyal ve metod

Ocak 2007- Haziran 2008 tarihleri arasinda genel cerrahi ve aile
hekimligi poliklinigine meme basi akintisi nedeniyle basvuran 27
kadin hasta takibe alinarak prospektif bir calisma diizenlendi.

Hastalarin anamnezleri alindiktan sonra fizik muayeneleri yapil-
di. Hastalardan meme basi akintisina 6zgiin olmayan hemog-
ram, aPTT, PT, INR, gibi basit tetkikler 6nerilerek yapilmasi saglan-
di. Ayrica her hasta meme USG ile degerlendirildi. 40 yasin Ustlin-
de olan hastalar ile 40 yasin altinda USG de suipheli kitle saptanan
hastalar mamografi ile degerlendirildiler. Kanli meme bagi akintisi
ve USG ile intraduktal papillom-papillomatozis olabilecegi diisi-
nilen hastalara duktografi yapildi. Meme karsinomu stipheli ve bi-
yopsi ile Meme karsinomu tanisi konulmus, meme koruyucu ame-
liyat yapilmasi planlanan hastalar MR ile degerlendirildi.

Hastalara; meme basi akintisi olusmadan 6nce meme salgisini art-
tirarak meme basi akintisina neden olabilecek baska bir ilag alip
almadiklarn soruldu ve bu tip ila¢ alanlar calisma disi birakildi.
Akintinin ne kadar siredir devam ettigi, kanli mi kansiz mi oldu-
gu, spontan mi yoksa sikarak mi geldigi, memesinde kendisinin
hissettigi bir kitle olup olmadigi, daha 6nce bir hekime basvurarak
tedavi olup olmadigi soruldu. Meme basi akintisi nedeniyle takibe
alinan 30 hastadan birinin baska bir hastaliktan ex olmasi, birinin
klorpromazin tedavisi gérmesi ve bir digerinin de takibi kabul et-
memesi nedeniyle calisma disi birakildilar.

Daha sonra meme basi akintilarn kalin damla halinde temiz bir lam
Uzerine alinip ikinci bir lam ile birinci lam Gzerine iki lamin temasi
saglanarak ince bir tabaka olarak yayilmasi saglandi. Daha 6nce
hazirlanmis olan %96lik alkol iceren kabin icine dik olarak ko-
nuldu. Bu safhada lamlarin birbirine degmemesine dikkat edildi.
Tesbit edilen preparatlar hemen patolojiye gonderilerek 24 saat
sonra Hematoksilen Eosin ve Papanicolaou metoduyla boyandi.
Alinan meme basi akintilari, bu konuda deneyimli olan ayni pato-
log tarafindan degerlendirildi.

Goruntuleme ile BIRADS 4 ve Ustlindeki malignite stipheli kitlelere
ince igne aspirasyon biyopsisi (II/AB) veya trucut biyopsi 6nerilerek
yapilmasi sagland.
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Patoloji uzmaninca preparatlarin degerlendirilmesinde
Papanicolaou Siniflamasi kullanildi (15).

Buna gore sitolojik inceleme degerlendirmesi su sekilde yapil-
maktadir:

Class 1: Atipik veya anormal hiicrelerin yoklugu
Class 2: Atipik sitoloji, fakat maligniteye ait kanit yok

Class 3: Maligniteyi dustindiiren sitolojik goriiniim, fakat kesin
sonug verici degil

Class 4: Kuvvetle maligniteyi destekler sitolojik goriinim

Class 5: Malignite icin kesin sitolojik gériinim.

Bulgular

Meme basi akintisi olan 27 hastanin en genci 23, en yaslisi
67 yasinda olup, yas ortalamasi 44'tu. Hastalarin 9’'unda akin-
t1 kanh, 4'inde serdsangin, 12'sinde serdz, 2'sinde de gri-
yesilimsi idi.

Tablo 1. Meme Basi Akintisi Olan Hastalarin Sitolojik Siniflamasi

Sitolojik Hasta Kanli Serdsangin Seréz Diger
Siniflama Sayisi Akinti

Class 1 6 - 1 ® -
Class 2 12 2 2 6 2
Class 3 4 3 - 1 -
Class 4 4 3 1 - -
Class 5 1 1 - - -
Toplam 27 9 4 12 2

Tablodan da anlasilacagi tizere kanli akintinin Class 4 - 5 de goriil-
mesi yani sira Class 2 - 3'de de gorilmektedir.

Meme basi akintisi olan 25 hastadan 13'U sag, 12'si sol meme kay-
nakli 2 hastada ise bilateral meme basi akintisi mevcuttu. Bilateral
meme basi akintisi olan hastalardan biri 25 yasinda 1 dogum yap-
mis, akintisi serdz vasiftaydi. Diger hasta 40 yasinda 3 dogum yap-
mis, akintisi serdsangin vasiftayd.

Tek tarafli meme basi akintisi olan 27 hastadan 11'i (%40,7) spon-
tan, 16'sinda (%59,3) maniptilasyonla - palpasyonla olmaktaydi.
Hastalarin 2'sinde palpasyonla kanli akinti ve hastalarin 3’tinde ise
serdz akinti 5 aydir devam etmekteydi.
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Tablo 2. Meme Bagi Akintisi ile Memede Palpabl Kitle Varliginin

Degerlendirilmesi
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Tablo 3. Meme Bas! Akintisi Etyolojisiyle Ameliyat Edilen Hastalarin
Patolojileri ve Akinti Ozellikleri

Palpabl Kitle Akinti Tipi
Meme Bagi Akintis Patolojik tam
Var Yok Kanli  Serézsangin Seréz  Toplam %
Unilateral 10 15 intraduktal Papillom
-Papillomatozis . ! 2 . —
Bilateral - 2
natera Sklerozan Adenozis _ 1 y 9 143
Toplam 10 17 +Duktal Hiperplazi ’
T
Bilateral meme basi akintisi olan 2 hastada palpabl kitle yoktu.
Unilateral meme basi akintisi olan 25 hastadan 10'u hekim tara- Karsinom 3 1 = 4 28,5
findan palpe edilmis bunlardan 4'G ayni zamanda hasta tarafin- Toplam 6 4 4 14 100

dan da palpe edilebilmistir. Onyedisinde palpabl kitle saptanma-
di (Tablo 2). Palpabl kitle saptanmayan bu 17 hastadan 4'tinde g6-
riinttileme metodlariyla non-palpabl kitle saptand..

Tum hastalar ultrasonografi ile degerlendirildi. Kirk yasin Ustlinde
olan 17 hastaya ve 40 yasin altinda olup meme karsinomu siiphe-
li veya meme karsinomu tanisi konmus hastalarin 4'ine mamogra-
fi tetkiki yapildi. Duktal ektazi ve intraduktal papillomatozis disiini-
len 5 hastaya duktografi yapildi, Trucut biyopsi ve iiAB ile meme kar-
sinomu tanisi konmus 2 hastada USG'de ve mamografide primer oda-
gin haricinde stipheli ikinci odak bulunmasi nedeniyle sekonder odak
acisindan, 4 hastaya da stipheli taniyr kesinlestirme amaciyla meme
MRt istendi. Bu hastalarin ikisinin meme MR’Inda malign kriterler ol-
masina ragmen trucut biyopside graniilomatz mastit tanist konuldu.

Meme basi akintisi ile memede palpabl kitlesi olan 10 ve non-
palpabl kitlesi olan 4 hastaya biyopsi yapildi. Palpabl kitlesi olan
5 hastaya trucut, 5 hastaya lIAB, non-palpabl kitlesi olan 2 hastaya
trucut, 2 hastaya liAB yapildi. Trucut biyopsi yapilan hastalarin 2'si
ile liAB yapilan hastalarin 1'inde meme karsinomu tanisi konuldu,
iIAB yapilan 2 olguda ise siipheli atipik hiicreler saptandi.

Meme karsinomu tanisi konulan 3 hasta ameliyata alinarak 2'sinde
lumpektomi + sentinel lenf nodu (SLNB) calismasi sonrasi 1'inde
aksiller kuraj, diger meme karsinomunda ise modifiye radikal mas-
tektomi (MRM) ameliyati yapildi. iiAB ile siipheli atipik hiicreler gé-
rilen non-palpabl kitlesi olan 2 hastaya stereotaksik isaretlemey-
le eksizyonel biyopsi uygulandi ve frozen section ile bir hasta be-
nign digeri malign olarak degerlendirildi. Bu hastaya ayni seansta
lumpektomi + SLNB uygulandi, patoloji sonucu sentinel lenf nodu
(-) gelmesi nedeniyle aksiller kiiraj uygulanmadi.

Trucut biyopsi yapilan 2 hastada graniilamatoz mastit ile
uyumlu bulgular saptandi ve bu hastalar medikal tedaviye alin-
di. Amoksisilin klavunat 1 gram, giinde 2 x 1 dozunda 4 hafta
tedavi diizenlendi. Trucut ve iiAB yapilan 14 hastaya eksizyon,
lumpektomi + SLNB ¢alismasi, lumpektomi + aksiller kiiraj veya
MRM seklinde ameliyatlar yapildi. Bu hastalarin 6’sinda intra-
duktal papillom — papillomatozis, 2'sinde sklerozan adenozis,
2'sinde fibrokistik hastalik + duktal ektazi tanilari konulmustur.

