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MASTITIS
ABSTRACT

Mastitis is an inflammatory disease of the breast, which occasionally results
from infectious microorganisms. Puerperal mastitis is the most common type
of mastitis. Milk stasis is the main reason, and Staphylococcus aureus is the pri-
mary causative organism. There is usually a history of difficulty in the breast-
feeding. Unless symptomatic treatment is sufficient to recovery, antibiotherapy
should be administered. Central or subareolar breast infection predominantly
occurs in women in their third decade. The disease may present with recurrent
signs of breast infection or abscess. There is history of smoking in 90% of pa-
tient’s backgrounds. Nonlactational peripheral infection of the breast is rare,
and may be idiopathic or associated with systemic diseases such as diabetes
mellitus and rheumatoid arthritis. Idiopathic granulomatous mastitis (IGM) is
the most frequent granulomatous disease of the breast, which generally repre-
sents as rapidly grown painful breast mass. The diagnosis of IGM is mistaken for
breast carcinoma in half of the cases. The disease is frequently associated with
recent pregnancy and lactation. Diagnosis of IGM is established by trucut biopsy.
Surgical excision or immunosupressive therapy with corticosteroids can be ap-
plied in the treatment. All breast infections may proceed to breast abscess. In
the earlier period of an abscess, treatment is provided by ultrasonograhy guided
aspiration but in the late period via an incision and drainage.

Key words: mastitis, puerperal mastitis, subareolar infection,
idiopathic granulomatous mastitis, breast abscess

ile es anlamh olarak kullanilir. Aslinda mastit, memenin

OZET

Mastit memenin inflamatuar hastaligidir, bu durum bazen enfeksiyoz kay-
nakl olabilir. Puerperal mastit en sik goriilen mastittir. Primer neden siit
stazidir ve Staphylococcus aureus en sik etken olarak tespit edilir. Siklikla
emzirmede giicliik oykiisii vardir. Semptomatik tedavinin yetersiz kaldigi
durumlarda antibiyoterapi uygulanir. Santral yada subareolar enfeksiyon
siklikla 3. dekatta goriiliir. Tekrarlayan enfeksiyon bulgular ve apse ile or-
taya cikabilir. Anamnezde %90 sigara kullanim oykiisii vardir. Nonlaktas-
yonel periferal enfeksiyon nadirdir, diabet, romatoid artrit, gibi sistemik
hastaliklar zemininde gelisebilir yada idyopatik olabilir. Memenin granii-
lomatdz hastaliklan icinde idiyopatik graniilomatoz mastit en sik goriilen
tiptir. Genellikle agnli, hizh biiyiiyen meme kitlesi ile ortaya ¢ikarlar. 0I-
gularin %50'sinde tani meme kanseri ile karisir. Genelde yakin zamanda
gecirilmis gebelik ve laktasyon dykiisii vardir. Kesici igne biyopsisi ile tani
konur. Tedavide cerrahi eksizyon yada kortikosteroidlerle immun siipresif
tedavi uygulanabilir. Tiim meme enfeksiyonlan apseye ilerleyebilir. Apse
erken donemde ultrasonografi egliginde aspire edilerek tedavi edilir, geg
donemde ise acik drenaj gerekir.

Anahtar sozciikler: mastit, puerperal mastit, subareolar, enfeksiyon,
idiyopatik graniilomatoz mastit, meme apsesi

Mastitlerin en sik goriilen seklidir. Laktasyonel mastitin iki ana

G Unlik pratikte mastit kelimesi siklikla meme enfeksiyonu Laktasyonel (Puerperal) mastit

inflamatuar hastaligini ifade eder ve bu durum bazen en-

feksiy6z kaynakli olur. Siklikla 18-50 yas arasi kadinlari etkiler.

Mastitlerin siniflandiriimasi

1. Laktasyonal mastit

2. Nonlaktasyonel mastit
a. santral veya subareolar enfeksiyon
b. periferal enfeksiyon
c. graniilamatéz enfeksiyon

3. Meme apsesi olarak siniflandirilir.

nedeni siit stazi ve enfeksiyondur (1,2). Primer neden siit stazidir,
takiben IL-8 gibi sitokinlerin de etkisiyle inflamasyon gelisir ve
mastitin klinik bulgular ortaya cikar, bakterilerin gelisebilecegi
uygun ortam olusursa enfeksiyon da eklenir. Thomsen ve ark. (3)
mastitli vakalarin stitlerinde 16kosit ve bakteri sayilarini hesapla-
yarak bir siniflama 6nermislerdir. Buna gore; sit stazi, enfeksiy6z
olmayan mastit ve enfeksiydz mastit olarak degerlendirme yapil-
mis, erken dénemde sit akiskanhdi temin edilerek semptomatik
tedavi, ilerleyen vakalarda ise antibiyoterapi ile tedavi &neril-
mistir. Enfeksiyonun memeye hangi yoldan ulastigi belirsizdir,
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ancak meme basi catlagi major risk faktoridir (4). En sik etken
Stafilakokus aureustur (MRSA dahil), Streptekok ve Stafilokokus
epidermidis de guniimuzde sik¢a ortaya cikan etkenlerdendir
(5). Schalén ve ark/nin 466 saghkli verici stiti ve 192 mastitli stitl
karsilastirdigi arastirmada saglikli kisilerin de sitlerinde yuksek
oranda patojen bakteri olabilecegi ve klinik tablonun sitteki bak-
teri sayisi ile iligkili olmadigi tespit edilmistir (6). Bu nedenle hangi
vakada enfeksiyon gelisip antibiyotik gerekecegini tespit etmek
zordur. Rodriguez ve ark. 20 mastitli emziren kadinda, moleku-
ler teknikler kullanarak stitiin mikrobiyolojik icerigini incelemis
ve mastitlilerin sitlerinde stafilakoklarin arttigini, laktobasillerin
azaldigini tespit etmigler (7). Bir baska calismada mastitli hastalar-
da antibiyotige alternatif olarak oral lactobasillus fermentum ve
lactobasillus salivarius kullanilarak tedavi edilen 352 vaka 3 grupta
incelenmis ve probiotik grubunda, 14 glin sonra klinik bulgularin
kayboldugu izlenmistir (8). 21 giinliik tedavi sonunda probiyotik
alanlarin stitlerinde daha az bakteri gorilerek bu grupta istatistik-
sel olarak anlamli sekilde daha diisiik agr skoru ve hastalik yinele-
mesi saptanmis ve Lactobasillerin antibiyotiklere alternatif olarak
kullanilabilecegi belirlenmistir. Saglikl insan stitinden elde edilen
lactobasilluslar antienfeksiyoz ve I6kositleri arttirarak immunmo-
dilatuar etki gostererek laktasyonel mastitin tedavisinde probi-
yotik ajanlar olarak (imit vermektedir. Ozellikle antibiyotik direnci
yada yan etkisi (diyare, vaginal kandidiazis gibi) olan hastalarda
probiyotikler faydali olabilirler. Ancak bu konuda daha ileri ¢alis-
malara ihtiyac vardir.

Laktasyonel mastit %3-33 siklikta gorulir (9,10). Emzirmenin
ilk 12 haftasinda daha siktir. Genellikle emzirmede guclik, ye-
tersiz emme Sykisu vardir (11). Klasik triadi; memede agr, eri-
tem ve atestir. Meme basi catlagi izlenebilir. Apseye ilerleyebilir.
inflamasyon ile apse ayrnminda siiphede kalinirsa US yardimc
olur, malignite suphesi yoksa mamografi gerekmez. Tedavide
dogru emzirme destegi verilmeli, stit akisi saglanmalidir. Emzirme
bebek icin zararh degildir ve siiti bosaltmanin ideal yoludur
(12). Sicak kompres ve analjezikler uygulanabilir. Tibbi tedavi
hizli semptomatik rahatlama saglar, %95 etkilidir. Diinya Saghk
Orguitli, 24 saatlik yeterli siit bosaliminin saglanmasina ragmen
semptomlarda dlizelme olmazsa, baslangictan itibaren ciddi mas-
tit bulgular varsa, belirgin meme basi catlagi varsa veya kiltir
enfeksiydz mastiti godsteriyorsa antibiyoterapi 6nermektedir (13).
Ancak, kiltir rutin olarak 6nerilmemektedir. Oral antibiyotik ola-
rak Amoksisilin+Klavulonat ya da Ampisilin+Sulbaktam (2x1gr/
glin) kullanilir. Sefaleksin, dikloksasilin veya kloksasilin (4x500mg/
glin ) ya da penisilin allerjisi varsa makrolid antibiyotik (eritromi-
sin, klaritromisin) tercih edilebilir. 10-14 giinlik tedavi uygundur.
Nadiren septik bulgulari olanlarda IV antibiyotik ve hospitalizas-
yon gerekebilir. MRSA'nin etken oldugu vakalarda ilk basamak
olarak klindamisin veya trimethoprim+sulfamethoxazole 6neril-
mektedir (5).

Santral veya subareolar enfeksiyon

Genelde sebep periduktal mastittir ve dilate duktuslar etrafin-
daki inflamasyonu tanimlar. Mastitis obliterans, komedomastit,
kronik pyojenik mastit, plazma hiicreli mastit, Zuska hastaligi
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ayni enfeksiyonu ifade eder. Duktal ektazi siirecin ilk adimidir.
Patofizyolojisinde duktal ektazi ve tekrarlayan apselerin nedeni-
nin, duktusun kolumnar epitelinin epidermalizasyonu ve squa-
moz metaplazi sonucu duktal tikanma oldugu dusunulir (14).
Keratin Gretimiyle tikanan kanalda, sekretuar materyal birikimi ile
dilatasyon olur, epitel riiptiiriyle periduktal doku hasan gelisir;
irritan keratin inflamasyona sebep olur. Bakteriyel gelisim icin uy-
gun ortam olusur. Anaeorop ve aeorop bakteriler etkendir. Duktal
epidermalizasyonu ve squamoz metaplaziyi uyaran sebep tam bi-
linmemektedir. Hormonal degisimler (prolaktin, dstrojen), vitamin
A eksikligi ve sigara baslatici faktor olarak suglanmistir. Hastalarin
%90"1 sigara kullanmaktadir (9). Subareoler kanallarda daha yogun
olarak bulunan nikotinin dogrudan toksik etki veya hipoksi ile za-
rar verdigi diistinilmektedir.

Subareoler apseler nonlaktasyonel apselerin cogunu olusturur-
lar. Siklikla 3. dekatta rastlanir. Erkeklerde de gorilebilir, bilateral
olabilir. En sik sikayet agr ve meme basi akintisidir, kitle, meme
basi cekintisi, apse ya da fistil gorilebilir. Enfeksiyon ve apse sik
tekrarlar. Anamnezde benzer sikayetlerin daha 6nce gecirilip ge-
cirilmedigi sorgulanmalidir. Tanida USG bulgulari nonspesifiktir,
karsinomla karisabilir, bazen kalin duvarli inflame duktus goriile-
bilir. 2 haftalik sefalosporin ve metranidazol uygun bir tedavi seci-
midir. Ancak antibiyotiklerle tam cevap orani diisiiktiir (%3). Apse
gelisirse, genellikle ponksiyon yetersiz kaldigindan, drene edilir.
Tedavide hedef, hastalikli kanal veya kanallar ¢ikarmak olmalidir
(14). Tekrarlayan durumlarda total kanal eksizyonu, meme basinin
disa dondirilmesi (blzlich sutlr ya da Z sitir ile) gerekebilir.
Hatta bazen nipple areola kompleksinin eksizyonu yapilir. Sigara
mutlaka birakilmalidir.

Nonlaktasyonel periferal enfeksiyon

Nadirdir ve genelde idiyopatiktir. Diyabet, romatoid artrit, steroid
kullanimi, travma veya karsinom ile iliskili olabilir. Ozellikle kome-
do duktal karsinoma in situ enfeksiyonla ortaya cikabilir. Bu ne-
denle 35 yasini ge¢mis, baska bir risk faktérl olmayan, periferal
enfeksiyonla basvuran hastalarda mamografi cekilmesi onerilir
(9). Etken stafilakokus aureus, streptekoklar ve bazen de anaerob-
lardir. Tedavi laktasyonel mastit gibidir. Vakalarin %10'u apseye
ilerler, bunlarda apse kaltlri 6nerilir.

Graniilamat6z mastit

Memenin graniilamatdz lezyonlar; sarkoidoz, histoplazmozis,
wegener granilamatozu gibi sistemik hastaliklar; tiiberkiloz, tifo,
bruselloz, fungus yada parazitler gibi enfeksiy6z nedenler; silikon,
parafin ve narkotikler gibi yabanci cisim reaksiyonlar sonucu ge-
lisebilir. Ancak en sik gorilen sekli idyopatik granilamatéz mas-
titdir (IGM).

idyopatik graniilamatéz mastit siklikla 3. ve 4. dekatta gériiliir.
Genelde yakin zamanda gecirilmis gebelik ve laktasyon oykusi
vardir (15) Patogenez belirsizdir. Lobillerden extravaze olan sek-
resyona otoimmun cevap gelistigi dustinilmektedir (16). Baska
otoimmun hastaliklarla beraber veya tek basina olabilir. Oral
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kontraseptif kullanimina (%8-77) eslik edebilir (17). Prolaktin sevi-
yesi ylksek bulunabilir (14). Tipik klinigi agnh, hizli blyidyen meme
kitlesidir. infeksiyon bulgulari ve apse gelisebilir, bazen meme
basinda cekilme ve peau d'orange goriinimu ile kanseri taklit
eder. % 50 vakada kanserle karisir. Karsi memenin tutulumu pek
gorulmez. Meme ultrasonografisinde hipoekoik nodil imaji, ma-
mografide nodiiler opasite goruliir. Manyetik rezonans bulgulari
nonspesifiktir. Tani histopatolojik inceleme ile konur (18). Sitolojik
inceleme genelde yetersizdir. Kesici igne biyopsisinde; nonkazei-
fiye graniilom, dev hiicreler, kronik inflamasyon, mikroapseler ve
yag nekrozu goérulir. Apse kiltlrinde bakteriyel stiperenfeksiyon
yoksa Ureme olmaz ve antibiyotik ise yaramaz. Kiltiirde gram bo-
yamanin yanisira tiiberkiloz icin Ziehl-Neelsen ve mantar icin PAS
boyama yapilmalidir. Ayirici tanida; kanser, nonpuerperal mastit
ve meme apsesi vardir. Yineleme siktir (% 16-50), bu nedenle has-
talarin takibi onemlidir (18).

iIGM'in tedavisinde konsensus yoktur. Konservatif yaklasim, cerra-
hi veya tibbi tedavi (kortizon ve immun sipresifler) uygulanabilir.
Konservatif tedaviyle spontan rezoliisyon gorilebilir. Kanser dis-
landigi takdirde asemptomatik kitlelerde eksizyon sart degildir.
Kitlede blytume olup olmayacagi yakin takip edilir. Cerrahi tedavi
olarak; drenaj, sinirh ya da genis cerrahi eksizyon ve mastektomi
uygulanabilir (19). Geleneksel ve en sik uygulanan tedavi genis
cerrahi eksizyondur. Kitle cok agriliysa ve biyukligi ¢ikariimaya
uygunsa ya da biyopsi tanida yetersizse eksizyonel biyopsi uygu-
lanabilir (14,18). Apse varsa drene edilmelidir. Oncelikle steroid
tedavisini uygulayan yaklasimlarin yani sira cerrahi tedaviye yanit
alinamayan direncli olgularda ve yinelemelerde steroidi tercih
edenler veya cerrahi ve steroid tedavisini birlikte kullananlar da
vardir (17,19,20). Negatif sinirla gikarim, sinirh ¢ikarimdan daha
iyi sonuc saglamaktadir (16). Eksizyon yapilanlarda %5-50 yinele-
me, %30 fistll ya da apse gelisimi olabilir. Steroid tedavisi 6zel-
likle apse veya fistiille komplike vakalarda ve yineleyen olgularda
onerilmektedir. Bazen kitleyi kiicliltlip operasyona uygun hale ge-
tirmek icin de steroid tedavisi yapilabilir. Steroid tedavisi 6ncesi
viicudun baska bir yerinde enfeksiyon olmadigi ekarte edilmeli,
ozellikle tiiberkiloz dislanmalidir. Kuba ve ark. (19) 271 idyopatik
granilamatdz mastitli hastanin derlemesini yaptiklar ¢alismada
cerrahi grupta yineleme oranini %23, steroid alanlarda ise %25
olarak bildirmislerdir. Steroid tedavisi yapilan hastalarda iyilesme
oranini %90'nin izerinde bulmuslardir. Calismalarda 5mg-60mg/
glin degisen dozda prednisolon, 1 hafta - 22 aylik tedavi surele-
riyle kullaniimistir. Steroid ile tam cevap oranlari %42-93, parsiyel
yanit %6-58, yanitsizlik oranlari ise %6.5 dir. Steroid tedavisinin

The Journal of Breast Health 2013 Vol: 9+ No: 1
Meme Sagligi Dergisi 2013 Cilt: 9+ Sayi: 1

glukoz intoleransi ve cushingoid 6zellikler gibi yan etkileri olabilir.
Steroid yan etkileri olanlarda dozu azaltmak amaclh ya da steroide
direncli vakalarda methotrexate veya azathiopirine gibi baska im-
mun stpressifler kullanilabilir (21).

