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Instructions to Authors

The Journal of Breast Health accepts research articles, case reports, reviews
and technical reports on the condition that they have not been published or su-
bmitted for publication elsewhere. All articles undergo evaluation by the editors
for style and by at least two independent referees scientifically. The language of
scientific papers can be either Turkish or English.

PREPARATION OF MANUSCRIPTS
All articles should include the following parts:
The title should express the content of the article clearly.

Names and affiliations of the authors should not be stated in the main docu-
ment. This information will be added in the submission process. All authors are
expected to have contributed to the article. All authors will be identified by their
initials and last names. At least one author should take the responsibility for all
parts of the manuscript that influence the main conclusion. The first author will
be held .responsible for conclusions. unless otherwise stated. All authors should
sign a COPYRIGHT FORM and send it to the postal address of the journal for
acceptance of the manuscript.

Abstract: All manuscripts in Turkish or English should include a Turkish and
English abstract containing no less than 100 and no more than 250 words. The
English summary should also include the title of the article in English. Sum-
maries must include the aim, basic methods and applications, results, statis-
tical significance and conclusions. Please write the research abstracts in the
systematic format presented below. Case report, review and technical article
abstracts can be submitted in plain format.

Keywords (2 keywords in both Turkish and English, compatible with Tirkiye
Bilim Terimleri - Medical Subject Headings, http://www.bilimterimleri.com)

The text of research articles should be divided into Introduction, Materials and
Methods, Results, Discussion and Conclusions and References. Case reports,
reviews and technical reports can be divided into parts as appropriate.

Introduction: The aim of the article should be clearly stated and briefly justified.

Materials and Methods: Please state the selection criteria of the study group
and objects clearly. Methods used in the research should include reproducible
detailed definitions. References must be given for specific and known methods
and the reason for the selection of a specific method and its limitations must be
explained. Generic names, doses and administration routes for all drugs and
chemical agents must be indicated. The statistical methods used should be cle-
arly stated and should be reproducible by others. Sampling methods and treat-
ment complications should be defined; numbers as well as percentages should
be given and the software used for statistical analysis should be included. At
the time of submission, you are expected to present the ethical committee ap-
proval for experimental research in humans. Please do not use items displaying
identities such as names, initials, and protocol numbers of patients and hospital
names, particularly in the legends of photographs.

Results: The results of the research must be presented in the text, in tables
or figures in a reasonable sequential manner. Results presented in tables and
figures should not be repeated in the text; only the major findings can be un-
derscored.

Discussion and Conclusions: Only novel and significant conclusions drawn from
the data obtained in the study should be discussed. Conclusions must be asso-
ciated with the aims. Please avoid stating conclusions unsupported by the study
data or presenting imprecise results.

References: The references should be given using Arabic numerals after “et al.”
within the sentence or in parentheses (i.e. “(35).”) at the end of the sentence
and should be numbered at the end of the text in the order cited. Only pub-
lished data or manuscripts accepted for publication and particularly the latest
publications should be included. Authors are responsible for the accuracy of
the references. Inaccessible data sources and those not indexed in any data-
base should be omitted. Titles of the journals should be abbreviated according
to Index Medicus-NLM Style (Patrias K. Citing medicine: the NLM style guide
for authors, editors, and publishers [Internet]. 2nd ed. Wendling DL, technical
editor. Bethesda (MD): National Library of Medicine (US); 2007 - [updated 2011
Sep 15; cited Year Month Day] (http://www.nlm.nih.gov/citingmedicine). All aut-
hors should be listed if an article has six or less authors; if an article has more
than six authors, first six authors are listed and the rest is represented by “ve
ark.” in Turkish articles and by “et al.” in English articles. Reference format and
punctuation should be as in the following examples.

References included in Pubmed indexes should be identified by adding the
Pubmed number at the end of the reference so that the abstract of the rele-

vant source can be accessible. PubMed internet search will give this number.
Entering the names of the first three authors is usually sufficient to search for
a reference; if you cannot achieve a result with such a search, you may enter
the full title of the reference. You must add the Pubmed number indicated as
PMID: xxxxxxx under the abstract, in parenthesis at the end of the reference.

Samples

Journal Article: You CH, Lee KY, Chey WY, Menguy R. Electrogastrog-
raphic study of patients with unexplained nausea, bloating, and vomiting.
Gastroenterology 1980; 79: 311-4.

Book with single author: Colson JH, Armour WJ. Sports injuries and their
treatment. 2nd ed. London: S. Paul; 1986.

Section in a Book: Weinstein L, Swartz MN. Pathogenic properties of in-
vading microorganisms. In: Sodeman WA Jr, Sodeman WA, editors. Pat-
hologic physiology: mechanisms of disease. Philadelphia: W.B. Saunders;
1974.p.457-72.

Editor(s) as author: Norman IJ, Redfern SJ, editors. Mental health care for
elderly people. New York: Churchill Livingstone; 1996.

Conference Proceedings: Bengisson S. Sothemin BG. Enforcement of
data protection, privacy and security in medical informatics. In: Lun KC,
Degoulet P, Piemme TE, Rienhoff O, editors. MEDINFO 92.Proceedings of
the 7th World Congress on Medical Informatics; 1992 Sept 6-10; Geneva,
Switzerland. Amsterdam: North-Holland; 1992.p.1561-5.

Scientific or Technical Report: Smith P. Golladay K. Payment for durable
medical equipment billed during skilled nursing facility stays. Final report.
Dallas (TX) Dept. of Health and Human Services (US). Office of Evaluation
and Inspections: 1994 Oct. Report No: HHSIGOE 169200860.

Thesis: Kaplan SI. Post-hospital home health care: the elderly access and
utilization (dissertation). St. Louis (MO): Washington Univ. 1995.

Manuscripts accepted for publication, not published yet: Leshner Al. Mole-
cular mechanisms of cocaine addiction. N Engl J Med In press 1997.

Epub ahead of print Articles: Aksu HU, Ertirk M, Gl M, Uslu N. Success-
ful treatment of a patient with pulmonary embolism and biatrial thrombus.
Anadolu Kardiyol Derg 2012 Dec 26. doi: 10.5152/akd.2013.062. [Epub
ahead of print].

Manuscripts published in electronic format: Morse SS. Factors in the emer-
gence of infectious diseases. Emerg Infect Dis (serial online) 1995 Jan-Mar
(cited 1996 June 5): 1(1): (24 screens). Available from: URL: http:/ www.
cdc.gov/ncidodIEID/cid.htm.

Tables: Tables should be identified with Arabic numbers (1,2,3,.) in the order
mentioned in the text. Please include a legend for each table. Tables must also
include information indicating statistical significance such as standard deviation,
standard error of means and p-value. The tables should be mentioned in the
text.

Photographs, lllustrations and Graphics: Photographs, illustrations and graphi-
cs to be submitted electronically should be no more than 800 pixels wide, 600
pixels long, at least 200 pixels wide and 150 pixels long. Photographs should
be sent in the highest quality JPEG format with a minimum compression factor,
and illustrations with a fixed color tint should be sent in the GIF format. Editors
may decide to minimize photographs and illustrations or change their resolution
as required by the page format.

Video clips: Video images should be in the MPEG format, 240 pixels wide and
172 pixels high.

Measures: All measures must be expressed in metric units.

Abbreviations and Symbols: Please use only the accepted standard abbreviati-
ons and avoid using abbreviations in the title and abstract. Abbreviations should
be defined in the text where they are first mentioned.

Acknowledgements: Authors may write a short note of acknowledgment to per-
sons or institutions, which have contributed to the preparation of the manusc-
ript, made methodological contributions, supplied materials or given financial
support.

Ethics: Manuscripts reporting the results of experimental studies on human
subjects must include a statement that informed consent was obtained after
the nature of the procedure(s) had been fully explained. Manuscripts descri-
bing investigations in animals must clearly indicate the steps taken to eliminate
pain and suffering. Authors are advised to comply with internationally accepted
guidelines, stating such compliance in their manuscripts and to include the ap-
proval by the local institutional human research committee.
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Yazim Kurallari

Meme Saghgi Dergisi, baska bir yerde yayinlanmamis veya yayin igin génde-
rilmemis olmak kaydiyla “arastirma”, “olgu sunumu”, “derleme” ve “teknik yazi”
sekillerindeki galismalari kabul eder. Bitln yazilar, derginin yazim kurallarina
uygunlugu agisindan editérlerin ve bilimsel igerigi agisindan en az iki danis-
ma kurulu Uyesinin kontroliinden gecer. Bilimsel yazilarin tam metin dili Turkce
veya Ingilizce olabilir.

YAZININ HAZIRLANMASI

Makale diizenindeki bitlin arastirma yazilarinda asagidaki bélimler bulunma-
lidir.

Baslik, makalenin igerigini tam olarak ifade etmelidir.

Yazar isimleri ve kurumlari, yazinin ana dokimaninda bulunmamalidir. Bu
bilgiler yazinin dergiye yollanmasi asamasinda girilecektir. Her yazar, maka-
lenin icerigini olusturan ¢alismada rol almig olmalidir. Yazar isimleri dergide,
ismin basharfi ve soyisim seklinde yer alacaktir. Makale iceriginden cikartilan
ana sonuglara etki eden bitiin bélimler, en az bir yazarin sorumlulugundadir.
“Sonuglardan sorumlu yazar”, belirtimedigi taktirde, birinci siradaki isim olarak
kabul edilir. Yayinin dergiye kabuli igin, batiin yazarlarin YAYIN HAKKI (COPY-
RIGHT) FORMU’nu imzalayip postayla dergi adresine géndermeleri gereklidir.

Ozet: Tiirkge ve Ingilizce yazilmis makalelerin her birinde, 100 sézciikten az ve
250 sézciikten gok olmayacak sekilde Tiirkge “ve” ingilizce 6zet bulunmalidir.
Ingilizce 6zetin bagina yazinin ingilizce basligi da yazilmaldir. Ozetler yazinin
amacini, temel yontem ve uygulamalari, bulgulari, istatistiksel anlamliligi ve
sonuglari igermelidir. Arastirma yazilarina ait 6zetler, asagida 6érnegi bulunan
sistematik dlizene gore yazilmis olmalidir. Olgu sunumu, derleme ve teknik yazi
turlerinde metin ve 6zetler diiz yazi formatinda olabilir.

Her makaleye en az 2 adet anahtar kelime verilmelidir. Anahtar kelimeler Index
Medicus: Medical Subject Headings ve Turkiye Bilim Terimleri sézlugiun’ nden
segilmelidir.

Arastirma turiindeki yazilarda ana metin, her biri bagliklarla ayriimis olarak “Gi-
ris”, “Yontem ve Geregler”, “Bulgular”, “Tartisma ve Sonuglar” ve “Kaynaklar”
bélumlerini icermelidir. Olgu sunumu, derleme, ve teknik yazi tlrlerindeki b6-
limleme, yazinin igerigine gore farkli olabilir.

Giris: Makalenin yazilma amaci agik olarak belirtimeli ve bunun gerekgeleri
Ozetlenmelidir.

Yoéntem ve Geregler: Calismanin yapildigi kisi ve nesnelerin segim kriterleri
aclikca belirtiimelidir. Kullanilan ydntemler, baskalarinin da tekrarlayabilecegi
detaylariyla tanimlanmis olmalidir. Ozelligi olan ve bilinen yéntemler igin kaynak
gosterilmeli, kullanilan yéntemin nigin segildigi belirtimeli ve kisithliklar agiklan-
malidir. Bitun ilaglarin ve kimyasal maddelerin jenerik isimleri, dozlari ve verilis
bigimleri belirtilmis olmahdir. Kullanilan istatistik ydontem, okuyucularin elde edi-
len bulgular Uzerinde tekrarlayabilecekleri sekilde agikga belirtilmis olmalidir.
Ornekleme yéntemleri ve tedavi komplikasyonlari tanimlanmali, yiizdelerle bir-
likte gézlenen sayilar da verilmeli ve varsa, istatistik igin kullanilan bilgisayar
programinin adi belirtimelidir. Insanlar {izerinde yiiriitillen deneysel galismalar-
da, galismayla ilgili etik kurul onayinin dergiye génderiimesi zorunludur. Ozellik-
le resimlerde olmak Uizere, hasta isimleri, isim kisaltmalari, protokol numaralari,
hastane isimleri gibi kimlik tanimlayan isaret ve ifadeler kullaniimamalidir.

Bulgular: Galismadan elde edilen bulgular, yazinin mantik akisina uygun si-
rada metin, tablolar, veya resimler halinde gosterilmelidir. Tablo ve resimlerde
bulunan verilerin tamami metin iginde tekrarlanmamali, sadece 6nemli olanlari
vurgulanmahdir.

Tartisma ve Sonuglar: Sadece galismadan elde edilen bulgulardan cikartilacak
yeni ve 6nemli sonuglar tartisiimalidir. Calismanin sonuglari amaglar ile iligki-
lendirilmeli, elde edilen bulgularin destegini tagimayan ve kesin olmayan sonug-
larin bildirilmesinden kaginiimahdir.

Kaynaklar: Kaynaklar yazinin tam metninde cuimle igine “ve ark.”dan sonra veya
ciimle sonlarina parantez icinde arabik rakamlarla yazilmali (Ornek: “(35).”) ve
metin icindeki gegis sirasina gore yazinin sonunda listelenmelidir.Yalnizca yayin-
lanmis ya da yayinlanmasi kabul edilmis ve 6zelliklesonyayinlar kaynak olarak
kullaniimalidir.Yazarlar kaynaklarin dogrulugundan sorumludur. Ulagiimasi mim-
kiin olmayan ve herhangi bir veritabaninda indekslenmeyen kaynaklar kullanil-
mamalidir. Dergi isimleri Index Medicus-NLM Style (Patrias K. Citing medicine:
the NLM style guide for authors, editors, and publishers [Internet]. 2nd ed. Wend-
ling DL, technical editor. Bethesda (MD): National Library of Medicine (US); 2007
- [updated 2011 Sep 15; cited Year Month Day] tarafindan belirlendigi sekilde
kisaltilmalidir (http://www.nIm.nih.gov/citingmedicine). Alti ya da daha az yazarl
kaynaklarda tim isimler yazilmali, altidan fazla yazar oldugunda ise ilk alt yaza-
rin ismi yazilarak arkasindan Tiirkge kaynaklarda“ve ark.”, ingilizce kaynaklarda
“et al.” ifadesi eklenmelidir. Kaynaklarin yazim sekli ve noktalamalar asagidaki
orneklere uygun olmaldir.

Pubmed indekslerine kayitli kaynaklarin Pubmed numarasi, kaynagin sonuna
ve parantez iginde yazilmaldir; bu sekilde, ilgili kaynadin 6zetine ulasiimasi
mUmkin olabilecektir. Bu numaraya ulagsmak igin PubMed internet sitesinden
kaynag! aratmak yeterlidir. Aratma islemi igin kaynagin ¢ yazarinin soyadini
yan yana yazmak ¢ogu zaman yeterlidir; bu sekildeki arama istenen sonucu
vermezse kaynagin bashginin tamamini yazarak arama yapmak da midmkiin-
dir. Arama sonucunda 6zetin altinda PMID: xxxxxxx seklinde yer alan numa-
rayl, gosterdiginiz kaynagin sonuna parantez iginde yazmaniz gerekmektedir.

Ornekler:
Dergi makalesi: You CH, Lee KY, Chey WY, Menguy R. Electrogastrog-
raphic study of patients with unexplained nausea, bloating, and vomiting.
Gastroenterology 1980; 79: 311-4.

Tek yazarli kitap: Colson JH, Armour WJ. Sports injuries and their threat-
ment. 2nd ed. London: S. Paul; 1986.

Kitap icinde bolim: Weinstein L, Swartz MN. Pathogenic properties of in-
vading microorganisms. In: Sodeman WA Jr, Sodeman WA, editors. Pat-
hologic physiology: mechanisms of disease. Philadelphia: W.B. Saunders;
1974.p.457-72.

Yazar olarak editor(ler): Norman 1J, Redfern SJ, editors. Mental health care
for elderly people. New York: Churchill Livingstone; 1996.

Toplantida sunulan yazi: Bengisson S. Sothemin BG. Enforcement of data
protection, privacy and security in medical informatics. In: Lun KC, Degou-
let P, Piemme TE, Rienhoff O, editors. MEDINFO 92.Proceedings of the 7th
World Congress on Medical Informatics; 1992 Sept 6-10; Geneva, Switzer-
land. Amsterdam: North-Holland; 1992.p.1561-5.

Bilimsel veya teknik rapor: Smith P. Golladay K. Payment for durable medi-
cal equipment billed during skilled nursing facility stays. Final report. Dallas
(TX) Dept. of Health and Human Services (US). Office of Evaluation and
Inspections: 1994 Oct. Report No: HHSIGOE 169200860.

Tez: Kaplan SI. Post-hospital home health care: the elderly access and utilizati-
on (dissertation). St. Louis (MO): Washington Univ. 1995.

Yayina kabul edilmis ancak henliz basilmamis yazilar: Leshner Al. Molecular
mechanisms of cocaine addiction. N Engl J Med In press 1997.

Erken cevrimici olarak yayinlanan yazi: Aksu HU, Ertiirk M, Gil M, Uslu N.
Successful treatment of a patient with pulmonary embolism and biatrial th-
rombus. Anadolu Kardiyol Derg 2012 Dec 26. doi: 10.5152/akd.2013.062.
[Epub ahead of print].

Elektronik formatta yayinlanan yazi: Morse SS. Factors in the emergence
of infectious diseases. Emerg Infect Dis (serial online) 1995 Jan-Mar (cited
1996 June 5): 1(1): (24 screens). Available from: URL: http:/ www.cdc.gov/
ncidodIEID/cid.htm.

Tablolar: Tablolar metin icindeki gegis siralarina gore arabik rakamlarla (1,2,3...)
numaralandiriimali ve her tablo igin bir baslhk bulunmalidir. Tablolarda, standart
deviasyon, ortalamalarin standart hatasi, p-degeri gibi istatistiksel dnemi bildi-
ren verilere yer verilmelidir. Tablonun yerinin metin iginde de belirtilmis olmasi
gerekir.

Resim, Cizim ve Grafikler: Elektronik ortamda gdnderilecek resimler, gizimler ve
grafikler en fazla 800 piksel genislikte ve 600 piksel yikseklikte, en az 200 pik-
sel genislik ve 150 piksel yiikseklikte olmalidir. Fotograflar en az sikistirma faktori
kullanilarak ve en iyi kalitedeki JPEG goriinti formatinda, sabit renk tonlamasina
sahip gizimler GIF goriintii formatinda génderilmelidir. Gonderilen resim ve gizimler,
derginin sayfa diizeninin gerektirdidi sekilde editorlerin karariyla kigultllebilir veya
¢ozlnurlukleri degistirilebilir.

Video klipler: Gonderilen video gérintileri MPEG formatinda ve 240 piksel ge-
nislik x 172 piksel ylikseklikte olmalidir.

Olgiiler: Biitiin dlgiiler metrik sistemde olmalidir.