Ameliyat edilen hastalardan 2'sinde kanl, 1’inde serdsangin,
1'inde de ser6z akinti olmak (lizere toplam 4 hastada spontan
meme basi akintisi mevcuttu.

iIAB veya trucut biyopsi yapilmayan diger 13 hastada fizik muaye-
ne, laboratuvar ve goriintiileme yontemleri ile kronik mastit, duk-
tal ektazi, fibrokistik hastalik, makrokist, fibroadenom gibi tanilar-
la medikal tedavi ve takiplerine devam edilmektedir. Antibiyotik
+ antiflojistik tedavilerle on bir hastanin medikal tedavi ile meme
basi akintisi azalmis veya durmus, ancak ikisinde 3 - 6 ay sonra
tekrar meme basli akintisi baslamistir. Tedavi ile meme basi akintisi
diizelmeyen bir hastada meme basi akintisi bilateraldi. Bu has-
tada prolaktin seviyesi orta derecede yiiksekti ve bromokriptin
tedavisi ile diizelme saptandi. Diger meme basi akintisi kesilme-
yen hastada akinti ser6zdii ve meme basi akintisi Class 1 olarak
degerlendirilmisti.

Tartisma

Meme basi akintilari fizyolojik ve zararsiz olabilecegi gibi, patolo-
jik ve enflamasyon veya epitelyal proliferasyon belirtisi de olabi-
lir. Meme basi akintilarinin ¢ogunlugu benign nedenlere bagl ol-
masina ragmen %9,3 - 21 oraninda meme karsinomuna bagl ola-
bilir (7,8,16,17). Meme basi akintilarinin iki tipik sekli seréz ile kan-
I akintilardir. Ayrica ince sulu veya koyu sarimsi — grimsi, yesilim-
si, sitll, purdlan bulanik akintilar da gordlebilir. Orta yastaki kadin-
larin meme areola etrafinin sikilmasiyla gri - luzuci kivamda akin-
t1 cikanlabilir. Zorlama yoluyla ortaya cikarilan meme basi akintila-
r patolojik 5nem tagimazlar. Patolojik meme basi akintilari genellik-
le tek tarafli ve tek bir duktustan olur ve spontandirlar (5,18,19,20).
Fizyolojik meme basi akintisi hamilelik siiresince ve dogum sonra-
s1 2 yil sure ile olabilir. Tam fizyolojik olmayan ama memedeki pa-
tolojiden ¢ok hipofiz adenomu, hipotiroidi, bronkojenik karsinoma
(prolaktin salgisi nedeniyle) ve hipotalamus bozukluklar gibi dis et-
kenlerden olan meme basi akintilar da olabilir. Ayrica antipsikotik,
H2 reseptor blokerleri, antihipertansifler, antiemetikler, oral kontra-
septif ve fenotiazin grubu ilaglarin etkisiyle de meme basi akintila-
r olabilir ki bunlara galaktore denir. Her iki memede, spontan ve siit
meme akintisina neden olurlar (5,18,19,20). Patolojik meme akinti-
lari tek veya multipl papillomalar, duktal hiperplazi, duktal ektazi,
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plazma hiicreli mastitis, kronik mastitler gibi benign hastaliklarda
olabilecedi gibi duktal, lobuler karsinom ve bazen papiller karsi-
nom gibi meme kanserlerinde de olusabilir. Premenapozal kadin-
larda meme basi akintisi yapan genellikle intraduktal papillomato-
zistir. Duktal ektazi %15 oraninda meme basi akintisina neden olur.

Meme basi akintilarinda histolojik inceleme yapmak ve sonucla-
rini gérmek 6nemlidir. Yapilmasi ve takip edilmesi oldukga basit-
tir. Calismamizda hasta sayimiz yiksek olmamasina ragmen bize
yol gosterici bilgiler vermektedir. Class 2'de 12 hastadan 2'sinde
(%16,6), Class 3 ve Class 4'de 4 hastanin 3'linde (%75) ve Class 5'de
1 hastada (%100) kanl akinti bulunmus, kanli akintisi olan 9 hasta-
dan 3'line karsinom (%33,3) tanisi konmustur.

Meme basi akintisina neden olan 4 hastada (%14,8) meme kan-
seri saptandi ve 3'U duktal karsinom, 1'i lobuler invaziv karsinom-
du. iki hastada duktal hiperplazi (%7,4), 2 hastada ise duktal ekta-
Zi (%7,4) saptandi.

Meme kanserlerinin %20 kadarinda fizik muayene esnasinda pal-
pabl kitle bulunmazken mamografi ile okkilt meme karsinomu
tanisi konulabilmektedir (21). Calismamizda 27 hastadan 10'unda
palpabl, 4'inde de non-palpabl kitle mevcuttu. Dért hastada kan-
ser tanisi konuldu, bunlardan 3’0 (%75) palpabl, 1 tanesi (%25)
non-palbabl kitlesi olan hastalardi.

Meme basi akintisi yakinmalariyla gelen hastalarda iyi bir anam-
nez ve fizik muayenenin ardindan rutin olarak ultrasonla baslamak
dogru bir yaklasimdir. Biz biitiin hastalarimiza meme ultrasonogra-
fisi yaptirdik. Kirk yasin tistiinde olan 17 ve ve 40 yasin altinda olup
meme karsinomu siipheli veya meme karsinomu tanisi konmus
hastalarin 4'ine mamografi tetkiki yapildi. Gen¢ ve meme stromasi
yogun, dens olan memelerde dijital mamografiyi tercih ettik.

Meme basi akintilarinin tanisinda meme MR’inin kullanilmasinin
yeri sinirlidir ve 6n inceleme modalitesi olmamalidir (22). Biz has-
talarimizin 6'sint meme MRl ile degerlendirdik. iki hastada USG'de
ve mamografide primer odagin haricinde stpheli ikinci odak bu-
lunmasi nedeniyle, diger 4 hastada ise malignite tanisinda yar-
dimci olmasiicin MR tetkiki uygulandi. Bu hastalarin 2’sinde MR'da
malign kriterler olmasina ragmen trucut biyopsiyle graniilomato6z
mastit tanisi konuldu.
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rin (14) incelemesi de tani koymada yardimci olmaktadirlar. Bu
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CLINICAL AND PATHOLOGIC FEATURES ASSOCIATED WITH
REMOVAL OF FEWER THAN 10 LYMPH NODES IN AXILLARY
LYMPH NODE DISSECTION FOR BREAST CANCER
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MEME KANSERi TEDAVISINDE AKSILLADA 10 LENF NODUNUN ALTINDA LENF
NODU CIKARILMASI iLE iLiSKiLi KLINIK VE PATOLOJIK OZELLIKLER

OZET

Amag: Meme kanseri tedavisinde hastaligin dogru patolojik evrelendirilmesi
ve adjuvan tedavi karan icin aksilla diseksiyonununda minumun 10 lenf nodu
clkanlmasi onerilmektedir. Bu calismanin amaa sentinel lenf nodu (SLN) me-
tastazi sonrasi tamamayia aksilla diseksiyon (TAD) yapilan hastalarda 10 ve
altinda lenf nodu gikarilmasini etkileyen klinik ve patolojik faktorleri sapta-
maktir.

Gereg ve Yontem: UPMC Magee-Womens Hastanesinde SLN biyopsisi ve ar-
dindan TAD yapilan meme kanserli hastalarin kayitlan incelendi. Hastalar
toplam diseke edilen lenf nodu sayisina gore iki gruba ayrildi. Gruplardan biri
10 ve iistiinde, digeri ise 10’un altinda lenf nodu diseke edilen hastalardan
olusuyordu. Cikarilan lenf nodu sayisini etkileyen klinik ve patolojik faktorler
degerlendirildi. Analiz edilen degiskenler, hastanin yas, aksiller cerrahinin
zamanlamasi, neoadjuvan kemoterapi (NCT), tumor ve SLN ozelliklerinden
oluguyordu.

Bulgular: SLN biyopsisinde metastaz saptanan 373 hasta erken veya ge¢ do-
nemde seviye I-1l TAD gegirmisti. Ortalama yas 53 idi (29-84). 54 hasta NCT
gormiistii. SLN nun patolojik incelenmesi sonrasinda hastalarin %35.4’ iine
ayni seansta, %53.9'una ise gec (ikinci seansta) TAD uygulandi. Tek degiskenli
analizde 10’un altinda lenf nodu ¢ikarilmasini etkileyen faktorler: NCT, tumor
capi, gecikmis TAD ve SLN da mikrometastaz idi (p<0.05). Cok degiskenli
analizde, NCT ve SLN mikrometastazi 10'un altinda lenf nodu ¢tkanimasi ile
anlamh diizeyde iliskili idi.

Sonug: SLN metastazi saptanmasi sonrasinda TAD yapilan hastalarda NCT ve
SLN mikrometastazinin 10°un altinda lenf nodu ¢ikanlmast ile iligkili oldugu-
nu saptadik.