Diger bir granllamatéz meme enfeksiyonu tlkemizde sik goriilen
tiiberkiiloz mastitidir. Tiberkiloz vakalarinin %0.1 ile %0.5'inde
meme tutulumu olur (22). Endemik bdlgeler ve az gelismis l-
kelerde sik goralir. Artan HIV pozitifligi ile iliskili olarak gelismis
Ulkelerde de insidansi artmaktadir. Multiple siniis agizlar, kitle,
llser ve tekrarlayan apse ile iGM'e benzer klinik tablo olusturur.
Siklikla 20-40 yas arasi kadinlarda gorilir. Meme primer ya da se-
konder tutulum yeri olabilir. Tani koymada stiphelenmek esastir.
Aside direncli basil tayini, kiltir hatta polimeraz zincir reaksiyon
testi (PCR) dahil tum mikrobiyolojik testler negatif olabilir (23). Bu
durum tanida gecikmeye neden olur. Teshiste patolojik inceleme
daha degerlidir. IGM den farki; granulomlar lobiillere sinirli degil,
yaygindir ve kazeifikasyon nekrozu gosterirler. En az 6 ay sireli an-
titliberkiloz ilaglarla tibbi tedavi uygulanir. Gereginde insizyonel
ya da eksizyonel biyopsi yapilr.

Meme apsesi

Apse meme enfeksiyonunun ciddi bir komplikasyonudur; meme
parankimi icinde sinirlayici pi koleksiyonudur. Memede fluktu-
asyon veren kitle seklinde karsimiza ¢ikar. Glinimiizde “meme
apsesi esittir agik drenaj” yaklasimi geride kalmistir. Dlinya Saglik
Orgiiti'niin degerlendirmesinde daha az invaziv olan igne aspi-
rasyonu ile drenaj, kolay uygulanan ucuz bir yontem olarak onay-
lanmaktadir (13,24). Tedavi genelde kliniklerin kendi algoritmala-
rina gore yuritilmektedir. Bazi merkezler apsenin tedavisini tize-
rindeki cildin durumuna gore belirlemektedir (9,25). Cilt normal
ise, US esliginde aspirasyon ve irrigasyon yapilir. irrigasyon agriyi
ve kanamay azaltir. irrigasyon, icerik berraklasip, pii bitene ka-
dar her giin tekrarlanmalidir. Genelde 2-3 gln yeterli olur. Apse
Gizerindeki cilt incelmis ise, mini insizyon ile drenaj ve irrigasyon
gerekir. Ciltte nekroz varsa, cilt eksize edilerek drenaj saglanir.
Glinimiizde apselerin cerrahi tedavisinde genis insizyon gerek-
mez, kozmetik sonuglar kiictik kesilerde daha iyidir ve kaviteye
dren konmasi da 6nerilmez. Yara kiltlri yapilir, apse duvarindan
patolojik inceleme yapilmasini rutin dnerenler vardir (14). Genis
spektrumlu antibiyotikler kullanilir. Atessiz gecen 3 giliniin ardin-
dan veya yerel inflamasyon bulgulari gerileyince antibiyotik ihti-
yaci ortadan kalkar.
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THE STATUS OF KNOWLEDGE AND PRACTICE OF EARLY DIAGNOSIS METHODS FOR
BREAST CANCER BY WOMEN HEALTHCARE PROFESSIONALS

ABSTRACT

Objective: It has been planned for the purpose of determining the status of
women healthcare professionals’ knowledge and practice of the early diag-
nosis methods for breast cancer, who are working in the province of Istanbul
Ministry of Health Basaksehir Public Hospital.

Material and Methods: The research has been planned in a descriptive nature
with the population of the research constituted by the 107 women healthcare
professionals, who work at the Ministry of Health Basaksehir Public Hospital.
Seventy-six women healthcare professionals, who are willing to take partand
who are on duty at the hospital at the stated dates, constituted the universe
of research. The questionnaire forms were used to collect the data.

Results: It has been determined that 52.6% of the women healthcare profes-
sionals who participated in the research is in the 26-35 year-old age group,
75% of them are university graduates or postgraduates and 61.8% of them
are nurses. It has also been determined that 19.7% of the participants make
their regular Breast Self-Examination (BSE) monthly, 2.6% of them have Clini-
cal Breast Examination (CBE) yearly and 1.3% of them have a mammography
(MG) scan regularly yearly. When the conditions of making BSE, having CBE
and having MG scan of the women healthcare professionals, who have and
do not have a family history of breast cancer, were examined, no statistically
significant correlation was found (p=0.166, p=1.0, p=1.0).

Conclusion: It has been determined that very few of the participants have
made their BSE, have had (BE and MG scan.

Key words: breast cancer, early diagnosis, healthcare professionals
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Pek ¢cok kanser turiinde oldugu gibi meme kanserinin
faktorler, dogurganhk o&zellikleri, alkol kullanma, obe-

OZET

Amag: istanbul ili Saglik Bakanlig: Basaksehir Devlet Hastanesinde calisan ka-
din saghk profesyonellerinin meme kanserinde erken tani yontemlerini bilme
ve uygulama durumlarini saptamak amaayla planlandi.

Gere¢ ve Yontemler: Arastirma tamimlayia nitelikte planlanmis olup,
arastirmanin evrenini Saglik Bakanligi Basaksehir Devlet Hastanesi'nde
gorevli 107 kadin saghk profesyoneli (hemsire, hekim, ebe, laborant,
saglik teknisyeni, eczaci) olusturdu. Arastirmanin drneklemini ise aras-
tirmaya katilmaya goniillii ve belirtilen tarihlerde hastanede gorevli olan
76 kadin saghk profesyoneli olusturdu. Verilerin toplanmasinda anket
formu kullanildi.

Bulgular: Aragtirmaya katilan kadin saglik profesyonellerinin %52.6's1 26-35
yas grubunda, %75'i iiniversite veya lisans iistii egitim mezunu ve %61.8'inin
hemgsire oldugu saptandi. Katilimailarin %19.7'sinin her ay diizenli olarak
Kendi Kendine Meme Muayenesi (KKMM) yaptigi, %2.6'sinin yilda bir kez Kli-
nikte Meme Muayenesi (KMM) yaptirdigi ve %1.3’iiniin diizenli olarak yilda
bir kez mamografi (MG) cektirdigi saptandi. Ailesinde meme kanseri olan ve
olmayan kadin saglk profesyonellerinin KKMM yapma, KMM yaptirma ve
mamografi ¢ektirme durumlan incelendiginde anlamli bir iliski saptanmadi
(p=0.166, p=1.0, p=1.0).

Sonug: Katilimalarin ¢ok azinin KKMM yaptigi, KMM yaptirdigi, MG cektirdigi
saptandi.

Anahtar sozciikler: meme kanseri, erken tani, saglik profesyonelleri

%20 kadarinin bu risk faktorlerine sahip olmasi ve bunlarin da
onemli bir kisminin kontrol altina alinmasi miimkiin olmayan
faktorler olmasi korunmada erken taninin énemini arttirmak-

site, yagh diyet, fiziksel aktivite azligi gibi bireysel ve cevresel
faktorler rol oynamaktadir (1-5). Tim meme kanseri olgularinin

tadir (1,2). Meme kanserine karsi kesin koruyucu hicbir yon-
tem bulunmadigindan, korunmada hastaligin erken dénemde
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saptanmasi 6nemlidir (2). Meme kanserinin erken tanisi hasta-
ligin prognozu ve sagkalim acisindan oldukga 6nemlidir. Meme
kanserli hastalarda tim evrelere gore 5 yillik sagkalim oranlari,
gelismis Ulkelerde %73 iken, gelismekte olan ulkelerde %53
olarak bildirilmektedir. Gelismis ve gelismekte olan tlkeler ara-
sindaki bu fark, gelismis tlkelerde tarama mamografisi sayesin-
de erken tani ve daha iyi tedavi olanaklari ile agiklanabilir (6).
Meme kanserinin erken tanisinda memedeki kitlenin mimkiin
olan en erken dénemde saptanmasini saglayan; hekim tarafin-
dan yapilan Klinikte Meme Muayenesi (KMM), mamografi (MG)
ve meme kanserine farkindahgi arttirmak icin 6nerilen Kendi
Kendine Meme Muayenesi (KKMM) kansere bagli 6limlerin
azaltilmasinda hayati 6nem tasimaktadir (1-3,6-9).

Amerikan Kanser Birligi, Amerikan Kanser Enstitlst ve Turk
Kanser Arastirma ve Savas Kurumu, memesinde hicbir belirti bu-
lunmayan kadinlarin; 20 yasindan baslayarak her ay diizenli ola-
rak KKMM yapmasi, 20-40 yas arasi her {i¢ yilda bir meme kanseri
konusunda egitim almis hekimler tarafindan KMM yaptirmasini,
40 yasindan sonra ise yine her ay diizenli olarak KKMM yapmasi,
her yil KMM yaptirmasini ve her yil MG ¢ektirmesini dnermekte-
dir (3-5,10,11). Turkiye'de ulusal diizeyde meme kanseri farkinda-
liginin arttinlmasi ve taramanin alt yapisinin olusturulmasi igin
ilk olarak 2004 yilinda TC Saglik Bakanligi Kanserle Savas Dairesi
Baskanligi tarafindan meme kanserinin erken tanilanmasi igin
meme kanseri tarama standartlarn yayinlanmistir. Bu standart-
lara gore 50-69 yas arasindaki kadinlara iki yilda bir ¢ift yonla
MG c¢ekilmesi dnerilmektedir (12). Tarama programlari sayesinde
Glkemizde meme kanserinin erken tanilanmasi ve 50 yas lize-
rindeki kadinlarda meme kanseri mortalitesinin %30 azaltiimasi
amaclanmaktadir (6).

Turkiye'de erken tani icin ulusal tarama programi olusturulan
meme ve serviks olmak tizere iki kanser tuirl vardir. Diinya Saghk
Orgiitii de bu kanserler icin ulusal bir tarama programi gelistiril-
mesini ve uygulanmasini éngérmektedir. Meme kanseri icin tara-
ma programlari gelistirilerek uygulanmasindaki amag, erken tani
ve tarama ile saglikli ve uzun bir yasamin saglanmasi, memenin
korunmasi ve yasam kalitesinin arttirilmasidir. Erken tani ile has-
taligin, hasta ve cevresi lzerinde yaratacagi psikolojik bozukluk-
lar daha az olabilmektedir. Erken tanilama, taramanin getirecegi
maddi ylike ragmen, tedavinin daha kisa sirmesi, hastaya ve cev-
resine daha az psikolojik ve ekonomik yiik getirmesi, tlke ekono-
misi icin daha ucuz olmasi, daha az komplikasyonlarin olmasi gibi
onemli avantajlara sahiptir (12).

Toplumda hedef kitle konumunda olan hemsire, hekim, ebe, di-
ger saglik profesyonelleri hem kendi sagliklari icin hem de top-
lumdaki diger kadinlara 6rnek ve bilgi kaynagi olma agisindan
meme kanseri ve erken tani yontemlerini bilme ve uygulamada
bilgili, becerili ve deneyimli olmahdir. Ancak Glkemizde meme
kanserinde erken tanilama yéntemlerini bilme ve uygulama ko-
nusunda yapilan arastirmalar saglik profesyonellerinin KKMM,
KMM ve MG bilme ve uygulamalarinin yetersiz oldugunu di-
sindirmektedir. Karayurt ve arkadaslarinin arastirmasinda
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hemsirelerin %32'sinin ayda bir kez KKMM uyguladigi, hemsire
ve ebeler arasinda yapilan baska arastirmalarda ise katilimcila-
rin %40,3'Unin KMM yaptirdidi, %25.4 ile %41.7 arasinda MG
cektirdigi vurgulanmistir (4,8,13). Meme kanseri erken tani
yontemleri olarak bilinen KKMM, KMM ve MG ydntemlerinin
birlikte uygulanma oranlari ise sadece %13.8 olarak belirtilmis-
tir (4,8,13).

Yukaridaki arastirmalarda da gortildugi gibi saglik profesyonelle-
rinin biyldk cogunlugu KKMM, KMM ve MG bilme ve uygulama
konusunda istenilen diizeyde davranmamalari nedeniyle konuya
ait bilgi ve davranislarini belirleyerek, meme kanseri konusunda
farkindaligin arttinlmasi ve uygun girisimlerin planlanmasi icin bu
alanda arastirma yapilmasina gereksinim duyulmustur.

Bu arastirma Istanbul ili Saglk Bakanligi Basaksehir Devlet
Hastanesinde calisan kadin saglk profesyonellerinin meme kan-
serinde erken tani yontemlerini bilme ve uygulama durumlarini
saptamak amaciyla planlandi.

Gereg ve yontemler

Arastirma tanimlayici nitelikte planlanmis olup, istanbul ili Saghk
Bakanhgi Basaksehir Devlet Hastanesinde 09 Temmuz - 17 Eyliil
2009 tarihleri arasinda gerceklestirildi. Arastirmanin evrenini
Saglik Bakanligi Basaksehir Devlet Hastanesi’'nde gorevli 107 kadin
saglik profesyoneli (hemsire, hekim, ebe, laborant, saglik teknis-
yeni, eczaci) olusturdu. Arastirmanin dérneklemini ise arastirmaya
katilmaya gonullii ve belirtilen tarihlerde hastanede goérevli olan
76 kadin saglik profesyoneli olusturdu. Verilerin toplanmasinda
arastirmaci tarafindan literatir bilgileri dogrultusunda gelistirilen
bir anket formu kullanild.

Anket formu 12 sorudan olusmakta olup, kadin saglk profesyo-
nellerinin yas, egitim, hastanedeki gérev alani, ailesinde meme
kanseri olan yakinin varhgi, KKMM'yi, hekim tarafindan yapilan
KMM'yi, mamografiyi bilme, uygulama ve uygulama sikhgini sor-
gulamaya yonelikti.

Arastirma oncesi istanbul il Saghk Midirligi'nden yazili izin
alindi. Ayrica arastirmaya katilan kadin saglik profesyonelleri ile
yuz ylize gorusulerek, arastirmanin amaci agiklandi, génullulik
ilkesine uyularak ve s6zli onamlari alinarak, calisanlarin kendileri
tarafindan anket formu dolduruldu. Arastirma verilerinin istatistik-
sel analizi bilgisayar ortaminda SPSS paket programi kullanilarak
yapildi. Verilerin analizinde; frekans, yizde dagilimlari ve fisher
(Fisher’s Exact Test) testleri kullanildi.

Bulgular

Arastirmaya katilan 76 kadin saglik profesyonelinin %52.6'sinin
26-35 yas grubunda, %75'inin Universite veya lisans Gisti mezunu,
%61.8'inin hemsire oldugu saptandi (Tablo 1).
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Tablo 1. Galismaya katilan kadin saglik profesyonellerinin demografik

ozellikleri.

Demografik Ozellikler N %
Yas 18-25 21 27.6
26-35 40 526
36 ve izeri 15 19.8
Egitim Durumu Lise 19 25.0
Universite veya Lisans Ustil Egitim 57 750
Gorev Diger Saglik Profesyonelleri 22 29.0
Hemgire 47 61.8
Hekim 7 9.2
Toplam 76 100

Arastirmaya katilan kadin saglik profesyonellerinin; %26.3'linlin
KKMM yaptigl, %19.7'sinin her ay duzenli KKMM yaptigi,
%10.5'inin KMM yaptirdidi, %2.6’sinin dizenli olarak yilda bir
kez KMM yaptirdigi, %13.2'sinin MG c¢ektirdigi, %1.3'Unin di-
zenli olarak yilda bir kez MG ¢ektirdigi belirlendi (Tablo 2).

Tablo 2. Kadin saglik profesyonellerinin kendi kendine meme muayenesi,

klinikte meme muayenesi ve mamografi gektirme durumlari ve sikiigi.

N(76) %
Kendi Kendine KKMM Evet 20 26.3
I(V}I(t:(rrl\lﬂeMl\)/Iuayenesi Yapma Durumu Hayir 56 737
KKMM Her Ay 15 19.7

Yapma SKIG— pyzensiy 5 66
Yapmayanlar 56 73.7
Klinikte Meme KMM Yaptirma Evet 8 10.5
'(V}'(‘,‘\m")”“i Durumy Hayr 68 895
KMM Yilda bir kez 2 2.6

Yapurma SKO! via enazikikez 6 7.9
Yaptirmayanlar 68 89.5
Mamografi Mamografi Evet 10 13.2
Gektirme Durumu Hayir 66 86.8

Mamografi Yilda bir kez 1 1.3
PEbiITE SN Yalnizca bir kez 8 10.6

Diizensiz 1 1.3

Cektirmeyenler 66 86.8

Arastirmaya katilan ve ailesinde meme kanseri olanlarin %8.3’iiniin
KKMM yaptigi, %8.3'linin KMM yaptirdigi ve %8.3'inlin mamog-
rafi cektirdigi saptandi. Ailesinde meme kanseri 6ykisi olan ka-
din saglik profesyonellerinin KKMM yapma, KMM yaptirma ve MG
cektirme durumlari incelendiginde ailesinde meme kanseri 6yku-
si olmayanlara gore anlamli bir fark saptanmadi (p=0.166, p=1.0,
p=1.0) (Tablo 3).
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Tablo 3. Ailesinde meme kanseri olan ve olmayan katilimcilarin kendi

kendine meme muayenesi, klinikie meme muayenesi ve mamografi gektirme
durumlarinin karsilastinimasi.

Ailesinde Meme Kanseri
Var (12) Yok (64)
p*
n % n %

KKMM Evet 1 8.3 19 29.7
yapmaduumu  Hayr 11 917 45 703 0166
KMM Evet 1 8.3 7 10.9
yaptirma durumu Hayir 11 91.7 57 89.1 L
Mamografi Evet 1 8.3 9 141 10

cekirme durumu  Hayr 11 917 55 85.9

*Gozlerde beklenen sayilar 5'ten kiiciik oldugu icin ki-kare yerine
Fisher kesin testi (Fisher’s Exact Test) kullanilmistir (14).