Kisaltmalar ve Semboller: Sadece kabul edilmis standart kisaltmalar kullanil-
mali, baslk ve 6zette kisaltma kullanimindan kaginilmalidir. Kisaltmanin metin
icinde ilk kullanildig! yerde acgilimi belirtilmis olmalidir.

Tesekkir: Yazar(lar), yazinin hazirlanmasinda emegi gecen ve yontem, malzeme,
veya finansal destek veren kisi ve kuruluslara kisa bir tesekkir notu yazabilirler.

Etik: Yazarlar, yapilan deneysel ¢calismalarin sonuglarini bildiren yazilarda, ulus-
lararasi alanda kabul edilen kilavuzlara ve TC. Saglik Bakanlidi tarafindan ge-
tirilen ve 29 Ocak 1993 tarih ve 21480 sayili Resmi Gazete'de yayinlanan “llag
Arastirmalar Hakkinda Yénetmelik” ve daha sonra yayinlanan diger yonetmelik
ve yazilarda belirtilen hikimlere uyuldugunu belirtmeli ve kurumdan aldiklari Etik
Komitesi onayini istendigi takdirde gdndermelidir. Hayvanlar izerinde yapilan ¢a-
lismalar igin de gereken izin alinmali; yazida deneklere agri, aci ve rahatsizlik
verilmemesi icin neler yapildigi agik bir sekilde belirtiimelidir.
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BREAST CARE AND CANCER NURSING: AN EXAMPLE FROM
THE GERMAN-SPEAKING COUNTRIES
MEME BAKIM VE KANSER HEMSIRELIGI: ALMANCA KONUSULAN ULKELERDEN

BIR MODEL ORNEGI

Beyhan Bag', Nesrin Reis?

"Health Science, Nursing, Giessen, Almanya
“Saqlik Bilimleri Fakiiltesi, Hemsirelik Baliimd, Istanbul, Tirkiye

ABSTRACT

In order to prevent misunderstanding of diagnosis, care and treatment proce-
dures for cancer patients, it is suggested to establish a standard thorough set of
procedures within the healthcare system in accordance with the recommenda-
tions of international cancer organizations. Following these recommendations,
many countries in Europe have already set up cancer treatment centres as part
of their own health care system. Along with the establishment of specialized
breast cancer treatment centres, breast cancer treatment and nursing became
a requirement in general oncology centres worldwide. Despite the establish-
ment of breast cancer centres in different regions of Turkey, breast care nursing
procedures have either not been introduced or are not adequately performed.
In order to introduce this program effectively, improve understanding of the dis-
ease and provide continued quality treatment for cancer patients, the Ministry
of Health should organize specialized in-service training programs for nurses
within cancer centres, state hospitals and university hospitals. It is in light of
this situation that the current review discusses the experience of breast cancer
treatment centres and private practice in German-speaking countries, analysing
their approach to specialized nursing and breast cancer care procedures.

Key words: Cancer centers, breast care nurse, cancer care nursing, breast cancer,
cancer patients

bakimin yapilandirmasinda merkezlesme 6n plana ¢ikmistir.

Bu merkezlesme egilimi cesitli uzmanlardan olusan ekibin go-
rev aldigi jinekolojik kanser ve meme merkezlerinin olugmasina yol
acmistir(1). Meme kanseri hastalariyla ilgili saglik sisteminde olus-
turulan merkezesme hastalarin tedavi ve bakiminin iyilestirilmesi
baglaminda ingiltere'de oldukca olumlu geri bildirimler almistir (2).
EUSOMA (Avrupa Meme Birligi) kriterleri gibi bu alanda olusturul-
mus uluslararasi yonergeler asgari standart olarak hemsirelik bakim
gereksinimini kapsayan bir sertifikasyon stirecini tanimlar. EUSOMA
meme kanseri merkezlerinin sertifikasyonu icin 2006'da yayinlamis
oldudu kriterlerde ana temayl meme kanseri merkezlerinin islevle-

Kanserin tani ve tedavisinde karisikligi gidermek icin tedavi ve

OzZET

Uluslararasi kanser orgiitleri kanserin tani ve tedavisinde ortaya ¢ikan
kansikhgr gidermek icin tedavi ve bakimin yapilandirmasinda pratikte bir tiir
merkezlestirme anlamina gelen kanser merkezlerinin kurulmasini onermistir.
Bu oneriyle birlikte kanserin diger tiirlerinde oldugu gibi meme saghgi ve
kanser merkezleri tipki diinyanin bircok iilkesinde oldugu gibi Avrupa saghk
sisteminde yerini almaya baslamistir. Bu merkezlerde ise meme bakim ve
kanser hemsireliginin 6nemi belirgin olarak ortaya cikmgtir. Tiirkiye'de farkli
bélgelerde meme kanseri merkezleri olusmaya baslamasina karsin olusturulan
ekip icerisinde bu dzel dal hemgireleri heniiz yerlerini almamistir. Bu dzel dal
hemsireliginin bu merkezlerdeki beklenen roliinii iistlenebilmesi ve hastalara
daha iyi tedavi ve bakim hizmetinin sunulabilmesi icin Saglik Bakanhgina
bagli veya iiniversite hastaneleri icerisinde hizmet ici egitim programlarinin
olusturulmasi gerekir. Meme kanseri merkezlerinin Almanca konusulan iilkel-
erdeki kurulma amaa bu merkezlerin igleyis bicimleri ve 6zel alan hemsire-
liginin tamitildigi bu derleme ile iilkemizdeki bu alandaki tartismalara katk
saglamak amaglanmistir.

Anahtar sozciikler: Kanser merkezleri, meme bakim hemsiresi, kanser bakim
hemsiresi, meme kanseri, kanser hastalari

rinin hastanin desteklenmesi olarak tanimlamistir (patient support
staff)(3). Meme kanseri hemsiresi ise bu merkezlerde 6nemli rol bir
Gstlenir. EUSOMA'nin glincel yonergesinde yer alan “hastanin des-
teklenmesi” taniminda bu rol, meme bakim hemsiresi tarafindan
hasta kadinlara yonelik hazirlanmis 6neriler, danismanlik ve psiko-
lojik yardim gibi alanlarda kadinlarin diizenli desteklenmesi olarak
aciklanir. Hemsireler meme kanseri hastalarinin yasayabilecekleri
olasi psikolojik ve fiziksel sorunlar konusunda uzmanlik egitimi alir.
Tedavi ve bakim ekibinin temel figiirii hemsirelerden tani sonrasin-
da hastay1 duygusal destekleyebilecek, danismanlik yapabilecek ve
olasi tedavi planlar hakkinda bilgi verebilecek diizeyde donanimli
olmasi beklenir. Ayrica bu 6zel alan hemsireleri, meme kanseri izlem
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ve gelismis meme kanseri kliniklerinde hastalarin gereksinimlerini
karsilayabilecek bilgiye sahip olmalidir. Baska bir sdylemle; meme
kanseri hemsiresi hastaya tani konulmasindan hastaligin ileri asa-
malarina kadar hastada ortaya ¢ikmasi olasi sorunlara hakim ol-
malidir. EUSOMA gibi Avrupa genelindeki uluslararasi 6rgtitler her
meme kanseri merkezinde en azindan iki meme bakim hemsiresi-
nin buldurulmasini onerir (4). Arastirmalar da uzman hemsirenin
vermis oldugu danismanlik hizmetleriyle 6zellikle psiko-sosyal alan-
da hastalarda iyi sonuglar alindigini bildirir (5). Randomize kontrollii
calismalarda meme bakim hemsiresinin hastanin yeniden sosyal
entegrasyonuna yardiminin hastadaki kaygi ve depresyonun azal-
masina yol actigi ve karar verme siirecine oldukca yardimci oldugu
saptanmustir (6). Anglo-amerikan ve iskandinav ilkelerinde meme
bakim hemsireligi kavrami ve rolleriyle ilgili farkh bicimlere rastlanir
(5). Turkiye'de ise gesitli hastanelerde 6rnegin Acibadem Hastaneler
Grubu ve Florence Nightingale Hastaneler Grubu kendi blinyelerin-
de meme saghgr merkezlerini olusturmus olmasina karsin olustu-
rulan ekip icerisinde bu 6zel dal hemsirelerinin varligi s6z konusu
degildir (7, 8). Bu merkezlerin tam olarak islevini heniiz kazanama-
mis olmasi ve bu alanda olusmus gereksinimi karsilayabilecek hem-
sirelerinin olmamasi, hemsirelerin bu merkezlerde ekipte beklenen
roliinii alamamasinin nedenleri olarak gériilebilir. Ozel dal hemsi-
religinin bu merkezlerdeki beklenen roliini Gstlenebilmesi ve has-
talara daha iyi tedavi ve bakim hizmetinin sunulabilmesi i¢in Saghk
Bakanligina bagli veya Universite hastaneleri icerisinde hizmet ici
egitim programlari olusturulmadir. Meme kanseri merkezlerinin
Almanca konusulan (lkelerdeki kurulma amaci, isleyis bicimleri ve
Ozel alan hemsireligi olarak meme bakim ve kanser hemsireliginin
tanitildigi bu derlemeyle llkemizdeki bu yondeki tartismalara bir
katki yapmak amaclanmistir.

Kanser Merkezleri
Diinya Saglik Orgiitii'niin(DSO) énerisi (izerine 2008 yilinda Avru-
pa'da kanserin tedavisi ve bakiminda standartlasmayi saglamak
icin “Ulusal Kanser Plani” ilan edilmistir. Ortak olusturulmus bu
planda biyik bir rol oynayan Almanya kanser hastalarinin tedavi
ve bakimindaki kaliteyi artirmak ve planda yer alan hedefleri ger-
ceklestirmek ve bu alandaki mevcut problemlerin ¢6ziim icin asa-
gidaki girisimleri olusturmustur (9).
+ Kanserden birincil korumanin gelistirilmesi
+ Kanserde erken taninin gelistirilmesi
« Kanser merkezlerinin olusturulup bu merkezlerin sertifikas-
yonu
- Tedaviden elde edilen sonuglarin seffaf ve elestirel analizleri
« Sik gorilen kanser tirleri icin kanita dayali onkolojiyle ilgili
yonergelerin stirekli yenilenip gelistirilmesi
+ Onkolojide calisan tim saglik personelinin diizenli olarak
hizmet ici egitimleri
+ Hastalarin yeterli oranda psiko-onkolojik ve psiko-sosyal hiz-
met almalarn
« Palyatif bakim birimlerin kurulmasi
+ Kanser epidemiyolojisinde bolgesel 6zelliklere uygun mer-
kezi kliniklerin olusturulmasi
+ Kanser arastirmalarinin desteklenmesi ve arastirmalarda bir
standart yonetimi
+ Grup odakl ve kalite glivenceli hasta egitimi, danismanlk
ve yardim gruplariyla (ortak karar -shared decision making)
hastanin yeterliliginin gliclendirilmesi (9).
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Meme Sagligi ve Kanseri Merkezleri

Standart tedavi ve bakimi belirlemek amaciyla sik gorilen kanser
tlrlerine (meme, kolon, prostat, cilt, akciger ve jinekolojik kanser-
ler vb.) 6zgli organ kanser merkezleri (Organkrebszentren) olustu-
rulmustur. Sertifikalandinlmis olan bu merkezlerde (2003) meme
saghgi ve kanseri, (2006) kolon kanseri merkezi, (2008) akciger, cilt,
prostat ve jinekolojik kanser merkezleri kurulmustur. Nisan 2011'e
kadar 263 farkl bolgede kurulmus olan meme sagligi ve kanseri
50.000'nin (izerinde hastaya temel tedavi ve bakim saglamustir. ikibi-
non yilinin sonunda Almanya'da kalite sertifikasi almis olan bu mer-
kezlerde meme kanseri hastalarinin %91,5'ine tedavi ve bakim hiz-
metleri sunulmaya baslanmistir. Glincel tanimlayici bir ¢alisma bu
merkezlerin Almanya'da hizli bir sekilde kabul gordiiguni ve tedavi
ve bakim hizmetlerinde iyilesme sagladigini ortaya koymustur (10).

Onkoloji/kanser merkezlerinde tek bir yerde sik gorilen kanser tiir-
lerine gore olusturulmus merkezleri birbirine baglayan bir organi-
zasyon yapisi anlasilir. Bu merkezler alt birimlerde yer alan kanser
kayit, arastirmalarin organizasyonu ve halkla iliskiler alanlarinda
kalitenin ytlkseltilmesinden ve yapilandirmanin gelistirilmesin-
den sorumludur. Kapsamli Kanser Merkezi (Comprehensive Cancer
Center) yapilanmada son basamakta yer alir. Ulusal ve uluslararasi
arastirma faaliyet ve isbirlikleriyle kanser hastaliginin tedavi ve ba-
kimiyla ilgili tiim alanlarda belirleyici bir rol Gistlenir. DSO onkoloji
servisleri ve kanser kurullar arasindaki isbirliginin kanserin tim
tirleri icin kurulmasini 6nerir (11).

Meme sagligi ve kanseri merkezi meme hastaliklarinin tedavisi icin
olusturulmus disiplinler arasi bir birimdir. Kadin saghgi ve hastalik-
lari uzmanlari, radyologlar, i1sin tedavisi, niikleer tip, plastik cerrah-
lar ve patoloji uzmanlarinin yani sira (medikal onkolog yok mu?),
meme bakim hemsiresi gibi farkl disiplinlerden gelen uzmanlar
(Breast Care Nurse- s6z konusu llkelerde uygulamada anglo Ame-
rikan Ulkelerindeki 6zgiin ismi kullanilir) hastanin tani almasindan
sonra tamamlayici tedavi ve bakimina kadar olan siirecte hastanin
yaninda yer alir. Meme sagligi ve kanseri merkezlerinde tani, tedavi
ve destekleyici tedaviler gibi hastaya hastaliginin tedavi ve baki-
mi icin sunulan tim hizmetler tek bir merkezden organize edilir.
EUSOMA tiim meme sagligi merkezlerinde tedavi ve bakimla ilgili
sureclerin hastanin standart bakim almasini saglayan bir organi-
zasyon islevi gérmesi gerektiginin 6Gnemini vurgular. Birlik ayrica
meme sagligi ve kanseri merkezlerinin gereksinimleri bashgi al-
tinda bir merkezde en az iki meme bakim hemsiresi gerekliligini
vurgularken séz konusu hemsirelerin farkh disiplinlerden gelen
uzmanlarin bir araya geldigi haftalik toplantilarda yer almalarinin
gerekliligi Gzerinde durur (4). Meme saghgi ve kanseri merkezin-
den beklenen kalite dl¢ltleri ise sunlardir:

« Farkh disiplinlerden gelen bir ekibin varligi. Ekip, haftalik
olarak diizenledigi toplantida tedavi plani olusturup bunun
uygulamaya konulmasiyla ilgili her adimi tartisir.

+ Hastalarin yapilmasi planlanan veya yapilmakta olan arastir-
malara katiminin saglanmasi

+ Yeni arastirma projelerinin gelistirilmesi

- Hastalikla ilgili tim taraflarin tedaviyle ilgili kararlara dahil
edilmesinin saglanmasi

Meme saghdi ve kanseri merkezlerinin hedefleri ise;
+ Meme hastaliklarinin tedavi ve bakiminin standardizasyo-
nunda isbirligi ve duyarlih@in artirlmasi
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« Farkh disiplinlerden gelen uzmanlarla birlikte ¢alisarak tani-
dan tamamlayici tedavi siirecine kadar hastalikla ilgili tim
surecte yer alan adimlarin diizenli bir bicimde isleyisinin sag-
lanmasi

+ Olasi risklerin en aza indirilerek tedavide glvenligin artiril-
masi (9, 12)

Meme ve Kanser Bakim Hemsireligi

Avrupa’da meme merkezi kurma egilimi meme kanserinde uzman-
lasmis hemsireye artan ilgiyle paraleldir (9). Almanya'nin bazi eya-
letlerinde ve Avusturya'da meme saghg ve kanser merkezlerinin
kurulmasinin ardindan 6zel dal hemsireligi diger Avrupa Ulkele-
rinde oldugu gibi meme bakim hemsireligi olarak bu merkezlerde
yerini almistir (13). ikibiniki yilinda Bern'de (isvicre) tiniversite kadin
kliniginde kurulan meme saghgi ve kanser merkezinde jinekolojik
kanser hastalarinin tani, tedavi ve bakim siirecine yogunlagsmasi
bu 6zel alan hemsireligine olan gereksinimi somutlastirmistir (6).
Anglo-Amerikan gelenegine karsin isvicre ve Almanya’nin bazi
eyaletlerinde meme kanseri ve jinekolojik kanser hastalari ayni
grup altinda toplanir (14). Bu merkezde hasta ve yakinlari icin genis
perspektifli tedavi ve bakim hizmetleri sunulur. Bu hizmetlerin kap-
saminda cesitli uzmanlik alanlariyla siki isbirligi icinde stirdiirtilen
tedavi ve bakim hizmetlerinde zengin icerikli danismanlik hizmet-
leri yer alir. Bu nedenle merkez bakim hizmetlerinin tam kapsamli
olarak verilebilmesi var olan anglo-Amerikan kdkenli meme bakim
hemsireligi modelinden yola cikilarak tlkede olusturulan kanser
merkezlerinin yapisi dikkate alinarak yeni bir model olusturulmus-
tur (13, 14).

Meme bakim ve kanser hemsiresinin temel gérevi meme ve jine-
kolojik kanserli hastalara danismanlik yapip tedavi ve bakimlari
boyunca eslik etmektir. Kanserle miicadele ilk taninin alinmasiyla
baslamadigindan 6zel alan hemsiresinin genel hedefleri arasina
koruyuculuk boyutu da eklenir (saghkh kadinlarin diizenli olarak
erken teshis icin muayeneleri gibi). Ornegin aile 6ykiisiinde meme
kanseri olan kadinlara genetik olarak risk altinda olduklarinin agik-
lanarak onlarin diizenli kontrola gelmeleri saglanir. Burada s6z ko-
nusu olan kanserin sadece hastalik olarak deneyimlenmesi degil,
hastaligin altinda yatan ana nedenlerin arastirilmasidir. Birinci ba-
samakta yer alan kanseri 6nleme alaninda calisan hemsire, hasta
ve hasta yakinlarini genetik risk faktorleri ve olasi tedavi ve bakim
secenekleri hakkinda bilgilendirir. Ayrica telefon yardim hatti hiz-
metleriyle ilgili kisileri HPV-enfeksiyonu ve bu konuda gelistirilmis
olan asi konusunda bilgilendirir (13, 14).

Meme ve Kanser Bakim Hemsiresinin Yeterlilikleri

Bu alan dal hemsireligiyle ilgili modeller karsilastirildiginda meme
bakim veya kanser bakim hemsirelerinden beklenen rol ve ye-
terlilikleriyle ilgili cok az zorunlu standartlar olmasina karsin alan
hemsiresinden en azindan asagida yer alan niteliklere sahip olmasi
beklenir (15).