Anahtar sozciikler: meme kanseri, sentinel nod, aksiller lenf nodu saysi

Introduction

Axillary lymph node dissection (ALND) is the gold standard for as-
sessing the status of axillary lymph nodes in patients with breast
cancer. This procedure decreases loco-regional recurrence and

ABSTRACT

Background: Current guidelines suggest that when performing axillary lymph
node dissection for treatment of breast cancer, aminimum of 10 lymph nodes
should be removed to allow for accurate pathologic staging to guide the
treatment decision regarding the adjuvant treatment. The purpose of this
study is to identify clinical and pathologic factors associated with retrieval
of fewer than 10 lymph nodes in completion axillary lymph node dissection
(CALND) performed for patients with breast cancer who had sentinel lymph
node (SLN) metastasis.

Materials and Methods: Patients with breast cancer who underwent SLN
mapping and subsequent CALND at UPMC Magee-Womens Hospital were
identified using the tumor registry database. Patients were divided into two
groups according to the total number of nodes dissected. One group was
comprised of patients in who had 10 or more lymph node dissection after SLN
positivity while the other group comprised of the patients with fewer than 10
nodes dissected. We evaluated a number of dinical and pathological variables
with their association with number of lymph nodes retrieved. These variables
included patient age, timing of axillary surgery, neoadjuvant chemotherapy
(NCT), tumor characteristics and SLN characteristics.

Results: Three hundred seventy three patients underwent immediate or delayed
completion level I-Il axillary lymph node dissection after SLN biopsy demonstrated
metastasis. The mean age of the patients was 53 (range 29-84) years. Fifty-four pa-
tients underwent NCT. Following SLN pathologic examination, inmediate CALND
was performed for 35.4% of patients and delayed CALND for 53.9% of all patients.
By univariate analysis, following factors had significant association with dissection
of fewer than 10 lymph nodes: NCT, tumor size, delayed CALND, and SLN microme-
tastases (p<0.05). By multivariate analysis, NCT and SLN micrometastases were
significantly associated with retrieval of fewer than 10 lymph nodes.

Conclusion: In patients who have undergone CALND after identification of SLN
metastasis, we found NCT and SLN micrometastases were associated with dis-
section of fewer than 10 axillary lymph nodes.

Key words: breast cancer, sentinel node, axillary lymph node number

provides accurate staging by guiding therapeutic decisions (1, 2).

Gonderilme Tarihi: 27 Eyl(il 2011 e Revizyon Tarihi: 30 Eylul 2001 e Kabul Tarihi: 03 Ekim 2011

The axillary lymph node status is one of the most important in-
dependent prognostic factors for disease free and overall survival
of patients with breast cancer (3, 4). The standard of care prior to




The Journal of Breast Health

o0

February 2011 for patients with sentinel lymph node (SLN) metas-
tasis is completion level I and Il ALND completion axillary lymph
node dissection (CALND). CALND can be performed immediately
or delayed after positive SLNB (5). Current guidelines suggest that a
minimum total of 10 lymph nodes be removed in an axillary lymph
node dissection specimen to provide for accurate pathologic stag-
ing (3, 6). Retrieval of 10 axillary lymph nodes was determined as
the cutoff value to achieve 90% specificity for ALND (7). Several
factors have been reported to be associated with the number of
lymph nodes dissected. These factors include neoadjuvant chemo-
therapy (NCT), lymphovascular invasion (LVI), increased number of
involved SLNs, size of SLN metastasis, lobular histology, patient
age, clinical nodal status, and tumor size (8,9,10). In this study, we
examined the association between various clinical and pathologic
variables and numbers of axillary lymph nodes dissected in pa-
tients with breast cancer and lymph node metastasis. We reviewed
our institutional data to verify our clinical observations that NCT
lowers axillary lymph node count, and also to assess whether other
clinical and pathologic variables are significantly associated with a
lower lymph node count during CALND.

Materials and methods

Using the tumor registry database, all patients who underwent SLN
mapping for breast cancer at Magee-Womens Hospital during the
time period 1999-2007 were identified. We then identified the sub-
set of these patients who had sentinel node metastases and sub-
sequently underwent immediate or delayed CALND. We retrospec-
tively reviewed the records of the patients in this subset. Patients
were divided into two groups based on the total number of axillary
nodes dissected during both the SLN dissection and the CALND.
One group consisted of patients with fewer than 10 nodes dis-
sected, while the other group consisted of those patients with 10 or
more nodes dissected in the CALND. The clinical and pathologic fac-
tors examined for correlation between the number of lymph nodes
dissected are listed in Table 1 and includes patient age, timing of
surgery (immediate vs. delayed), SLN and tumor characteristics, and
administration of NCT. Of this group of patients, 319 patients un-
derwent primary surgery and 54 underwent NCT. All patients were
clinically node negative. Initial histopathologic diagnosis of primary
tumor was made by core-needle biopsy or excisional biopsy.

Surgeries were performed by four surgical oncologists who par-
ticipated in the Magee-Womens Hospital Breast Cancer Program.
SLN mapping was done using blue dye, radioactive colloid, or both.
Each SLN was sectioned at 2-mm intervals perpendicular to the
long axis. Surgeons intraoperatively, examined each node for sus-
picious lesions. Touch prep and frozen sections were performed if
there were grossly suspicious areas. All lymph node sections were
ultimately fixed in formalin and submitted for histologic evalua-
tion. The sections were stained with hematoxylin and eosin. After
processing, the lymph node sections were embedded in paraffin
and a single 4um section was stained with hematoxylin and eosin
(HE) and was evaluated by a breast pathologist. In cases of primary
invasive lobular carcinoma, additional immunohistochemical (IHC)
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Table 1. Descriptive characteristics of study group (n=373)

Characteristics of the patients’ n (%)
Age (year)

<60 273 (73.6)

=60 100 (26.4)
Pathologic tumor size (cm)

<2 185 (49.6)

2-5 149 (39.9)

=5 39 (10.5)
Tumor type

IDC 312 (83.6)

ILC 61 (16.4)
Nuclear Grade

1 60 (16.1)

2 173 (46.4)

3 140 (37.5)
Lympho-vascular invasion

Yes 184 (50.7)

No 189 (49.3)
Estrogen Receptor status

Positive 321 (86.1)

Negative 52 (13.9)
Progesteron Receptor status

Positive 207 (55.5)

Negative 61 (16.4)

Unknown 105 (28.2)

Her2/neu

Positive 48 (12.9)

Negative 266 (71.3)

Unknown 59 (15.8)

Multifocality

Yes 123 (33.0)

No 250 (67.0)
Micrometastasis

Yes 94 (25.2)

No 279 (74.8)

ECE

Positive 113 (30.3)

Negative 260 (69.7)

NCT

Yes 54 (14.5)

No 319 (85.5)
Timing

Delayed 201 (53.9)

Immediate 132 (35.4)

Total SLN number

1 67(18)

2 106 (28.4)

=3 200 (53.6)
Number of positive SLN

1 249 (66.8)

2 92 (24.7)

=3 32 (8.6)
Number of negative SLN

0 113 (30.3)

1 117 (31.4)

2 67 (18.0)

>3 76 (20.4)

Size of largest SLN metastasis

<2.0mm 80 (21.4)

2.1-4.0 mm 47 (12.7)

4.1-10.0 mm 88 (23.6)

>10.0 mm 131 (35.1)

Unknown 27 (7.2)

Number of lymph node in AD

<10 61 (16.4)

=10 312 (83.6)

IDC: Infiltrative ductal carcinoma, ILC: Infiltrative lobular carcinoma,
SLN: Sentinel lymph node, ECE: Extracapsular extension,
NCT: Neoadjuvant chemotherapy, AD: Axillary dissection
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staining for cytokeratin AE 1/3 was performed. Appropriate positive
and negative controls were run for IHC stains. Non- SLNs from axil-
lary dissection were also submitted in their entirety for routine his-
tologic examination. Larger lymph nodes were generally sectioned
parallel to the long axis to be submitted in tissue blocks. Estrogen
receptor status (ER) and progesterone receptor (PR) status was de-
termined by IHC staining. A positive HER-2/neu was defined by ei-
ther 3+ IHC staining or gene amplification noted on fluorescence
in situ hybridization. A standardized pathology reporting form was
used at Magee-Womens Hospital during this period. This form ad-
dressed the histology, size of the lesion, nuclear grade, lymphovas-
cular invasion (LVI), number of nodes involved, number of nodes
examined, overall metastasis size of the largest nodal metastasis
(OMS), method of nodal metastasis detection, extracapsular exten-
sion (ECE), multifocality, and ER, PR, and HER-2/neu status, among
other factors.

Statistics

X2 test was used to assess the significance of the association be-
tween clinical and pathologic factors and the number of nodes
dissected (<10 or 210). The factors evaluated with univariate
analysis were age, Nottingham grade, pathologic tumor type,
ER status, PR status, Her 2 neu status, tumor size, ECE, number of
SLNs, number of positive SLNs, number of negative SLNs, OMS,
LVI, multifocality, micrometastasis, NCT, and the timing of surgery.
The factors found significant on univariate analysis were evaluat-
ed by the forward stepwise logistic regression method to predict
the probability of having fewer than 10 nodes. All P values were
2-tailed, and a P value of < 0.05 was considered to be significant.