Tartisma

Gerek yurt icinde gerekse yurt disinda kadin saglik profesyonelleri
arasinda yapilan meme kanserinde erken tanilama yontemlerini
bilme ve uygulama becerilerinin incelendigi arastirmalarin de-
mografik 6zellikleri arastirma bulgularimiza paralellik géstermek-
tedir (4,9, 15,16).

Yurt icinde meme kanserinde erken tanilama yontemlerini bil-
me ve uygulama durumlarinin incelendigi arastirmalarda; 69-
renci ebe ve hemsirelerin %75.4'tintin KKMM yaptigi ve bunlarin
%46.3'iinlin dlzenli olarak her ay KKMM yaptigi, calisan kadin
saglik profesyonelleri arasinda yapilan arastirmalarda ise %72 ile
%91.6 arasinda KKMM yaptigi ve bunlarinda %15 ile %34 arasin-
da her ay diizenli olarak KKMM yaptigi, yasamlari boyunca %25.4
ile %65 arasinda yalnizca bir kez MG c¢ektirdigi, %40.3 ile %63 ara-
sinda KMM yaptirdigi saptanmistir (4,8,13,15,17). Meme kanseri
erken tani ydntemleri olarak bilinen KKMM, KMM ve MG y&ntem-
lerinin birlikte uygulanma oranlari ise sadece %13.8 olarak belir-
tilmistir (4).

Yurt disinda Singapur'da yapilan bir arastirmada ise hemsirelerin
%93'Unlin KKMM yaptigi, %53.6'sinin KMM yaptirdigi, 50 yasin
Gzerinde olan hemsirelerin %64.8'inin, 50 yasin altinda olanlarin
ise %31.1'inin MG cektirdigi belirtilmistir (18). Nijerya'da yapilan
farkli iki arastirmada ise bir saglik kurulusunda calisan kadin saglik
profesyonellerinin %62.2 ile %95.8 arasinda ayda bir kez KKMM
yaptigi, %24.8 ile %31.1 arasinda son bir yilda KMM yaptirdig,
%6.7 ile %44 arasinda MG c¢ektirdigi saptanmistir (9,16).

Ulkemizde calisan kadin saglik profesyonellerin KKMM yapma
oranlan oldukca ylksek olmasina ragmen, duzenli olarak her ay
KKMM yapma oranlar yurt disindaki arastirmalarla karsilastirildi-
ginda oldukca diisiik oldugu gorilmdistir. Buna ragmen tlkemiz-
de klinik meme muayenesi ve mamografi ¢cektirme oranlar yurt
disinda yapilan arastirmalardan daha yiiksek bulunmustur (4,9,15-
18). Kadin hekim ve hemsirelerin KKMM uygulama ve tutumlarinin
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sorgulandidi bir arastirmada KKMM yapmama nedenleri arasinda
KKMM'yi ciddiye almama, zaman bulamama gibi nedenler ilk sira-
larda yer almigtir (15).

KKMM yapma, KMM yaptirma ve MG ¢ektirme oranlari agisindan
saglik personeli ile genel popilasyonun karsilastirlabilmesi icin
Ulkemizde genel popiilasyonda yapilmis olan bazi arastirmalarin
bulgularinda kadinlarin %13.4 ile %48.1 arasinda duzenli olarak
her ay KKMM yaptidi, %5.5 ile %24 arasinda hekim tarafindan kli-
nikte meme muayenesinin yapildigi, %13 ile %14 arasinda MG
cektirdigi vurgulanmistir (3,19,20). Ulkemizde calisan kadin saglk
profesyonellerinin genel poptilasyona gére daha ¢ok diizenli ola-
rak her ay KKMM yaptigi, KMM yaptirdigi ve MG cektirdigi saptan-
masina ragmen bizim arastirmamizda katimcilarin saglik profes-
yonellerinden olusmasi, 6zellikle Saghk Bakanhgina bagh kurulus-
larda araliklarla meme kanseri ve erken tani yontemlerine iliskin
hizmet ici egitim programlarinin diizenlenmesi ve arastirmaya
katilan saglik profesyonellerinin mesleki egitimleri siiresince bu
konularda egitim aldigi diistinlirse arastirma grubunun KKMM,
KMM ve MG yontemini uygulayanlarin orani oldukga dustik bu-
lundu (Tablo 2). Bu durum kadinlarin saglik personeli dahi olsa
meme kanseri belirtisi ortaya ¢ikmadigi stirece KKMM yapmadig,
KMM yaptirmadigi ve kendi saglik sorumluluklarini almadiklarini
distndirmektedir.

Arastirmamizda katilimcilarin %15.8'inin ailesinde en az bir yakini-
nin meme kanseri oldugu saptandi. Ulkemizde calisan saglik pro-
fesyonelleri arasinda yapilan arastirmalarda %6.3 ile %10.9 ara-
sinda, saglik calisanlar disinda yapilan genel popiilasyondaki ka-
dinlar arasinda yapilan arastirmalarda ise %10.4 ile %13 arasinda
birinci derece akrabalarindan en az bir kisinin meme kanseri tanisi
almis oldugu, saptanmistir (3,4,13,15,19). Ailesinde meme kanseri
oykusi bulunan saglk profesyonellerinin %43.5 ile %81 arasinda
ailesinde meme kanseri dykiist olmayanlarin ise %58.3 ile %70
arasinda diizenli KKMM yaptigi, saglik profesyoneli olmayan ge-
nel popiilasyonda ailesinde meme kanseri 6ykisi olan kadinla-
rin ise %55.5'inin, ailesinde meme kanseri 6ykiisii olmayanlarin
ise %7.7'sinin her ay diizenli olarak KKMM yaptigi saptanmistir
(4,15,19). Arastirma bulgularimiz calisan kadin saglk profesyonel-
leri arasinda yapilan arastirma bulgularina paralellik gosterme-
mektedir ve bizim bulgularimizda ¢ok azinin KKMM yaptigi, KMM
yaptirdigi ve MG ¢ektirdigi saptandi (Tablo2 ve Tablo 3).

Aydin Avci ve arkadaslarinin ebe 6grencilerinin kendi kendine
meme muayenesine yonelik saglik inancglari konulu arastirmasin-
da ailesinde meme kanseri olma durumunun saglik inanglarini et-
kilemedigi (p>0.05) ve baska bir arastirmada ise ailesinde meme
kanseri 6ykusl olma durumu ile KKMM yapma durumu arasinda
anlamli bir iliski saptanmadigi belirtilmistir (X>=1.932) (4,17).

Genetik yatkinlik da meme kanseri olusumunda olduk¢a 6nemli
bir risk faktortidir. Anne, kiz kardes, kiz cocugu gibi birinci de-
rece akrabalar arasinda meme kanseri tanisi almis birinin bulun-
masi halinde meme kanseri gorece risk orani da artmaktadir (4).
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Ailesinde meme kanseri dykiisii bulunan bireylerin meme kanse-
ri erken tani yontemlerini bilmesi ve bu yontemleri uygulamasi
dogal olarak beklenmektedir. Ancak arastirmamizda katilimcila-
rin hem saglik profesyoneli olmasi hem de ailede meme kanseri
Oykisu bulunmasina ragmen erken tani yéntemlerini uygulama
oranlari ¢ok diisiik bulunmustur (Tablo 3). Arastirma grubunda-
ki kadin saglik profesyonelleri ile yapilan s6zli gorismede erken
tani yontemlerinin yeterince dnemsenmedigi ortaya ¢ikmistir.
Meme kanseri erken tani yontemleri konusunda bilgi sahibi ol-
duklari fakat bunlar uygulamaya donusttiremedikleri séylenebilir.

Kog ve Saglam’in yaptigi arastirmada genel popiilasyondaki ka-
dinlarin KKMM, KMM ve MG yapmama/yaptirmama nedenleri
arastinldiginda cogunlugunun bilgi eksikligi, daha azinin utanma
ve kotu bir sonug alma endisesi oldugunu belirtmislerdir. Bagka
bir arastirmada ise kadinlar meme kanserinde erken tani yontem-
lerini uygulamama nedenleri olarak ihmal, korkuyu gostermisler-
dir (3,20).

Yapilan literatiir calismalarinda meme kanserinin erken tanisi has-
taligin prognozu ve sagkalim agisindan oldukca 6nemlidir. Meme
kanserinin erken tanisinda MG ve KMM olduk¢a 6nemlidir. KKMM
tek basina istenilen etkinlige sahip olmamasina ragmen kadinlarin
meme kanserine karsi farkindaligini arttirmada etkin bir aractir (7).

Bu arastirmadan elde edilen sonuglar dogrultusunda ebelik, hem-
sirelik, tip fakiltesi ve diger saglik fakiiltelerinde meme kanseri ve
erken tanilama konularinin egitim programlarinda ve mezuniyet
sonrasl hizmet ici egitimlerde yer almasi saglanmalidir. Saghk ku-
rumlarindaki hizmet ici egitim programlan diizenli ve isler hale
getirilmeli ve bu egitimler meme kanseri konusunda uzmanlas-
mis saghk profesyonelleri tarafindan verilmelidir. Ayrica her egi-
tim faaliyeti 6ncesinde ve sonrasinda katimcilarin bilgi, tutum ve
davranis diizeyleri Ol¢lilerek egitimlerin etkinligi degerlendirilme-
lidir. Kadin saglik profesyonelleri kendi yasamlarini saglikli olarak
stirdirme, gelistirme ve saglklarinin sorumlulugunu alma konu-
sunda toplumdaki diger kadinlara da rol modeli olmaktadirlar. Bu
nedenle saglkl bir toplumun olusmasinda 6zellikle kadin saghk
profesyonellerinin meme kanserinde erken tani yontemleri ile il-
gili bilgi, tutum ve davraniglari benimsemesi gerekmektedir. Bu
baglamda kadin saglik profesyonelleri KKMM'yi dogru ve diizenli
uygularsa, diizenli olarak MG ve KMM yaptirirsa meme kanserine
iliskin farkindahgi arttirarak normal populasyondaki kadinlarin da
meme kanseri erken tani yontemlerini uygulamasini saglayabilir.

Arastirmanin sinirhiliklari; anketlerin  dolduruldugu dénemin
yillik izin dénemine gelmesi ve kadro olarak Basaksehir Devlet
Hastanesinde olmasina ragmen kadin saglk profesyonellerinin
bir kisminin farkl iki semt polikliniginde gorevlendirilmesi katihm
oraninin dislik olmasina neden oldu.

Kadin saglik profesyonellerindeki bulgularin genellenebilmesi
icin arastirmanin daha genis bir 6rneklem grubunda yapilmasina
gereksinim vardir.
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BENIGN VE MALIGN MEME LEZYONLARININ AYRIMINDA

DIFUZYON AGIRLIKLI MANYETIK REZONANS

GORUNTULEMENIN YERI

Nurgiil 0zlem Ozer, Aslihan Semiz Oysu, Yasar Biikte, Ozgiir Sarica, Ayse Tiryaki Ozer, Fatma Kulal

Umraniye Egitim ve Arastirma Hastanesi, Radyoloji Béliimi, [stanbul, Tiirkiye

THE ROLE OF DIFFUSION WEIGHTED MAGNETIC RESONANCE IMAGING IN
DIFFERENTIATION OF BENIGN AND MALIGNANT BREAST LESIONS

ABSTRACT

Purpose: The purpose of this study is to investigate the role of diffusion-
weighted magnetic resonance imaging (MRI) in differentiation of benign and
malignant breast lesions.

Materials and Methods: A total of 40 breast lesions (28 benign, 12 malig-
nant) were scanned by routine dynamic contrast-enhanced MRI and diffusion
weighted imaging (DWI). The apparent diffusion coefficient (ADC) values of
the lesions and normal breast tissue were measured and compared between
benign and malignant groups. Also, lesions in benign and malignant groups
were seperated according to dynamic contrast enhancement patterns and
ADC values were compared. The results were evaluated at different cut-off
values by receiver operating characteristic (ROC) curve analysis.

Results: The mean ADC values were calculated as 0.83 = 0.3x10-3 mm2/s in
malignant lesions, and 1.35 £ 0.2 x10-3 mm2/s in benign lesions. The mean
ADC value of the malignant lesions was statistically significantly lower than
that of the benign lesions (p<0.001). The mean ADC value of normal fibrog-
landular tissue was significantly lower in malignant group than that of be-
nign group (p<0.001). When the lesions were seperated according to contrast
enhancement — time curves, there were type 1(n=19), type 2 (n=7) and type
3 (n=1) lesions in benign group and type 2 (n=>5) and type 3 (n=7) lesions
in malignant group. There was no contrast enhancement in one lesion in the
benign group. No significant difference was found between the ADC values
of type 1 and type 2 lesions in benign group and type 2 and type 3 lesions
in malignant group (p>0.05). In ROC curve analysis, when the cut-off value
was taken as 1.01 = 0.25x10-3 mm2/s (b=1000), the sensitivity was 92.3%,
the specificity was 92.5%, and the positive predictive value (PPV) was 85.7%.

Conclusions: In differentiation of benign and malignant breast lesions, ADC
value is a helpful parameter, that could be used together with the morpho-
logical criteria and the dynamic contrast enhancement pattern of the lesions.
We suggest the routine use of DWI in breast MRI.

Keywords: magnetic resonance imaging, diffusion, breast, carcinoma, neoplasia

Génderilme Tarihi: 25 Temmuz 2012 e Revizyon Tarihi: 09 Eyl{il 2012 e Kabul Tarihi: 09 Eylil 2012

OZET

Amag: Bu calismanin amaa, difiizyon agirlikli manyetik rezonans goriintiil-
emenin (MRG) benign ve malign meme lezyonlarinin ayrimindaki yerinin
arastinimasidir.

Gereg ve Yontem: Toplam 40 meme lezyonuna (28 benign, 12 malign) yone-
lik rutin kontrasth dinamik MRG ve difiizyon agirlikh goriintiileme (DAG)
uygulandi. Lezyonlarin ve normal meme dokusunun “apparent diffusion
coefficient” (ADC) degerleri olciilerek benign ve malign gruplar arasinda
karsilastinldi. Ayrica, malign ve benign gruplardaki lezyonlar dinamik kon-
trastlanma paternlerine gére aynlarak ADC degerleri karsilastinldi. Sonuglar,
farkli esik degerlerinde “receiver operating characteristic” (ROC) egrisi analizi
ile degerlendirildi.

Bulgular: Malign lezyonlarin ortalama ADC degeri 0.83 + 0.3x10-3
mm2/s; benign lezyonlanin 1.35 £ 0.2x10-3 mm2/s olarak hesapland.
Malign lezyonlarin ortalama ADC degeri, benign lezyonlarin ortalama
ADC degerinden istatiksel anlaml olarak diisiiktii (p<0.001). Ayrica, ma-
lign gruptaki normal fibroglandiiler doku ortalama ADC degeri, benign
gruptakine gore anlamh olarak diisiik bulundu (p<0.001). Lezyonlar
kontrastlanma — zaman egrilerine gére aynldiginda, benign grupta tip 1
(n=19), tip 2 (n=7) ve tip 3 (n=1), malign grupta ise tip 2 (n=>5) ve tip 3
(n=7) lezyonlar mevcuttu. Benign gruptan bir lezyonda kontrast tutu-
lumu yoktu. Benign gruptaki tip 1 ve tip 2, malign gruptaki tip 2 ve tip 3
lezyonlarin ADC degerleri arasinda anlamh farkliik saptanmadi (p>0.05).
ROC egrisi analizinde, esik degeri 1.01 = 0.25x10-3 mm2/s (b=1000) kabul
edildiginde duyarhlik %92.3, dzgiilliik %92.5 ve pozitif dngorii degeri (PPV)
%85.7 olarak bulundu.

Sonug: Benign ve malign meme lezyonlarinin ayirt edilmesinde ADC degeri,
morfolojik kriterler ve lezyonlarin dinamik kontrastlanma egrileri ile birlikte
kullanilabilecek yardima bir parametredir. DAGhin meme MRG'sinde rutin
olarak kullanilmasini 6nermekteyiz.

Anahtar sozciikler: manyetik rezonans gériintiileme, difiizyon, meme, karsinom, neoplazi
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eme lezyonlarinin taranmasi ve saptanmasinda, ma-
M mografi %69-90 duyarlilik ile glinimizde halen temel

goriintileme yontemidir (1-3). Mamografinin yetersiz
kaldigi dens parankim ya da meme implanti varliginda, postope-
ratif veya radyoterapi sonrasi degerlendirilen hastalarda ultraso-
nografi (USG), mamografiyi tamamlayicidir ve meme gorintiile-
mesinde yeri oldukga genistir. Ancak USG, 6zellikle mikrokalsifi-
kasyonlari ve duktal karsinoma in situ olgularini saptamada tek
basina yetersizdir (4).

Son yillarda manyetik rezonans goriintiileme (MRG), meme
kanserinin saptanmasinda ve dederlendirilmesinde mamog-
rafi ve USG kadar 6nemli bir goriintiileme yéntemi haline
gelmistir (5-8). Tumorin karakterizasyonu ve tedaviye yanitin
degerlendirilmesinde de kontrastli dinamik MRG'nin 6nemi ¢ce-
sitli calismalarla gosterilmis ve rutin meme MRG goérintiileme
protokollerinde yerini almistir (8-13). Ancak meme kanserinin
kontrasth dinamik MRG bulgulari, ¢cok degiskenlik gdstermekte
olup, malign ve benign lezyonlarin ayrimi her zaman mimkiin
olmamaktadir (14,15). Bu nedenle meme lezyonlarinin karak-
terizasyonunda daha spesifik goriintiileme tekniklerine ihtiyag
duyulmaktadir.