+ Uygulanan tedavi ve bakimla ilgili olarak hastayi fiziksel ve
psiko-sosyal acidan degerlendirebilme ve uygun olan giri-
simlerin kullanimi

+ Hasta ve yakinlarina yazili ve s6zIu bilgi saglayabilme

+ Farkli tedavi bicimlerinde tiim tedavi stirecinin koordinasyonu

« Multi disipliner bir ekipte uzman kisiler arasinda iletisimi sag-
lama.
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Tim bu beklenilen niteliklere dayanilarak meme ve kanser bakim
hemsirelerinden temel egitimlerinin yani sira onkolojide yapilmis
ek bir egitim (onkoloji hemsireliginde uzmanlik egitimi gibi) ve
kanser hastalariyla uzun yillar calismis olmak 6n kosuldur. Bu yet-
kinlik profili hala bes alanda gelisim icerisindedir (16, 17).

Alan 1: Destekleyici Bakim

Meme ve kanser bakim hemsiresi, hasta ve yakinini bakim bilgisi
temelinde bilgilendirip danismanlik yaparak ve onlarin egitimin-
den sorumludur. Baska bir séylemle hastanin ve yakininin hasta-
ligin her evresinde fiziksel, psikolojik, sosyal ve seksuel alanlarda
desteklenmesi gibi kapsamli bir gorev Ustlenir. Hemsire ayrica has-
ta ve yakinlarinin tedavi ve bakim gereksinimlerini anlayabilmek
icin onlarla karsilikli givene dayanan bir iliski olusturarak saptamis
oldugu gereksinimlerle ilgili hasta ve yakinlarina belirli secenekler
sunarak glindeme gelen her bir secenekle ilgili aciklamalarda bu-
lunur. Meme bakim ve kanser hemsiresi hastada saptamis oldugu
sorunlarla ilgili diger uzman hemsireleri bilgilendirmek ve karsilikli
bilgi alisverisinde bulunmak lzere diizenli vaka toplantilarina kati-
lir. Belirli ararliklarla da psikosomatik alaninda ek egitim almis olan
bir doktor tarafindan gézetim alir (13, 18).

Alan 2: Birlikte Calisma

Meme ve kanser bakim hemsiresi iletisim alanindaki bilgisiyle has-
ta ve yakinlariyla siki bir isbirligindedir. Hemsirelik tanilari alaninda
bilgisini derinlestirerek diger meslektaslariyla beraber hastanin te-
davi ve bakimina dahil olan diger uzman kisiler daima iletisimde
kalir. Toplamis oldugu tiim gecerli bilgilerin yazili veya s6zli olarak
diger uzman kisilere ulagsmasini saglar (19, 20).

Alan 3: Bakim ve Tedavinin Koordinasyonu

Meme ve kanser bakim hemsiresinden hasta memnuniyetini ve,
tedavi ve bakim stirecindeki verimliligi artirmak icin vaka yonetici-
sinin temel anlayisina sahip olmasi beklenir. Kendi deneyimlerine
dayanarak hastanin tedavi ve bakimina katilan tim uzman kisilerle
iletisime gecer ve bu bireylerin birbirleriyle iletisimde kalmasina
yardimci olur. Bu ayni zamanda bu 6zellesmis alan hemsiresinin
hastanin tedavi ve bakim gereksinimleriyle ilgili islemlerin etkili ve
verimli bir sekilde yapilmasini saglar (20, 21).

Alan 4: Danismanlik, Hasta Egitimi ve Bilgilendirilmesi

Meme ve kanser bakim hemsiresi danismanlik ve 6grenme teorileri
Gizerine bilgisini gelistirerek hasta ve yakinlarinin gereksinimlerine
gore cesitli hizmetler gelistirir. Bu alanda egitilmis uzman hemsi-
relerin destegiyle kanita dayali bakim bilgisini strekli gtinceller.
Bu glincellenmis bilgiyi hasta ve yakinlarina sunmus oldugu da-
nismanlik, bilgi ve egitimde uygulamada kullanir. Zaman zaman
karsilastigi sorunlar hakkinda gerekli taramalar yapar ve elde ettigi
bilgileri hemsirelik biliminde uzmanlasmis meslektaslariyla tartisa-
rak gereksinim halinde hasta ve yakinlaryla paylasir (20, 21).

Alan 5: Kanser Hemsireliginin Gelismesi

Meme ve kanser bakim hemsiresi jinekolojik kanserler hakkinda
diger hemsirelere hizmet ici egitim sunabilecek diizeyde alan bil-
gisine sahiptir. Ayrica uygulamada edinmis oldugu bilgileri kanita
dayali hemsirelik kapsaminda karsilastirarak hasta ve yakinlari icin
yeni hizmetler gelistirir. Olusmus bu yeni hizmetlerle ilgili tanitim-
da bulunur (gerekli diizenlemelerin yapilmasi vs). Tim bu nitelikler
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bu 6zel alan hemsiresinin meslegini profesyonel olarak algilamasi-
nin yani sira kanser hemsireliginin gelisimine de katki saglayacagi
aciktir (22).

Hasta Siirecinin Yapilandirilmasi

Meme ve kanser bakim hemsireligi konsepti gelistiriimeden 6nce
cesitli (tibbi onkoloji ve radyasyon onkolojisi gibi) uzmanlardan
olusan bir ekip araciigiyla adjuvan meme kanseri hastalari icin bir
model siire¢ tanimlanmustir. Kullanilan bazi araglarla is akisi ydneti-
mi (Case-Wise) diye adlandirilan bir suirecte yer almasi gereken her
adim acik bir sekilde tanimlanmustir. Diger yandan hastalardaki ola-
st danismanlik gereksinimlerini belirlemek icin 82 hastayla yapilan
gorismede asagida yer alan on iki baglk saptanmistir;

+ Gulnlik yasamda destek (%78)

+ Kriz ve basa ¢ikma (%55)

« Ameliyat sonrasi dikkat edilmesi gereken seyler (%51)
+ Radyasyon terapisi (%43)

+  Yorgunluk (%40)

«  Kaygi (%39)

+ Yara bakimi (%36)

« Aile merkezli bakim (%36)

+  Kemoterapi (%35)

+ Lenf 6demi (%34)

- Seroma tedavisi (%32)

+ Beden imaji degisiklikleri (%32) (14).

Bu gereksinimlere goére meme ve kanser bakim hemsiresinin te-
davi ve bakim siirecine entegre olarak hastalar tarafindan ifade
edilen gereksinimler dogrultusunda gérev tanimi olusturulur. Uz-
man hemsirenin hastayla ilk temasi merkezde taninin konulmasi
asamasinda gergeklesir ve jinekologla birlikte tiim goériismelerde
yer alir (Sekil 1: Stire¢ 1). Bilgilendirilmis onamdan sonra hemsire
taburcu oluncaya kadar hastaya rehberlik eder (Sekil 1: Siireg 2).
Hastayla yapilan ilk gériismede amac¢ hastanin duygusal olarak
desteklenmesidir. Meme ve kanser bakim hemsiresi hastayla ilk
gorismede hastaya sunulacak olan hizmetlerle hastayi bilgilen-
dirir ve bu sure¢te hemsirelik anamnezini de almis olur. Sikinti
termometresi (Distress-Thermometer) araciligiyla hastanin maruz
kaldigi sikinti seviyesi belirlenir (17). Hemsire, hastanin durumu izin
verdikce hasta dykustinde kanser hastaligi hakkindaki bilgi ve has-
tanin 6nceden yasamis oldugu deneyimler gibi hemsirelik anam-
nezinde eksik olan bilgileri tamamlar. Burada psiko-sosyal alanla
ilgi sorularin sorulma bicimi ve hasta tarafindan verilen yanitlar
oldukca 6nem tasir. Ayrica belirli stire araliginda devam edecek bir
hastaneye yatigsla ilgili stirecte agiklanir. Bu goriismede hasta 6y-
kisline dahil edilecek hasta yakininin katilmasi beklenir. Hasta bu
gorismenin ardindan kisa bir stire sonra evine doner (Sekil 1: Stireg
3). Arastirmalar, hastalarin hastaliklarinin baslangicinda ¢ok az bir
bilgi edinebildiklerini gosteriyor (14, 23). Diger yandan meme ba-
kim ve kanser merkezindeki deneyimler, tani konulduktan birkag
glin sonra hastalarin meme ve kanser bakim hemsiresi ile tekrar
iletisime gecerek kendilerine konulan tani, tedavi ve bakimla ilgili
bilgi talebinde bulunduklarini géstermistir (14). Hemsire, hastaya
bunun i¢in zaman zaman goriisme olanaklari sunar. Hasta serviste
bulundugu stirece jinekoloji uzmani hemsireler tarafindan tedavi
ve bakimi yapilir. Meme ve kanser bakim hemsiresinin bu strecteki
gorevi hasta anamnezini serviste calisan hemsirelere ulastirmaktir.
Burada amag hastadan ikinci kez anamnez alimini engellemek ve
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serviste calisan hemsireler icin zaman kazanmaktir. Diger yandan
hastayla ilgili saptamis oldugu sorunlarin ¢éziimleriyle ilgili ekip-
le birlikte stratejiler gelistirir (Sekil 1: Strec 4). Mastektomi sonrasi
dénemde ise hastaya ilk protez danismanligini yapar (Sekil 1: Streg
5). Karmasik psiko-sosyal problemleri olan hastalar diizenli olarak
bakim ekibinden danismanlik alir. Ornegin docetaxel tedavilerin-
de olasi yan etki olarak sa¢ kaybina (makyaj danismanhigi bunun
icerisinde yer alir) yonelik hastalara danismanlik yapar. Meme ve
kanser bakim hemsiresi bu hastalar 6zel kuaférliik hizmetleri icin
yonlendirir. Bu hizmetleri sunan birimlerle iletisime gegerek hasta
icin uygun olan perugun bulunmasina calisir. Bunu yaparken 6zel
dal hemsiresi ¢ok cesitli durumlarda ortaya cikabilecek sorunlar
icin hasta yakini ve cesitli uzman kisiler arasinda danismanlik go-
revinde de bulunur (Sekil 1: Stire¢ 6). TUm bu goérevleri yerine ge-
tirebilmek icin meme ve kanser bakim hemsiresinin ayni zamanda
kanser kurulunda yer almasi,tim tedavi ve bakimla ilgili siireclerde
olasi problemlerle ilgili hastayr dogru yonlendirebilmesi icin gerek-
lidir (Sekil 1: Stireg 7). Psiko-sosyal agidan hastanin yararina olacak
her girisimi dikkate almasinda rol alarak bir nevi bu kurullarda has-
tay! temsil eder. Kanser kurulunda hastanin hastalidiyla ilgili tim
randevularin diizenlenmesi ve gereksinimlerinin belirlenmesi gibi
suirecleri birebir izleyen ekip Uyesi olmasindan dolay1 herhangi bir
aksaklik durumda miidahale ederek tedavi ve bakim siirecini hasta
yararina yonlendirir. Hasta taburcu olduktan sonra hastayla telefon
ve e-mail gibi iletisim araglarini kullanarak iletisimde kalir. Meme
ve kanser bakim hemsiresi bu evrede de ekipler arasi danismanlik
stirecine katilir. Ornegin hastanin almasi planlanan kemoterapiy-
le ilgili olasi sorularyla ilgili onkologdan bilgi alinmasi gerekebi-
lir. Yara bakimindan kaynaklanan problemler icin serviste calisan
hemsireler sorumlu oldugundan hastanin gereksinim duymasi ha-
linde bu uzmanlarla baglantiya ge¢mesini saglar. Yine ayni sekilde
kaygi bozukluguyla ilgili bir problem yasiyorsa hastanin psiko-on-
kolojik hizmetlerden yararlanmasi saglanilir. Her bir yeni tanida bu
ozel dal hemsiresi tarafindan hastaya eslik edilecek yeni bir siire¢
baslatilir. Hastayla ilgili tim karar asamalarinda (onkolojik/radyas-
yon onkoloji gibi) yer alan meme ve kanser bakim hemsiresi alinan
kararlarla ilgili olarak hastada olusabilecek olasi sorunlarla ilgili
hastay destekler. ingiltere'de alinan iyi sonuclardan dolayi meme
ve kanser merkezi bu 6zel dal hemsiresinin aktif olarak hastayla bir-
likte calismasina karar verilmistir (14, 19, 24).

Hastaya Sunulan Danismanlik Hizmetlerinin icerigiyle

ilgili Yonergeler

Meme ve kanser bakim hemsiresi hastalara cesitli konularda danis-
manlik hizmeti verir (20). Ustlendigi sorumluluklarin rekabet yarat-
mamasi veya hastanin ayni konuyla ilgili art arda farkli bireylerden
danismanlik almamasi icin hastaya sunulmasi planlanan tim da-
nismanlik konseptlerini dikkatli bir sekilde gézden gecirir. Oncelik-
le tim kavramlar kanita dayali olarak olusturulur. Cesitli uzmanlk
alanlarindan olusan bir ekip tarafindan her bir kavramin uygun ola-
rak onaylanmasi saglanir (25). Ornegin cinsel danismanlik icin han-
gi bilginin hastaya meme ve kanser bakim hemsiresi tarafindan,
hangisinin servis hemsireleri veya doktor tarafindan verilmesinin
uygun olacadi kararlastirilir. Kayginin danismanlik konseptinin has-
taya sunulmasinda ne zamandan itibaren meme ve kanser bakim
hemsiresi hastayla yalniz olarak goriismelerini strdiirmede izinli
olmayacaginin sinirlar belirlenir. Burada hastadaki sikintilari 6l¢-
mede kullanilan sikinti termometresi objektif bir 5lgme araci olarak
hastadan verilerin elde edilmesinde oldukca yardimcidir. Ol¢iimde
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Sekil 1. Hasta tedavi ve bakim siirecinin gematik olarak sunumu (Ozet) (13)
MBM: Meme bakim merkezi, S: Siireg

edinilen deger yiiksek oldugunda hastaya psiko-onkolojik destege
ihtiyaci olduguna karar verilerek bu hizmeti almasi saglanir. An-
tihormon tedavisiyle ilgili olarak ise hastada ortaya ¢ikmasi olasi
yan etkilerin giderilmesine yonelik hangi girisimleri tavsiye edece-
gi veya hangi girisimin hastadan sorumlu olan onkolog tarafindan
yapilmasi gerektigi konusunda yetkindir. ingiltere’ de edinilmis de-
neyim meme kanseri alaninda yetistirilmis olan 6zel dal hemsire-
sinin hastaya genis bir perspektifte bilgi sundugunu gostermistir.
Oyle ki bu hemsireler tabu olarak algilanan bazi konularin(cinsellik
gibi) bu 6zellesmis hemsirelik alaninda yetismis hemsirelerin olus-
turmus oldugu konularda tartisma konusu oldugunu ve hemsi-
relerin bu konuda hastalari yeterli oranda bilgilendirdigini ortaya
koymustur (6, 25).

Meme ve Kanser Bakim Hemsiresi: isvicre'de iki Yillik

Bir Deneyimin Degerlendirilmesi

Hastalara sunulan séz konusu hizmetlerinin kalite degerlendirme-
siyle ilgili hizmeti alan ve almakta olan hastalara bu hizmetin yarar-
g ve memnuniyet dereceleriyle ilgili hemsirelik bilim uzmanlan
tarafindan gelistirilen anket uygulanmistir. Anket sorular literattr
analizi sonucunda jinekolojik onkolojideki hastalarin gereksinimleri
belirlenerek hazirlanmis ve onkolojide calisan iki hemsirelik uzmani
ve, meme ve kanser merkezinin yoneticisi tarafindan anketin gecer-
liligi onaylanmistir. Arastirma sonucunda calismaya katilan hastalar
meme ve kanser bakim hemsiresinden doktorlardan sonra 6nemli
bilgi kaynagi olarak yararlandiklarini belirtmislerdir. Hastalar aile-
lerinden sonra alan hemgirelerini en ¢ok duygusal anlamda destek
aldiklari kisi olarak adlandirmiglardir. Bu ayrica bu alan hemsiresinin
hastanin tedavi ve bakimdan sorumlu ekipteki hastaya duygusal
destek saglayan 6nemli bir Uyesi olarak algilanmakta oldugu anla-

mina gelmektedir. Ayrica hastalar kendilerine sunulmus olan bu hiz-
metten memnun olduklarini ve kendilerinden sonraki hasta grubu-
na bu hizmeti %88 oraninda onerdiklerini belirtmislerdir (14).

Bir Model olarak Meme ve Kanser Bakim Hemsiresi ve Egitimi
Almanya ve Avusturyada bu alanda cesitli kuruluslar tarafindan
hizmet ici egitim verilmektedir (Essen ya da die Charité, Berlin de
oldugu gibi). isvicre'de ise bu egitim 2007 yilinda ilk olarak Bern'de
baslatilmistir (Lindenhof Schule, Bern). Oysa meme merkezlerini
olusturmus Almanya'nin 6zellikle Nordhein-Westfalen Eyaletinde
meme bakim hemsiresi ekipte coktan yerini almistir (26). Meme
bakim hemsiresinin temel hemsirelik egitiminden sonra alinan hiz-
met ici egitimi 320 saatten olusur. Bunun 160 saati teoriye, 120 sa-
ati 6grencinin kendi kendine organize ettigi 6grenim aktivitelerine
ve 40 saati ise uygulamaya ayrilmistir. Hemsireler teorik egitimleri-
ne bu hizmeti sunan bélgelerde yer alan saglik yiiksek okullarinda
devam ederler. Ev 6devlerine yardimci olmak i¢in diizenlenen onli-
ne homepage'den hizmet ici egitimden sorumlu uzmanlardan yar-
dim alabilirler. Programa katilan hemsireler meme bakim ve kanser
merkezlerinde 40 saatten olusan uygulama egitimine katilirlar.
Boylece sertifikalandiriimis bu merkezlerin calisma sistemleriyle il-
gili bir bakis agisi edinmis olurlar. Hizmet ici egitimde hemsirelerin
meme kanseriyle ilgili fizyoloji, patoloji, psiko-onkoloji, bakimda
sosyal yaklasimlar ve iletisim teknikleriyle ilgili bilgileri 6grenerek
hastanin deneyimlemekte oldudu surecle ilgili farkindalik seviyele-
ri artinlir (Tablo 1) (26, 27).

Sonug
Ulkemizde kanser, ikinci en sik 6lim nedenidir (28). Kanserin tedavi-
si ve bakiminda sevindirici gelismeler, beraberinde tedavi ve bakim
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Tablo 1. Meme ve kanser bakim hemsiresinin almig oldugu egitimin icerigi (27).