Results

Three hundred seventy three patients had sentinel node metas-
tasis and underwent immediate or delayed completion level I-|
ALND. Patient and tumor characteristics are listed in Table 1. The
median patient age was 53 years (range 29-84 years). Fifty four
patients (14.4%) were treated with NCT. The mean tumor size was
2.54+1.6 (range 0.2 -9.5) cm. One hundred twenty three patients
(33%) had multifocal breast cancer. The tumor histology was in-
vasive ductal carcinoma for 312 patients (83.6%) and invasive
lobular carcinoma for 6 patients (16.4%). The rates of ER, PR, and
HER2/neu positivity were 86.1%, 55.5%, and 12.9% respectively.
Nottingham grade was | in 60 tumors (16.1%), Il in 173 tumors
(46.4%), and Il in 140 tumors (37.5%). The mean total number of
SLN’s per SLN biopsy was 2.9+1.5 (range 1-11). The mean num-
bers of SLNs with and without metastasis were 1.48+0.9 (range
1-9), and 1.42+1.4, respectively. Metastases to SLNs were detected
by frozen section (37.3%), H&E staining on serial sections (58.4%),
and immunohistochemistry (IHC) (26.8%). The mean OMS of the
SLN was 9.5+7.5 (range 0.5-35) mm. The rate of macrometastasis
(=2mm) was 74.8% (n=279). ECE in the involved SLN was 30.3%
(n=113), and 50.7% (n=184) had LVI. In 132 (35.4%) patients,
CALND was done immediately after intraoperative detection of
SLN metastasis. Two hundred one (53.9%) of the patients had de-
layed CALND after the detection of SLN positivity. Information re-
garding timing of CALND was not available for 40 patients.
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Three hundred twelve (83.6%) patients had 10 or more axillary lymph
nodes dissected. The mean numbers of total lymph nodes and lymph
nodes containing metastasis in axillary dissection specimens were
15.5 + 6.8 (range 1-50) and 2.05 + 4.17 (range 0-47) respectively. On
univariate analysis, factors significantly associated with fewer than 10
dissected nodes were NCT (OR=0.28, P<0.0001), tumor size (OR=1.06,
P=0.0087), timing of axillary surgery (OR=2.26, P=0.02), and presence
of SLN micrometastasis (OR=0.41, P=0.0023; Table 2). The other fac-
tors evaluated on univariate analysis, including age, Nottingham
grade, histology, ER, PR and HER-2/neu status, tumor type, ECE, num-
ber of total SLN, OMS, number of positive SLNs, number of negative
SLNs, LVI, and multifocality were found insignificant (p>0.05).

On multivariate analysis, presence of micrometastasis (P=0.004)
and NCT (P=0.011) remained significant (Table 3).

For the patients treated with NCT, the mean number of lymph
nodes retrieved by CALND was 15.2+6 compared with 19.2+6
in the primary surgery group (p<0.001) (Table 4). A significantly
greater percentage of patients in the NCT group (31.1%) had
fewer than 10 lymph nodes dissected than in the primary surgery
group (68.9%) (p<0.0001, Table 2). Similarly, the mean number of
lymph nodes dissected was fewer and the percentage of patients
with fewer than 10 lymph nodes recovered by CALND was greater
in patients with micrometastatic SLN (Table 2, 4).

We also evaluated the prediction probabilities of obtaining fewer
than 10 nodes based on combinations of the factors identified
on multivariate analysis (Table 5). For example, the group who
received NCT and had micrometastases in SLN had a probability
of 51 % of having fewer than 10 nodes dissected. In contrast, this
probability was only 11% in the group who underwent primary
surgery without NCT and had macrometastases in SLN.

Discussion

We examined whether factors which are predictive of axillary dis-
ease have a significant association with total number of lymph
nodes dissected. Factors which have been reported to have an as-
sociation with the presence of 4 or more involved lymph nodes in
SLN positive patients include: increased size of the primary tumor,
LVI of the primary tumor, the size of SLN metastases, the number
of involved SLNs, decreased number of negative sentinel nodes,
and ECE in involved SLNs (2, 8). In the present study, there was no
significant correlation between most of these factors and dissec-
tion of 10 or more nodes in CALND specimens. We found that the
number of lymph nodes harvested in CALND specimen increases
if the involved nodes had macrometastases in comparison to mi-
crometastasis. A rate of 10 or more lymph nodes was higher in the
macrometastases group compared with that of the micrometa-
static group. One possible explanation about this situation is that,
the surgeon who performed SLNB might have approached more
aggressively during immediate CALND by removing more lymph
nodes in the presence of gross metastases of SLN. It may also be
due to immediate CALND itself.
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Table 2. Fewer than 10 or more retrieved nodes with regard to patient,

tumor, and treatment characteristics.

Characteristics of’ =10 nodes <10 nodes P
the patients n (%) n (%)
Age (year)
<60 227 (72.7) 46 (75.4) NS
>60 85 (27.3) 15 (24.6)
Pathologic tumor size (cm)
<2 165 (52.9) 20 (32.8) 0.0087
2-5 119 (38.1) 30 (49.2)
=5 28 (9) 11 (18)
Tumor type
IDC 263 (84.3) 49 (80.3) NS
ILC 49 (15.7) 12 (19.7)
Nuclear Grade
1 52 (16.7) 7 (11.5) NS
2 143 (45.8) 29 (47.5)
3 114 (37.5) 25 (41)
Lympho-vascular invasion
Yes 153 (49) 31 (50.8) NS
No 159 (51) 30 (49.2)
Estrogen Receptor status
Positive 272 (87.2) 49 (80.3) NS
Negative 40 (12.8) 12 (19.7)
Progesteron Receptor status
Positive 179 (77.8) 28 (73.7) NS
Negative 51 (22.2) 10 (26.3)
Her2/neu
Positive 41 (15.6) 7(13.5) NS
Negative 221 (84.4) 45 (86.5)
Multifocality
Yes 104 (33.4) 19 (31.1) NS
No 207 (66.6) 42 (68.9)
Macrometastasis in SLN
Yes 243 (77.9) 36 (59) 0.0023
No 69 (22.1) 25 (41)
ECE
Positive 96 (30.8) 17 (27.9)
NS
Negative 216 (69.2) 44 (72.1)
NCT
Yes 35 (11.2) 19 (31.1) <0.0001
No 277 (88.8) 42 (68.9)
Timing
Delayed 164 (57.7) 37 (75.5) 0.0213
Immediate 120 (42) 12 (24.5)
Data not available for 40 patients
Total SLN Number NS
1 61 (91) 6 (9)
2 89 (84) 17 (16)
>3 162 (81) 38 (19)
Number of positive SLN NS
1 209 (83.9) 40 (16.1)
2 77 (83.7) 15 (16.3)
>3 26 (81.3) 6 (18.8)
Number of negative SLN NS
0 99 (87.6) 14(12.4)
1 101 (86.3) 16 (13.7)
2 54 (80.6) 13 (19.4)
>3 58 (6.3) 18 (23.7)

IDC: Infiltrative ductal carcinoma, ILC: Infiltrative lobular carcinoma,
SLN: Sentinel lymph node, ECE: Extracapsular extension,
NCT: Neoadjuvant chemotherapy, AD: Axillary dissection
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Table 3. Univariate and multivariate analysis of factors found significantly

associated with dissection of fewer than 10 axillary nodes for patients with
SLN metastasis.

Varieble Odds Ratio 95% Confidence  p Value
Interval

Univariate Analysis

Pathologic 1.06 1.02-1.11 0.0087
tumor size (cm)
Micrometastasis 0.41 0.23-0.73 <0.0023
NCT 0.28 0.15-0.53 <0.0001
Timing 2.26 1.13-4.51 0.0213
Multivariate Analysis
Micrometastasis 0.004 0.23-0.73 <0.0023
NCT 0.011 0.15-0.53 <0.0001

SLN: Sentinel lymph node, NCT: Neoadjuvant chemotherapy

NCT has become the treatment of choice for patients with lo-
cally advanced breast cancer. During the past several years, the
use of NCT has increased in order to facilitate breast conservation
surgery and to provide improved local control (11,12). NCT can
shrink the primary tumor as well as axillary nodal disease (4,11).
Axillary nodal status and perhaps the number of axillary nodes
involving the disease can be altered by NCT. Several studies dem-
onstrated that NCT alters the lymphatic drainage pathways of the
breast (13,14). When the primary tumor has a partial or complete
response to NCT, similar changes also occur in the lymph nodes.
It is well known that after NCT, microscopic examination of lymph
nodes may reveal accumulations of histiocytes and display con-
siderable lymphoid depletion, fibrosis, hyalinization, and oblitera-
tion of tumor metastases in lymph nodes (15-18). Neuman et al.
reported that the rate of fewer than 10 lymph nodes retrieval in
axillary dissections for patients with breast cancer treated with
NCT was 13%, compared with 3% for patients who underwent
primary surgery (10). Similarly Belanger J et al found that fewer
lymph nodes were found in axillary dissection specimens of pa-
tients treated by NCT compared with those treated by primary
surgery. They also hypothesized that this fibrotic replacement
in the axilla may cause changes in axillary architecture, leading
to greater technical difficulty in performing an adequate axillary
dissection causing less number of lymph nodes retrieval (9). Our
results support the current literature. We observed that both the
mean number of lymph nodes harvested and the ratio of patients
who had fewer than 10 axillary lymph nodes were significantly
greater in the NCT group. In conclusion NCT is strongly associated
with both a decreased median lymph node count and dissection
of fewer than 10 lymph nodes in CALND. Therefore, fewer than 10
lymph nodes in CALND specimens in patients treated by NCT may
not necessarily mean inadequate nodal staging if a level | and Il
ALND is performed.
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Table 4. Association of mean numbers of lymph nodes dissected with

micrometastasis and NCT

Varieble Mean lymph count number +SD p Value
Micrometastasis 0.047
No 19.07+6
Yes 17.4+6
NCT
No 19.2+6 <0.001
Yes 15.2+6
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Table 5. Prediction Probabilities of dissection of fewer than 10 Nodes

for Patients with Combinations of the Significant Factors Identified on
Multivariate Analysis.