Diffiizyon adirlikli goriintileme (DAG), oncelikle multipl skleroz,
serebral iskemi ve inme, normal ve tiimoral dokunun ayrimi gibi
konularda néroradyolojik goriintilemede kabul gérmds iken, son
zamanlarda karaciger, pankreas, over ve meme gibi degisik bol-
gelerdeki timorlerin saptanmasi ve karakterizasyonunda DAG'nin
yararli oldugu bildirilmistir (16-19). Meme goriintllemesinde
DAG'nin, malign ve benign kitlelerin ayrimi, peritimaoral yayilim,
timor sellllaritesi, tedaviye cevabin degerlendirilmesi gibi pek
cok konuda yararli oldugu 6ne surilmustir (20-26). Bu calismada,
USG ve mamografi ile saptanmis malign ve benign meme kitleleri-
nin ayriminda DAG'nin roliinlin arastirilmasi hedeflenmistir.

Gereg ve yontem

Bu prospektif calismada, mamografi ve/veya USG'de stipheli so-
lid veya solid komponenti olan kompleks kistik kitle tespit edilen
ve biyopsi karari verilmis olan olgulara(36 kadin) meme MRG in-
celemesi yapildi. Meme MRG incelemesinde, “apparent diffusion
coefficient” (ADC) haritasinda lokalize edilemeyen lezyonlar ve
histopatolojik tani sonucuna ulasilamayan olgular calisma disinda
birakildi. MRG sonuglari, lezyonlarin biyopsi (kor biopsi veya ince
igne aspirasyon biopsisi [liIAB]) sonuclari ve varsa cerrahi sonrasi
histopatolojik tanilari ile karsilastirldi. Calisma protokolii hastane
etik kurulu tarafindan onaylandi ve calismaya katilan tim olgular
bilgilendirilerek yazili onam alindi.

MRG protokolti

Meme MRG, tim hastalarda 8 kanall ¢ift ylizeyel meme sargi-
si kullanilarak, tim memeyi icine alacak sekilde 1,5 Tesla cihaz
(Magnetom, Avanto, Siemens, Erlangen, Almanya) ile yapildi.
Kontrasth inceleme icin intraven6z gadolinyum selatlar 0,1
mmol/kg dozajinda manuel olarak bolus enjeksiyonu tarzinda
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verildi. Tim olgularda yag baskili T2 agirlikh STIR aksiyal gorintiler
(TE:75, TR:4200, FOV=320 mm, matrix=512x512, kesit kalinhgi=5
mm); turbo-spin eko T1 agirhkh aksiyal gorintiler (TE:9, TR:510,
FOV=320 mm, matriks= 512x512, kesit kalinhigi=5 mm) ve FLASH
3D T1 agirhkh (TE:1.44, TR:4.68, FOV=320 mm, matriks=512x512,
kesit kalinhgi=1,5 mm ) kontrastsiz ve 1, 2, 3, 4, 5. dakikalarda ak-
siyel dinamik goérintdler alindi. Kontrastsiz FLASH 3D gorintiler
her bir dinamik goériintilerden cikartilarak substrakte gorintiler
elde edildi. Kontrast tutulumu gosteren lezyonlar, dinamik kont-
rastli goruintuler Gzerinden “region of interest”(ROI) ile isaretlene-
rek kontrast-zaman egrisi elde edildi. Ayrica kontrast verilmeden
once b=1000 degerleriile eko-planar difiizyon ve ADC gorintileri
(TR=8500, TE=110, FOV=320 mm, matriks= 256x256, kesit kalinli-
g1=5 mm) alind.

Radyolojik Analiz

Meme kitlelerinin MRG goriintiileri, is istasyonunda (Leonardo,
Siemens, Erlangen, Almanya) islenerek inceleme yapildi. Oncelikle
konvansiyonel sekanslarda her lezyonun yeri belirlendi. Dinamik
goriuntilerden substrakte, “maximum intensity projection” (MIP)
ve multiplanar rekonstruksiyon (MPR) gorintiler olusturularak,
lezyonlarin en ¢ok kontrastlanan alanina “region of interest” (ROI)
yerlestirildi. Lezyonun kontrastlanma kinetigi ge¢ donemdeki
kontrastlama paternine gore tanimlandi. Kontrastlanma -zaman
egrileri; tip1 (persistan, ge¢ fazda sinyal intensitesi stirekli artan),
tip 2 (plato, ge¢ fazda sinyal intensitesi degismeyen), tip 3 (“wash-
out’, ge¢ fazda sinyal intensitesi azalan) olarak gruplandirildi (8).

ADC olctimleri piksel degerinden dogrudan hesaplama ile yapildi.
Olciimler kitleden ve normal meme dokusundan manuel ROI yer-
lestirilerek degerlendirildi. Ortalama ROI biiyiikligu ortalama 0,25
cm?idi ve lezyonlarin boyutuna gore ayarlandi. Kistik komponent
iceren lezyonlarda 6l¢iimler solid komponentten yapildi. ADC 6l-
cUmleri Ug kez tekrarlanarak ortalamasi alindi. Normal meme do-
kusu 6lcuimleriicin kitle ile ipsilateral memede kitlenin bulundugu
kadrandan farkl bir kadranda normal fibroglandiler meme doku-
sundan ve karsi memede normal fibroglandiiler meme dokusun-
dan 6l¢lim yapilarak ortalamasi alind.

Istatistiksel incelemeler

istatistiksel analizler icin Number Cruncher Statistical System
(NCSS) 2007 & Power Analysis and Sample Size (PASS) 2008
Statistical Software (Utah, USA) programi kullanildi. Calisma verile-
ri degerlendirilirken tanimlayici istatistiksel metodlarin (ortalama,
standart sapma, medyan, frekans) yanisira verilerin karsilastiriima-
sinda Student t test, normal dagihm gdstermeyen parametrelerin
gruplararasi karsilastirmalarinda Mann Whitney U test kullanildi.
Niteliksel verilerin karsilastiriimasinda ise tani tarama testleri (du-
yarhlik, 6zgillik, vb.) ve lezyon ADC esik degerini (“cut-off value”)
saptamak icin ROC egrisi analizi kullanildi. Sonuclar % 27’lik gliven
araliginda, anlamlilik p<0.05 diizeyinde degerlendirildi.
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Tablo 1. Malign ve benign gruplarda ortalama ADC degerleri.

Ortalama ADC degerleri (mm?/sn)

Lezyon m e:ﬁgrgﬁusu p degeri
Malign grup (n= 12) 0.83+0.3x10° 1.63+0.13x103 .
Benign grup (n= 28) 1.35+0.2x10° 1,83+0.18x10° 0:001**
p degeri 0.001** 0.003**
**n<0,01
Bulgular

Yaslan 22 ile 72 arasinda degisen (ortalama: 42) 36 kadinda toplam 40
lezyon incelendi. Lezyonlarin en genis boyutu benign grupta 13 ile
35 mm arasinda (ortalama: 23.5 mm) ve malign grupta 10 ile 100 mm
arasinda (ortalama: 27 mm) degisiyordu. Sitoloji ve/veya histopatoloji
sonuglarina gore lezyonlarin %70'i benign (n=28), % 30'u ise malign
(n=12) olarak saptanmisti. Uygulanmis olan biyopsi ydntemi 22 lez-
yonda iAB, 18 lezyonda kor biyopsi seklinde idi. Biyopsi sonuglan ma-
lign gelen 12 hastaya cerrahi uygulandi. Tum olgularda histopatoloji
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$ekil 1. invaziv duktal karsinom olgusu; intravendz kontrast madde sonrasi
aksiyel T1A FLASH 3D substraction gérintillerinde saj memede aksiler kuyrukta
spikiile konturlu, yogun kontrast tutan kitle gériillmektedir (A). Lezyon tip 3
kontrastlanma paterni gostermektedir (B). DAG’de belirgin difiizyon kisitlanmasi
gosteren lezyonun ADC degeri 0.85x10-3 olarak dlgulmdstir (C,D).

sonuglari biyopsi sonucunu destekliyordu. Benign lezyonlarin 21’ fib-
roadenom, 3’ abse-kronik inflamatuar degisiklik, 3'i non-spesifik
benign meme aspirati, 11 ise apokrin metaplazi ile uyumlu idi. Malign
lezyonlarin ise 11'i invaziv duktal karsinom iken, 1'i intraduktal papil-
lom icerisinde intraduktal karsinom olarak rapor edilmisti.

Dinamik goriintiilemenin incelenmesi sonucunda, kontrastlanma
— zaman egrisi tip 1 ile uyumlu olan 19 lezyon (%47,5), tip 2 ile
uyumlu olan 12 lezyon (%30), tip 3 ile uyumlu olan 8 lezyon (%20)
ve kontrast tutulumu gostermeyen 1 lezyon (% 2,5) saptandi. Tip
1 kontrastlanma egrisine sahip lezyonlarin tamaminin sitolojik ta-
nisi benigndi. Tip 2 kontrastlanma edrisine sahip lezyonlarin ise
biyopsi sonuclarn 7’sinde benign, 5'inde ise malign olarak rapor
edildi. Kontrastlanma egrisi tip 3 kategoride olan 8 lezyonun 7'si
biyopsi ile malign tani alirken 1 i benign tani aldi.

DAG incelenmesinde ADC degerleri malign ve benign lezyonlara
gore gruplandinldiginda, malign lezyonlarin ADC degerleri 0.51x10°
*mm?¥s ile 1.11x10® mm?¥s arasinda (ortalama: 0.83x10° mm?/s)
ve benign lezyonlarin ADC degerleri 0.90x10° mm?/s ile 1.86x10?
mm?/s arasinda (ortalama: 1.35x10° mm?/s) degisiyordu (Tablo 1)
(Sekil 1 ve Sekil 2). Malignite grubunda ADC degerleri benign gruba
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Sekil 2. Fibroadenom olgusu; kontrast sonrasi aksiyel T1A FLASH 3D
substraction goriintiilerinde sag memede diizgiin konturlu, heterojen kontrast
tutan igerisinde kontrast tutmayan internal septalar igeren kitle goriilmektedir
(A). Lezyonun kontrastlanma-zaman egrisi tip 1 ile uyumludur (B). DAG’de
hafif difiizyon kisitlanmasi gésteren lezyonun ADC degeri 1.47x10-3 olarak
Olculmustir (C,D).

Normal

gore istatistiksel olarak anlamli diizeyde dustik olarak saptanmistir
(p<0,01). Normal meme dokusundan alinan ADC degerleri, malign
lezyona sahip hasta grubunda 1,98x10° mm?/sile 1,24x103 mm?/s
arasinda degismekte olup ortalama 1,63x10° mm?/s, benign lezyo-
na sahip hasta grubunda 2,10x10 *mm?/s ile 1,37x10 *mm?/s ara-
sinda degismekte olup ortalama 1,83x10 * mm?/s olarak hesaplan-
mistir (Tablo 1). Normal meme dokusunun ADC degerleri malignite
grubunda benign gruba gore istatistiksel olarak anlamli diizeyde
disik olarak saptanmistir (p<0,01). Ayrica hem benign, hem de
malign grupta lezyon ile normal meme dokusunun ADC degerleri
arasinda istatistiksel olarak anlamli farklilik saptanmistir (p<0,01).

Lezyonlarin dinamik kontrastlanma paternine gére degerlendir-
mesi yapildiginda; benign grupta tip 1(n=19), tip 2 (n=7) ve tip
3(n=1) ; malign grupta ise tip 2 (n=5) ve tip 3 (n=7) kontrastlanma
egrisine sahip lezyonlar mevcuttu. Ayrica benign gruptan bir lez-
yon da kontrastlanma gdstermiyordu. Benign gruptaki tip 1 ve tip
2 kontrastlanma paternine sahip lezyonlarin ADC degerleri arasin-
da (p>0.05) ve malign gruptaki tip 2 ve tip 3 kontrastlanma pater-
nine sahip lezyonlarin ADC degerleri arasinda (p>0.05) istatistiksel
olarak anlamli farklilik saptanmamistir.

Esik deger analizinde; lezyon ADC degeri 1.01x10° ve altinda
olan olgularda malignite yakalamada duyarlilik %92,31; 6zgullik

Tablo 2. Lezyon ADC* degeri igin farkli esik diizeylerindeki tani tarama testi sonuglar.

Lezyon ADC* Duyarlilik Ozgiillik Pozitif 6ngérii degeri Negatif éngérii degeri Dogruluk
<1.15x10® 92,31 81,48 70,59 27,65 85,00
<1.05x10° 92,31 88,89 80,00 96,00 90,00
<1.01x10° 92,31 92,59 85,71 96,15 92,50
<0.9x10° 84,62 92,59 84,62 92,59 90,00

*ADC: “apparent diffusion coefficient”
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Sekil 3. Lezyon ADC degerleri igin ROC egrisi
(Egri altinda kalan alan: 0.915).

%92,59; pozitif 6ngori dederi %85,71 ve negatif 6ngori degeri
%96,15 olarak saptanmistir (Tablo 2). Elde edilen ROC egrisinde
altta kalan alan %91,5 standart hatasi %6,7 olarak saptanmistir
(Sekil 3). Bu esik degerine gore, calismamizda ADC degerleri ile
yanlis pozitif sonug alinan iki olgu vardi. Birincisi, USG'de posterior
akustik golgelenme iceren heterojen eko yapisina sahip diizensiz
sinirh bir lezyondu. Dinamik MRG incelemesinde kitlesel kont-
rast tutulumu yoktu. Ancak, ADC degeri 0.90x10% mm?/s ile ma-
lign lezyon distindiirmekteydi. iiAB sonucu non-spesifik benign
meme aspirati olarak raporlandi. Hastamizin travma 6ykisu ve
ciltte ekimoz bulgusu mevcuttu. 6 aylik USG takibinde lezyonda
boyut artisi izlenmedi. ikinci olgumuz ise, kompleks kistik bir lez-
yondu. Dinamik MRG incelemelerde tip 1 kontrastlanma egrisine
sahipti. ADC degeri ise 0.91x10° mm?2/s olarak 6l¢iildu. Bu olgu-
muzun biyopsi sonucu ise apse ile uyumlu idi.

Tartisma

MRG, meme kitlelerinin karakterizasyonunda ve hastaligin lokal
dagiliminin degerlendirilmesinde mamografi ve USG'ye ek olarak
kullanilabilen bir modalitedir (5-13). Meme MRG'sinin endikas-
yonlari arasinda, mamografi ve USG ile kesin tani konulamayan
olgular, primeri bilinmeyen metastatik lezyonlarin degerlendi-
rilmesi, cerrahi dncesi evreleme, meme koruyucu cerrahi sonrasi
olasi rekirrens ve cerrahi sinirlarin degerlendirilmesi, yiiksek riskli
hastalarin taranmasi, meme kanserinde neoadjuvan kemoterapi-
ye cevabin degerlendirilmesi ve meme protezlerinin degerlendi-
rilmesi sayilabilir (5-7). Gorlinty analizlerinde kullanilan morfolojik
kriterlere ve kontrastlanma paternlerine gére, MRG'nin malign
lezyonlarin saptanmasinda duyarliigi %85-99'dur (8-13). Ancak,
benign lezyonlarin saptanmasina yonelik 6zgilligi %40-80 ara-
liginda kalmaktadir (5,8,9). Son zamanlarda yapilan ¢alismalarda,
DAG'nin eklenmesiyle meme MRG'sinin duyarliliginin ve 6zgilli-
glindn artirlabilecedi bildirilmistir (27-31).
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DAG, T1 ve T2 gibi konvansiyonel sekanslardan farkl olarak fiziksel
bir fenomen olup, nispeten yeni bir teknik olmasina karsin bircok
alanda rutin kullanima girmistir (20,32). DAG'nin temeli dokunun
histolojik yapisini ve sellllaritesini yansitan ekstraselliler sividaki
su molekdillerinin hareketlerinin kisitlanmasidir (15,32). DAG, te-
melde T2 agirhkli goriintilere “b degeri” olarak bilinen difiizyon
agirhk gradyentinin eklenmesiyle elde edilir (32). ADC degeri ise,
dokulardaki su molekiillerinin difiizyonunun olcllebilir sayisal
karsihgidir ve DAG temelinde her bir kesitteki her bir vokselin ADC
degerini gosteren bir ADC haritasi seklinde goésterilebilir (23,32).
Diflizyon agirlikh incelemede normal doku yogun sinyal kaybi
gosterirken, yogun timor hicrelerinin oldugu alanlardaki mole-
killerin hareketlerinin kisitlandigi alanlar daha az sinyal kaybi gos-
terir ve parlak goriindrler (23).

DAG'nin, ¢ekim stiresinin kisa olmasi ve kontrast kullanimi gerek-
tirmemesi avantajlari arasindadir (15,20). DAG'nin klinik kullanimi
daha cok beyin ve karaciger kitlelerinde, ayrica akut serebral en-
farkt, epidermoid kist, abse tanisinda genel olarak kabul gérmiis
durumdadir (16-19). Bunun disinda malign tiimérlerin selltlariteleri
ve dereceleri ile ADC degerleri arasinda iliski oldugu gosterilmistir
(14,33). Yuksek selllaritesi olan tliméral dokuda su molekdllerinin
hareketlerindeki kisitlanmaya bagh diistiik ADC degerleri 6lctilmek-
tedir (27). ADC degerinin meme tiimérlerinin malign benign ayrimi
konusunda yararli olabilecegi de gesitli calismalarda bildirilmektedir
(14, 20, 27-30). Ancak kullanilan b degerlerindeki farklihga bagh ola-
rak malign meme lezyonlarinin ortalama ADC degerlerinde degis-
kenlikler saptanmistir (14,27,34). Bu konuda Park ve arkadaslarinin
gorisu kullanilan b faktériine bagh olarak ADC degerleri degistigi
icin normal fibroglandiler doku ile karsilastirmali degerlendirme
yapilmasinin faydali olacagi yoniindedir (34).