Egitimin teorik igerigi

Jinekolojik hastaliklar ve meme hastaliklari
Epidemiyoloji, risk faktorleri ve genetik
Tarama teghis ve siniflandirma

Tedavilerin etki ve sonuglar

Mastitis puerperalis ve mastitis nonpuerperalis
Kanser ve hamilelik

Taniya reaksiyon ve psiko-onkoloji

Tedavi sonrasi bakim ve rehabilitasyon
Hedefe yonelik tedaviler

Adjuvan ve neoeadjuvan kemoterapi

Adjuvan endokrin tedavisi

Cerrahi tedavi

Memede goriintiileme teknikleriyle tani

Meme kanserinde 1sin tedavisi

Kriz durumlarinda damsmanlik ve krize eslik etme
Hasta egitimi

Hasta yakinlanina danismanlik

Hasta yakini olarak gocuklar

Klinik arastirmalar ve esaslar

Hemsirelik aragtirmalarinin gézden gegirilmesi
Hastaligin tim evrelerinde gereksinimler

Yeni hemsirelik tanilan

Yara bakimi

Beden imgesi

Karar verme

Meme ve kanser bakim hemsiresinin yasal sorumluluklar ve gorevleri

stirecinin isleyisinde karisikligi getirmistir. Bu durum hem hastaya
sunulan hizmeti hem de sunulan hizmetin maliyetini olumsuz ola-
rak etkilemistir. Ortaya c¢ikan bu olumsuz durumun giderilmesi ve
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hastalarin daha iyi tedavi ve bakim almasinin saglanmasi icin ulus-
lararasi kanser orgltleriyle birlikte bircok llkede kanser merkezleri
kurulmustur. Meme bakim ve kanser merkezlerinin bu merkezlerde
yer almasi gereken, organizasyonun bir parcasi olarak dnerilmesiyle
bu organizasyonlarda hastalara sunulan hizmetlerin islevselligini ar-
tirmak icin meme ve kanser bakim hemsiresi gibi 6zel dal hemsireli-
gi gereksinimi Ortaya cikmistir. Ulkemizde meme sagligi merkezleri
bazi bolgelerde heniiz olusturulma agamasindadir.

Bircok Ulkede her alanda olumlu geri bildirimler alan s6z konusu
ozel dal hemsireliginin bu merkezlerde yerini almasinin bu orga-
nizasyonlarin yararina olacagi aciktir. Diger yandan kanser mer-
kezlerini saglik sistemine uyarlayan hemen hemen her ke kendi
Ulkesel gereksinimlerine gore modeller gelistirmis ve Ulkelerarasi
s6z konusu modeller arasinda farkliliklar olusmustur. Farkh tlkeler-
deki modellerin incelenip, tlkemiz kosullarina ve gereksinimlerine
uygun olarak olusturulacak meme bakim ve kanser merkezlerinde
gelecekte yerini alacak 6zel dal hemsireligini gelistirilip bu konuda-
ki egitim olctitlerinin belirlenip sertifika programlarinin diizenlenil-
mesine ihtiyag vardir.
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OCCULT BREAST CANCER
OKULT MEME KANSERI

Abut Kebudi

Maltepe Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dali, fstanbul, Tiirkiye

ABSTRACT

Breast carcinoma is the most common malignancy in women after skin cancer
and, after lung cancer, the most frequent cause of cancer death in females.
With advances in screening over the past 25 years, fewer than 10% of patients
will present with metastatic breast carcinoma at the time of diagnosis. Occult
breast carcinoma presenting axillary metastases is uncommon and accounts
for less than 1% of newly diagnosed breast carcinoma. However, it continues
to be a challenging diagnostic and therapeutic problem. In this review, the cur-
rent approach to diagnosis and treatment of occult breast cancer is discussed.

Key words: Breast, cancer, occult

eme kanseri bazen palpasyon veya radyolojik muayeneile
saptanabilir bir lezyon olmadan sadece izole aksiller ade-
nopati seklinde gorilebilir. Bu durum tani ve tedavi baki-

mindan problemdir. Bu nadir tablo ilk olarak 1907 yilinda Halsted
tarafindan iki hastada tanimlanmistir (1).

Okult primer meme kanserleri (OMK), TON1 (evre Il) olarak sinif-
landiriimaktadir. Aksiller metastazi olan OMK insidansi dugsuk-
tir. Mamografi dncesi doneme ait Ui¢ genis seride, bu oran tim
meme kanserleri icinde %0,30-1 (2-4) iken, mamografi donemin-
de dort genis seride bu oran %0,34-0,88 olarak bulunmustur (5-8)
(Tablo 1).

Mamografi, ultrasonografi (US) ve Manyetik Rezonanstaki (MR)
gelismelerle birlikte aksiller metastazli OMK tanisinda azalma s6z
konusudur. Curie Enstitlisi'nde 1960-1997 yillar arasinda 59 hasta
tedavi edilmistir (9). Hastalarda medyan yas 57 (36-79) idi. Otuz bes
hasta (%58) postmenopozal donemde ve iki hasta hormon replas-
man tedavisi gérmekteydi. On bes hastada (%25) meme kanseri
aile 6ykusu saptandi. Ayrica diger calismalarda da, bu hasta gru-
bunda ailesel meme kanseri 6ykisi yliksek oranda bulunmustur
(6-8). Yirmi sekiz hastada (%47,5) sol aksiller nodlar ve 31 hastada
da (%52,5) sag aksiller nodlar 6n plandayd..
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REVIEW / DERLEME

OZET

Meme kanseri kadinlarda en sik goriilen malignitedir. Kadinlardaki kansere
bagli 6liim nedenleri arasinda cilt kanseri ve akciger kanserinden sonra gelir.
Son 25 yilda tarama modalitelerindeki gelismeler sayesinde, tani esnasinda
%710'dan az oranda hastada metastatik meme kanseri saptanacaktir. Aksiller
metastaz ile ortaya ¢tkan okult meme kanseri nadirdir ve yeni meme kanseri
tanisi almig hastalarin %1'inden azini olusturur. Buna ragmen tani ve tedavide
zorlu bir problem olmaya devam etmektedir. Bu derleme, okult meme kanseri-
nin tani ve tedavisindeki giincel yaklagimi ele almaktadr.

Anahtar sozciikler: Meme, kanser, okult

Tani

Klinik Muayene: OMK tanili kadinlarin yas ortalamasi 45-55 ara-
sidir (10). Lenf nodlarinin ortalama ¢apini Haagensen ve ekibi (11)
ile Andrade ve ekibi (12) 4,7 cm, Curie Enstitlsu ise 3 cm olarak
vermistir (13). Nadiren, karsi memede kanser hikayesi olan hasta-
larda aksiller metastaz gorilebilir (14, 15). Bu durumda aksilladaki
tutulumun nedeninin karsi taraftaki meme kanserinden mi, yoksa
ayni taraftaki memedeki yeni, okult bir kanserden mi oldugunu
soylemek zordur.

Buyumds aksiller lenf nodlari genellikle selimdir, %70 oraninda
nonspesifik inflamatuvar veya hiperplastik degisikliklere bagl, %7
oraninda da graniilomlara bagl olarak gelismektedir (16, 17). Ge-
riye kalan olgularda malign bir neden vardir. Kadinlarda en sik pri-
mer kanser, memenin adenokarsinomudur. Lenfoma ve metastatik
kanserler de diger sebeplerdir. Cilt melanomu, tiroid, akciger, over,
gastrointestinal ve bobrek hiicreli kanserler, prostat kanseri meme
bolgesine metastaz yapan kanserler olarak sayilabilir (18-20).

Aksiller adenopatisi olan bir kadinda tani amaciyla yapilacak ilk is,
dikkatli bir anamnez alma ve iyi bir fizik muayenedir. Ornegin diger
lenf nodu bulunan bolgelerde yaygin lenfadenopati viral etyoloji
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veya lenfomayi distindiirmelidir. Dikkatli bir meme, tiroid, karin ve
pelvik bolge muayenesi ve pigmente cilt lezyonlarinin iyi bir sekil-
de degerlendirilmesi cok 6nemlidir.

Aksiller adenopati genellikle bir veya iki tutulmus noddan olusur.
Tanida, bu nodlarin radyolojik gériiniimleri ve uygulanabilecek de-
gisik biyopsiler (ince igne aspirasyon biyopsisi: liAB, tru-cut, eksiz-
yonel) 6nemli rol oynamaktadir.

Memenin aksiller kuyrugunda gelisebilen bir primer meme kanse-
ri de aksiller nod ile karistinlabilmektedir. Ayirici tanida boyle bir
olasiligi da dusiinmek ve tedavi planini buna gére yapmak daha
dogru olacaktir.

Aksilladaki patolojik lenf nodunun degerlendirilmesinde yapilacak
bir iIAB 6ncelikle sitolojik bir bilgi verecektir. Ayrica iIAB materyalinin
farkli biyobelirteclerle immiinohistokimyasal olarak tetkiki, bilinme-
yen primer timorin ayirici tanisinda yararli olacaktir (Tablo 2). Ayrica
gen ekspresyon profillerini inceleyen farkl tanisal yontemler de bu
konuda yardimcidir (AviaraDx- San Diego firmasinin triinleri gibi).

Tablo 1. Aksiller adenopati ile seyreden okult primer meme karsinomu.

Yazar / Yil Sayi Oran
Premamografik ¢calismalar

Owen ve ark. /1954 25/5451 0,45
Fitts ve ark. /1963 13/1300 1
Haagensen ve ark./1971 18/6000 0,30
Mamografik Galismalar

Vilcoq ve ark./1982 11/1250 0,88
Baron ve ark./1990 35/10,014 0,35
Galimberti ve ark. /2004 50/14,896 0,34
Varadarajan ve ark./2007 10/2150 0,47

Tablo 2. Primeri bilinmeyen timérlerde ayirici tanida kullanilan belirtegler.
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Goriintileme Yontemleri

Mamografi: Aksillada palpabl lenf nodlari saptandiginda yapi-
lacak ilk goruntileme bilateral mamografidir. Lezyonun kiicik
capta olmasi veya memenin yogun yapida olmasi, ayrica meme-
de silikonlu bir meme biyltme ameliyati yapilmis olmasi gibi
nedenlerle mamografinin hassasiyeti azalmaktadir (16, 21-23).
Mamografi teknigindeki gelismeler saptanamayan lezyonlarin
oranini azaltmaktadir.

US: Mamografide bazi lezyonlarin atlanabilir olmasi, basta US ol-
mak Uizere ek goriintileme yontemleri ile asilmaya calisiimaktadir
(24). Calismalarin cogunda US tetkikinin ¢ok az sayida klinik ve
mamografik olarak okult olan lezyonu yakalarken, oldukga yiiksek
oranda hatali pozitif ve hatali negatif sonuglara yol agtigini gos-
termistir (24, 25). US'de “fokal dilate duktus” gériinimi tikayici bir
okult meme kanserinin belirtisi olarak degerlendirilebilmektedir.
Ayrica, Doppler US ve Renkli Doppler US teknigi ile lezyonun kan-
lanmasi incelenmekte, bu yolla hem malignite hakkinda ve hem
de lezyonun sinirlar hakkinda bilgi sahibi olunabilmekte, bu yolla
meme koruyucu cerrahi uygulamasina da yardimci olunabilmek-
tedir (26, 27). US, guivenli meme biyopsisi yapmak bakimindan da
degerli bir ydontemdir.

Bilgisayarli Tomografi (BT): Meme kanseri saptanmasinda meme
icin BT cok kullanilan bir yontem degildir. Chang ve ekibi intrave-
noz iyotlu kontrast ajan verilerek meme kanserinin saptanabile-
cegini ileri sirmuslerdir(28). Ancak cok ¢ekim gerektirmesi ve do-
layisiyla tim toraks dahil hastanin yiiksek doz radyasyona maruz
kalmasi bir sorundur (29). Ayrica, son ¢alismalarda ameliyat 6ncesi
lezyon isaretlemede “MR kilavuzlugunda” meme BT kullanimi glin-
demdedir (30, 31).

MR: Mamografi ve US ile gdsterilemeyen lezyonlar, %85- 100'e va-
ran oranlarda kontrasth MR ile gosterilebilmektedir (32, 33). Aksilla-
da metastaz olup memede mamografi ve US ile bir lezyon saptana-
miyorsa, okult meme kanseri demeden 6nce tetkik olarak mutlaka
MR eklenmeli ve tedavi ona gore yonlendirilmelidir (34, 35). Meme

Belirteg Yararlanim Ekspresyon

GCDFP-15 Apokrin diferansiasyon belirtecidir %62-77 meme kanseri, tiikriik bezi timarleri, cilt ve adneks tiimdrleri;
%10 prostat kanseri, <%10 akciger, mide, over ve genitoliriner kanserler

Sitokeratinler CK20 ile eglestirilmis CK7 pozitifligi primer CK7+/CK20- : Meme kanserinde %82-96, timor tespitinde yararlidir

Ostrojen reseptorii Hormon reseptoril

Ostrojen ve progesteron reseptérii negatif
meme kanserlerinin gogunlugunda

Androjen reseptor

WT-1 Jinekolojik ve meme maligniteleri arasindaki
ayinmda
TTF-1 Pulmoner ve tiroid kanseri belirtecidir

HMB-45 ve Mart 1 Melanom

akciger kanseri, non miisindz over kanseri ve endometrium kanserinde
%74-90; CK7+/CK20+: pankreas kanseri ve miisindz over kanserinde

Gogunlukla meme ve jinekolojik malignitelerde pozitif, nadiren pulmoner
timarlerde pozitif

Ostrojen ve progesteron reseptér negatif meme kanserlerinin
%87’sinde

Serdz karsinomlarda %80-100, over ayinmda kanserinde %9-100,
non miisindz meme kanserinde negatif

Pulmoner adenokarsinomlarda %57- 76 pozitif, meme kanserinde negatif

Melanomda pozitif, meme kanserinde negatif
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MRl her ne kadar yiiksek derecede sensitif bir yontem ise de, ma-
liyetinin yiiksek olmasi, hastalarin bu ydnteme uyumunda sorun
olabilmesi ve spesifitesinin diigiik olmasi (%30-95) gibi dezavantaj-
lari vardir (32, 36). Dolayisiyla hatali pozitif durumlari azaltmak icin
biyopsi yapilmasi sarttir (30). Bu yolla, gereksiz mastektomilerin
oniine gegmek ve meme koruyucu cerrahiyi daha fazla kullanmak
mumkiin olabilecektir.

MR tetkikinde hem lezyonun morfolojik yapisi ve hem de gadoli-
nium bazli kontrast verilerek elde edilen kinetik sonug¢ degerlendi-
rilmektedir. Alti genis prospektif calisma sonucuna gore, kontrastli
MR ile invazif meme kanseri %71-100 oraninda bir sensitivite ile
saptanmis iken, ayni grupta mamografi ile %16-40 ve US ile de
%16-33 oraninda bir basari s6z konusudur (37-40).

MR ile yasanan bir baska problem, MR'da goriilen lezyondan bi-
yopsi alma islemidir. Bu lezyondan MR kilavuzlugunda biyopsi al-
mak ideal islemdir. Ancak, bircok merkezde uygun aletin olmama-
si, maliyet ve deneyim eksikligi gibi nedenlerle bu islemi yapmak
mumkiin olmamaktadir. MR isleminden sonra yeniden US yapip
lezyonu bulmaya calismak bir ¢6ziim olabilir, ayrica “MR kilavuz-
lugunda meme US” preoperatif isaretlemede yararli bir yontem
olarak tanimlanmistir (41-43). “MR kilavuzlugunda kontrastla glic-
lendirilmis BT” yontemi de preoperatif isaretleme amaciyla gelisti-
rilmis bir baska yontemdir (30).

PET: Bu teknikle canli hiicrelerdeki metabolik ve fizyolojik fonksi-
yonlar tzerinden elde edilen goriintiiler s6z konusudur. Bir pozit-
ron yayan bir parca bir molekiile (glukoz veya florodeoksiglukoz'a)
yapismaktadir. Bu yolla bu molekdlin hiicre icine alinma veya me-
tabolize olma hizi 6l¢lilmektedir. Bu olay tiimor hiicrelerinde nor-
mal hiicrelere gore daha hizlidir. Tim viicut PET'inin meme kanseri
saptanmasinda cok spesifik oldugu bircok calismada séylenmek-
teyse de, kiiclik lezyonlarin zor saptanabilmesi gibi bir problem
vardir (44, 45). Bu bakimdan sadece memeye uygun buyiklikte
cihazlarla daha iyi sonuglar alinabilmektedir (46, 47).

PET-BT: PET ¢ekiminin bir diger sorunlu kismi, anatomik bolge bil-
gisinin yeterli olmamasidir. Bu sorun, ayni anda BT ¢ekilmesi ve BT
ile PET goruntulerinin st Gste bindirilmesiyle ¢cozlUlmustir (45, 48,
49). PET-BT nonpalpabl olan ve diger goriintiileme yontemleri ile
saptanamayan, okult olarak degerlendirilen lezyonlarin saptanma-
sinda yararl bir yontemdir. Bu yontemle hem primer ve hem de
metastatik meme kanseri odaklari ayni anda saptanabilmektedir.

PEM (Pozitron Emisyon Mamografisi): intravensz florodeoksig-
likoz injeksiyonu ve mamografinin birlestiriimesi ile elde edilen
PEM, yakin zamanda giindeme gelmis ve az sayida merkezde
kullanilan bir yéntemdir. Memedeki timorin metabolik aktivite-
sini yansitan bu yontemin MR c¢ekilmesi gereken ancak renal ye-
tersizlik, metalik implant ya da kontrast reaksiyonu nedeni ile MR
cekilemeyen hastalarda iyi bir alternatif oldugu belirtiimektedir.
Biyopsiye imkan verir ve neoadjuvant tedaviye yanitin degerlendi-
rilmesinde sensitivitesi ylksektir. Bu goriintlleme yontemi ile ilgili
arastirmalar devam etmektedir ancak goriinen odur ki deneyimin
artmasl ve maliyetlerin azalmasi durumunda tani algoritmasinda
yerini alacaktir (50).
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Sintimamografi: Bu yontemde radyoaktif madde ile isaretlen-
mis molekdllerin kanser hiicreleri tarafindan tutulmasi incelenir.
99Tc-tetrofosmin sintimamografisi, 111 In-pentetreotid sintima-
mografisi, 99mTc-sestamibi sintimamografi ve 201Tl-sintimamog-
rafisi kullanilan yontemlerdir (51, 52). Sintimamografi, okult meme
kanserli hastalarin degerlendirilmesinde yararli, pahali olmayan ve
pratik bir tani araci olarak tanimlanmaktadir (53, 54). Ancak, dene-
yim halen sinirhdir.

Patolojik Tetkik: Okult olarak adlandirilan meme lezyonlari mamog-
rafi ve US tetkiki ile saptanamamaktadirlar. Cekilecek bir MR ile sap-
tanmalari halinde izlenebilecek iki yol olabilir. Ya MR goriintlistiiniin
arkasindan yeniden US yapilip lezyon saptanirsa bu yolla biyopsi
alinmali veya MR kilavuzlugunda biyopsi yapilmalidir (55, 56).

Okult meme kanserinde aksilladaki metastatik noddan biyopsi
yapmak tani ve tedaviyi belirlemek acisindan sarttir. Aksilladaki
metastazlar genellikle meme kanseri kdkenlidir. Metastatik aksiller
nodlarda 6strojen ve progesteron reseptor seviyelerinin yiksek
bulunmasi, éncelikle primer meme kanserini diistindtrir (57-59).
Ancak bunun tersi halinde de okult bir primer meme kanseri dis-
lanamaz.