Logit (prob of lymph nodes <10) = 2.17 - 1.287 (NCT) - 0.907(micromet).

Combinations of the Significant Prediction Probabilities (%)

Factors on Multivariate Analysis

NCT +, micrometastasis + 51
NCT +, micrometastasis - 30
NCT -, micrometastasis + 23
NCT -, micrometastasis - 11

SLN: Sentinel lymph node, NCT: Neoadjuvant chemotherapy, 8d: Standard deviation

The number of total lymph nodes retrieved from axillary dissec-
tion decreases with advanced age (19- 22). It was reported that
with older age, some lymph nodes may regress spontaneously.
In addition, more fat tissue may be present in the axilla challeng-
ing to palpate lymph nodes. In our study, there was no difference
between patients who were 60 years and older when retrieved
lymph node counts were compared. Similarly there was no signifi-
cant correlation between the harvested lymph node count and
tumor type, grade, ER, PR and HER-2 receptor status. But there was
a negative correlation on univariate analysis between tumor size
and more than 10 nodes retrieval in CALND specimens. However,
this was not significant on multivariate analysis. Interestingly we
found that retrieving 10 or more lymph nodes is more frequent if
the primary tumor size is smaller than 2cm. But the mean number
of total lymph count was found to be similar in small and larger
tumors. This may be due to the frequent use of NCT in patients
with large sized tumor; 43.6% of patients with tumor size of more
than 5 cm received NCT. Pertik D. W. et al showed that the num-
ber of nodes excised was not associated with any tumor factors or
with the breast operation performed (22). These results are similar
to our findings. The relationship between the number of lymph
nodes excised and the academic affiliation of the four surgeons
and the pathologists were not examined in the present study. All
four are experienced surgeons who perform breast surgery with
the same academic affiliation with large volume of BC patients per
year, and they all performed standard technique of CALND includ-
ing level 1 and 2 for all patients in the study group. All surgical axil-
lary specimens were analyzed in a similar manner by a pathologist
from the same hospital.

NCT: Neoadjuvant chemotherapy

We have also searched for other factors which may affect the
lymph node retrieval, such as the timing of CALND. Goyal A et al
(23) showed their mean lymph node counts in the one stage vs.
two stage axillary surgeries as 6.4 and 6.2, respectively. But they
did not evaluate the relationship between one or two stage sur-
geries and fewer than 10 axillary lymph nodes rates in BC patients
with positive SLN. Similarly to Goyal’s study the mean retrieved
lymph count in CALND was 18.8 and 18.9 in the immediate and
delayed axillary surgery in our study. But interestingly we found
that removal of less than 10 lymph nodes was more common in
patients who underwent delayed CALND. This may result from
the fact that the patients who underwent immediate CALND
have a higher macrometases rate that more commonly leads to
a decision of immediate CALND as compared to delayed CALND.
Macrometastases was associated with increased lymph node re-
trieval by both univariate and multivariate analysis in the present
study. It may reflect that the patient with macrometastatic lymph
node disease undergoes a more extended lymph node dissec-
tion. In addition, previous dissection for SLNB may challenge the
surgical technique and lead to a lower number of lymph nodes
removed due to the fibrosis caused by the cicatrisation (9).

In conclusion, NCT and the presence of micrometastases in the
SLN affect both the median number of lymph nodes removed and
the possibility that fewer than 10 lymph nodes will be retrieved in
the CALND specimen. The other possible factors, such as timing
of CALND and tumor size affect the harvested lymph count. More
data is required to evaluate the real effect of these factors and also
the importance of the effect on local recurrence and survival.

®
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MEMENIN NODULER PSODOANJiOMATOZ STROMAL HiPERPLAZIS:
0LGU SUNUMU

1}i3)

Psodoanjiomatoz stromal hiperplazi (PASH), meme stromasinin nadir goriilen
ve anastomoz alanlan iceren tiimdral bir lezyonudur. Bu az rastlanan prolif-
eratif lezyon, histopatolojik incelemelerde anjiosarkom ile karisabilmektedir.
Olguda, klinige meme agnisi ve sag memede 6 yildir ele gelen kitle sikayeti
ile bagvuran, ultasonografik incelemeleri sonucu fibroadenom on tanisi ile
memeden eksizyonel biyopsi uygulanan ve biyopsi materyalinin incelen-
mesi sonucu psodoanjiomatoz stromal hiperplazi gelen hastayi dikkatinize
sunmaktayiz.

Anahtar sozciikler: Psodoanjiomatoz stromal hiperplazi, nodiiler psddoanjiomatoz
stromal hiperplazi, meme, selim meme hastaliklan

Introduction

Benign mesenchymal tumors include focal fibrosis, pseudoan-
giomatous stromal hyperplasia (PASH), and fibromatosis or des-
moid tumor (1). PASH, is an uncommon benign proliferation of
mesenchymal stromal cells composed of myofibroblasts with the
characteristic appearance of anastomosing channels imitating
vessels. It may present in a diffuse or nodular form. The clinical,
radiographic, and fine-needle aspiration (FNA) biopsy findings are
similar to those of fibroadenomas (2, 3). Although its etiology and
pathogenesis are still uncertain, it is generally thought that PASH
represents a neoplastic process of myofibroblastic origin (2).

Case

A 38-year-old woman who had no history of hormonal medica-
tions was admitted to our general surgery department with a
complaint of a mild cyclical right breast pain and breast mass
since year 2000. During the previous six years, this lesion was fal-
lowed by several physicians. A FNA biopsy was performed in 2001
and diagnosed as a fibroadenoma. The patient continued with
routine polyclinic follow-up with ultrasound (US) examinations
each year. In the last four months, she noticed a significant in-
crease in size of the mass. Physical examination revealed a mobile

ABSTRACT

Pseudoangiomatous stromal hyperplasia (PASH) of the breast is a rare be-
nign tumoral lesion of mammary stroma containing complex anastomosing
spaces. This uncommon proliferative lesion is in differential diagnosis with
angiosarcoma in histopathological examinations. A 38 year-old woman was
admitted to our clinic with a complaint to of mastalgia and a mass in her right
breast since six years. Ultrasonographic examinations revealed 4 cm mass
with a diagnosis of fibroadenoma. Total excision of the mass was performed
without any complications. Histopathologic examimation revealed pseu-
doangiomatous stromal hyperplasia.

Key words: Pseudoangiomatous stromal hyperplasia, nodular pseudoangiomatous
stromal hyperplasia, breast, benign breast diseases

Figure 1. (A) Radial US images of the right breast show a isoechoic
circumscribed solid mass measuring 38.7x15.4 mm. (B) containing a 3.6x2.7
mm anechoic cystic space.

mass lesion of about 4 cm diameter in the upper outer quadrant
of the right breast. No axillary lymphadenopathy or contralateral
mass lesion was found. Ultrasonographic examinations revealed
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Figure 2. There is only a mammographic asymmetry that slightly increases in density of the right breast tissue in (A) mediolateral and

(B) craniocaudal mammograms.

a 38.7 x 15.4 mm mass diagnosed as fibroadenoma (Figure 1). No
pathologic findings were noticed in mammography (Figure 2). An
US-guided tru-cut biopsy was performed. Biopsy findings showed
a nonspecific stromal fibrosis.

Laboratory parameters were all within normal limits. An excisional
biopsy was performed with a circumareolar incision. The lesion
was 4 cm in diameter as a well-circumscribed rubbery solid mass
without a capsula. There were multiple irregular tan-pink areas in
different size and a lobulated, cut surface with clefts at cross sec-
tion. During the operation, the removed specimen was examined
in frozen section and diagnosed as a fibroadenomatous hamar-
toma. The patient had no postoperative complications and was
discharged the 2rd postoperative day.

Histologic examination of the 4x3x2 cm mass revealed intear-
nastomosing empty slit-like spaces, presenting between lobular
structures with a perilobular concentric arrangement. The spaces
were localized between collagen fibers and mostly seen acellular
(Figure 3). No mitoses and atypia were detected. Therefore the his-
topathological diagnosis was nodular PASH.

During the six-month follow-up of the patient, after 6 months, no
medical problems were found.

Discussion

Pseudoangiomatous stromal hyperplasia (PASH) of the breast
is a rare benign tumoral lesion characterized by proliferation of
mesenchymal stromal cells composed of myofibroblasts with
the typical appearance of anastomosing empty channels imitat-
ing vessels first described in 1986 by Vuitch et al. (4). The fre-
quency of this tumor is reported 0.4% (n=7) in a study of 1661
breast biopsies (5). In another study, as incidental microscopic
foci of PASH have been demonstrated in 23% of 200 consecu-
tive breast specimens obtained for various benign and malig-
nant conditions (6). Whereas the tumoral form is rare, PASH may

present in a pure diffuse or nodular form. The tumoral form of
PASH most commonly manifests as a painless and a relatively
soft single palpable solid mass.