Literatlirde, meme kanserinin ADC degerlerinin benign lezyonlara
gore istatistiksel olarak anlamli derecede disik oldugu bildiril-
mistir (14, 20, 27-30). Woodhams ve arkadaslarinin 167 malign, 24
benign lezyon ile yaptiklari calismada, ADC degerinin ortalama-
lart malign lezyonlarda 1.22 x10 mm?/s, benign lezyonlarda 1.67
x102 mm?/s ve normal dokuda ise 2.09 x10° mm?/s olarak saptan-
mistir (20). Kitlesel olmayan kontrast tutulumu gosteren lezyon-
lara yonelik yapilan ¢alismalarda da, malign ve benign ayirminda
ADC degerlerleri arasinda anlamli farklilik saptanmistir (12,15).
Partridge ve arkadaslarinin yaptiklar calismalarda, DAG perfor-
mansinin kitlesel ve kitlesel olmayan kontrast tutulumu gésteren
lezyonlarda benzer oldugunu ve kiiclik lezyonlarda pozitif 5ngori
degerinin bliylik lezyonlara gére daha da yiiksek olabileceginiiileri
strmuslerdir (15,22). Meme lezyonlarinda ADC degeri hakkindaki
onemli calismalardan biri de, Ochi ve arkadaslarinin 1500 b degeri
ile fibrokistik hastalik ve duktal karsinoma in situ bulgularini kar-
silastirdiklar calismadir (35). 104 vakalik serilerinde, malign ile be-
nign lezyonlarin ADC degerleri arasinda (p<0.0001) ve fibrokistik
degisiklik ile duktal karsinoma in situ lezyonlarinin ADC degerleri
arasinda (p<0.002) istatistiksel olarak anlamli farkhlik saptamigslar-
dir (35). Bizim calismamizda da, daha 6nceki calismalarla uyumlu
olarak malign lezyonlarin ADC degeri benign lezyonlara gore an-
lamli olarak diistik saptanmistir (p<0.01). Guo ve arkadaslarinin’nin

(1a)
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calismasinda, ADC degeri 1.30x10° mm?/s ve altinda olan lezyon-
lar meme kanseri kabul edildiginde, DAG'nin duyarlili§i %93, 6z-
gulligu %88 ve toplam dogrulugu %91 olarak bildirilmistir (27).
Benzer sekilde ¢alismamizda, ADC degeri 1.01x10° mm?/s ve al-
tinda olan lezyonlarda malignite yakalamada duyarlilik %92,31,
ozgulliik %92,59, pozitif 6ngori dederi %85,71 ve negatif 6ngori
degeri %96,15 olarak bulunmustur.

invazif duktal kanserlerle, invazif olmayan duktal kanserlerin
ADC degerleri arasinda da farklilik oldugu literattirde bildirilmis-
tir (20,34). Serimizde, malign lezyonlarin ADC degeri ortalamasi
0.83x10° mm?/s olarak hesaplandi. Bu degerin, diger calismalarla
kiyaslandiginda hafif disiik oldugu gozlendi (20,23,27,31). Bunun
sebebinin malign lezyonlarin tamamina yakininin invaziv duktal
karsinom olmasina bagli olabilecegi disiinildu. Park ve arkadas-
larinin calismasinda invaziv duktal karsinomlarin ortalama ADC
degeri 0.89x10° mm?/s olup, bizim bulgularimiz bununla uyum-
ludur (34).

Malign ve benign lezyonlarin ADC degerlerindeki értlismeler ne-
deniyle, DAG'nin malign ve benign ayriminda tek basina degil de
dinamik kontrastlanma paterni gibi diger parametrelere ek ola-
rak kullanilmasi gerektigi tavsiye edilmektedir (14). DAG ile yanlis
negatif tani alan tiimorlerin histolojik yapisinda nekroz alanlari
dikkati cekerken, yanlis pozitif sonuglar ise fibrokistik hastalk,
perikanalikiler tip fibroadenom, intraduktal papillom tanisi alan
lezyonlarda ortaya ¢ikmistir (20). Bunun sebebinin, fibrokistik has-
talikta hiperselltlariteye ve inflamasyona, papillomda ise hemo-
rajiye bagl olabilecedi ileri strilmistlr (20). Bizim serimizde ise,
yanhs pozitif sonuglarimizin inflamasyona bagl hipersellilariteye
sekonder olabilecegi dustnulmistir. Daha 6nceki ¢alismalarda
da timorlerin ADC degerleri ile sellilarite arasinda iliski oldugu
gosterilmis olup, bu disiincemizi desteklemektedir (14,27,33).
Calismamizda yanhs negatif sonug aldigimiz hasta yoktu ancak in-
vaziv duktal karsinom olgularimizdan biri, belirledigimiz esik de-
Jere esit ADC degerine sahipti. invazif duktal karsinom olgularin-
da nekroz alanlarindaki hiposelliilariteye baglh yiksek ADC deger-
leri elde edilebilmektedir (20). Fibroadenomlarin tamaminda ise
serimizde ADC'ye dayanarak dogru sonuglara ulastik. Ancak yanlis
pozitiflige neden olabilecegi bildirilmis olan, perikanalikiler tipte
fibroadenom olgumuz bulunmamaktaydi (20).

ilginc olarak, serimizde normal dokudan élciilen ADC degerle-
rinin malign ve benign gruplar arasinda karsilastirlmasinda da
anlamli farklilik saptanmis olup, malign lezyona sahip hastala-
rin ipsilateral ve kontralateral normal fibroglandiler dokudan

The Journal of Breast Health 2013 Vol: 9+ No: 1
Meme Sagligi Dergisi 2013 Cilt: 9+ Sayi: 1

yapilan ADC 6l¢limlerinin ortalamasi 1.63x10° mm?/s iken, be-
nign lezyonlara sahip hasta grubunda ise bu deger 1.83x103
mm?/s olarak bulunmustur (p<0.01). Tumére yakin dokudan
yapilan dl¢limlerde, infiltrasyon alanlarindan yapilan él¢iimlerin
dustuk ADC 6l¢timlerine yol actigr bilinmektedir (34). Ancak biz,
her iki memeden yaptigimiz él¢timlerin ortalamasini kullanmis
oldugumuzdan dolayi bu olasiliktan uzaklastigimizi distinmek-
teyiz. Bu farkliigin fibrokistik degisikliklere sekonder olabilecegi
diusunilse de, bitiin malign lezyonlara sahip hastalar fibrokis-
tik meme paternine sahip degildi. Ayrica normal dokuda dusuk
ADC degerinin risk faktorl olmasi konusunda yorum yapabilmek
icin daha bulyuk 6rneklem gruplariyla ¢alisma yapilmasinin fay-
dali olacagini dusiinmekteyiz.

Calismamizda, lezyonlarin dinamik kontrastlanma egrisi tipleri ile
ADC degerleri karsilastinldiginda herhangi bir iliski saptanmadi
(p>0.1). Bunun nedeni hem dinamik MRG, hem de DAG ile malign
ve benign lezyonlarin karakterizasyonunda gorilen ortismeler
olabilir. Bu nedenle, bizden dnceki arastiricilar gibi, tek basina DAG
ya da dinamik kontrastlanma paterni ile degil, morfolojik bulgular
da dahil edilerek tim MRG bulgularinin bir biitiin olarak degerlen-
dirilmesi gerektigine inaniyoruz (14). Ancak, morfolojik kriterler ve
dinamik kontrastlanma paternleri ADC degerleri ile uyusmadigin-
da ise ADC degerleri yol gésterici olabilir. Ornegin, USG'de intra-
kistik solid kitle saptanan ve tip 3 kontrastlanma egrisine sahip bir
olgumuzda, morfolojik olarak ve kontrastlanma paterni birlikte
degerlendirildiginde malignite distnilmesine karsin, ADC degeri
1.78x10° mm?/s olarak 6l¢iildl. Biyopsi sonucu apokrin metaplazi
ile uyumlu idi.

Calismamizin limitasyonlari olarak, ROI olarak secilen alanin tam
olarak histolojik ya da sitolojik spesimenler ile ortlismesinin sag-
lanamamasi, kiictik lezyonlarin DAG ile gériilmesi ve ADC 6l¢iim-
lerinin yapilmasinin miimkiin olmamasi ve lezyon icindeki kiicik
nekrotik ya da kistik komponentlerin ADC'yi artirarak yanlhs taniya
yol acabilmesi sayilabilir.

Sonug olarak, DAG malign ve benign meme lezyonlarinin ayirt
edilmesinde rutin meme MRG'sine katkida bulunabilir. ADC dege-
ri malign ve benign lezyonlarin ayirimina yardimci olabilecek yuik-
sek duyarlilik ve 6zgulluge sahip bir parametredir. Ancak, malign
ve benign lezyonlar arasinda ortiismeler olabileceginden, mor-
folojik kriterler ve lezyonlarin dinamik kontrastlanma egrileri ile
birlikte degerlendirmelidir. Hastalarin normal meme dokusundaki
ADC degerlerinin, malign ve benign grupta farkliik gostermesi
konusunda ek calismalara ihtiyag vardir.
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IMPACT OF HEALTH EDUCATION ON IMPROVING
WOMEN’S KNOWLEDGE AND AWARENESS OF
BREAST CANCER AND BREAST SELF EXAMINATION
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KADINLARIN MEME KANSERI VE KENDi KENDINE MEME MUAYENESI BILGi
DUZEYLERINi VE FARKINDALIKLARINI ARTIRMADA SAGLIK EGITIMININ ETKiSi

OZET

Amag: Meme kanseri, kadinlarda en sik goriilen kanser tiirii olmakla birlikte ayni
zamanda kanserden oliimlerin baslica nedenidir. Bu aragtirma, kadinlarin meme
kanseri ve kendi kendine meme muayenesi hakkinda bilgi ve uygulamalanini sap-
tamak ve bu konularda gereklestirilen egitim calismalarinin bilgi diizeylerini ve
farkindaliklanini artirmada etkisini degerlendirmek amaayla planlanmigtir.

Yontem ve Geregler: Arastirma grubunu, Kiitahya ili 80.Yil ilkdgretim Okulu'na
bagh Halk Egitimi Merkezi'ne devam etmekte olan 15-49 yas araliginda oku-
ma yazma bilen, 33 kadin kursiyer olusturmaktadir. Katilimalara egitimci
tarafindan hazirlanan on test sorulari egitim programindan ii¢ giin dnce uy-
gulanmigtir. Egitim programinin tamamlanmasinin ardindan katilimalara 6n
test olarak uygulanan anketler, bes giin sonra son test olarak yeniden uygu-
lanmigtar. Veriler SPSS 14.0 istatistik programi ile degerlendirilmistir.

Bulgular: Kendi kendine meme muayenesi hakkinda bilgi sahibi olma durumu
ile medeni durum karsilastirildiginda evli olan kadinlarin bekar olanlardan bu
konuyla ilgili daha fazla bilgili olduklari gozlenmistir (P<0.001). Calismada
kadinlara yonelik diizenlenen meme kanseri ve kendi kendine meme muaye-
nesi konusunda verilen egitimin kadinlarin bilgi diizeylerinde bir artis oldugu
sonucuna ulasilmistir (P<0.001).

Sonug: Egitim programi sonrasinda kadinlarin bilgi diizeylerinde anlamh ge-
lismeler belirlenmistir. Saglik personeli egitim kurumlar ile beraber meme
kanseri erken tanisi icin muayene yontemleri hakkinda kadinlan bilinglendir-
meye yonelik egitim ve tarama programlan diizenlemelidirler.

Anahtar sozciikler: meme kanseri, kendi kendine meme muayenesi, saglik egitimi

women around world with a ratio of one fourth, and in
second place after lung cancer when men and women are
evaluated together while it occupies fifth place among the deaths
caused by cancer (1). According to the data of Cancer Control

Breast cancer is the first among all cancers detected in

Génderilme Tarihi: 07 Eyllil 2012 e Revizyon Tarihi: 02 Kasim 2012 e Kabul Tarihi: 04 Kasim 2012

ABSTRACT

Purpose: Breast cancer is not only the most common cancer type but also the
basic factor for mortality among women caused by cancer. This study was
planned to define women'’s knowledge levels and practices on breast cancer
and breast self-examination, as well as to assess the impact of health educa-
tion activities implemented on this topic improving women’s knowledge and
awareness.

Materials and Methods: The study group consisted of 33 literate women
in 15-49 age groups attending the courses in the Public Training Center
of a primary school in Kiitahya Province. A questionnaire developed by
the researcher was answered by the participants three days before the
interventional health education activities, as the pretest, and also five
days after the intervention, as the posttest. The data were processed us-
ing the SPSS 14.0.

Results: Married women were found to have significantly higher knowl-
edge levels in breast self-examination (P<0.001). Consequently, in this
study, a significant increase was estimated on women’s knowledge levels
after the educational intervention in breast cancer and breast self-exam-
ination (P<0.001).

Conclusion: After the educational activity, significant progresses were de-
fined on women’s knowledge levels. Healthcare professionals should per-
form training and screening programs together with educational societies
to increase women’s awareness on examination methods for early diagnosis
of breast cancer.

Key words: breast cancer, breast self examination, health education

Department of Ministry of Health -Turkey, breast cancer, colo-rec-
tal cancers and, thyroid cancer are the most common three cancer
types in years 2004, 2005, and 2006. Breast cancer has the highest
frequency among all cancer types in women with its case number
of 6597 between the years 2004-2006 (2).
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Although breast cancer is the most seen and threatening cancer
type among women, it can be detected by the patient herself (3).
In the 58" World Assemble held in the year 2005, it was agreed
that the increase in breast cancer load can be prevented through
cancer prevention and control programs especially in develop-
ing countries. These programs cover annual mammographic and
ultrasound graphic screenings, annual breast examinations, and
monthly breast self-exams (BSE) (4, 5).

All women are expected to be aware of both the appearance of their
breasts and the feeling given by them in order to detect the chang-
es in their breasts, as well as to report them to their physicians (6).
Although the American Cancer Society no longer recommends that
all women perform monthly BSE, women should be informed about
the potential benefits and limitations associated with BSE. Research
has shown that self-awareness seems to be more effective for detect-
ing breast cancer than structured BSE (6).

Women who detect their own breast cancer usually find it outside of a
structured BSE while bathing or getting dressed. A woman who wishes
to perform periodic BSE should receive instruction from her health care
provider and/or have her technique reviewed periodically (6).

Women's recognition of their own breast tissue and their observa-
tion of the changes in their breasts can be realized through regu-
lar monthly BSE. BSE, when correctly and regularly practiced, is
the most economic, simple, non-invasive, reliable and effective
method in detecting breast cancer in its early stage (7, 8).

Among the fundamental responsibilities of health professionals
in early detection of breast cancer are to inform women about
risky conditions, to take part in activities towards early detec-
tion of breast cancer, to identify effective situations in displaying
screening behaviours (Mammography, Clinic Examination, BSE)
for breast cancer, to develop health training programs consider-
ing all these factors (9). By this way, decrease in breast cancer mor-
tality, increase in life quality, and saving women'’s breast and lives
respectively can be taken into account (9).

In Turkey, where breast cancer is the first among causes of diseas-
es and deaths, teaching BSE to women, especially from the early
years of adolescence, is the most important activity in improving
awareness of breast health. Therefore, BSE application is particularly
valuable for women to notice the mass in breast (10). Hence, this
interventional study was planned to define the knowledge levels of
women, who were attending courses in the Public Training Center
of a primary school in Kiitahya Province, about breast cancer and
breast self-examination, as well as to assess the impact of health
education activities implemented on this topic for women.

Materials and Methods

The study group of this research consisted of 33 literate women in
15-49 age groups attending courses in the Public Training Center
of a primary school in Kiitahya Province.
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This is a quasi-experimental, pre-test/post-test model study.
Descriptive methods were also used in the study. A questionnaire
of 10 items about definition of breast cancer; risk factors symptoms;
techniques, time and frequency of BSE; as well as situations for con-
sulting physicians, were developed by the researcher. Each correct
answer was given four points. The maximum point to be achieved
by participants was 40 while the minimum point was zero.

The items of questionnaire, the knowledge test, were prepared as
open-ended questions, and applied in individual interviews for a
content validity study. The final questions were selected for the
scale considering the opinions of experts upon the results of this
content validity study. The scale was applied as a pre-test to the par-
ticipants by the researcher three days before the educational inter-
vention. Upon the completion of the three-days training activities,
the scale was applied as the post-test within the following five days.

Training activities were designed based on the Health Belief Model
(HBM), commonly used to explain the modification of health be-
haviours. The HBM is based on the individual value of escaping
from disease or being healthy, and the expectation for preventive
or curative effects of certain health behaviours (11).

HBM is widely used in explaining the behaviours about BSE and
breast cancer screenings. According to this model, the sensitivity
of a woman towards breast cancer, and the highness of the seri-
ousness level of breast cancer yield in a significant increase for the
possibility of BSE. Therefore, the more a woman feels she would
likely develop breast cancer, the higher the possibility of BSE prac-
tices. Similarly, if women’s perceptions about benefits of BSE pre-
dominates their perceptions about barriers of BSE, the ratio of BSE
practices increases (11).

For the participants, an educational program was designed by the
perceived seriousness, perceived susceptibility, perceived threat,
changing factors, cues for action, perceived benefits, perceived barri-
ers, motivation for health, and perception of self-efficacy of the HBM.
Interactive educational methods were used during the intervention-
al training activities. The trainer is a health education expert, and has
completed the doctoral study in the Life Long Learning and Adult
Education Program. Therefore, the principles of adult education were
always taken into account in defining the achievements and failures,
in ensuring the women'’s participation in activities of the training pro-
gram, and in enhancing the continuity of education.