Aksilladaki kanser odagi metastatik olabilecegi gibi, memenin ak-
siller kuyrugundaki lokal primer bir kanser de s6z konusu olabilir.
incelenen dokuda lenf nodu yapisi olmasi ayirici tanida énemlidir.
Ayrica memenin aksiller kuyrugunda primer bir meme kanseri ve
aksillada metastatik lenf nodu birlikteligi de miimkuindir. Cok na-
dir baska bir olasilik ta, lenf nodu icinde heterotopik meme epiteli
olmasi ve bundan kanser gelismesidir (59).

Mastektomi yapilan hastalarda olgularin cogunda meme icinde
makroskopik bakisla timor saptanabilir, fakat ince enfiltran tUmor-
ler ve diffiiz enfiltratif lobdller tip kanserler saptanamayabilmek-
tedirler (60). Lobiiler karsinoma insitu ve duktal karsinoma insitu
birlikte, klinik olarak benign goriinen ve aksiller metastazi olan
tiimorlerin %8-10'unu olusturmaktadirlar (11, 59, 61). Bu durum-
larda invazif odagin bulunamamasi, bu odagin cok ki¢iik olmasi
ve meme dokusunu incelerken patologun ¢ok daha fazla kesit yap-
masinin gerekmesi ve pratik olarak bunun mimkiin olmamasiyla
aciklanabilir.

Dogal Seyir

Literatlrde, aksilladaki adenopatinin eksizyonundan sonra, tedavi
edilmeyen memede %42 oraninda (76 hastanin 32’sinde) meme
kanseri gelistigi bildirilmistir ve bu durum 5-67 ay sonra gelismistir
(Tablo 3). Bu rakamlar MR'In memede yaygin kullanimi éncesine
dayanmaktadir.

Aksiller disseksiyon sonrasi metastatik lenf nodu sayisi degisik se-
rilerde en az 3 adet olarak bulunmustur (59, 62). Ayrica degisen
oranlarda uzak metastaz saptanmistir (beyin, karaciger, servikal
nodlar, kemik, kontrlateral meme ve aksiller nodlarda).

Tedavi

Okult meme kanserinde tedavi, meme kanserinde uygulanan ak-
silla ve memeye yonelik lokal tedavi ve sistemik tedaviyi kapsayan
ayni kurallar rehberliginde yapilmaktadir.




The Journal of Breast Health

o0

Lokal Tedavi

Aksilla: Aksiller lenf nodu disseksiyonu (ALND) yapilir. OMK'li has-
talarda ALND isleminin prognozu, aksiller radyasyondan daha iyi
bulunmustur (62). Atake lenf nodlarinin sayisi, kanserin gérinimi
ve cerrahi tedavisine bakilmaksizin sagkalimda en énemli faktor
olarak ifade edilmektedir (63, 64).

Meme: Cameron (65) 1909'da OMK'lerinde ayni tarafa mastekto-
mi yapilmasini énermistir. OMK lokal tedavisinde halen mastek-
tomi ve ALND yine ¢ok sik kullanilan tedavi yontemidir. Basiimis
13 hasta serisinin birlikte analizinde mastektomi yapilan 221 has-
tanin 156'sinda (%71) meme piyesinde kanser saptanabilmistir
(9) (Tablo 4). Ayrica, bu hastalarin 145'inde invazif timor saptan-
mistir (%66).

Mastektomi disinda (i¢ tedavi secenegi tanimlanmustir

1. ALND ve memeyi sadece takip etme

2. ALND ve kadrantektomi (list dis kadran>>>meme kanseri-

nin en sik rastlandigi bélge)

3. ALND ve memeye RT uygulanmasi
ik iki secenek zaman icinde deger kaybetmistir. Tedavi uygulan-
mayan ve sadece takip uygulanan memede oldukgca yuksek sayida
kanser gelismistir (58, 59, 66). Ayrica meme kanserlerinin yarisina
yakini st dis kadran disinda gelisebilmektedir, dolayisiyla sadece
bu kadranin eksizyonuna dayanan tedavide bazi kanserler atlana-
bilmektedir (67-69).

Memeye sadece RT uygulandidi t¢lincl secenekte mastektomiye
benzer sonuglar aciklanmaktadir (6, 8, 70-73) (Tablo 5).

Yukaridaki tablo disinda TO N1 olarak kabul ettigimiz OMK olgula-
rinda memeye cerrahi uygulanmamasi ile ilgili sonuglar veren li¢
onemli calisma soyle 6zetlenebilir:

1. MD Anderson Kanser Merkezi'nde 42 hastanin 29'u meme
korunarak tedavi edilmistir. Bu hastalarin 16’sina RT uygulan-
mis, 13'tne de ek bir tedavi uygulanmamistir. Meme kanseri
niiksd, RT uygulanan grupta %18, uygulanmayan grupta ise
%54 oraninda gerceklesmistir. Mastektomi yapilan ve yapil-
mayan gruplar arasinda sagkalim farki bulunmamistir (58).

. Memorial Sloan-Kettering serisinde 35 hastanin 7'sinde
meme korunmus ve bunun 6'sina RT uygulanmistir. Bes yillik
sagkalim oranlari bu grup ve mastektomi uygulanan grup
arasinda farkli olmamistir (56).

. Curie Enstitlsi’nde 1960-1997 yillari arasinda 59 hasta teda-
vi edilmistir (9) 3 hastaya mastektomi yapilmis, 54 hastaya
RT uygulanmis ve 2 hastaya da sadece takip uygulanmistir.
Takip uygulalan 2 hastada 9. ve 67. aylarda meme kanseri
gelismistir. RT uygulanan 54 hastada 13 meme kanseri niiksi
gelismistir. Bu grupta 5 ve 10 yillik meme kanseri niiks oran-
lari sirasiyla %7,5 ve %20 olup, karsi memede kanser gelisme
orani ise %15 oraninda olmustur. Tium niiksler mastektomi
ile tedavi edilmislerdir. Elli dokuz hastada memenin 10 yil
korunma orani %85'tir ve bu sonuglar memeye RT uygulan-
masinin mastektomiye ciddi bir alternatif olabilecegini gos-
termistir.
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Tablo 3. Tedavi edilmemis memede kanser gelisimi.

Aragtirici Memede kanser/ Olusum zamani (ay)
Tedavisiz meme
Atkins ve Wollf 5/9 9-17
Ellerbroek ve ark. 7713 11-47
Feigenberg ve ark 0/4 -
Feuerman ve ark. 0/ -
Haagensen 3/5 5-64
Halsted 2/3 Bilgi yok
Kemeny ve ark. 0/7 --
Klopp 11 48
Merson ve ark. 917 2-34
Van Qoijen ve ark. 3/14 16-56
Curie Enstitiist serisi 2/2 9-67

Tablo 4. Mastektomi sonrasi patolojik sonuglar.

Arastirici Yillar  Mastektomili insitu invazif Karsinom
hasta sayisi kanser kanser (%)
Ashikari ve ark 1946-1975 34 3 20 67
Baron ve ark 1975-1978 28 4 16 7
Ellerbroek ve ark 1944-1987 13 0 1 8
Feigenberg ve ark 1971-1974 4 0 3 80
Feuerman ve ark 1949-1961 2 0 1 50
Fitts ve ark 1948-1963 11 0 7 70
Haagensen 1916-1966 13 0 12 66
Kemeny ve ark 1973-1985 11 2 3 45
Merson ve ark. 1945-1987 33 0 27 82
Owen ve ark. 1907-1950 27 0 25 92
Patel ve ark. 1952-1979 29 0 16 60
Weigenberg ve Stetten  1937-1948 5 0 5 100

ALND sonrasi RT, aksilladaki tutulumun 4 veya daha fazla lenf no-
dunda olmasi veya lenf nodu disi yayilma olmasi gibi durumlarda
distnalebilir (17, 74).

Sistemik Tedavi: TON1 diye tarif ettigimiz bu grup hastada sistemik
tedavi ile ilgili olarak kesin bir sey s6ylemek kolay degildir. Aksiller
nod tutulumu olan bu grupta, evre Il nod pozitif bir hasta olarak
dusunuldiginde genel egilim kemoterapi veya hormonoterapi
kullanimi yéniindedir. Curie Enstitisi’'ndeki calismalarda, en azin-
dan yiiksek derecede hormon reseptorleri pozitif olan hastalarda
olmak tizere HT ¢ok etkili bulunmustur (72).

Prognoz: Aksiller metastazli OMK'li hastalarda tedavi sonrasi sagka-
Iim degisik serilerde %36- 79 arasinda oynamaktadir (Tablo 6). Curie
Enstitlisi'nde tedavi edilen 59 hastanin 5 ve 10 yillik sagkalim oran-

(127)

121
\Z/
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Tablo 5. Aksiller tutulumlu primer okiilt meme kanserinde radyoterapinin uygulandigi ya da uygulanmadii hastalarda mastektomi ile meme koruyucu cerrahinin

karsilastinimasi

Yazar/yil/klinik Hasta Sayisi Medyan takip Tedavi Sonug
Kemeny/1986/City of Hope 20 57 11 M, 7 MKC(2 RT, 4 KT) Fark yok (TS)
Viastos ve ark/2001/MD ACC 45 84 13 M (7 RT + 6 KT) Fark yok (LRN, UM,
32 MKC (25 RT, 27 KT) KLK, 10 yil HS/TS)
Medina Franco ve Urist/2002 9 48 3 M+KT, 6 MKC+KT+RT Fark yok
Alabama Univ.
Blanchard ve Farley/2004 34 42 18 M, 16 MKC (8 KT+RT, M vs MKC igin TS, HS
Mayo Klinik 8 ek tedavisiz) anlamli farkh
Varadarajan, ve ark/2006 10 57 1M + KT, 9 MKC +RT+KT Fark yok (LN, UM)

M: Mastektomi, MKC: Meme koruyucu cerrahi, RT:Radyoterapi, KT: Kemoterapi, TS: Tim sagkalim, LRN: Lokorejyonel niks, UM: Uzak metastaz, HS: Hastaliksiz sagkalim, LN: Lokal niks

lar sirastyla %84,5 ve %74 seklindedir. Bu oranlar saptanabilir timari
olan evre Il nod porzitif olan hastalardan daha iyidir. Bircok yazar bunun
Onemi lizerinde durmuslardir (2, 3, 59, 71). Rosen ve Kimmel'in (62) 48
hastalik serisinde de, istatistiki olarak anlamli olmamakla beraber ge-
nel sagkalim ve timér ¢api veya lenf nodu durumuna gore sagkalim
oranlart OMK'li hastalarda palpabl meme kanseri olan evre Il lenf nod
pozitif (TIN1 veya T2N1) hastalara gére daha iyi bulunmustur.

Glvenilir prognostik faktorler neler olabilir? Rosen ve Kimmel'in
(62) calismalarinda atake lenf nodu sayisi 6nemli bulunmus ve sag-
kalim aksillada 4 lenf nodundan daha az tutulum olan olgularda,
daha fazla tutulum olanlardan daha uzun bulunmustur. Fourquet
ve ekibinin (63) sonugclar da bu yondedir. Bu ekibin ¢alismasinda
10 yillik sagkalim atake lenf nodu kistasina gore %88 ve %60 seklin-
dedir. Baron ve ekibinin (57) ¢alismalarinda da, sagkalim dstrojen
reseptor pozitif olanlarda negatif olanlara gére daha uzundur.

Sonuc¢

TON1 (evre Il) olarak siniflandirilan ve kendini aksillada lenf nodu
tutulumu ile gosteren OMK, nadir bir durumdur ve klinik olarak
saptanabilir meme timori ve aksillada tutulumu olan hastalara
gore daha iyi bir beklentiye sahiptirler.

Aksillada lenfadenopati saptandiginda, selim ve malign nedenler
distndlmeli, iyi bir sistemik muayene, kan tetkikleri (enfeksiyon,
romatoid hastaliklar, lenfoma ile ilgili, timor belirtecleri gibi) ve
tim viicudu ilgilendiren goriintiileme yontemleri glindeme gel-
melidir.

Aksilladaki adenopatinin iIAB, tru-cut veya tercihen eksizyonel
biyopsi ile patolojik degerlendirilmesi tanida ¢cok 6nemlidir. Ade-
nokarsinom saptanmasi halinde birinci primer kaynak olarak ayni
taraf meme dokusu distintlmelidir. Ayrica bu doku aksillaya uzan-
mis meme dokusuna veya nadiren lenf nodu icindeki bir heteroto-
pik meme dokusun ait te olabilmektedir.

Meme icin bilateral mamografi, US yapilmali ve bunlarla goriinti-
lenemeyen OMK olgulari icin meme MRl mutlaka ¢ekilmelidir.

BT, PET, PET-BT, PEM, sintimamografi kullanilabilecek diger goriin-
tileme yontemleridir.

Tablo 6. Okult meme kanserli hastalarda 5 yillik sagkalim oranlari.

Aragtiric Hastalar Takip (ay) Sagkahm (%)
Ashikari ve ark. 42 Bilinmiyor 79
Baron ve ark. 35 58 (ort.) 75
Ellerbroek ve ark. 42 131 (medyan) 72
Feuerman ve ark. 47 Bilinmiyor 36
Kemeny ve ark. 18 Bilinmiyor 57
Merson ve ark. 56 123 (medyan) 76,5
Curie enstitiisi 59 151 (medyan) 84,5

MR ile bir lezyon saptandiginda MR ile veya lezyonun yeri MR ile
goruntilendigiicin yeniden yapilacak US ile veya MR kilavuzlugun-
da BT ile isaretleme yapilarak biyopsi alinabilir.

OMK'nin tedavisinde heterojenite olmasi ve yayinlanmis olgu se-
rilerindeki sayilarin sinirli olmasi, tedavinin standartlastirilmasini
gliclestirmektedir.

Aksiller diseksiyon, ek prognostik bilgiler edinmek ve aksillada lo-
kal kontrolu saglamak bakimindan genellikle yapilir.

Memenin de bir sekilde tedavi edilmesi gereklidir. Bu noktada
mastektomi, memenin Ust dis kadraninin eksizyonu ve RT uygu-
lanmasi, memeye cerrahi uygulamadan sadece RT uygulanmasi ve
memenin bir tedavi uygulanmadan sadece takibi gibi secenekler
s6z konusudur. Bunlar arasinda memeye cerrahi uygulanmadan
sadece RT uygulanmasi, mastektomi ile benzer sagkalim sonugla-
rina sahiptir.

Ucten fazla lenf nodunda tutulum saptanirsa st aksilla ve suprak-
lavikller bolgeye RT onerilmektedir. 1-3 lenf nodu tutulumunda
RT uygulanmasi tartismalidir. Aksiller diseksiyon yapilmamasi du-
rumunda tiim aksilla isinlanmalhdir.

Sistemik tedavi endikasyonu, dstrojen ve progesteron reseptorii ve
cErbB2 sonucuna gére nod pozitif evre [l meme kanserinde oldugu
gibidir. Ancak, OMK'inde beklenti belirgin derecede daha iyidir.
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POSITIVE PREDICTIVE VALUES OF THE SONOGRAPHIC BI-RADS
FINAL ASSESSMENT CATEGORIES FOR BREAST LESIONS

MEME LEZYONLARINDA SONOGRAFIK BI-RADS SONUC KATEGORILERI ICIN
POZITIF ONGORU DEGERLERI

Betiil Zengin, Eda Elverici, Nurdan Barca, Mehtap Cavusoglu, Semra Duran, Arzu Ozsoy, Hafize Aktas

(linic of Radiology, Ankara Numune Training and Research Hospital, Ankara, Turkey

ABSTRACT

Objective: To evaluate the sensitivity, specificity, positive predictive value
(PPV), and negative predictive value (NPV) of sonographic Breast-lmaging
Reporting and Data System (BI-RADS) final assessment categories for nonpal-
pable breast lesions.

Materials and Methods: Between January 2008 and 2011, a total of 245 nonpal-
pable breast lesions (223 patients) that had undergone excisional biopsy after
ultrasound-guided wire needle localization in our dinic were evaluated retro-
spectively. Eight patients excluded from the study because we could not find the
pathology results for them. Two hundred and thirty-seven lesions in 215 patients
were included in the study. Lesion evaluation was done with a high resolution
Logiq 7 USG device (General Electrics) by using a 10—14 MHz linear probe before
ultrasound-guided wire needle localization. Staticimage records were evaluated
by two expert radiologists on breast imaging without the knowledge of clinical
information, mammographic images and pathologic results of the patients. The
radiologists determined the most appropriate BI-RADS category for each lesion.
The diagnostic performance of BI-RADS category was compared with the final
pathology of the patient by using sensitivity, specificity, positive predictive value
(PPV), and negative predictive value (NPV).

Results: Of the 237 lesions, 49 (20.6%) were malignant, 43 (18.1%) were high-risk
atypical lesions and 145 (61.1%) were benign. Sensitivity and NPV were 100% for
both radiologists, while specificity was 20.7% and 30.3%; PPV was 24.7% and
27.2%, respectively. When evaluation was done for BI-RADS subcategories; PPV
for BI-RADS 4 was 15.6% and 22.8% (5.6% and 9.3% for 4; 17.6% and 24.3% for
4b; 40.6% and 66.7% for 4¢); for BI-RADS 5 PPV was 66.7% and 84.6%.

Conclusion: Although BI-RADS classification is useful for predicting malignancy
for breast lesions found by ultrasound, more education is needed for precise

understanding and usage by radiologists.

Key words: BI-RADS, sonographic BI-RADS, positive predictive value

0ZET

Amag: Nonpalpable meme lezyonlarinda, sonografik Breast Imaging Repor-
ting and Data System (BI-RADS) sonug kategorilerinin duyarlilk, ozgiilliik,
pozitif ongorii degeri (POD) ve negatif ongdrii degeri (NOD)'ni hesaplamaktir.

Yontem ve Gerecler: Ocak 2008-Ocak 2011 tarihleri arasinda klinigimizde Ult-
rasonografi (US) ile isaretleme sonrasi eksizyonel biyopsi yapilan 223 hasta ve
245 nonpalpabl meme lezyonu retrospektif olarak degerlendirildi. 8 hastanin
patoloji sonucuna ulasilamadigi icin ¢alisma disi birakildi. 215 hastada 237
lezyon calismaya dahil edildi. isaretleme oncesinde lezyon degerlendirilmesi
yiiksek rezolusyonlu Logiq 7 (General Electric) US cihazi ile 10-14 MHz lineer
prob kullanilarak yapildi. isaretleme dncesi alinan statik goriintiiler, meme
goriintiileme konusunda deneyimli iki uzman radyolog tarafindan hastalarin
klinik bilgileri, mamografi gdriintiileri ve patoloji sonuclan bilinmeden deger-
lendirildi. Radyologlar degerlendirmelerinin sonunda her lezyon icin en uy-
gun BI-RADS kategorisini belirledi BI-RADS kategorisinin tanisal performansi
duyarhlik, ozgiilliik, pozitif ve negatif ongorii degerleri ile dogruluk oranlan
hesaplanarak degerlendirildi.