Despite in many reported cases, PASH is not only described in pre-
menopausal women but also in a wide range of patients including
teenagers, men, and immunosuppressed patients (2). Estrogen
replacement therapy is considered to be related to the pathogen-
esis (6, 7). Its etiology is still unknown and the diagnosis may be
difficult on FNA biopsy because of its clinic and cytologic features
overlapping with those of fibroadenomas (2, 3, 8). It may also be
mistaken as low-grade angiosarcoma.

Mammographic examinations usually describe PASH as a round
or oval circumscribed or partially circumscribed non-calcified
tumoral mass (9). PASH has a wide variation of sonographic
appearance, which is not helpful for differential diagnosis, al-
though most of the nodular lesions are slightly heterogeneous,
hypoechoic solid mass in echotexture without posterior acous-
tic shadowing (9). Mass lesions in PASH often grow over time
and may recur locally after excision, whereas they are neither
associated with malignancy nor considered to be premalignant
lesion (5).

FNA biopsy cannot confirm the histologic diagnosis. In a study of
ten patient, FNA biopsy could not discriminate PASH from fibro-
adenoma in 4 of 10 cases (40%) or suggest a diagnosis of PASH
in any case, altought all the excisional biopsies which was per-
formed to these patients diagnosed as PASH (8). Nevertheless,
FNA can help to exclude malignancy. The characteristic finding
is a complicated pattern of slit-like spaces that dominate the
stroma between glandular units. The myofibroblasts in PASH are
variably reactive for CD34 and SMA, but negative for factor VII|,
and rarely positive for CD31 (10). In this case, the histopatho-
logical morphology was patognomonic, therefore the diagno-
sis doesn't needed any confirmation by immunostaining for
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Figure 3. (A) Interanastomosing empty slit-like spaces within a

(B) Empty slit-like spaces seen mostly acellular at high power (HE, x400)

vascular markers such as CD31, CD34, or factor VIII. The acellular
empty slit-like spaces provided the differentiation of the diagno-
sis from low-grade angiosarcoma.

Diagnosis of unusual entities is often problematic. Surgeons
should be aware this rare lesions that can present as breast
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MEMENiN GRANULER HUCRELi TUMORU: OLGU SUNUMU
0zET

Graniiler hiicreli tiimor siklikla dil, agiz kavitesi ve derialti yag dokusunda
ortaya cikan, nadir goriilen bir tiimdrdiir. Meme, bu tiimériin goriildiigii en-
der lokalizasyonlardan biridir. Graniiler hiicreli tiimor memede genellikle
soliter lezyon seklinde kendini gdsterir. Literatiirde, cok daha seyrek olarak
invaziv ya da in situ duktal karsinomlarla birlikte gériilen graniiler hiicre-
li tiimor olgulan bildirilmistir. Memenin graniiler hiicreli tiimdriiniin one-
mi, hem klinik hem de radyolojik bulgulariyla invaziv meme kanserini tak-
lit etmesinden kaynaklanir. Yanls tanidan kaginmak ve gereksiz tedavi yak-
lagimlarini 6nlemek icin, ayirial tanida graniiler hiicreli timor mutlaka ha-
tirlanmalidir. Burada, 58 yasindaki kadin hastamizda gériilen graniiler hiic-
reli tiimor olgusunu, klinik ve radyolojik bulgulari ile invaziv meme karsino-
munu taklit etmesi; ayrica cerrahi sinirda tiimér pozitifligi nedeniyle yapi-
lan reeksizyon materyalinde rastlantisal fibroadenom, yaygin skleroze ade-
nozis ve siddetli duktal epitelyal hiperplazi icermesi nedeniyle sunmaya de-
ger bulduk.

Anahtar sozciikler: graniiler hiicreli timdr, meme neoplazmi, fibroadenom,
skleroze adenozis

Introduction

Granular cell tumor (GCT) is a rare neoplasm of putative Schwann
cell origin. Although a variety of organs may be affected with this
tumor, it usually appears in the tongue, oral cavity, skin and sub-
cutaneous tissue (1-3). Breast is one of the unusual locations for
this tumor. Approximately 6% of all cases occur in the breast (4-
6). Among all breast cancers, on the other hand, GCT has been
reported to occur in 0.1% of cases (2,7).

This entity as a tumor was first described by Abrikossoff (8) in
1926, who attributed its origin to striated muscle cells, and there-
fore named this tumor as myoblastoma. Subsequently, however,
accumulated data from both immunohistochemical and ultra-
structural studies have indicated that GCT is derived from periph-
eral nerve sheath cells (9).

ABSTRACT

Granular cell tumor is a rare neoplasm that has been reported in a vari-
ety of organs, including the tongue, oral cavity, and subcutaneous tissue.
However, breast is an unusual location for this tumor. Most granular cell
tumors present as solitary lesions in the breast. There are a few cases of
granular cell tumor of the breast, that have been reported, associated with
other breast tumors, such as invasive or in situ ductal carcinoma. Because
these tumors can mimic invasive breast cancer both with their clinical and
radiological findings, they should always be kept in mind in order to avoid
misdiagnosis, and prevent unnecessary treatment modalities. Herein, we
present a rare case of granular cell tumor of the breast with associated hya-
linized fibroadenoma, florid ductal epithelial hyperplasia and sclerosing
adenosis, in a 58 year-old female.

Key words: granular cell tumor, breast neoplasm, fibroadenoma, sclerosing
adenosis

Clinically, GCTs of the breast, because of their firmness and immo-
bility, can easily mimic primary invasive breast cancer. Moreover,
on mammography, they can present as ill-defined infiltrative or
spiculated lesions, reminiscent of invasive cancer. Therefore, iden-
tifying this usually benign tumor and distinguishing it from other
malignancies is significant. Herein, we present a rare case of GCT
of the breast with associated hyalinized fibroadenoma, florid duc-
tal epithelial hyperplasia and sclerosing adenosis in a 58 year-old
female.

Case report

A 58 year-old female presented with a right breast lump. On physi-
cal examination, there was a mass in the lower outer quadrant of
the right breast. Ultrasonography revealed a hypoechoic, nonho-
mogeneous mass lesion. Mammography showed a dense shadow
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Figure 1. Lateral mammogram
shows a dense, stellate mass
lesion with irregular borders in the
lower outer quadrant of the breast
(arrow).

with irregular borders and asymmetric smaller densities nearby,
suspicious for malignancy (Figure 1). Magnetic resonance imag-
ing (MRI) revealed a mass lesion, 15x10 mm in size, with regular
contours, heterogeneous internal structure and intense contrast
enhancement.

Wide local excision of the lesion was performed. On gross examina-
tion, the excised specimen was 5.5x4.5x2.5 cm in size. Cut surface
of the specimen revealed a yellowish-white, solid mass with ill-de-
fined infiltrating borders that was 8x7 mm in size. The lesion was
very close to the anteromedial surgical margin. Microscopically,
the lesion was composed of nests and cords of large, round or
polyhedral cells with granular, eosinophilic cytoplasm and small
central or eccentric nuclei. The infiltrative pattern of these cells
among thick collagen bundles was prominent (Figure 2). Neither
mitotic figures nor pleomorphic cells were observed in the lesion.
Immunohistochemical study revealed intense nuclear and cy-
toplasmic staining for S-100 protein (Figure 3), and cytoplasmic
staining for CD 68. The tumor cells did not stain with pancyto-
keratin. On the basis of morphologic and immunohistochemical
staining results, the case was diagnosed as benign granular cell
tumor of the breast. Due to positivity of the tumor at the antero-
medial surgical margin, re-excision of the breast was performed
about one month after the first operation. There was no residual
tumor in the re-excision specimen. However, extensive sclerosing
adenosis, florid epithelial hyperplasia (Figure 4), and an incidental
hyalinized fibroadenoma were present. The postoperative period
was uneventful, and the patient is well and free of disease after 6
months of operation.
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among thick collagen fibers (H&E, x100).

Discussion

Granular cell tumor is an uncommon, generally benign neoplasm.
The most common localization of the tumor is the tongue, that
nearly accounts for 30% of all cases, followed by the oral cavity,
skin and subcutaneous tissue (1-3). Breast is an unusual site for this
tumor, accounting for approximately 6% of all cases (1-3,5,6,9). It
occurs predominantly in women between fourth to sixth decades
(1,4,9). Its incidence in the breast is estimated to be 0.1% (2,4,7).

Although originally considered a muscle tumor, its close associa-
tion with nerve and its schwannian features shown both by immu-
nohistochemical staining and electron microscopy, firmly identi-
fies this lesion as a neural tumor (4). GCT predominantly affects
the upper inner quadrant and less commonly the lower outer
quadrant of the breast, in contrast to invasive breast cancer that
is mostly localized to the upper outer quadrant. The cause of this
predilection is that, these areas are within the territory of distri-
bution of the cutaneous sensory branches of the supraclavicular
nerve (1,4,10). The tumor in our patient was localized in the lower
outer quadrant of the breast, similar to case reported by Hoess et
al.(2). GCT may mimic invasive breast cancer clinically, radiologi-
cally, and even by gross pathologic examination. Clinically, GCT
of the breast generally presents as a firm, painless mass that may
be partly mobile. Superficial lesions may cause nipple inversion
or skin retraction, which makes the differential diagnosis even
harder. The ultrasonographic and mammographic features of the
tumor can be misleading as well. Radiologic appearance varies
from a stellate mass that is difficult to distinguish from a carci-
noma to well circumscribed nearly benign appearing mass lesion
(10). On gross examination, the lesion is generally more sharply
circumscribed than typical invasive carcinoma. However, the hard
consistency and somewhat irregular outline of the tumor neces-
sitates microscopic inspection in order to exclude malignancy. It
is therefore impossible to establish a definitive diagnosis of GCT of
the breast without a biopsy.
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Figure 3. Immunohistochemical staining of S-100 protein shows nuclear and
cytoplasmic positivity in tumor cells (S-100, x200).