After sharing the aims and objectives of the training program
with participants, an active introduction was performed by the
trainer reading the story with the title of “The Little Pink Cord”.
At the end of the story, as breast cancer is among the high-
est cancer types seen in women, and due to the simplicity of
its examination, the possibility to detect it at the early stages,
as well as its response to the therapy detection and treatment
were explained to the women in an oral presentation. Following
this activity, "“Anatomic Structure of Breast” was shown on the
flip-chart. The concept of breast cancer and its morbidity were
shared with the participants.
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Participants were asked the question “Which women are under
the risk of breast cancer?” and upon receiving their answers, all
risk factors were written on the board and the items were ex-
plained one by one in detail. Warning symptoms of breast can-
cer were presented on illustrations using power-point. Screening
tests and BSE were introduced. Whether they practiced BSE before
was interrogated.

Breast examination techniques were told using a power-point
presentation first. Then, the trainer demonstrated the techniques
both on a healthy breast model and another with cysts. After
the demonstrations, all participants practiced breast examina-
tion techniques on both models. The surgical methods used for
women with breast cancer were introduced briefly. The pink cord,
the symbol of activities for drawing attention of people on the
breast cancer, was prepared with participants, and they were told
to wear the cord on their breasts. The training was concluded after
the presentation of the slide show “We, the Angels” Finally, the par-
ticipants were asked to explain their opinions about the training
program.

Data were processed in SPSS 14.0 using the statistics for reliability
analysis, frequency, ratio, and average scores. Furthermore, Chi-
square test, independent samples t-test and paired samples t-test
were computed for comparing the differences.

Results

The demographic characteristics of 33 women participated in the
training program are given in the Table 1. Their average age is 31.18
+7.9, while minimum age was 15 years, and the maximum is 49.
Majority of participating women (63.6%) had only primary school
education. Almost one third of the women (36.4%) had high school or
upper level education.

Table 1. Demographic characteristics of participants.

Age Groups n %
15-24 9 27.3
25-34 6 18.2
35 and olders 18 54.5
Total 33 100.0
Marital Status

Single 11 33.3
Married 22 66.7
Total 33 100.0
Educational Status

Primary School Gra. 21 63.6
High School Gra. 12 36.4
Total 33 100.0
Number of Children

No Child 12 36.4
1 Child 4 12.1
2 Children 10 30.3
3 and more 7 21.2
Total 33 100.0
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Only one participant (3.0% of women) stated that their family had
a member with breast cancer in the past. Half of the women (51.5
%) were found to have no information about breast self-exam (BSE).

Results showed that married women had more information than
unmarried women about BSE (Table 2). While 87.5% of married
women stated that they had information about BSE, this ratio is
only 12.5% among unmarried women. The difference between
the two groups was found to be statistically significant (P<0.01).
Similarly, while the majority of the married women (63.7%) prac-
ticed BSE, none of the unmarried women did so (P<0.01).

Table 2. Participants’ information and practices about BSE by marital status”™

Marital Status
Information about BSE ~ Married Single Total P
N % N % N %
Yes 14 875 2 125 16 100.0 0.013
No 8 470 9 530 17 100.0
Marital Status
Practices about BSE Married Single Total P
N % N % N %
Yes 14 1000 0 0 14 100.0 0.000
No 8 421 11 579 19 100.0

“Independent samples t-test was used.

The differences in comparison of women'’s practices and informa-
tion about BSE with their educational levels were not found to be
statistically significant (P>0.01).

On the other hand, a significant relation was estimated between
the BSE practices and age groups of women (P<0.01, Table 3). The
big majority (85.7%) of women in the age group of 35 years and
more stated that they practiced BSE.

Table 3. Participants’ practices about BSE by educational status and age”

Educational Status™
. Primary  High School
Practices about BSE School and More Total P
N % N % N %
Yes 10 714 4 286 14 100.0 0.424
No 11 579 8 421 19 100.0
Age Groups
Practices about BSE 15-34 35 and more Total P
N % N % N %
Yes 2 143 12 857 14 100.0 0.000
No 13 684 6 316 19 100.0

“Independent samples t-test was used.

A significant increase was estimated in women'’s knowledge lev-
els on breast cancer and BSE after the training program (Table 4).
While the mean of knowledge scores was 19.39 in the pre test, it
increased to 34.66 in the post test [t ;,=7.42, P<0.01].
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Table 4. Participants’ pre-test and post-test scores™

N X SD SE t P
19.39 10.95
34.66 5.80

Pre-test Scores” 33
11,80 7.42 0.000

Post-test Scores” 33

“Paired samples t-test was used.

These results of our study showed that the training program was
effective in improvement of women'’s knowledge levels about
breast cancer and BSE.

Conclusion and implications

Positive behaviour modification is the most important interven-
tion in improving the healthy lifestyles of people. It can be real-
ized by providing educational programs on creating awareness in
people, as well as supporting them in converting their awareness
to behaviour adoption. In our study, it was concluded that the in-
terventional training program on breast cancer and BSE had been
effective in improvement of knowledge levels of women towards
a high level of awareness.

While half of the women (51.5%) in our study stated that they had
no information about BSE, a similar percentage (45.9%) was esti-
mated in Zincir's study (12). However, Atl reported in his research
that 83.1% of women in the study group had heard about BSE be-
fore, and that the ratio of the women practising BSE was 42.4%
(13). On the other hand, Parlar et al observed that 31.6% of wom-
en participated in their study practiced BSE like in our study (14).

In this research, a general content was developed about which
improvement activities would take place in the program, and the
need for development of a specific program was defined through
a needs assessment study. As a result of this preliminary process,
the defects in knowledge and behaviours of women were detect-
ed first, and then the training program including specific activi-
ties to level up the defects was organized. Since a specific training
program focused only on the women’s needs for breast cancer
and BSE, no significant relation was estimated between women'’s
educational status and their knowledge levels and practices.
However, Siahpush and Singh'in found in their study that women
with lower educational status practiced BSE fewer than those who
had higher educational status (15).

In another study, in which nurses implemented a specific theo-
retical training on breast cancer and BSE after measuring women'’s
knowledge levels about breast cancer, diagnostic methods and
general health, it was reported that a statistically significant in-
crease was assessed in women'’s number of BSE practices and per-
formance scores within four months after the training (16).

Elik conducted a controlled experimental study in 90 women be-
tween 20 to 60 years of age, where 42 of them constituted the
experiment group while 48 represented the control group, to
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examine the effect of an interventional training based on the
Health Belief Model on women’s BSE practices. She reported
that a significant increase was found in the experimental groups’
women'’s knowledge level about BSE and breast cancer when
compared to the control group (17).

Umeh and Gibson reported that they found the ratio of young
women practising BSE regularly was 41.0 in their study in which
they evaluated the BSE related health perceptions of women in
terms of the Health Belief Model (18).

In their study on Chinese women'’s health beliefs about early detec-
tion, Hoeman et al. obtained the results that 80.0% of women be-
lieved that monthly BSE is important in detecting breast cancer (19).

Lierman et al. estimated a significant difference between experi-
ment and control groups in terms of frequency and adequacy
of BSE in their research in which they examined the impacts of
health education and support on the frequency and adequacy of
BSE in older women (20).

Lu reported in a study that not only women’s knowledge levels
but also their practice frequencies of BSE increased after an inter-
ventional training program using breast models (21).

In our study, the changes in the BSE knowledge and practice of
women were found to be statistically significant, indicating that
the interventional health education has a significant impact on
improvement of both knowledge and practice about BSE.

The following implications were defined in the light of the basic
results of our study in order to support the activities aiming to de-
crease morbidity and mortality caused by breast cancer in women.

+  Thesettings such as Public Training Centers which provide women
with specific training facilities, and make them accessible in groups
for healthcare professionals should be taken into account for acti-
vities in protecting and promoting woman health in general.

« Healthcare educators are expected to believe in their invalu-
able contributions in BSE and early detection of breast cancer.
Furthermore, they should be aware of their responsibility in
teaching, maintaining and improving of BSE skills of women.

+  Especially theory based health training activities should be
expanded to cover all target groups for increasing women'’s
awareness and own responsibility on regular BSE parctices.

«  Educational materials such as booklets, leaflets, and posters on
early detection of breast cancer should always be available parti-
cularly in Public Training Centers for free distribution to women.

« Health professionals who are experienced in adult education
should be assigned and encouraged to carry out health trai-
ning activities in Public Training Centers.

« All kinds of mass media activities should be planned and
controlled in terms correct and effective message dissemina-
tions on breast cancer and its early detection.
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EVALUATION OF SAFETY AND EFFICACY OF THE SENTINEL
LYMPH NODE BIOPSY IN PATIENTS WITH EARLY-STAGE
BREAST CANCER WITHOUT AXILLARY INVOLVEMENT

Orcun Yalav', Orhan Demircan’, Gurhan Sakman’, ismail Cem Eray’, Ergin Melek?, Zorludemir Suzan?

'Cukurova Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, Adana, Tiirkiye
(ukurova Universitesi Tip Fakiiltesi, Patoloji Anabilim Dali, Adana, Tiirkiye

AKSILLA TUTULUMU OLMAYAN ERKEN EVRE MEME KANSERLI HASTALARDA, SENTINEL
LENF NODU BiYOPSISININ GUVENILIRLIGI VE ETKINLIGINN DEGERLENDIRILMESI

OZET

Amag: Bu calismada klinik olarak aksilla negatif erken evre meme kanserli
hastalarda sentinel lenf nodu biyopsisinin etkinligi aragtirildi. Yontemin sen-
tinel lenf nodunu bulma ve yanlhs negatiflik oranlan hesaplanarak erken evre
meme kanserli hastalarda aksillanin degerlendirilmesinde sentinel lenf nodu
biyopsisinin yerinin belirlenmesi amagland.

Gereg ve Yontem: Bu prospektif ¢alisma, erken evre meme kanseri tanisiyla
Mart 2006 — Mart 2009 tarihleri arasinda Cukurova Universitesi Tip Fakiiltesi
Genel Cerrahi Anabilim Dal'nda tedavi edilen 57 hastada yapildi. Hastalar iki
farkli gruba aynldi. Grup I'de 35 hastada mavi boya teknigi, Grup II'de 22 has-
tada kombine teknik uygulandi. invaziv kanser saptanan 46 hastaya sentinel
lenf nodu biyopsisi sonrasi aksiller lenf nodu diseksiyonu yapildi.

Bulgular: Grup I'de 2 hastada, Grup II'de 1 hastada olmak iizere toplam 3 hastada
sentinel lenf nodu saptanamadi. Sentinel lenf nodu bulma orani tiim hastalar icin
9%94,7 olup bu oran Grup I'de %94,2 , Grup II'de %95,4 idi. Yanls negatiflik orani
Grup I'de %22,2 , Grup II'de %30 olup tiim hastalar icin %26,3 idi. Teknigi 6grenme
siirecindeki ilk 15 olgu degerlendirme digi birakildiginda tiim grupta sentinel lenf
nodu bulma orani %96,8% yiikselirken yanlis negatiflik orani %0'a geriledi.

Sonug-Yorum: Bu ¢alismada erken evre meme kanserli hastalarda aksillanin
evrelemesinde sentinel lenf nodu biyopsisinin etkin ve giivenli bir yontem
oldugu belirlendi. Her merkezin yeterli deneyim kazanincaya kadar, sentinel
lenf nodu biyopsisi ile aksiller lenf nodu diseksiyonunu beraber yapmasinin
daha giivenli olacag diisiiniildii.

Anahtar sozciikler: meme kanseri, sentinel lenf nodu biyopsisi,
yanlig negatiflik orani

ABSTRACT

Purpose: In this study, sentinel lymph node identification and false negative
rates were calculated and determination of the place of sentinel lymph node
biopsy in the evaluation of axilla in patients with early stage breast cancer
was aimed.

Materials and Methods: This prospective study was performed on 57 patients
with early stage breast cancer who were treated at the Department of Sur-
gery in Medical Faculty of Cukurova University between 2006-2009. Blue dye
technique was performed in 35 (Group | ) and the combined technique was
performed in 22 patients (Group II). Axillary lymph node dissection was per-
formed after sentinel lymph node biopsy on 46 patients who have invasive
breast cancer.

Results: Sentinel lymph node was not detected in two patients in Group | and
one in Group Il. Sentinel lymph node identification rate was 94.7% for all pa-
tients, and it was 94.2% in Group | and 95.4% in Group Il. False negative rate
was 26.3% for all patients which was 22.2% in Group | and 30.0% in Group
Il. Sentinel lymph node identification rate was increased to 96.8% and false
negative rate decreased to 0% when the first 15 patients within the learning
period was excluded from the statistical analysis.

Conclusion: Sentinel lymph node biopsy is a safe and effective technique on
staging of axilla in patients with early stage breast cancer. Nevertheless,
every medical center should perform sentinel lymph node biopsy and axillary
lymph node dissection together untill getting experienced.

Keywords: Breast cancer, sentinel lymph node biopsy, false negative rate

treatment of breast cancer, providing information about the transition to less invasive surgery, similar studies have been

Axillary lymph node dissection (ALND) anintegral part of the of the developments in the treatment of breast cancer, along with

the prognosis and to plan the further therapy (1,2). initiated for the axillary surgery, and as a result, the sentinel lymph
However, itisalsothe mostimportant cause of morbidity. Asaresult node biopsy (SLNB) in breast cancer has been implemented.
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In this study, safety and efficacy of the sentinel lymph node bi-
opsy was investigated in patients with clinically early-stage
breast cancer without axillary involvement, at Cukurova University
Faculty of Medicine, Department of General Surgery.

Materials and methods

Working model

in this prospective study, 57 patients with early-stage breast cancer
(clinical T1-2, NO, M0), without previous breast surgery, and with-
out any clinical and radiological suspicion of metastatic lymph
nodes in the axilla, who were treated at Cukurova University School
of Medicine, Department of General Surgery, between March

Table 1. The characteristic features of the patients and distribution

according to the groups.

Group!  Group Il Total
(n=29) (n=17) (n=46) P
n (%) n (%) n (%) value

Tumor localization

Upper lateral quadrant 17 (58,6) 5(29,4) 22(47,8)

Lower lateral quadrant 1(3,4) 6(353) 7(152) -
Lower medial quadrant 3(10,3) 2(11,8) 5(10,9)

Upper medial quadrant 5172 3(176) 8(17,4)
Retroareolar 3(10,3) 1(5,9) 4(8,7) -
Histologic type

Invasive ductal carcinoma 24 (82,8) 16 (94,1) 40 (87,0)

Invasive lobular carcinoma 2 (6,9) 1(5,9) 3(6,4)
Mucineous carcinoma 1(3,4) - 1(2,2)

Medullary carcinoma 1(3,4) - 1(2,2) -
Tubular carcinoma 1(3,4) - 1(2,2)

Grade

G2 20 (68,9) 13(76,5) 33(71,7) 0.739
G3 9(31,1)  4(235 13(28,3) ’
Tumor Focality

Unifocal 23(79,3) 12(70,6) 35(76,1) 0.722
Multifocal 6(20,7) 5(29,4) 11(23)9) ’
Receptor Status

PR(+) 21(72,4)  15(88,2)  36(78,3) 0.282
PR(-) 8(27,6) 2(11,8)  10(21,7) ’
Receptor Status

ER(+) 26(89,7) 14(82,4) 40(87,0) 0.655
ER(-) 3(10,3) 3(17,6) 6(13,0) ’
Tumor Size

<2cm 21(72,4) 10(58,8) 31(67,4) 0.309
>2cm 8 (27,6) 7(41,2)  15(32,6) ’
Breast

Right breast 10 (34,5) 13 (76,5 23(50,0) 0.015
Left breast 19 (65,5)  4(23,5)  23(50,0) ’
BiopsyType

Tru-cut 13 (44,8) 4(23,5) 17 (36,9) 0.259
Excisional 16 (55,2) 13 (76,5) 29 (63,1) ’
Menapausal Status

Pre-menapausal 11 (37,90 10(58,8) 21(45,7) 0.231
Post-menapausal 18 (62,1) 7(41,2) 25(54,3) ’
Age

Mean=Standard deviation 53,4+11,0 46,41+6,3 50,8+10,1 0.013

Min-max 29-74 30-59 29-74

*The patients in whom SLN could not be found and no ALND was performed are not
shown in the table.
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2006 and March 2009. There were two separate study groups, with a
different application of the SLNB method in each. The blue dye tech-
nique was applied to 35 patients in Group |, and along with blue dye,
radio-colloid substance was administered (combined technique) to
22 patients in Group Il. The patients were randomly selected for the
groups. The demographic characteristics of the patients and the dis-
tribution according to the groups are shown in Table 1.

Determination of the SLN

Isosulphane blue was used as blue dye. Three to four milliliters of
dye was injected to the subareolar region in patients who are di-
agnosed with tru-cut biopsy, and to the biopsy cavity and around
the subareolar region in patients diagnosed by excisional biopsy. In
the group with the combined technique, 0.5 milliliters of Tc 99 mm
nanocolloid, 0.5 to 0.6 mci, was injected to around the tumor, 2 to
4 hours before the surgery. The SLN, which was identified by the lym-
phoscintigraphy was localized with the gamma probe, and marked.

Surgical technique

In both groups, 5-10 minutes after the injection of the blue dye,
massage was performed from the breast to the armpit. In patients
undergoing modified radical mastectomy, an elliptical incision
including the areola; in breast-conserving surgery an incision in
the breast with a separate incision in the axilla for SLNB and ALND
was made. In the fatty tissue below the axillary incision, fol-
lowing the blue-painted lymphatic channels, the blue stained
lymph node / nodes were searched (Figure 1). All the detect-
ed blue dyed lymph nodes were removed and sent for frozen sec-
tion examination as the SLN. In group lI, in addition to this pro-
cess, with the help of the gamma probe, the uptake in the
blue-painted lymph nodes were searched and the records were
kept. Axilla was then re-scanned with the gamma probe in or-
der to search for the lymph node / nodes without dye uptake
but with radioactivity. The lymph node / nodes with radioac-
tivity were also removed and sent for frozen section examina-
tion as SLN. After the last scanning with the gamma probe, when
there was activity less than 10% of that of the excised SLN in the

Figure 1. The black arrow shows an lymphatic duct which is draining to sentinel
lymph node indicated with white arrow.
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axilla, it was decided that there was no other SLN and the pro-
cedure was terminated. In all patients in both groups, who were
diagnosed with invasive cancer, SLNB was followed by ALND.