Bulgular: Ikiyiiz otuz yedi lezyonun 49'u malign (%20,6), 43'ii yiiksek riskli
atipili lezyon (%18,1) ve 145'i benign (%61,1) idi. Sonografik BI-RADS igin du-
yarlilik ve NOD her iki gozlemcinin degerlendirmesinde de %100 iken, dzgiilliik
9%20,7-%30,3 ve POD %24,7-%27,2 arasinda degismekteydi. BI-RADS alt grup-
larina gore degerlendirme yapildiginda ise POD, BI-RADS 4 icin %15,6-22,8,
(4aicin %5,6-9,3, 4b icin %17,6-24,3, 4cicin 40,6-66,7), BI-RADS 5 icin %66,7-
%84,6 saptand.

Sonug: Ultrasonografide saptanan lezyonlan BI-RADS kategorilerine gore si-
niflandirmak, malign lezyonlarin ongériilmesinde olduk¢a yardimadir. Ancak
BI-RADS sonografi terminolojisinin herkes tarafindan daha net anlasilmasi ve
kullanilmasi igin daha fazla egitime ihtiyag vardir.

Anahtar sozciikler: BI-RADS, sonografik BI-RADS, pozitif ongorii degeri
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counts for 23% of female cancers worldwide (1). Similarly, it

is the most common female cancer in Turkey and accounts
for 35% of all cancers in women (2). Breast cancer is also the most
common cause of cancer-related deaths worldwide (3).

Breast cancer is the most common cancer in women and ac-

Various imaging techniques are used for early diagnosis of breast
cancer. Mammography (MG) is accepted as the gold standard tech-
nique for breast imaging. With the help of ultrasonography, the
specificity of MG increases. Especially with the help of ultrasound
(US), the numbers of false negative lesions in dense breasts and
false positive lesions that result in biopsy are reduced. It also helps
to identify cystic-solid, and benign-malignant differentiation. US is
also useful for interventions (4).

The American College of Radiology (ACR) developed Breast Imag-
ing, Reporting and Data System (BI-RADS) to provide a common
language and reliable results to clinicians. BI-RADS was first estab-
lished for MG in 1993; then, with the frequent usage of US in breast
lesions, it was also described for US in 2003. With the BI-RADS clas-
sification, shape, orientation, boundaries, echo pattern, posterior
acustic features and the surrounding tissue changes are evaluated.
Each feature of every lesion is categorized from one to five (5). Bl-
RADS classification helps to diagnose and maintain objectivity in
follow-ups of breast lesions (6).

The purpose of our study is to evaluate the sensitivity, specifici-
ty, positive predictive value (PPV), and negative predictive value
(NPV) of non-palpable breast lesions that underwent ultrasound
guided wire needle localization for excisional biopsies.

Materials and Methods

We retrospectively evaluated 223 patients with 245 non-palpable
breast lesions who underwent ultrasound guided wire needle lo-
calization for excisional biopsy between January 2008 and January
2011. Eight patients were excluded because we could not retrieve
their pathological diagnosis. As a result, 215 patients with 237
non-palpable breast lesions were included in the study. Ethical ap-
proval of the study was obtained from Ankara Numune Education
and Research Hospital Ethical Committee of Scientific Studies (Ref-
erence number 2011-147).

The evaluation of the lesions was performed with ultrasound (Gen-
eral Electric Medical Systems; Logic 7, Milwaukee, USA) using 10-14
MHz linear probe. At least two static images of the lesions in two
orthogonal positions were obtained by an experienced radiologist
on thermal papers. The static images were retrospectively evalu-
ated by two experienced radiologists on breast imaging. The ob-
servers were blind to the clinical data, mammography images and
pathology results of the cases.

The observers chose the most suitable BI-RADS category at the end
of the evaluation. The lesions were classified as BI-RADS 3 (most
probably benign), BI- RADS 4a (low suspicion of malignancy), BI-
RADS 4b (intermediate suspicion of malignancy), BIRADS 4c (mod-
erate suspicion of malignancy) or BIRADS 5 (high suspicion of ma-
lignancy).
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Data analysis was carried out using the SPSS for Windows 11.5
pocket program. Descriptive statistics are shown as percentag-
es (%). The diagnostic performance of the BI-RADS category was
compared with the final pathology of the patient for sensitivity,
specificity, positive and negative predictive values.

Results

The mean age of the patients was 48.6 (23-77). All lesions were
non-palpable, the mean length of their long axis was 9.6 mm (3-30
mm), and the mean lenght of their short axis was 5.9 mm (1.5-16
mm). The most common localization of the lesions was in the up-
per-outer quadrant of right breast, in 63 out of 245 (25.7%) lesions.

Histopathological diagnosis of 237 lesions could be obtained, of
which 49 (20.6%) were malignant, 43 (18.1%) were high risk lesions
and 145 (61%) were benign lesions. The most common benign
pathology was columnar cell lesion (CCL), observed in 38 lesions
(26.2%). Other pathologies were fibrocystic changes (24.1%), duc-
tal epithelial hyperplasia (DEH) (18.6%), and fibroadenoma (9.6%),
respectively. In one benign lesion, more than one pathological
diagnosis was reported; for this reason, we could not specify the
detailed classification.

The most common malignant lesion was invasive ductal carcino-
ma (63.2%) and the most common high-risk lesion was atypical
CCL (53.4%). The distribution of the malignant lesions is summa-
rized in Table 1.

Sensitivity, specificity, PPV, and NPV

Sensitivity was 100% for both observers, but specificity ranged
between 20.7% and 30.3% in ultrasonographic evaluation. While
NPV was 100% for all assessments, PPV ranged between 24.7% and
27.2%. When assessments were made for BI-RADS subgroups, PPVs
for BI-RADS 4 were 15.6% - 22.3% (5.6-9.3% for 4a, 17.6-24.3% for
4b, 40.6-66.7 for 4c); and 66.7%-84.6% for BI-RADS 5 lesions. The
results are summarized in Table 2.

Discussion and Conclusions

BI-RADS classification was first described for mammography in
1993. Since 1993 many studies have demonstrated that it was
useful for clinicians in differentiating benign from malignant (7, 8).

Table 1. The distribution of malignant lesions.

Pathological Diagnosis Number %

Invasive ductal carcinoma 31 63.2
Ductal carsinoma in situ 8 16.3
Tubular carsinoma 3 6.1

Metastasis 2 4.08
Cribriform carcinoma 1 2.04
Invasive micropapiller carcinoma 1 2.04
Tubulolobular carsinoma 1 2.04
Invasive mixed carsinoma 1 2.04
Medullary carcinoma 1 2.04
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Table 2. Sensitivity, Specificity, PPV, NPV.

1. Observer 2. Observer

Sensitivity 100% 100%
Specificity 20.7% 30.3%
PPV B4+5 24.7% 27.2%

B4 15.6% 22.8%

Bda 5.6% 9.3%

B4b 17.6% 24.3%

B4c 40.6% 42%

B5 84.6% 66.7%
NPV 100% 100%

Although mammography is accepted as the best imaging protocol
for breast cancer screening, many studies have demonstrated US is
valuable in differentiating malignant from benign (9-11).

With the increasing use of US for breast lesions, ACR described BI-
RADS classification for US in 2003 to provide a common language
and determine a more accurate description for clinician.

Sensitivity and NPVs in our study were convergent or a little better
when compared to other studies. Park et al. (12) reported a sen-
sitivity of 96-100%, and NPV of 95-100% in their study. In a study
conducted by Lee et al. (13), sensitivity was reported as 97-98%
and NPV as 94-96%. Constantini et al. (14) reported their sensitivity
was 98.2% and NPV was 95.2% in the study. In their study, Stavros
et al. (10) reported a sensitivity of 98.4% and NPV of 99.5%. Lai et
al. (15) reported a lower degree of sensivity and NPV as 91-95%
and 81-93%, respectively. Graf et al. (16) reported similar values of
NPV like our study, as 100%. The higher levels of sensitivity and
NPVs confirm that a patient who has breast cancer can be diag-
nosed positively with BI-RADS (BI-RADS 4-5 lesions). ACR indicates
malignancy rates should be less than 2% in BI-RADS 3 lesions. In
our study, none of the BI-RADS 3 lesions were defined as malignant
(with an NPV of 100%).

The specificity of BI-RADS US was found to be 20.7%-30.3% in our
study. Though the false positive results were high in our study,
there are several studies in the literature in accordance with our
findings. Park et al. (12) reported their specificity results ranged be-
tween 8 and 43%. This level was 26-40% in the study of Lee et al.
(13); and 45-77% in the study of lai et al. (15).

The other parameter interpreted in our study was PPV. PPV is an
important measure of BI-RADS US, showing how accurately it can
identify the malignancy. In our study, PPVs ranged between 24.7
and 27.2%. This parameter was found to be 30-40%; 38%; and 72%
in the studies of Stavros et al. (10); Park et al. (12); and Constan-
tini et al. (14), respectively. When the prevalance of malignancy
increases, PPV also increases. The pathology results established a
malignancy rate of 20.6% in our study. When we search the liter-
ature, in the reports showing higher levels of PPVs, we saw malig-
nancy rates were also higher. Malignancy rates were 32%, 51.3%,
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57.5%, and 53.3% in the studies of Lazarus et al. (17), Lee et al. (13),
Constantini et al. (14), and Lai et al. (15), respectively. In the study
of Constantini et al. (18), the malignancy rate was 58.98%; however
they included lesions with atypia in the malignant group. In our
study, we reported cases with atypia as a separate group and the
ratio was 18.1%. If these lesions were included in the malignancy
group, it would increase the ratio of both malignancies and PPVs in
our study. Mentes et al. (19) reported similar rates as in our study;
their malignancy rate was 22.3%. There are similar reports with ma-
lignancy rates of 10-30% in non-palpable breast lesions that un-
derwent ultrasound guided wire needle localization for excisional
biopsy (20, 21).

In our study, we calculated the PPVs of BI-RADS 4, 4a, 4b, 4¢, and 5
lesions. ACR states the malignancy probability of BI-RADS 4 lesions
ranges from 2% to 95% (5). Many studies have claimed that PPV for
BI-RADS 4 lesions ranges from 4% to 71% (8, 17, 22-24). We found
PPV for BI-RADS 4 lesions to be 15.6-22.8%. The PPV results of Bl-
RADS 4 lesions were 18.6%, 17%, 16.2%, 21% in the studies of Yoon
et al. (25), Heining et al. (26), Raza et al. (27), and Wiratkapun et al.
(28), respectively. These results are comparable with our study.

When PPVs for subgroups of BI-RADS 4 lesions were calculated,
they were determined to be 5.6-9.3%, 17.6-24.3%, and 40.6-42%
for BI-RADS 4a, 4b, and 4c lesions, respectively. Our results are
again similar to other studies. The PPVs for BI-RADS 4a, 4b, and
4c lesions were 6%, 15%, and 53% in the study of Lazarus et al.
(17). In the study of Wiratkapun et al. (28), PPVs for these lesions
were reported as 9%, 21% and 57%, respectively. It can be said that
subgrouping of BI-RADS 4 lesions helps clinicians in differentiating
malignant lesions. But it is also known that clearer criteria descrip-
tions are needed for this purpose.

ACR states the malignancy probability of BI-RADS 5 lesions as
over 95%. There have been many studies focused on this subject.
While some studies confirmed the rates of ACR, some studies re-
ported slightly lower rates for PPV of BI-RADS 5 lesions, ranging
between 80 and 97% (7, 13, 14, 16, 17, 23, 24, 26). In our study, PPV
for BI-RADS 5 lesions were calculated as 66.7-84.6%. Our rates for
BI-RADS 5 lesions are lower than stated by ACR, but Tan et al. (29)
also reported an 84% rate of PPV, similar to our study. In their study,
Raza et al. (27) reported a PPV rate of 93.4% for BI-RADS 5 lesions;
but, when they discriminated their lesions as either non-palpable
or palpable, their rate decreased to 88.8% in non-palpable lesions.
We must indicate that our study was conducted on non-palpable
breast masses, so this might be one of the reasons for the lower
rates in our study for this group. Supporting this evidence, Hamy
et al. (30) reported a PPV of 78.7% for non-palpable BI-RADS 5 le-
sions in their study. One other reason for the lower rate in our study
might be the design of this study. We only evaluated ultrasono-
graphic images for BI-RADS classification, but in real time, mam-
mographic images should also be interpreted.

We found a slightly lower level of malignancy in this study, but
the rate of lesions with atypia was quite high (18.1%). Hamy et al.
(30) reported malignancy rates of 32.9% and atypia rates of 8.8%
in their study. Many studies indicate that lesions with atypia have
increased risk of malignancy. Degnim et al. (31), and Hartmann et
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al. (32) reported the relative risk ratio for malignancy in lesions with
atypia as 3.88 and 4.24, respectively. In another study, conducted
by Kabat et al. (33), the odds ratio for breast cancer was found to be
8.17 for ipsilateral breast, and 5.98 for contralateral breast.

Our study has some limitations. Observers had the opportunity
to evaluate static images of the lesions; they did not perform the
real time US. This might cause suboptimal evaluation of BI-RADS
descriptives and as a result final BI-RADS categories. Second, only
non-palpable lesions were included in the study. Third, this study
was conducted with ultrasonography only.

The malignancy rate of non-palpable lesions that underwent ul-
trasound guided wire needle localization for excisional biopsy was
20.6% in this study. The rate of lesions with atypia was found to be
18.1%. While the PPV of BI-RADS 4 and subgroups was similar to
the rates of ACR, it was a little lower in BI-RADS 5 lesions than the
rates of ACR. Our results support the importance of pathological
evaluation of BI-RADS 4 and 5 lesions. BI-RADS classification of le-
sions noticed in US evaluation is helpful in predicting malignant
lesions. Instead of excisional biopsy, strict follow-up for BI-RADS 3
lesions will decrease the biopsy rates for benign lesions.

In conclusion, with routine use and precise understanding of so-
nographic BI-RADS terminology, the final classification of breast
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DETERMINATION OF BREAST CANCER INCIDENCE AND RISK
FACTORS IN WOMEN IN KUTAHYA PROVINCE: THE RESULTS OF
SCREENING FOR THE YEAR 2010-2011

KUTAHYALI KADINLARDA MEME KANSERI SIKLIGININ VE RiSK FAKTORLERININ
BELIRLENMESI: 2010-2011 YILI TARAMA SONUCLARI

Halil Kunt', Rukiye Bilge Sel?

"Dumlupmar Universitesi Egitim Fakiiltesi, Fen Bilgisi Egitimi Anabilim Dal, Kiitahya, Tiirkiye
“Saqlik Bakanhdi Kiitahya Evliya Celebi Egitim ve Arastirma Hastanesi, Kanser Erken Teshis, Tarama ve Egitim Klinigi, Kiitahya, Tiirkiye

Bu ¢alisma, 1-4 Nisan 2012 tarihlerinde Ankara'da gerceklesen Ulusal Kanser Haftasi Sempozyumu’nda poster olarak sunulmustur.

ABSTRACT

Objective: In this study, the aim was to investigate the risk factors of women
applying to an Early-Diagnosis, Screening and Education Center for Cancer (KE-
TEM) for breast cancer screening.

Materials and Methods: In the study, whose scope is descriptive, the screening
results of the women applying to Kiitahya KETEM for breast cancer screening
in between the years of 2010-2012 were evaluated. All participants were given
“The Risk Assessment Form for Breast Cancer’ to complete, which is suggested
by the Ministry of Health to assess the risk of breast cancer. Data was obtained
from Kiitahya KETEM. The data were analysed with SPSS 15.0 statistical soft-
ware, and relationships between the variables were evaluated by chi-square
test.

Results: As a result of the analysis, 16 (0.39%) women, whose diagnosis was
proven by histopathological examination, were diagnosed with breast cancer.
The mean age of the16 women diagnosed with breast cancer was 51.44+7.25.
0f these, 31.25% had a family history of breast cancer. In terms of risk factors
affecting breast cancer, being 50 years of age and older, having a first pregnan-
cy at the age of 18 or over and a duration of breastfeeding under 12 months
were all higher among the women diagnosed with breast cancer than among
the women not diagnosed with breast cancer (p<0.05).

Conclusion: By screening at KETEM breast cancer can be diagnosed at earlier
stages. It is recommended that risk groups should be observed and it is essen-

tial that screening in accordance with age level should be performed.

Key words: Women, breast cancer, risk factors

0ZET

Amag: Bu calismada meme kanseri taramasi icin Kanser Erken Teshis, Tarama
ve Egitim Merkezi'ne (KETEM) basvuran kadinlarin risk faktorlerinin incelen-
mesi amaglanmistir.

Yontem ve Gerecler: Tamimlayia tipte olan bu calisma kapsaminda Kiitahya
KETEMe 2010-2011 yillan arasinda meme kanseri taramasi icin basvuran 4012
kadinin tarama sonuglan degerlendirildi. Olgulara Saghk Bakanhginin “Meme
Kanseri Risk Degerlendirme Formu uygulandi. Veriler Kiitahya KETEMin kayit-
lanindan elde edilmistir. Arastirmanin verileri SPSS 15.0 istatistik programi ile
analiz edilmis ve degiskenler arasindaki iliski Ki-kare testi ile degerlendirilmistir.

Bulgular: inceleme sonucunda histopatolojik inceleme ile kanitlanmis 16
(%0,39) kadina meme kanseri teshisi konulmugtur. Meme kanseri teshisi ko-
nan 16 kadinin yas ortalamasi 51,44+7,25dir. Hastalarin %31,25'inin ailesinde
meme kanseri dykiisii bulunmaktadir. Meme kanserini etkileyen risk faktorleri
agsindan yasi 50 ve iistii olma, ilk gebelik yasinin 18 ve iistii olmasi, emzirme
siiresinin 12 ayin altinda olmasi durumlarinin meme kanseri tanisi almayanla-
ra gore anlaml diizeyde daha fazla oldugu tespit edilmistir (p<0,05).