Microscopically, the tumor is composed of nests and sheets of large
polygonal cells with granular, eosinophilic cytoplasm. The granules,
representing phagolysosomes, are strongly PAS positive, diastase
resistant. The cell borders are typically well defined. Usually, variable
amounts of collagenous stroma is present. Small nerve bundles are
occasionally seen within the tumor, or nearby. Even in tumors that
seem to be circumscribed grossly, microscopic examination usually
shows the infiltrative growth pattern of the tumor.

Association of GCT of the breast with other breast tumors is not
common. Tran et al.(9), Mulcare (11) and Gordon et al.(12) have re-
ported cases of invasive breast cancer and GCT in the same breast,
developed either synchronously or metachronously. Similarly, Al-
Ahmadie et al. (1) have described association of GCT of the breast
with invasive and in situ carcinomas of the breast. The case de-
scribed by Tai et al. (13), on the other hand, was a simultaneous
development of invasive breast cancer in one breast and GCT in
the contralateral breast.

Malignant GCTs are very rare. They constitute less than 1% of
all cases. Currently, histological criteria proposed by Le at al.(14)
and Adeniran et al.(15) are being used to discriminate benign
from malignant GCT. The presence of necrosis, nuclear pleomor-
phism, high nuclear/cytoplasmic ratio, vesicular nuclei with large
nucleoli, spindling of the cells, and increased mitotic activity (>2
mitoses per 10 HPF at x200 magnification) are evaluated (14, 15).
Histologically, when two of these six criteria are present, the case
is diagnosed as atypical GCT. If three or more criteria exists, the
lesion is more likely to behave in a malignant fashion. In our case,
none of these criteria were present.
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specimen showed florid type ductal epithelial hyperplasia (H&E, X40).

The differential diagnosis of GCT is diverse, and includes both
benign lesions such as inflammatory fat necrosis and sclerosing
adenosis; malignant lesions such as apocrine carcinoma, secre-
tory carcinoma; and metastatic lesions. Pleomorphic lobular
carcinoma should also be in the differential diagnosis, because
it may show apocrine or histiocytoid differentiation (16,17,18).
The most common metastatic tumors that can be confused with
GCT are tumors that have oncocytic or clear cell features, such as
renal cell carcinoma, malignant melanoma and alveolar soft part
sarcoma (4). An immunohistochemical stain for pancytokeratin
can be used to highlight the presence of epithelial component
in these tumors. Apocrine carcinomas show positive immunos-
taining with gross cystic disease fluid protein-15 (GCDFP-15) and
androgen receptor, as well as epithelial membrane antigen (EMA).
Secretory carcinomas, although may show S-100 protein positiv-
ity, are also immunoreactive for polyclonal carcinoembryonic an-
tigen (CEA) and a-lactalbumin. Intense nuclear and cytoplasmic
staining for S-100 protein and cytoplasmic staining for CD 68, in
addition to negative staining with pancytokeratin, supported our
diagnosis of GCT, in our case.

In conclusion, we report a case of GCT of the breast with as-
sociated florid epithelial hyperplasia, extensive sclerosing
adenosis, and an incidental hyalinized fibroadenoma. GCT of
the breast, although seen very rarely compared to invasive
breast cancer, should always be kept in mind in an infiltrative
lesion composed of cells with eosinophilic granular cytoplasm.
Diagnosis of GCT would prevent unnecessary additional treat-
ment modalities.
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CASE REPORT/OLGU SUNUMU

MEMENIN NADIR ASIMETRI NEDENI: DEV MEME LIPOMU

Aren Acar
[stanbul Egitim ve Arastirma Hastanesi, Genel Cerrahi, [stanbul, Tiirkiye

A GIANT BREAST LIPOMA: A RARE CAUSE OF BREAST ASYMMETRY
ABSTRACT

Patients often present to surgeons with breast asymmetry of unknown etiolo-
gy. Many patients are females in late adolescence and present complaining of
a hypoplastic breast on the smaller side. However, the larger breast contains
the abnormality.Lipomas of the breast are usually small, benign neoplasms
which can be treated by simple excision.Diagnosis of these masses, however,
can be difficult because of the normal fatty composition of the breast.Lipomas
rarely causes breast asymmetry. We present ultrasonography,mammography
and magnetic resonance imaging findings of a giant lipoma which causes
asymmetry in 27 year old woman.

Key words: giant lipoma, benign breast tumors, mamography

Giris

Meme asimetrisi hastalarin cerrahlara basvurmalarina neden olur.
Hastalarin cogunlugu kadin ve ileri ergen yasta olup genelde hi-
poplastik klgciik memelerinden sikayet ederler. Ancak patoloji
daha ¢ok biiylik olan memededir. Memenin lipomlar kapstillii yag
dokusu iceren kiiglik benign timorlerdir ve basit eksizyonlarla te-
davi edilirler. Tani konmasinda memenin de normalde yag doku-
su icermesi zorluk olusturur. Cok ender olarak asimetriye yol acar-
lar. Bu calismada, 27 yasinda kadin hastada, asimetriye yol agmis
sol memesindeki dev meme lipomunu ultrasonografik, mamogra-
fik ve meme MR goriintileri ile sunmayr amagladik

Olgu

27 yasinda kadin hasta, istanbul Egitim ve Arastirma hastanesi 1.
Cerrahi klinigi poliklinigine sol meme asimetrisi nedeniyle bas-
vurdu. 5 yildan uzun siredir bu kitlenin var oldugunu ifade etti.
Fizik muayenesinde sol memeyi tamamen dolduran 15X10 cm
biyikliglinde yumusak yag dokusu kivaminda kitle palpe edil-
di (Sekil 1). Cekilen USG lipoid doku haricinden bir 6zellik saptan-
madi. Mamografisinde ise meme dokusunu perifere itmis dev li-
poid kitle saptanmistir (Sekil 2). Aksiller bolgede 1 cm lik kaba kal-
sifikasyon ve diizensizlik saptanmasi Gizerine Meme MR cekilmis-
tirMR sonucu Dev Lipom tanisi kesinlestirilmistir (Sekil 3). Hasta
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OZET

Sebebi bilinmeyen meme asimetrisi hastalarin cerrahlara bagvuru nedenleri
arasindadir. Hastalarin cogunlugu kadin ve ileri ergen yasta olup genelde hi-
poplazik kiiciik memelerinden sikayet ederler. Ancak patoloji genelde biiyiik
olan memededir. Memenin lipomlan kapsiillii yag dokusu iceren kiiciik be-
nign tiimorlerdir ve basit eksizyonlarla tedavi edilirler. Tani konmasinda me-
menin normalde yag dokusu icermesi nedeniyle zorluklar gosterir. Cok en-
der olarak asimetriye yol acarlar. 27 yasinda bir kadin hastanin asimetriye yol
acan sol memesindeki dev lipomu ultrasonografik, mamografik ve meme MR
goriintiileri ile sunmayr amacladik.

Anahtar sozciikler: dev lipom, benign meme tiimdrleri, mamografi

Sekil 1. Bariz asimetri olusturan sol memede lipoid timaral kitle.

17.7. 2008 tarihinde 1. Cerrahi Klinigine (prot.35116) no. ile ya-
tinldi.18.7.2008 tarihinde operasyona alinan hasta sol 6n aksi-
ler 7 cm lik kesi ile memeyi tama yakin dolduran kitle total eksize
edildi (Sekil 4,5). Bosluk parankimal dikislerle kapatildi ve aspira-
tif dren kondu. Sag memesi kiiclik olmasi nedeniyle herhangi bir
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Sekil 2. Sol memeyi dolduran lipoid kitlenin mammografik gérinim.

Sekil 4. On aksiler kesi ile kitle total gikanild.

rekonstriiksiyon gerekmedi. Hasta sorunsuz olarak 21.7.2008 tari-
hinde taburcu edilmistir. Patoloji (123432/18.7.2010): 15X10X4 cm
capinda dis ylizii kapsule lipom olarak rapor edildi.