Pathologic examination

For the frozen section examination, the sentinel lymph nodes
were divided into two with the long axis parallel to the inci-
sion (those smaller than 5 mm in size were not divided). First the
imprint examination was performed, which was followed by the
frozen section. All sentinel lymph nodes were also examined
in paraffin sections. For all the axillary lymph nodes other than
the SLN (non-sentinel lymph nodes) underwent a routine path-
ological examination. In the sentinel lymph nodes in which
no metastasis was detected in the paraffin sections, immunohis-
tochemical analysis was performed retrospectively. As the im-
munohistochemical marker pankeratin [monoclonal mouse anti-
human Cytokeratin (AE1-AE3), DAKO] was used.

Statistical analysis

The false negative, sensitivity, and negative predictive values of
the method were calculated. In 8 patients with a diagnosis of
ductal carcinoma in situ and a high risk of axillary metastasis (4
patients in group | and 4 in group Il), no ALND was performed
because no metastases were detected in the SLN. These pa-
tients were included in the calculation of statistical analysis, only
in the calculation of the detection rate of the SLN. Because the
SLN operation requires a learning process, the data were re-ana-
lyzed after removing the first 10 cases and the first 15 cases.

The data analysis was performed using a statistical package pro-
gram, SPSS for Windows 15.0 (SPSS Inc., Chicago, IL). For the group
comparisons of the variables that do not have a normal distribu-
tion, the Mann-Whitney U test was used. For the comparisons of
the groups with categorical variables, the Fisher’s exact and the
corrected chi-square test was used. p value <0.05 was considered
statistically significant. In this study, the following formulas were
used in the calculation of the sensitivity, specificity, false-nega-
tive rate and the SLN detection rate:

SLN detection rate: Patients with SLN / All patients

Sensitivity: Patients with (+) SLN and (+) Axillary LN / All patients
with (+) Axillary LN

Negative predictive (estimated) rate: Patients with (-)

SLN and (-) Axillary LN / Patients with (-) SLN

False negative rate: Patients with (-) SLN and (+) Axillary LN / All
patients with (+) Axillary LN

Results

SLN detection rate

In a total of 3 patients (2 patientsin group landin 1 patientin group
1) the SLN could not be determined. SLN detection rate was 94.2%
in group |, and 95.4% in group I. The mean number of extracted SLN
was 2.4 (1-3), and the mean number of non-SLN issued as a result
of the axillary dissection was 29.4(13-52), respectively. In group |,
all the SLNs were stained with the blue dye, whereas in Group II, of
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the 36 SLNs 27showed involvement of both the radiocolloid sub-
stance and the blue dye. One node was only stained with the blue
dye alone, and eight nodes had only the involvement of the radio-
colloid substance. Of the 8 SLNs with only radiocolloid substance
involvement, in 4 metastasis was found.

Pathologic evaluation of sentinel lymph nodes

all the extracted sentinel lymph nodes were sent for frozen sec-
tion examination during the surgery. In 14 patients (7 patients in
Group | and 7 in Group Il) (30.5%) metastases were detected in
the SLN. Of the 32 (69.5%) patients in whom no metastases were
found in the SLNs, 5(10.8%) had metastases in the non-senti-
nel lymph nodes extracted during the axillary lymph node dis-
section (false negative cases). In the remaining 27 patients there
were no metastases either in the SLNs, nor the non-SLNs. The com-
ments made as a result of frozen section of the SLNs were confirmed
with the paraffin examination. All the SLNs in which no metastasis
was detected by the frozen sections and paraffin examinations un-
derwent immunohistochemical analysis with the pankeratin. Of the
5 SLNs with positive non-SLN, 2 were stained with the pankeratin.

Predictive value of sentinel lymph node

of the forty six patients, in 14 (30.5%) metastases were detected in
the SLN, whereas 27 (58.7%) patients had no metastasis either in the
SLN or the non-SLNs. Five (10.9%) patients had no metastasis in the
SLN, but metastases in the non-SLN (Table 2-3). SLN detection rate
was 94.2%in Group |, 95.4% in Group |l and 94.7% for all patients. The

Table 2. Histopathological status of the SLN and non-SLN.

Metastasis in the Non-SLN

Metastasis in

the SLN + -
Group | + 3 4
N=29 - 2 20
Group Il + 6 1
N=17 . 3 7
Total et 9 5
N=46 - 5 27
After the learning phase
The first 10 cases were 4 9 5
excluded n=36 . 2 20
The first 15 cases were 4 8 5
excluded n=31 5 0 18

Table 3 The real situation of the SLN and non-SLNs with respect to

the learning period.

first 10 cases first 15 cases
Total were excluded were excluded

SLN Non-SLN n=46 n=36 n=31
Positive Positive 14 14 13
Negative Negative 27 20 18
Negative Positive 5 2 0
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Table 4. The sensitivity and accuracy rates of the SLNB method.

SLN detection rate Sensitivity False negative Negative predictive Accuracy

(%) (%) rate (%) value (%) (%)
Group | (n=29) 94,2 77,7 22,2 90,9 931
Group Il (n=17) 95,4 70 30 70 82,3
Total (n=46) 94,7 73,6 26,3 84,3 89,1
After the learning phase
The first 10 cases were excluded (n=36) 97,2 87,5 12,5 90,9 94,7
The first 15 cases were excluded (n=31) 96,8 100 0 100 100

sensitivity was 77.7% in Group |, 70% for Group Il, and 73.6% for all
patients. The false negative rate was 22.2% in Group |, 30% in Group
II, and 26.3% for all patients (Table 4). The data obtained from differ-
ent studies indicate that there is learning curve for SLNB and suffi-
cient experience is acquired with an average of 10 to 20 cases. When
the first 10 patients were excluded from the analysis, the SLN detec-
tion rate was 97.2%, and when the first 15 patients were excluded,
it was found to be 96.8%. The false negative rate was calculated
as 12.5% and 0%. When the first 15 patients were excluded from the
analysis, the sensitivity, the negative predictive value and the accu-
racy rate of the method were calculated as 100% (Table 4).

Relationship between the tumor characteristics and

the axillary metastasis

When the relationship between the variables of the primary tu-
mor and the axillary lymph nodes examined in terms of metasta-
sis, the presence of lymphovascular invasion was found to be the
most important factor increasing the risk of the axillary metasta-
ses (p = 0.0001). The increase in tumor size and the presence of
multi-focality were the other factors that increase the risk of tu-
mor metastasis in axillary lymph nodes (p <0.05).

Discussion

The SLNB which was previously used in the treatment of diseases
such as penile carcinoma, and melanoma has been introduced in
the treatment of breast cancer nowadays. As a result of the pro-
spective randomized studies which have been conducted to de-
termine the reliability of this method, SLNB has taken place in the
standard treatment protocol of the modern breast surgery to de-
termine the status of the axilla (3).

ALND is the most important cause of morbidity in breast sur-
gery. Following the ALND, 50 to 70% of the patients have com-
plaints (4). Lin et al. have shown that 40% of the patients, who
underwent axillary dissection, develop acute lymphedema (5). In
various studies, in which the effects of various treatment modali-
ties in the formation of lymphedema were investigated, the inci-
dence of lymphedema after ALND ranged from 6-30%, this pro-
portion was even higher in case of radiotherapy (6,7). However,
the low risk of axillary lymph node metastasis in small tumors,
and the fact that the information obtained from the axilla in these

patients does not change the decision for the adjuvant therapy,
have led the researchers to the search for alternative methods to
avoid these complications (8).

The NSABP B-04 (National Surgical Adjuvant Breast Project) study
has shown that the axillary dissection in the treatment of breast
cancer does not have any effect on the life expectancy in the long-
term (9). There are also other various studies, which indicate that
there is no relationship between the number of extracted lymph
nodes from axilla and the prognosis (10). These data have gradu-
ally reduced the importance of the extensive axillary dissection.
As a result, the question arises whether it is necessary to perform
axillary dissection in patients with no clinically detectable meta-
static lymph nodes in the axilla. This led to the implementation of
new techniques in the axillary approach, and SLNB has been im-
plemented for the treatment of breast cancer, in the 1990's (11,12).

To determine SLN, blue dye technique, radioisotopes or a com-
bination of both techniques are used. Giuliano et al. have imple-
mented SLNB using 1% isosulphane blue in their first published
series of 174 patients, and have determined the SLN in 114 pa-
tients (65.5%). The same researchers have reported a rate of 94%
in their other series (13). In a similar study, performed with isosul-
fan blue by Eser et al., detection rate of 95% was achieved (14).
Albertini, who applied blue dye and radioisotope material togeth-
er, has reported the detection rate of the SLN as 92% (15). In our
study, the detection rate of the SLN was 94% in Group |, and 95.4%
in Group II. The SLN detection rate was similar to other studies.

SLNB is considered to be an effective an easy method for staging
of axilla, with a low morbidity, an accuracy of over 90%, and a false-
negative rate less than 5% (16). The false negative rate of the meth-
od has been reported to vary between 0to14% (17,18). The reasons
of the high rate of false-negative results are the blockage of the
lymph channels to the SLN due to the metastasis, the damage
to the lymph channels by excisional lymph node biopsy, the sur-
geon’s learning curve and the insufficient training in applying the
technique (19,20). In our study, the false negative rate was 26.3%.
When compared with the literature, this ratio was higher than the
specified limit. The patients with false-negative results were all
within the first fifteen cases. The false-negative rate in our study
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was associated with the fact that these procedures were performed
in the learning phase of the SLNB technique. There is a learning
curve for the SLNB technique. In the first study of Giuliano et al., the
false negative rate was 12%, decreasing to 0% after they gained ex-
perience (13). Other researchers, such as Cody and Morrow have
also reported that the surgeons who perform SLNB frequently
have higher rates of sentinel node detection and lower false-
negative rates (20,21). Surgeons with sufficient experience on this
technique should have a SLN detection rate above 85% and false-
negative rate of less than 5%. These ratios can be achieved after an
average of 10 to 20 cases. Evaluating the results of the studies of
the American Society of Breast Surgeons, surgeons are advised to
perform the SLNB together with ALND the first 20 cases until learn-
ing the technique (22).

In our study, the SLN detection rate was 80% at the end of the 10 pa-
tients, and rose to 87% at the end of the 15th patient. The SLN de-
tection rate of 85% mentioned in the literature, was reached at
the end of the 15th case. When these 15 cases were evaluated
as the cases in the learning process, and were excluded from
the statistical calculations, the SLN detection rate rose to 96.8%
and the false negative rate dropped to 0%. The sensitivity of the
method, the negative predictive value and accuracy rates were
calculated as 100%. These results were consistent with the litera-
ture. The number of the extracted SLNs is different in most of the
studies, but the false-negative rate of SLN was found to be lower
when two or more SLNs are removed, compared to the studies in
which only one SLN was extracted. The extraction of more than
four SLNs did not affect the accuracy rates (23,24). In our study, the
average number of removed SLNs was 2.4, with a range of 1 to 3
lymph nodes, which was consistent with the literature.

After the SLNB, the axillary dissection in the same session, can
be decided with an accurate and reliable intra-operative ex-
amination. In this respect, the intraoperative examination of
the SLN is very important. For the intraoperative examination
of the SLN, imprint and scrape cytology, frozen section and
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CASE REPORT/OLGU SUNUMU

A RARE ENTITY: NEUROENDOCRINE DIFFERENTIATED
TRANSITIONAL CELL EPITHELIUM LINED SOLID PAPILLARY
CARCINOMA OF BREAST TUMOR IN A YOUNG MALE PATIENT
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GENC BIR ERKEK HASTADA NOROENDOKRIN DIFFERANSIYASYON GOSTEREN
TRANSIZYONEL HUCRE ILE DOSELI MEMENIN SOLID PAPILLER KARSINOMU:
NADIR BIR OLGU

OZET

Erkeklerde meme kanseri kadin hastalara gore daha nadir goriilmekle birlikte
memenin papiller karsinomu tiim erkek meme kanserlerinin %1’ inden azini
olusturur. Transizyonel hiicre ile dosenmis ve ndroendokrin differansiyasyon
gosteren memenin solid papiller karsinomu ¢ok nadir bir durumdur. Biz anti-
tiiberkiiloz tedavisi alan ve sol memesinde memenin solid papiller karsinomu
nedeni ile agrisiz kitlesi olan 28 yasinda genc bir erkek hastay sunduk. Tiimor
transizyonel hiicre ve néroendokrin differansiyasyon ile karakterize idi. Timor
cerrahi olarak eksize edildi. Memenin solid papiller karsinomu diger meme kan-
serlerine gore daha iyi prognoza sahip oldugu bilinmesine ragmen, bizim has-
tamizda tiimor hem lokal hem de aksillada bir yil sonra niiks etti. Sonug olarak,
memenin solid papiller karsinomu transizyonel hiicre ile dosenip noroendokrin
differansiyasyon gdsterebilir. Bu hastalarda prognoz daha katii seyredebilir.

Anahtar sozciikler: solid papiller karsinom, ndroendokrin differansiyasyon,
transizyonel epitel, meme kanseri, erkek

males and also papillary carcinoma of the breast accounts

for <1% of all male breast carcinomas (1). Solid papillary
carcinoma (SPC) is considered to be a variant of ductal carcinoma
in situ (DCIS) and its neuroendocrine differentiation has been de-
scribed in elderly women between 65-72 years of age, but in a few
older male patients. Generally, affected males are older than affect-
ed females and also in more advanced stages than females (2,3).
Addition of transitional cell epithelium to SPC is also a very rare en-
tity, description of which has been limited to case reports or series
with a few cases (4). We present a young male patient having SPC of
the breast with neuroendocrine differentiation and transitional cell-
like variant epithelium and also having early recurrence.

Breast carcinoma is a rare disease in males compared to fe-

Case

A 28-year-old male presented with a painless mass in the left
breast while under antituberculosis medications. The physical
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ABSTRACT

Breast carcinoma is a rare disease in males compared to females and papillary
carcinoma of the breast is seen less than 1% of all male breast carcinomas.
Solid papillary carcinoma of the breast, with transitional cell epithelium and
neuroendocrine differentiation, is a rare entity. We report a 28-year-old male
patient with a painless mass in the left breast due to solid papillary carci-
noma while receiving anti-tuberculosis therapy. Tumor is characterized by
neuroendocrine differentiation with accompanying transitional cell variant
epithelium. The tumor was successfully excised. Although solid papillary car-
cinoma is thought to have a better prognosis than other breast carcinomas, in
our patient, local and axillary recurrences were seen in one year, in contrast
to reports in the literature. Inconclusion, the solid papillary carcinoma with
transitional cell epithelium and neuroendocrine differentiation of breast in
a male is a very rare disease. Its prognosis could be worse than reported in
the literature.

Keywords: solid papillary carcinoma, neuroendocrine differentiation,
transitional epithelium, breast neoplasm, male

examination revealed a 4x4 cm nodular mass in the central part
of the breast without palpable lymph nodes. An ultrasound
(US) showed a highly vascularized 4.8x2.8 cm lobular mass with
smooth margins, multiple macrocalcifications, and areas of cystic
degeneration. Mammographic examination demonstrated a 5x3
c¢m lobular mass with smooth margins. A tru-cut biopsy of the
lesion revealed a cryptiform pattern, low grade DCIS. The pa-
tient underwent mastectomy and sentinel lymph node biopsy
and no axillary metastasis was reported in three sentinel lymph
nodes. Pathologic examination of the specimen was interpreted
as invasive papillary carcinoma with neuroendocrine differentia-
tion and clean surgical margins. Microscopically, the tumor was
characterized by cellular proliferation within multiple circum-
scribed nodules resembling clusters of dilated ducts. Neoplastic
proliferation within the nodules typically exhibited low grade cy-
tological features and a streaming pattern resembling florid hy-
perplasia, but there was significant mitotic activity and palisading
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Figure 1. The tumor cells have appearance of plasmacytoid and tall columnar
cells; in the background, single tumor cells with large prominent nucleoli and
fine chromatin are observed. Tumor cells develop in three dimensional invasive
groups (PAP, x100).

Figure 3. Wide-spread intense immunohistochemical staining via synoptophysin
are seen in tumor cells exhibiting neuroendocrine differentiation (synoptophysin
staining, x400).

of cells around a small, delicate hyalinized fibrovascular core.
There were also papillary lesions with stratified transitional cells
covering a thick fibrovascular core protruding into the dilated
ducts. Myoepithelial cells were absent in these papillary lesions.
Transitional-appearing epithelium is a layer of cells similar to the
‘umbrella’ cells of the bladder (Figure 1, 2). The presence of mucin
has not been demonstrated either intra or extra cellularly. The in-
vasive part of the tumor showed cells with eosinophilic granular
cytoplasm, thin nuclear chromatin, and forming islands with a fi-
brovascular core. Inmunohistochemical examination stained for
estrogen, progesterone, and synoptophysin, but not smooth mus-
cle actin, chromogranin A, or c-erb-B2. Synoptophysin strongly
stained in the areas of neuroendocrine differentiated parts (Figure
3). Histopathologic and immunohistochemical examination re-
vealed a solid papillary carcinoma with accompanying invasive
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Figure 2. Papillary transitional cells are covering as an atypical umbrella cells
layer overlying the solid epithelial proliferation is evident (H&E, x400).

neuroendocrine-like carcinoma and covering transitional cell epi-
thelium. Patient scheduled to have chemo and radiotherapy but
patient refused to take them. Regrettably, the patient developed
new masses in the same breast after 1 year. The axillary exami-
nation revealed palpable, mobile lymph nodes. Ultrasonographic
imaging revealed two 1x1 cm well-demarcated solid hypoechoic
masses and lymph nodes in the left axillary region with an ab-
sence of hypoechoic center. FNAB of the breast lesions revealed
high cellularity of the smears with groups and clusters of tumor
cells, but no myoepithelium. Elaborated papillary structures were
present with delicate fronds of papillae containing fine fibrovas-
cular cores. The tumor cells had the appearance of plasmacytoid
and tall columnar cells; in the background, single tumor cells with
large prominent nucleoli and fine chromatin was observed (1).
Ultrasonography-guided axillary lymph node biopsy revealed
the same findings with the primary tumor. The patient under-
went a left mastectomy and axillary lymph node dissection. The
pathology findings indicated multifocal invasive solid papillary
carcinoma with transitional cell epithelium and neuroendocrine
differentiation (2,3). The tumor was characterized as nuclear grade
3 without lymphovascular and perineural invasion and any in situ
component. The tumor had also estrogen and progesterone re-
ceptors; however, it did not have any c-erb-B2 receptors. Axillary
dissection revealed two metastatic lymph nodes out of thirteen.
The patient was scheduled for hormono-chemo-radiotherapy.