Sonug: KETEMde yapilan taramalar ile meme kanserleri daha erken evrede

teshis edilebilmektedir. Risk gruplarinin gozlenmesi ve yasa gére uygun tara-
malarin yapilmasi nerilmektedir

Anahtar sozciikler: Kadin, meme kanseri, risk faktorleri
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eme kanseri diinyada ve Ulkemizde en sik gorilen ve
Mblﬂme neden olan kanser tiri olup kadinlarda 30-59

yaslari arasindaki en 6nemli 6lim nedenlerinden biridir
(1-4). Meme kanserinde en 6nemli risk faktorleri ilerleyen yas ve
aile Oykdisi olsa da (5, 6); laktasyon suresi, dogurganlik yasi, erken
menars, dogum kontrol hapi kullanimi, hormon replasman teda-
visi alma, beslenme aliskanhgi, yasam tarzi ve cevresel faktorlerde
g6z ardi edilmemelidir (3). Meme kanserli hastalarda tim evrelere
gore 5 yillik sag kalim orani, gelismis ulkelerde %73 iken, gelismek-
te olan Ulkelerde %53 olarak bildirilmektedir. Aradaki bu énemli
fark, gelismis olan ulkelerde tarama mamografisi sayesinde erken
tani ile ve daha iyi tedavi olanaklari ile aciklanabilir (7). Ulkemizde
mevcut verilere gére meme kanseri sikliginin, dogu bolgelerimiz-
de 20/100,000, bati bolgelerimizde ise 40-50/100,000 oraninda
oldugu tahmin edilmektedir. Ulkenin dogusu ile batisi arasindaki
siklik fark, Tirkiye'nin bati bolgelerindeki yasamin bati toplumla-
rindakine benzerliginden (“Westernizing life”) kaynaklanmaktadir
(3). Haziran 2002'de Milano'da yapilan Global mamografi tarama
calismalarinin analizinde iyi organize edilmis klinik tarama prog-
ramlarinin meme kanserinden 6limi %21-%23 oraninda azalt-
g1 belirtilmistir (8). Gothenburg calismasinda, kanser taramasi-
nin meme kanseri olimlerini 6zellikle 50 yas altindaki olgularda
onemli dlctide azalttigi ve kirk yasindan itibaren mamografi tarama
programlari ile mortalitede %30'a varan dususler oldugu bildiril-
mistir (8-10). Meme kanseri taramalarinda erken tani ile genel sag
kalimin arttinlmasi ve mortalitenin azaltilmasi, memenin korunma-
sI ve yasam kalitesinin arttirnlmasi amaglanmaktadir. Bu ¢alismada
da amag¢ hastanemiz biinyesindeki KETEM'de tarama sonucunda
meme kanseri tanisi alan ve almayan kadinlarin verilerini risk fak-
torleri yoniinden karsilastirmaktir.

Yontem ve Geregler

Tanimlayici tipte olan bu calisma kapsaminda Kiitahya Kanser
Erken Teshis-Tarama ve Egitim Merkezi (KETEM)'ne Ocak 2010 ile
Aralik 2011 tarihleri arasinda meme kanseri firsatgi taramasi icin
basvuran 4012 kadinin sonuclarn degerlendirildi. KETEM'e meme
kanseri taramasi i¢in basvuran hastalarin timine tarama formu
doldurulup, kendi kendine meme muayenesi (KKMM) anlatildi ve
klinik meme muayenesi (KMM) yapildi. Meme Kanseri Risk Deger-
lendirme Formu; yas, ailede meme kanseri dykusd, kisisel meme
kanseri 6ykusu, cocuk dogurma yasi, menstrual 6yki ve beden ya-
pisi 6zelliklerini icermektedir.

Istatistiksel analiz

Verilerin istatistiksel degerlendirmesi i¢in “SPSS 15,0 for Windows”
paket programi kullanildi. Gruplarin karsilastirimasinda Ki-kare (x?)
testi kullanildi. Analiz sonuglarinda p<0.05 degeri anlamli olarak
kabul edildi. Tanimlayici istatistik; sayi ve yizdelik ortalama olarak
verildi.

Bulgular

Meme kanserini etkileyen risk faktorleri belirlemek amaciyla yapi-
lan bu calismada yer alan kadinlarin yas ortalamasi 46,3 (4012) olup,
histopatolojik inceleme ile kanitlanmis 16 (%0,39) meme kanseri
teshisi alan kadinin yas ortalamasi 51,4'diir. Meme kanseri taramasi
sonucu meme kanseri tanisi alan kadinlarin yasi 50 ve Ustl olma
durumu, ilk gebelik yasinin 18 ve lzerinde olma durumu, emzirme
stresinin 12 ayin altinda olma durumu meme kanseri tanisi alma-
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yanlara gore istatistiksel olarak anlamli dlizeyde daha fazla oldugu
tespit edilmistir (p<0,05). Meme kanseri taramasi sonucu meme
kanseri tanisi alan kadinlarin ailesel meme kanseri 6ykiisl, menstru-
al 6ykd, dogum kontrol hapi kullanma siireleri, hormon replasman
tedavisi alma sureleri, beden kitle indeksleri, kendi kendine meme
muayenesi yapma durumlari incelenmis; aile dykisi bulunma du-
rumu, ilk menars yasinin 12'inin altinda olma durumu, dogum kont-
rol hapi kullanma suresinin 12 ay ve tstii olma durumu ve hormon
replasman tedavisi alma stresinin 12 ay ve istli olma durumunun
meme kanseri tanisi almayanlara gére daha fazla oldugu fakat ista-
tistiksel olarak anlamli olmadigi tespit edilmistir (p>0,05).

2010 ve 2011 yillarinda tani alan meme kanserli hastalarin %50’si
Evre | ve Il bulunurken, meme kanserli hastalarin %37,5'i (n=6) 40-
49 yas araliginda, %50’si (n=8) 50-59 yas araliginda idi.

Taramalarda basvuran kadinlarin 1491'ine meme mamografi (MG),
1318'ine ultrasonografi (USG) yapildi. Malignite agisindan stipheli
bulunan 38 meme lezyonundan biyopsi alinarak, 16 meme kanseri
tanisi konuldu.

Tartisma ve Sonuglar

Toplumdaki endokrin, kiiltlirel ve sosyal degisiklikler (erken me-
nars, ge¢ dogum, az laktasyon, ge¢ menopoz, diyet, obezite, hor-
mon replasman tedavisi, dogum kontrol hapi kullaniimasi, yasam
stiresinin uzamasi vs.) kisaca yasamin batililasmasi (westernizing
life) meme kanseri sikhdini arttirmaktadir (7). Meme kanserine ya-
kalanmada ileri yas dnemli bir risk faktortdir (11, 12). Meme tara-
ma programlarinda amag erken evre meme kanserlerinin tanisidir.
Calismamizda kanser tanisi alan kadinlarin yas ortalamasi 51,4 ola-
rak bulunmus ve yasi 50 ve Ustii olma durumunun 6nemli oldugu
saptanmistir (p<0,05). Ulusal diizeyde meme kanseri icin farkin-
daligin arttinlmasi ve taramanin alt yapisinin olusturulmasi igin ilk
olarak 2004 yilinda T.C. Saghk Bakanligi Kanserle Savas Dairesi Bas-
kanhg tarafindan meme kanseri tarama standartlari yayinlanmis-
tir. Bu standartlara gére 50-69 yas arasindaki kadinlara 2 yilda bir
cift yonli mamografi cekilmesi dngériilmektedir. Ulkemizde 11208
meme kanserli hasta tizerinde yapilan bir calismada meme kanserli
vakalarin %31'inin 40-50 yas arasinda, %20,2'sinin 40 yasin altin-
daki kadinlarda gorildigi tespit edilmistir (3). Bu ¢alismada da
meme kanserli vakalarin %37,5'i 40-50 yas arasinda iken, %50’si 50-
59 yas araliginda idi (Tablo 1). Amerikan Kanser Dernegi tarafindan
da kadinlarin 40 yasindan itibaren diizenli olarak mamografi cek-
tirmeleri tavsiye edilmektedir (13). Teshis alan kadinlarin %30'dan
fazlasinin 40-50 yas arasinda olmasi bizde de meme taramasinin
daha cok yayginlastirilmasi ve tarama yasinin yeniden gozden ge-
cirilmesi gerektigini diistindirmektedir.

Calismamizda kanser tanisi almayan kadinlarin %39,5'inin, meme
kanseri teshisi alan kadinlarin da %18,7'sinin ilk gebelik yasinin 17
ve altinda oldugu saptanmistir (p<0,05). ilk cocugunu 30 yasindan
sonra doguran kadinlarda meme kanseri 20 yasindan énce dogu-
ranlara gore 2 kat daha fazla goriilmektedir. Hic dogum yapmamis
kadinlarda bu risk daha da yilkselmektedir (12). Egitim ve mesleki
nedenlerden dolayr glinimiz sartlarinda kadinlar icin ertelenen
dogumun 6nemli bir risk faktorl oldugu ve meme kanseri riskini
azaltmada ilk dogum yasinin geciktiriimemesi konusunda kadinla-
rin bilin¢lendirilmesi gerektigini dustinyoruz.




The Journal of Breast Health

o0

Tablo 1. Kiitahya KETEM meme polikliniginde tarama yapilan kisilere meme

kanseri tanisi konma durumuna gére bazi dzelliklerinin dagihmi (Kiitahya
KETEM, 2010-2011).

Meme kanser tanisi
Ozellik (N=4012) Aldi (n=16) Almadi (n=3996) P
(%0,39)* (%99,61)*
Aile dykiisii
Var 31,3 10,7 0,243**
Yok 68,7 89,3
Yas
<30 0 0,8 0,049**
30-39 0 30,5
40-49 37,5 28,2
50-59 50,0 30,8
60-69 12,5 9,1
>69 0 0,6
ilk menars yas
<12 12,5 45 0,162
12-14 43,8 72,2
>14 43,8 23,4
ilk gebelik yagi
Hi¢ gebe kalmamig 0 2,5 0,033
<15 0 3,7
15-17 18,7 33,3
18-24 75,0 53,4
>24 6,3 71
Emzirme siiresi (ay)
Hi¢ emzirmemis 0 515 0,043
<12 18,8 12,80
12-24 25,0 23,5
>24 62,5 55,8
Dogum kontrol hapi
kullanma (ay)
Hi¢ kullanmamig 62,4 64,5 0,363
<12 6,3 11,4
12-24 12,5 8,3
<24 18,8 15,8
Hormon replasman
tedavisi (ay)
Hi¢ kullanmamig 62,4 64,5 0,234
<12 6,3 11,4
12-24 12,5 8,3
<24 18,8 15,8
Beden kitle indeksi
<18,5 0 2,3 0,334
18,5-24,9 12,6 17,4
25-30 50,1 41,7
>30 37,3 38,6
Kendi kendine meme
muayenesi
Evet 37,5 34,6 0,869
Hayir 62,5 65,4

*Meme kanseri tanisi alanlarda yiizdeler n=16ya gdre, meme kanseri tanisi almayanlar-
da ise yiizdeler n=3996'ya gore alinmigtir.

**Analizler yas grubunda yasi 50°nin altinda olanlar ile Usti olanlar arasinda, ilk menarg
yasl 12’inin altinda olanlar ile 12 ve Usti olanlar arasinda, gebe kalanlarda ilk gebelik yasi
18’in altinda olanlar ile 18 ve (istii olanlar arasinda, emzirme siireleri 12 ayin altinda olanlar
ile 12 ve Uistil olanlar arasinda, dogum kontrol hapi kullanma siireleri 12 ayin altinda olanlar
ile 12 ve Ustil olanlar arasinda, hormon replasman tedavisi alma siireleri 12 ayin altinda
olanlar ile 12 ve iistii olanlar arasinda, beden kitle indeksi 30’un altinda olanlar ile 30 ve
{istii olanlar arasinda, kendi kendine meme muayenesi yapanlar ile yapmayanlar arasinda
yapiimig olup analiz sonuglan fisher’s exact test degerleridir.
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Romieu ve arkadaslarinin (14) Meksikali kadinlarda emzirme ve
meme kanseri iligkisini arastirdiklari calismalarinda, 12-24 ay arasi
emziren kadinlarda meme kanseri riskinin azaldigini bildirmisler-
dir. Bu calismada da kanser tanisi almayan kadinlarin %12.75'inin,
meme kanseri teshisi alan kadinlarin da %18,75'inin cocugunu 12
ay altinda emzirdigi saptanmistir (p<0,05). Emzirmenin meme kan-
seri riskini azalttigi bilinmektedir (15). Ayrica emzirmeyen kadinlar-
da meme kanseri riskinin ylksek oldugu da bilinmektedir (16-18).
Lee ve arkadaslari (16) 20 yas ve Uzeri 110.604 kadin ile yaptiklar
calismada, %51,9'unun ¢ocuklarini emzirdigini; emziren kadinlarda
meme kanseri riskinin distigini belirlemislerdir. Sonuglarimiz li-
teratlirle uyumludur ve meme kanseri riskini azaltmada ¢ocuk em-
zirme 6nemli bir faktordur.

Turkiyede meme kanserinin tani sirasindaki evresi bolgelere gore
farklilik géstermektedir. Dicle Universitesinde yapilan bir calismada,
evre | ve Il meme kanseri orani %21, evre lll ve IV meme kanseri orani
ise %79'dur. istanbul Tip Fakiiltesi Meme Unitesi'ndeki verilere gére
evre | ve Il meme kanseri orani %83 olup, bu oran bati tilkelerindeki-
ne benzerdir. Antalya ve izmir'de de erken evre meme kanseri orani
%50'den fazladir (3). Bu calisgmada da evre 1 ve evre 2 olgularin orani
%50 ile Ulke ortalamasina yakindir (Tablo 2). Bu bolgesel farklilik; egi-
tim, kultlrel nedenler, ekonomik nedenler, muayene ve mamografi
olanaklarinin daha fazla olmasi, menopoz klinikleri ve halkin 6ncelik-
leri ile ilgili olabilir (3).

Calismamizda kanser tanisi almayan kadinlarin %34,6'sinin, meme
kanseri tanisi alan kadinlarinda %37,5'inin kendi kendine meme
muayenesi yaptigi belirlenmistir (Tablo 1). Kiitahya ilinde aile sag-
i1 merkezi'ne takip ve tedavi icin bagvuran 120 kadinla yapilmis
baska bir calismada %56,7'sinin KKMM'sini uyguladigi bildirilmistir
(19). Fakat bu calismada olgularin yas ortalamasinin 25 ve egitim

Tablo 2. Kiitahya KETEM 2010-2011 yillari tespit edilen meme kanseri

vakalarinin yasa bagl evrelendirmesi.

Yas (yil) Evre 1(n=1) Evre2(n=7) Evre3(n=7) Evre 4 (n=1)

(%6,25) (%43,75) (%43,75) (%6,25)
40-49 3 3
50-59 1 2 4 1
60 ve lizeri 2

Tablo 3. KMM yapilan, radyolojik yéntemler uygulanan ve biyopsi yapilan

kadinlar.

Meme Kanseri Tanisi

Almadi (n=4012) Aldi (n=16)
KMM yapilanlar 3996 16
USG yapilanlar 1318 16
MG cekilenler 1491 16
Eksizyonel biyopsi 16 5
tru-cut biyopsi 8 7
KOR biyopsi 14 4

®



The Journal of Breast Health

o0

diizeyi olarak %52'sinin lise ve Ustl dlizeyde oldugu goérilmekte-
dir. Bu calismadaki katilimcilarin olgu sayisinin ve yas ortalamasi-
nin ¢alismamizdan disiik olmasi, egitim duizeylerinin yiiksek ol-
masi sonuglarin farkli cikmasinin nedenleridir. Ulkemizde yapilmis
diger calismalarda da kadinlarin kendi kendine meme muayenesi
konusundaki bilgi dizeylerinin diisiik oldugu belirlenmistir (20,
21). Meme kanserinin erken evrede teshisi tedavinin basari san-
sini ylkseltmektedir (11). Bu konuda meme kanseri erken tani ve
muayene yontemleri hakkinda kadinlari bilinglendirmeye yonelik
egitim ve tarama programlari uygulamalari faydali olabilir.

Meme kanseri taramasi kapsaminda taranan 4012 kisiden Meme
kanseri tanisi alan 16 kadin Gail indeksine gore degerlendirildi-
ginde 5 yillik donemde kansere yakalanma sansi %0,5 ile %2,9
arasinda degistigi, yasam boyu kansere yakalanma sansi ise %5,0
ile %16,9 arasinda degistigi belirlenmistir. Meme kanseri risk de-
gerlendirmeleri meme kanseri olma olasiligi icin kesin bir gosterge
degildir ve kadinlar icin en 6nemli bagimsiz risk faktori olan yasa
g6re uygun taramalarinin yapilmasi gerekmektedir.

Taramalarda saptanan 16 meme kanseri vakasinin tamami ilk ge-
listeki kontroller sirasinda saptanmistir. Bu vakalarin 16'sinada MG
ve USG yapilmistir. Mamografi rutin taramalarda yiiksek duyarhlik
oranlarina sahiptir. Tetkiklere USG'nin eklenmesi, mamografinin
duyarliligini artirmaktadir (22, 23). American College of Radiology
Imaging Network National Breast Ultrasound Trial (ACRIN) 6666
cok merkezli calismasinda mamografinin duyarlihdr %78 olarak
bulunurken, MG ve US beraber degerlendirildiginde bu oran %91
olarak bulunmustur (24).

Meme kanserini etkileyen risk faktorleri agisindan ilk menars yasinin
12'inin altinda olma, dogum kontrol hapi kullanma stresinin 12 ay
ve Ustl olma ve hormon replasman tedavisi alma siiresinin 12 ay ve
st olma durumlarinin meme kanseri tanisi almayanlara gére daha
fazla oldugu fakat istatistiksel olarak anlamli olmadigi tespit edilmis-
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ABSTRACT

Objective: The objective of this study was to examine the effect of personal
consultancy service that is provided to patients with breast cancer on anxiety,
depression, life quality and patient satisfaction.

Materials and Methods: This study was a quasi-experimental and longitudi-
nal study. The sample consisted of a total of 64 female patients (32 control,
32 experimental), who were diagnosed with stage | and stage Il breast can-
cer at a university hospital. The patients in the experimental group received
consultancy from the same nurse during the preoperative, postoperative,
radiotherapy, chemotherapy periods and after the completion of treatments
for one full year. During the first interview, the patients were given a training
book that was prepared by the research group. Patients in the control group
received the routine nursing service being conducted in the hospital where the
study was performed. Patient description form, hospital anxiety depression
scale, multi-dimensional life quality scale and patient satisfaction form was
used for the data collection process. T-test, chi-square and Man-Whitney U test
was used for the analysis of the data.

Results: As a result of all follow-ups, the anxiety and depression score averages
of the experimental group were determined to be lower compared to that of
the control group. It was determined that the experimental group had a high-
er score average of life quality compared to the control group except for the
postoperative period.

Conclusion: It was determined that the personal consultancy being conducted
by the same nurse throughout the diagnosis and treatment process decreased
the risk of anxiety and depression and increased the life quality of patients
with breast cancer.
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OZET

Amag: Meme kanserli hastalara verilen bireysel danismanlik hizmetinin anksiyete,
depresyon, yasam kalitesi ve hasta memnuniyeti iizerine olan etkisini incelemektir.

Yontem ve Geregler: Arastirma, yari deneysel, prospektif longitudinal bir a-
lismadir. Orneklemi bir iiniversite hastanesinde evre | ve evre Il meme kanseri
tanisi olan; deney grubunda 32, kontrol grubunda 32 olmak iizere toplam 64
kadin olugturmustur. Deney grubundaki hastalara, ameliyat oncesi donemde
baslayan, ameliyat sonrasi, radyoterapi, kemoterapi siirecinde ve tedaviler
tamamlandiktan sonra bir yil devam eden, hastalarin gereksinimlerine gore
bire bir danismanlik hizmeti ve arastirma grubu tarafindan hazirlanan egitim
kitabi verilmistir. Kontrol grubundaki hastalar aragtirmanin yapildigi hasta-
nede yiiriitiilen rutin hemsirelik hizmetini almiglardir. Aragtirma verilerinin
toplanmasinda hasta tanitim formu, hastane anksiyete depresyon dlcegi, cok
boyutlu yasam kalitesi dl¢egi ve hasta memnuniyet formu kullamlmigtir. Veri-
lerin analizinde ise t-testi, ki-kare ve Mann-Whitney U testi kullanilmistir.