Tartisma

Lipomlar yumusak doku timéri olup, memede de gorilebilirler
(1,2). Genellikle soliter lezyonlardir (3). Meme lipomlari klinik ola-
rak ve genellikle uzun siiredir var olan ve yavas biiyliyen lezyonlar
olup, kendini tek tarafl memede biyiyen kitle seklinde gosterir-
ler. Olgumuz da 5 yildan beri bu kitlenin mevcut oldugunu ve ya-
vas buyldigunu ifade etti. Kadinlarda sik olarak rastlanan lipom-
lar erkeklerde de nadir de olsa memede yerlesebilir ve jinekomas-
ti ya da karsinom gibi patolojileri taklit edebilir (4). Lipomlarda yag
nekrozu direkt travma, biyopsi sonrasi ve radyasyon sonucu olusa-
bilir. Klinik olarak sessiz seyreder. Sert, fikse ve agrisiz kitle seklin-
dedir. Cilt kalinlasmasi ve dokuda cekintiler olursa karsinomdan
ayirimi zordur (4,5). Kaba kalsifikasyon ve bazen de halka seklinde
kalsifikasyon gézlenir (4,6). Olgumuzda da 1 adet 1cm lik kaba kal-
sifikasyon saptandi. Lipomlar, US'de homojen hiperekoik ve ince
kapsili bulunan lezyonlar seklinde goézlenir. Bazen tani koymak
zorlasir. Olgumuzda da ultrasonografi sadece lipoid bir dokudan

Sekil 5. Dev lipom.

s0z etmektedir. Mamografik olarak ise radyoliisent belirli sinirla-
ri olan ve ince dens kapsuli bulunan lezyonlardir(5). Olgumuzun
mammografisinde bu durum cok bariz olarak gorilmektedir (Sekil
2).% 27 oranda kalsifikasyon icerebilir (3) Lipomlarin tanisinda go-
riintiileme yontemi olarak US ve mamografi yeterlidir. Biyopsi an-
cak malignite distndiren olgularda alinabilinir. Genelde biyop-
si yapmaya gerek yoktur. Stiphe duyulan olgularda taniyr dogru-
lamak agisindan meme MR tetkike basvurulur. Lipomlar MR'da ho-
mojen, ince kapsuli bulunan lezyonlar olarak goérilir. MR'de yag
baskilamali sekanslarda total baskilanmasi, ayirici tani icin dnem-
lidir (5). Liposarkomlardan kontrast madde tutulumu gosterme-
mesi ve homojen yag intensitesinde olmasi ile ayrilir (5). Eksizyon
sonrasi rekonstiiksiyon gerekebilir (7). Bizim olgumuzda ameliyat
sonu meme boyutu sag meme c¢apina yaklasti ve bu nedenle re-
konstiiksiyon gerekmedi.

Sonug olarak dev meme lipomlar kadinlarda ¢ok ender olarak
goOguste asimetri olusmasina yol acar. Lipomlarin tanisinda US ve
mamografi genellikle yeterli olmakla birlikte, kalsifikasyon ve he-
terojenite iceren lipomlarda tanida MR katki saglayabilmektedir.
Dev lipomlarda cerrahi tedavi total eksizyondur.
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CASE REPORT/OLGU SUNUMU

AN AXILLARY ARCH OF DEDECTED DURING AXILLARY

DISSECTION

Biilent Koca, Bekir Kuru, Serdar Senol
Ondokuz Mayss Universitesi Tip Fakiiltesi, Genel Cerrahi, Samsun, Tirkiye

AKSILLER DISEKSIYONDA SAPTANAN BiR AKSILLER ARK OLGUSU
OZET

invaziv meme kanserinde evrelemede aksiller lenf nodunun durumu en énem-
li prognostik faktordiir [1]. Aksiller evreleme icin hastanin aksillasi klinik olarak
negatif ise dncelikle sentinel lenf nodu calismasi yapilmalidir. Aksiller lenf nodu
diseksiyonu klinik olarak aksillada palpe edilebilen lenf nodu olan veya sentinel
lenf nodunda metastaz olan hastalarda evreleme icin kullanilan en Gnemli yon-
temdir. Aksiller diseksiyonun eksiksiz ve komplikasyona yol agmayacak sekilde
yapilmasi cok 6nemlidir. Diseksiyon sirasinda komplikasyonlardan kaginabilmek
icin aksilladaki anatomik yapilar eksiksiz ortaya konulmali ve olabilecek anato-
mik varyasyonlar tespit edilebilmelidir. Aksiller ark ya da aksillopektoral kas bu
anatomik varyasyonlardan en onemlisidir [2]. Aksiller ark anatomi kitaplarinda
%7 olarak bildirilmesine karsin aksiller diseksiyon sirasinda sadece %0.25 ora-
ninda ortaya konulabilmektedir [3]. Bu yazida amaaimiz, aksiller diseksiyon si-
rasinda ortaya koydugumuz cok ender goriilen aksiller ark olgusu esliginde ak-
siller diseksiyon yapilmasinin 6nemine bir kez daha dikkat cekmektir.

Anahtar sozciikler: aksiller diseksiyon, anatomik varyasyon, aksiller ark

Case

A 83 years old woman who has a palpable mass on her left breast
was admitted to our clinic. Breast examination revealed that she
had a palpable axillary lymph node, and a 4 cm palpable mass and
nipple distortion on her left breast. Her self-history and family his-
tory was unremarkable. The right breast and axilla were normal.
On mammography and ultrasound there was a malignant ap-
pearing mass located at retroareolar region that had an irregular
border, and spicular extensions. The histological examination of
the tru-cut biopsy from the mass proved that she had an invasive
breast cancer. Because the mass was located at retroareolar re-
gion, and she had a palpable axillary lymph node and requested
mastectomy, she underwent modified radical mastectomy. During
the axillary dissection we recognized that latissimus dorsi muscle
was extending upward as an arch over the axillary vein and had a
nearly 1-1.5 cm thickness. With a careful examination we also ob-
served that the tendon of latissimus dorsi muscle was extending
under the axillary vein. On the other hand, gross palpable lymph
nodes with 1x1 c¢m size were visible over and around the arch and

ABSTRACT

The status of axillary lymh node is the most important prognostic factor for
staging of invasive breast cancer (1). Axillary lymph node dissection is the
most important staging method in patients with dinically positive lymph
node metastases or with histologically proven sentinel lymph node metas-
tases. It is very important that axillary dissection should be performed ad-
equately and without complications. To avoid complications during axillary
dissection, anatomical structures should be exposed completely and anatom-
ical variations must be recognized. Axillary arch or axillopectoral muscle is
the most important anatomical variation (2). The rate of exposing the axillary
arch during axillary dissection is % 0,25. However, anatomy textbooks report
this rate as %7 (3). By this case, our aim was to present breast cancer cases
with axillary arch, and to attract attention to the importance of performing
axillary dissection adequately in those patients.

Key words: axillary dissection, anatomic variation, axillary arch

the axillary vein. Axillary arch was clearly exposed, lymph nodes
located over axillary arch and axillary vein were excised, and axil-
lary dissection was completed without any complication.

Discussion

The status of axillary lymph node is the most important prognos-
tic factor for staging of invasive breast cancer (1). Axillary stag-
ing should be done for every patient who has invasive breast
cancer. The status of axillary lymph node could be evaluated via
lymphatic mapping and sentinel lymph node biopsy in clini-
cally axillary negative patients. While small axillary lymph node
metastases may be overlooked by imaging methods (4), axillary
lymph node dissection should be performed in patients with
palpable lymph nodes or with proven metastatic lymph nodes
after sentinel lymph node biopsy. The rate of missing metastatic
lymph nodes in the axilla by random sampling or level | axillary
dissection is %25. For an adequate staging a level I-1l axillary dis-
section is the generally approved approach. Anotomical struc-
tures should be exposed, and possible anatomical variations

Gonderilme Tarihi: 20 Ekim 2010 ® Revizyon Tarihi: 13 Kasim 2010 ® Kabul Tarihi: 14 Kasim 2010
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Sekil 1. Axillary arc (nearly 1-1.5 cm wideness) is seen leaving from latissumus
dorsi muscle. Muscle fasciculation ends reaching out pectoralis major muscle.
Numbers which show the structures at the picture; (7-Axillary arc 2-Latissumus
dorsi muscle 3-Pectoralis major muscle 4-Axillary vein)

must be recognised in the axilla for an appropriate axillary dis-
section. In the axilla the most common muscular variation is the
axillary arch (2). The rate of exposing axillary arch during axillary
dissection is %0,25 (3). However, in anatomy textbooks it is re-
ported as %7.The arch which has a 7-10 cm length, and a 0.5-1,5
cm width branches from the latissimus dorsi muscle and ends in
the facia of corachobrachialis muscle or in the pectoralis major
or biceps brachialis muscle (5). Axillary arch is not only a formal
variation, but at the same time it has of clinical importance. It
has also been reported that axillary arch can be detected by
magnetic resonance imaging (6). Axillary arch can cause axillary
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Sekil 2. Axillary arc and axillary lymph nodes which extend over the axillary arc
and superiomedial of axillary arca re seen. Numbers which show the structers
at the picture; (7-axillary arc 2-Latissumus dorsi muscle 3-Pectorlais mojor
muscle 4-Lymph nodes 5-Axillary vein)

vein occlusion, and thoracic outlet syndrome (7-8). During the
axillary dissection axillary arch can cause to result in the injury of
axillary artery, axillary vein or plexus brachialis (9-10-11). Axillary
arch could also lead to inadequate axillary dissection and thus
to increased axillary reccurence. As a result it causes to increased
mortality and inaccurate staging that might lead to inedaquate
adjuvant treatment. In the current case presentation we tried
to emphasise the importance of axillary dissection in a patient
with an axillary arch, an anatomic variation that can lead to very
important complications during the axillary dissection and inad-
equate staging.
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