Discussion

SPC is a rare disease, first described by Maluf and Koerner and
few cases of papillary carcinoma of the male breast have been
reported in the literature, account for <1% of all male breast carci-
nomas (1,5,6). The largest series of SPC reported to date involved
1 male patient from 58 patients (7). Thus, SPC is predominantly
present in females. In addition, SPC of the breast is generally a
tumor of elderly patients, and rarely reported before 50 years of
age. Our patient was 28 years of age and is the youngest patient
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that has been reported in the literature. Otsuki et al. reported
20 patients with SPC who were between 31-80 years of age and
among them, only three patients were under 50 years of age (3).
Tsang and Chan and Nassar et al. reported one of 34 patients
and three of 58 patients under 50 years of age, respectively (7,8).
According to these findings, it can be concluded that SPC of the
breast is a disease of elderly patients, but rarely occurs before 30
years of age. Maluf and Koerner described SPC as a rare type of
DCIS. Papillary carcinoma of the breast exhibits many different
morphologic appearances (5). We report a SPC with transitional
cell epithelium closely resembling transitional cells of the uri-
nary tract. Mooney and Tavassoli reported only five women with
a solid variant of papillary carcinoma accompanying transitional
cell epithelium, however, the stimulus for the development of this
unusual transitional-like variant is not known (4). SPC is known to
have a better prognosis than other breast carcinomas. Nassar et
al. found lymph node metastasis in 20% of patients in his series
(7). Biological marker analyses using immunohistochemistry, the
tumor node metastasis (TNM) classification, and the Nottingham
histological grade suggest an excellent prognosis for SPC patients.
Whether tumors with neuroendocrine differentiation confer a
better patient prognosis than tumors without neuroendocrine
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differentiation remains controversial (9). Collins et al. defined SPC
as having an indolent clinical course, especially when there is no
associated frankly invasive component; however, Nassar et al. re-
ported local recurrence in five of 58 patients, all of whom had an
invasive component (7,10). In our patient, the primary surgical
margin was clear and no axillary metastasis was found in three
sentinel lymph nodes, but with invasive component. After patient
had first surgical treatment, we offered to patient to have chemo
and radiation therapy, but patient rejected to any other medical
treatment and radiation. Tumor showed an aggressive progress in
our patient with multiple local recurrences and lymph node me-
tastasis developed in one year period.

In conclusion, SPC of the breast mostly affects elderly women;
however, it can also be observed in elderly males. Based on the
case described herein, SPC can occur in a young male, even in the
20s. Although, it is regarded as a DCIS and has a good prognosis,
our case had a poor prognosis with a local recurrence and axillary
metastasis in one year. The similarity of the metastasis and local
recurrence to the primary tumor morphology suggests that it is
an invasive carcinoma rather than an in situ carcinoma. In addi-
tion, transitional cell epithelium may also accompany to SPC.
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MEME FIBROADENOMUNUN NADIR BiR FORMU: INTRADUKTAL FIBROADENOMATOZIS
0ZET

Bu yazida 31 yasindaki bayan hastada fibroadenomun nadir bir formunu su-
nuyoruz. Ultrasonda areolaya dogru birlesen multipl, hipoekoik, solid, tubu-
ler yapilar saptanmistir. Histopatolojik tanisi fibroadenomun intraduktal for-
mudur. Bildigimiz kadariyla literatiirde histopatolojik ve radyolojik bulgulari
iceren kaynak mevcut degildir.

Anahtar sozciikler: fibroadenom, intraduktal, ultrasonografi

tumors. The incidence of this disease is 18 % prior to meno-

pause. Overall, it is seen in 10% of females. Fibroadenomas
represent 80 % of benign breast tumors. They present as oval, cir-
cular masses with lobulated borders upon mammographic (MMG)
examination. The masses may have calcifications due to degen-
eration in the elderly population. They can be differentiated from
cysts via MMG, and upon ultrasound (US) they are observed as
well circumscribed, homogenous masses. They may have some
echogenicity behind the posterior wall. The surrounding capsule
may be seen as a hyperechoic thin line (1-5). Here we present ul-
trasonographic and histopathologic findings of a young patient
with an intraductal fibroadenoma spreading along the ductal lu-
mens of the breast.

F ibroadenomas are the most common form of benign breast

Case presentation

A thirty-one year old patient presented with a painless mass on
the nipple of the left breast. Upon physical examination, a 3 cm
mobile, painless mass with lobulated borders was discovered. The
patient did not have a family history of breast cancer. Laboratory
findings and physical examination findings were not significant.
US showed three tubular structures , which extended towards the
nipple and were confluent around the areola. The biggest mass
was 4 cm in length, with others measuring 2 cm and 1.5 cm in
length and 6-7 mm in width. These structures were filled with a
solid, homogenous hypoechoic material. No necrotic or cystic ar-
eas were observed. These lesions were located at the 3 o'clock, 9
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ABSTRACT

In this paper, we present an unusual form of fibroadenoma in a 31-year-old
female. Ultrasonography revealed multiple, hypoechoic,solid tubular struc-
tures that converged toward the areola. The mass removed totally. Histo-
pathological diagnosis was intraductal form of fibroadenoma. To the best of
our knowledge, no reference to this histopathologic and radiologic findings
has previously been reported in the literature.

Keywords: fibroadenoma, intraductal, ultrasonography

Figure 1. Multiple ducts filled with hypoechoic, solid tissue merging from right
and the left, confluent towards the areola is seen.

o'clock and 5 o'clock positions (Figure 1). Other than ductal exten-
sions and in-tubular structures similar to the fibroadenoma, slow,
low resistance arterial flows are present (Figure 2, 3). The lesion
was excised totally. Histopathologic examination showed stromal
and epithelial cells which had rare mitotic activity that were ob-
served inside the fibromatous stroma that fills the ductal lumen
(Figure 4). No atypical cells were detected inside the lesion. The
patient was followed for a year without recurring symptoms . No
recurrence was observed at the operation site. No other mass le-
sion was detected on other areas of the breast.
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Figure 3. Low resistance flow in the arterial structures in the lesion is shown.

produce ductal dilations and homogenous intracanalicular solid
lesions as well as fibroadonemas. Differentiation is possible only
via histopathologic examination (6-8).

Because intraductal fibroadenomas lack a surrounding capsule
barrier unlike classical fibroadenomas, growth around the ducts
may be faster in intraductal fibroadenomas (3). For this same rea-
son, the chance of recurrence should be taken into account even
if the lesion is totally excised. The patient presented has been fol-
lowed in 3 months intervals for one year after excision with US. No
recurrence has been detected so far.

Malignant transformation is a rare occurrence. Rates of malignant
transformations are increased 1.3-1.9 % compared to general

. Hy ; N - 3 » 0 0 2 ; i
Vo 2 00" '6 pn s 1& VR e 4 “1-"'» population (9). Transformation to cystosarcoma phyllodes, lobu-
Figure 4. In histopathologic examination, stromal and epithelial cells, which lar carcinoma, and invasive ductal carcinoma may be seen, albeit
have rare mitotic activity were observed inside the fibromatous stroma that fill rarely. However, growth of fibroadenoma in size is not an indica-
and widen the ductal lumen. No atypical cells were detected inside the lesion. tor of malignancy. During pregnancy, fibroadenoma can show

increased growth rates due to hormonal changes. These lesions
tend to regress after menopause, provided that no hormonal re-

Discussion placement therapy is administered (10, 11).

Intraductal fibroadenoma is the rarest form of all fibroadenomas.

Intraductal papilloma and adenoma should be included in the dif- In young patients, the epithelial component of fibroadenomas
ferential diagnosis due to their ultrasonographic and growth-pat- is predominant. However, after menopause fibrotic components

tern features. Intraductal papillomas are generally located near the take greater precedent. Fibroadenomas with epithelial hyperpla-
areola. They cause breast discharge and generally have a small size. sia, rich vascularity, and potential to grow further is based on US
Papillomas present as solid projections inside the ducts, whichhave  with contrast and can be differentiated from more stable fibroad-

cystic dilations. Despite their small size, one can observe some vas- enomas (9-11). Three types of vascular structures of fibroadeno-
cularity upon doppler examination. Vascularity may be more prom-  mas were described by Huber et al in their study. These include:
inent in dysplastic forms with cellular atypia and mitotic cells (6). capsular, feeding, and septal blood vessels (12). Spectral flow pat-

tern in the vascular structures and resistive index measurements
Kavalios et al described similar ultrasonographic findings in a pa- are not discriminating criteria between benign fibroadenoma and
tient with a giant intraductal papilloma (4). In the literature search, malignant transformation. However, vascular structures shown to
intraductal papillomas were reported along with hemorrhagic be distributed homogenously with easy-to-follow branching pat-
nipple discharge. In the present case there was no such finding. terns suggests benign lesions (10-12). We demonstrated vascular
It is impossible to differentiate an intraductal adenoma from a structures with a simple branching pattern. This finding most like-
fibroadenoma macroscopically. Intraductal adenomas can also ly rules out malignancy.
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In a study in which Chung et all presented a patient with a fibroad-
enoma, they observed that the lesion had microscopic projec-
tions. They also noted a stromal tissue increase that was patho-
logically similar to fibroadenoma among ductal structures (5). In
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MASTEKTOMi SONRASI GOGUS DUVARI NUKSU GELISEN DUKTAL KARSINOMA
iN SITU VAKASI: OLGU SUNUMU

OZET

Duktal karsinoma in situ memenin preinvaziv bir lezyonudur. Tedavi sece-
nekleri arasinda meme koruyucu cerrahiyi takiben uygulanan radyoterapi ve
mastektomi bulunmaktadir. Mastektomi sonrasi lokal-bdlgesel kontrol orani
%96-100 arasinda degismektedir. Lokal niiks gelisen olgular radyoterapi ve/
veya kemoterapi ile tedavi edilebilir. Duktal karsinoma in situ tanisiyla mas-
tektomi ve aksiller diseksiyon uygulanan vakamiz tamoxifen ile takip altin-
dayken 4 yil sonra gelisen lokal niiks nedeniyle klinigimize basvurdu. Tarama-
larinda uzak metastaz bulunmayan hastaya radyoterapi ardindan kemoterapi
uygulandi. Tedaviyi takiben hastanin lezyonlari tamamen kayboldu. Tedavi
sonrasi takibe alinan hasta 46. ayinda hastaliksiz olarak izlenmektedir.

Anahtar sozciikler: duktal karsinoma in situ, niiks, radyoterapi, kemoterapi

uctal carcinoma in situ (DCIS) is a pre-invasive lesion ex-
Dtending in a spectrum of atypical hyperplasia to invasive
breast cancer in breast tissue. Although it was reported
1-5% of all breast cancers previously, it has increased to 15-20%

with the widespread use of mammography especially in the last
20 years (1).

Treatment options have changed in recent years. While mastec-
tomy was the preferred treatment method in the past, today
breast-conserving surgery (BCS) followed by radiotherapy (RT) is
preferred. Mastectomy may be chosen in cases of multicentric, dif-
fuse, or large tumors where negative margin cannot be obtained,
inability of patient to get RT, prior RT history, rejection of RT or
pregnancy. Although some of the publications declare the supe-
riority of local disease free survival with mastectomy over local
excision followed by RT, others show that there is no significant
difference between two modalities (2,3). Recurrence and 10-year
survival rates after mastectomy are reported as 1-2% and 95%,
respectively(2). Incomplete breast tissue resection, presence of
hidden invasive tumor, size of tumor, nuclear grade, comedo type
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ABSTRACT

Ductal carcinoma in situ is a preinvasive lesion in breast. Breast-conserving
surgery followed by radiotherapy and mastectomy are the treatment options.
Locoregional control rate is 96-100% after mastectomy. Patients with a local
relapse can be treated by radiotherapy with or without chemotherapy. Our
case who had a diagnosis of ductal carcinoma in situ was treated with mas-
tectomy and axillary dissection followed by tamoxifen and 4 years after mas-
tectomy she presented to our clinic with a local relapse. As the patient had no
distant metastases, radiotherapy followed by chemotherapy was given. After
treatment all the lesions disappeared. She is now well without any evidence
of disease at 46th months’ follow-up.

Keywords: ductal carcinoma in situ, relapse, radiotherapy, chemotherapy

and presence of necrosis are reported as risk factors for local re-
currence (4).

In this article we report a 48 years old female DCIS patient treated
with mastectomy followed by tamoxifen who had a chest wall re-
lapse 4 years after mastectomy.

Case report

Right breast mass of the patient was examined by biopsy and path-
ological examination revealed a comedo type DCIS. Mastectomy
and axillary dissection was performed after biopsy in an external
center and a comedo type DCIS in 9 cm diameter and 24 lymph
nodes free from metastases were reported. After the operation
she presented to our hospital. Paraffin blocks were examined
again and revealed a high grade DCIS with positive estrogen and
progesterone receptor (ER, PR). Tamoxifen 20 mg/d was begun in
the follow-up period. Four years after mastectomy she returned
with rash and a mass in 1 cm diameter on chest wall (Figure 1).
Excisional biopsy was performed and the result was malignant
epithelial tumor in 0.8%0.4*0.4 cm, ER (-), PR (-). Hemogram,
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Figure 1. Picture of chest wall relapse.

biochemical examination, abdominal USG, chest X-ray and bone
scintigraphy were normal. RT was planned for the patient with
chest wall relapse after mastectomy. RT was administered with
Co-60 to a dose of 56 Gy/28 days to the chest wall with tangential
coplaner fields. After RT, Medical Oncology Department planned
a systemic treatment. Four cycles of cyclophosphamide 500 mg/
m?/d, adriamycin 50 mg/m?*/d and fluorouracil 500 mg/m?/d every
3 weeks. She is now free of disease without any serious complica-
tion 46 months after surgery.

Discussion

Ten years local control and survival rates of DCIS patients treated
with mastectomy are 98-99% and 95%, respectively (2). Possible
causes of recurrences are incomplete resection of breast with
DCIS, presence of occult invasive focus, presence of implantation
in residual breast during surgery. Many clinical, radiological, and
pathological factors effecting local recurrence were investigated.
It was found that comedo type, one of the recurrence factors, is
characterized with high nuclear grade and diffuse necrosis.

Silverstein et al showed that comedo carcinoma was the most
common and largest tumor (mean 2.9 cm), had the highest per-
centage of microinvasion (20%) and had the highest local recur-
rence rate when compared with other subtypes in their study (5).
Also Patchefsky et al pointed out that comedo carcinoma was
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more aggressive (6). Bellamy et al suggested that comedo type of
DCIS recurred more as invasive carcinoma than other high grade
DCIS’s (7).

High nuclear grade is also shown as a risk factor in local recurrence.
In Kim and colleagues’ serial with ten DCIS patients with chest
wall relapse, four had high grade and six had intermediate grade,
whereas none of them had low grade (8). Authors mentioned that
eight of ten patients had positive or close surgical margin so it was
suggested that inadequate margin was a negative prognostic fac-
tor. Cutuli et al reported that inefficient surgical resection was a sig-
nificant risk factor in local recurrence in their study (9).

Tumor size is also a factor effecting local recurrence. Patients with
tumors 2.5 cm or larger in extent have a higher probability of hav-
ing occult invasive tumor or multicentric foci (10). Furthermore
local recurrence rate is high in multiquadrant disease. In this situa-
tion insufficient surgery may be thought as a factor.

In our case risk factors for local recurrence like comedo subtype
and high nuclear grade were present, and also tumor size was 9
cm. Some studies showed that whole breast tissue may not be
excised with mastectomy (8). So residual breast tissue can con-
tain occult intraepithelial disease and invasive cancer can grow up
from this focus after mastectomy. At the same time tumor hold
multi quadrant in our case, this situation also increases the prob-
ability of residual occult tumor after mastectomy.

It can be said that mastectomy may not cure DCIS completely
with case reports and literature review. Especially multi-quadrant
tumors, which have high probability of leaving residual normal
breast tissue, and young patients should be followed closely.

A multidisciplinary approach is important in treatment after lo-
cal recurrence. Primarily, if possible, excision of relapsed mass
and chest wall radiotherapy must be administered. Afterwards
depending on the hormonal receptor status systemic treatment
with hormonetherapy or chemotherapy should be considered.

With the wide use of mammography screening, DCIS had be-
come a more common type of breast tumor. Ten-year survival is
over 95% when treated with mastectomy or BCS followed by RT.
Attention must be paid to patients with poor prognostic factors
and younger age patients who will have a long follow-up period
after treatment.
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