Bulgular: Deney grubundaki hastalarin ameliyat sonrasi, radyoterapi dncesi ve
sonrasl, kemoterapi dncesi ve sonrasi, tedavinin tamamlanmasindan alt1 ay ve
bir yil sonra anksiyete ve depresyon puan ortalamalari kontrol grubuna gére
diisiik bulunmugtur. Deney ve kontrol grubu yasam kalitesi puan ortalamalan
ameliyat sonrasi donem harig diger tiim izlemlerde, danismanlik hizmeti veri-
len deney grubunda kontrol grubuna gore yiiksek oldugu saptanmistir. Deney
grubunda verilen danismanlik hizmetinden memnuniyet yiiksek bulunmustur.

Sonug: Hemgireler tarafindan yiiriitiilen danismanlik hizmetinin meme kanseri
olan hastalarin anksiyete, depresyon riskini azalttigi, yasam kalitesini artirdign
belirlenmistir. Hemsireler, meme kanseri tanisi koyulan kadinlar icin bilgi ve
destegin 6nemli oldugunun farkinda olmali, hastalara soru sormalanigin firsat
vermeli, hasta ve aile bireylerine gereksinimi olan bilgi ve destegi saglamalidir.

Anahtar sozciikler: Meme kanseri, hemsirelik, danismanlik, anksiyete, depresyon,
yasam kalitesi
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women all over the world (28%) and second (15%) among
causes of death from cancer. It is the most common type of
cancer among women in Turkey, at 41.60 per 100.000 (1).

Breast cancer is the most common type of cancer among

Today, for systemic treatment of breast cancer, chemotherapy (CT),
targeted therapy and hormone therapy are applied, whereas sur-
gery and radiotherapy (RT) are used for local treatment. While the
methods used in the treatment of breast cancer extend the life-
time of the patient, they may also cause problems such as anxiety,
depression, distortion of body image, infection, nausea, vomiting,
and skin burns (2-5). Among all symptoms, anxiety and depression
are most often reported by cancer patients (6, 7). In the studies
conducted, it was stated that 30 to 50% of the women experienced
anxiety and depression within the first year following mastectomy
(4, 5, 8, 9). Concern about the future, fear of death, lack of confi-
dence in the treatment, insufficient family support and feelings
of uncertainty may lead to anxiety in cancer patients. In the case
of a long-lasting treatment, the intense experience of uncertainty
leads to despair causing depression (10). It was also demonstrated
that anxiety and depression had an adverse impact on the quality
of life (6, 10).

It is stated that cancer patients and their families are in need of
information and that they demand information from doctors and
nurses (11-13). Cancer patients’ need for information is influenced
by the stage and period of disease (pre-diagnosis, diagnosis pro-
cess, treatment process and post-treatment), the psychological
process of adaptation and individual preferences. The treatment
needs of women with breast cancer are not static; they vary in
each period. It was determined that patients with breast cancer
wanted to receive information about diagnostic tests and wheth-
er they had cancer in the pre-diagnosis process; the possibility of
treatment, treatment options, stage and spread of disease; the
side effects of treatment, the disease process, screening tests and
the possibility of recurrence in the treatment process, and the pos-
sibility of recovery, risk of cancer in family members and self-care
behaviours in the post-treatment process (12-14). It was determined
that cancer patients and their families experienced intense anxiety
and stress because of inadequate information in the perioperative
period (15). Women with breast cancer need help in dealing with
this situation (2, 6, 16).

In studies conducted with women with breast cancer, it has been
shown that cancer support groups, informative tapes, individual
and group psychoeducational interventions, and providing bro-
chures reduced anxiety and depression and improved the quali-
ty of life (17-21). In the a randomized controlled trial conducted
by Williams and Schreier (18) in the USA, it was determined that
informative tapes prepared for patients with breast cancer receiv-
ing their first CT treatment diminished their level of anxiety. In a
study conducted by Meneses et al. (19) women with breast can-
cer in USA, it was determined that individual psychoeducational
intervention improved quality of life at 3 and 6 months. In a study
conducted by Haggmark et al. (20) with cancer patients in Sweden,
it was determined that in addition to the standard information
given to patients, repeated individual information reduced anxi-
ety and depression and improved life quality. Helgeson et al. (21)
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conducted group interventions with 252 women with early stage
breast cancer in a study, in which they compared the effects of
peer support group with peer support group and education-based
group intervention. They determined that peer support group did
not have a long-term effect alone, but it improved quality of life in
combination with education. In a study conducted by Hosaka et
al. (22) in Japan, it was found that group interventions including
psycho-education, problem solving, relaxation and guided imag-
ery for women with early stage breast cancer had a positive effect
on the mood states of patients. In a meta-analysis of 37 controlled
trials that examined the effect of psychosocial interventions on
quality of life, Rehse and Pukrop (23) revealed that psychosocial
interventions improved patients’ quality of life. Montazeri et al. (17)
also showed that the cancer support group they conducted with
women with breast cancer in Iran reduced their level of anxiety
and depression, and improved their quality of life.

Counselling is a process of guiding others about what to do, and
helping individuals/families in need to solve their problems on
their own and cope with them effectively. The crucial point in this
process is that the counsellor helps patients and their families
develop a consciousness and make their own decisions instead
of making decisions on their behalf. Counselling is also defined
as providing options for the counselee, discovering, and creating
opportunities by producing different solutions to maintain a sat-
isfactory life (24).

In Turkey, studies were conducted examining the effectiveness of
education on early diagnosis and a single treatment process of
breast cancer (25-28). However, there is a lack of prospective longi-
tudinal studies that investigate the effect of individual counselling
on anxiety, depression, quality of life and satisfaction of patients
with breast cancer starting from the pre-operative period. Drawing
on this fact, this study was planned as a longitudinal analysis of
the effects of individual counselling on anxiety, depression, quality
of life and satisfaction of patients with breast cancer starting from
the pre-operative period. The results of this study will contribute
to meeting the information and guidance needs of patients with
breast cancer in Turkey and will provide guidance.

The study will test the following hypotheses.

Hypotheses

1. The mean anxiety scores of the patients in the experimental
group who receive individual counselling are lower than the
control group in the post-operative, pre/post-RT and pre/
post-CT periods and six months and one year after comple-
tion of treatment.

2. The mean depression scores of the patients in the experi-
mental group who receive individual counselling are lower
than the control group in the post-operative, pre/post-RT
and pre/post-CT periods and six months and one year after
completion of treatment.

3. The mean quality of life scores of the patients in the experi-
mental group who receive individual counselling are higher
than the control group in the post-operative, pre/post-RT
and pre/post-CT periods and six months and one year after
completion of treatment.
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4. The satisfaction of the patients in the experimental group
who receive individual counselling is high.

Methods

Design and Sample

A quasi-experimental prospective longitudinal design was used in
this study. This research was carried out at the general surgery clin-
ic and polyclinic of Dokuz Eyliil University Hospital located in the
province of Izmir in Turkey. The patients were interviewed in the
general surgery clinic in the perioperative and postoperative pe-
riod. The counselling service was performed in the post-discharge
period in a suitable and light room at the general surgery out pa-
tient clinic (policlinic) during the process of CT and RT.

The sample for the research consisted of a total of 64 patients; 32
from the experimental and 32 from the control group.

Sample inclusion criteria;
(1) Voluntary participation,
2) Aged between 18 and 70,
3) Diagnosed with primary breast cancer (stage | and Il),
4) Literate at a minimum,
5) Life expectancy of more than a year
6) Turkish speaking,
7) No hearing or sight problems.

~ o~ e~ e~~~

The experimental group consisted of 32 patients who were giv-
en individual counselling while the control group consisted of 32
patients who did not receive individual counselling. The patients
in the control group received routine nursing services offered at
the hospital where the research was conducted. The routine nurs-
ing services at this hospital included discharge training given by
clinical nurses at the general surgery clinic in the post-operative
period and trainings offered in the limited time in CT and RT units
by different nurses.

Procedures

Counselling was conducted by a total of five faculty members of
Dokuz Eylil University School of Nursing; an assistant professor
holding a doctoral degree in surgical diseases nursing, a faculty
member holding a doctoral degree in internal diseases nursing, a
research assistant holding a master’s degree in surgical diseases
nursing, and two research assistants holding masters degrees in
psychiatric nursing. In order to reduce individual differences and
standardize the counselling service, the counsellors attended a
training program and “written guidelines” (skin care, mouth care)
were prepared regarding the content of personal counselling. Fur-
thermore, the counsellors held a meeting once a week to evaluate
the process. The training program the counsellors attended was
given by lecturers who are expert on the following subjects.

The content of the Training Program the Counsellors Attended:

1. Principles of counselling and role of nurse as counsellor in
oncology
2. Perioperative process in patients with breast cancer (pre-op-
erative, post-operative, reconstructive surgery)

. Treatment methods for breast cancer

4. Symptom management; side effects associated with CT; pain,
fatigue, nausea and vomiting, mucositis, alopecia etc., side

w
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effects associated with RT; skin reactions, lymphedema, fa-
tigue etc.

5. Coping

. Sexuality and body image

7. Communication (Self confidence, non-verbal communica-
tion, oral communication skills, asking questions, summariz-
ing, empathy, listening, conflict resolution)

8. Cancer and nutrition

o

The counselling service started in the pre-operative period, contin-
ued during the post-operative, RT and CT treatment process, and
for one year after the completion of the treatments. Counselling
was performed at every stage of the treatment and through one-
on-one interviews conducted with the patients in accordance with
their needs. Moreover, the patients in both the experimental and
control group were provided with a book titled; “Guidelines for pa-
tients with breast cancer and their families: There is always a way
out” which was prepared by the research group and a nutritionist.
The content of the book, which had 102 pages, included the defini-
tion of breast cancer, diagnostic methods for breast cancer; sentinel
lymph node biopsy; surgical treatment in breast cancer and consid-
erations for post-surgical treatment, RT in breast cancer treatment,
its side effects and control; CT in breast cancer treatment, its side ef-
fects and control; hormone therapy in breast cancer, its side effects
and control; breast reconstruction and breast prostheses; breast
self-examination; alternative and complementary therapies; cop-
ing with breast cancer; breast cancer and sexuality; breast cancer
and nutrition. The content of the book was reviewed by a breast
surgeon, a radiation oncologist, a medical oncologist, and a psychi-
atrist who were also advisors of the project, and necessary changes
were made in accordance with their recommendations. After the
completion of the project, 1000 copies of the book were published
by Dokuz Eyliil Publishing with an ISBN number and distributed
to patients with breast cancer in surgical, CT and RT clinics free of
charge. This has been an additional output of the project and a pos-
itive contribution by reaching a large number of patients.

The content and frequency of the counselling service are detailed
below (Table 1).

The patients in the experimental group received counselling by
telephone almost 100 times throughout the whole counselling
process.

During the research, data were collected through face-to-face in-
terviews conducted by patients in the experimental and groups.

Measures

Patient Identification Form

This is a form designed to define the socio-demographic charac-
teristic of the patients included within the scope of the research.
Itincludes patients’ age, body mass index, educational status, em-
ployment status, marital status, menopausal status, stage of dis-
ease, presence of breast cancer in the family and friends, type of
surgery, axillary dissection, state of having CT, RT, and hormone
therapy.
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Table 1. Content and frequency of personal counselling.
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Period of lliness Content of Counselling

Frequency of Counselling

Preoperative Period

*Coping with anxiety and stress due to the cancer diagnosis

*Once in preoperative period

*Possibility of treatment, options of treatments (surgical operation,

chemotherapy, radiotherapy)

*Inform towards to perioperative period (preoperative, intraoperative and postoperative

period, reconstructive surgery)
*Answering the questions of the patients
Postoperative Period

* Answering the questions of the patients

*Coping with postoperative anxiety and stress, body image and sexuality problems

*Once in postoperative period

*Once in the discharge period

*Informing about infection, lymph oedema, arm-shoulder exercises, medicine that will be
used at home, coping with pain, nutrition, activities and dressing,

*Answering the questions of the patients

Chemotherapy

bleeding, anaemia

*Coping with anxiety, stress, emotional and social problems, sexuality and body image.

*Answering the questions of the patients

Radiotherapy

*Coping with anxiety, stress, emotional and social problems, sexuality and body image.

*Answering the questions of the patients

Hormone Therapy *Informing about the hormone therapy and side effects

*Answering the questions of the patients

Recovery Period
social problems

*Answering the questions of the patients

Hospital Anxiety and Depression Scale

The Hospital Anxiety and Depression Scale (HADS) was developed
by Zigmond and Snaith (29) in order to detect states of anxiety and
depression in patients with physical disorders, and its validity and
reliability were tested. The scale consists of anxiety and depression
subscales. The aim of the scale is not to diagnose patients but to
identify risk groups by screening out the anxiety and depression
levels among those who have a bodily disorder. It is stated that
HADS may also be used for detecting the risk of anxiety and de-
pression in cancer patients (30).

The Turkish version of HADS was tested by Aydemir (31). The lan-
guage, content, construct and concurrent validity of the scale were
tested. Factor analysis was used to test construct validity and two
factors, similar to the original scale, were found. In the validity
analysis, the correlation coefficient between the anxiety subscale
and Trait Anxiety Scale was found to be 0.75 while the correlation
coefficient between the depression subscale and Beck Depression
Scale was found to be 0.72. In the reliability study, the internal con-
sistency Cronbach’s Alfa coefficient was found to be 0.85 for the
anxiety subscale and 0.77 for the depression subscale, and it was
determined that item total score correlation coefficients ranged
between 0.81 and 0.85 for the anxiety subscale while they ranged

*Informing about chemotherapy, self care activities towards controlling side effects
(pain, fatigue, nausea and vomiting, mucositis, alopecia, diarrhoea, constipation, infection,

*Informing about self care activities towards controlling side effects of radiotherapy
(dermatologic reactions, lymph oedema, anaemia, bleeding, infection, fatigue)

*Nutrition, social activities, body image, sexuality, coping with anxiety, stress and

*0Once in the beginning of chemotherapy treatment
*Telephone counselling at 3-5 and 10 days after
every chemotherapy treatment of likely side effects

*Once after chemotherapy treatment

*Once at the beginning of Radiotherapy treatment
*Once in approximately 15—16 days of radiotherapy

*Once after radiotherapy
*Counselling by telephone

*Counselling by telephone

*Counselling by telephone after completion of the
treatment.

between 0.73 and 0.77 for the depression subscale. Split-half reli-
ability was found to be r=0.85 for the anxiety subscale and r=0.80
for depression subscale (31).

The scale consists of 14 items; 7 of which measure anxiety symp-
toms and the other 7 measuring those of depression. The respons-
es are assessed on a 4-point Likert-type scale; and each of the
items is scored from 0 to 3. tems numbered 1,3,5,7,9,11,and 13
are summed for the anxiety subscale, while items numbered 2, 4,
6,8, 10, 12, and 14 are summed for the depression subscale (31).
Cronbach’s Alpha coefficients for this study were calculated to be
0.78 for the anxiety subscale and 0.77 for the depression subscale.

Multidimensional Quality of Life Scale Il

Multidimensional Quality of Life Scale Il was developed by Padil-
la (32), and its validity and reliability were tested. It consists of 33
items and five subscales; psychological well-being, general physi-
cal well-being, nutrition, symptom management and interperson-
al well-being.

The validity and reliability of the Turkish version of the scale was
examined by Pinar (33). The validity of the scale was tested with
language, content, construct and concurrent validity methods.

(138)

138
\Z
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Table 2. Comparison of the experimental and control groups according to Axillaries dissection
sociodemographic factors, clinical properties of the iliness and pre-counsel- .
ling anxiety, depression and quality of life mean scores. Yes 23(71.9) 17(63.1) 1667 197
Properties Experimental Control t P No 9(81) 15 (46.9)
Group (N=32) Group (N=32) Radiotherapy
XSS X+SS
Yes 30 (93.8) 30 (93.8) 1.00°
Age 4921+864  52.90+913 165 .102
No 2 (6.3) 2 (6.3)
Before counselling
Chemotherapy
Mean anxiety score 9.97+2.25 9.99+229 1.88 .746
Yes 24 (75.0) 26(813) 091 762
Before counselling
No 8 (25.0) 6 (18.8)
Mean depression score 8.73+1.60 8.56+1.53 1.278 985
Hormone therapy
Before counselling
Yes 32 (100) 32 (00)
Mean quality of life score 6.82+1.57 6.78+1.16 1.063 .871 .
0 - -
N (%) N (%) X2 P2 ) -
BMI: Body mass index (WHO, Global Database on Body Mass Index, BMI classification) (34)
BMI 3> .05, "Continuity Correction, °Fisher’s Exact Test
Thin+normal 13 (40.6) 16 (50.0) .252° 616
0 iohtob 19 (504 16 (50,0 For construct validity, factor analysis was made and five factors
Verweignt-+0bese i ALl demonstrating coherence with the original scale were found. In
Education the concurrent validity method, the correlation coefficient be-
Literate-+ primary school 15 (46.9) 14(438) 749 688 tween SF 36 and the quality of life scale was found to be 0.78.The
reliability study showed that the internal consistency coefficient
®y) Cronbach’s Alpha for the five subscales ranged between 0.76 and
Secondary school+high school 8 (25.0) 6 (18.8) 0.96, while the stability coefficient test-retest correlation ranged
(primary school+3 y) between 0.56 and 0.91 (30).
College/university 9(28.1) 12 (37.5) .

] The scale uses a 10-cm linear analogue scale. Both total and sub-
Marital status scale scores are obtained from the scale. The mean quality of life
Married 14 (43.8) 13(406) .000° 1.00 scale total score is obtained by summing the responses and divid-

) ing by the number of items. There is no cut-off point in the scale.
sl 183¢) 1)l Higher scores on the scale and subscales indicate higher quality of
Working Status life (30). The Cronbach’s Alpha internal consistency coefficient for
Yes 7 (21 g) 6 (1 88) 0000 1.00 thlS Study was Ca|Cu|ated to be 0.80.

No 25(78) 26 (81.3) Patient Satisfaction Form

Menopause period This is a form designed to evaluate the counselling process. In

Yes 19 (59.4) 2688 271 602 ord.er to assess satisfaction with the process, the form consists of
facial expressions, each representing a score; (1) not pleased, (2)

No 13 (40.6) 10 (31.3) somewhat pleased, (3) pleased, (4) very pleased, three questions

Stage of illness and an open-ended question. The questions are as follows; In
your opinion, which facial expression best defines the counselling

Stage | 4(12.5) 6(188) 119 731

process? In your opinion, which facial expression best defines the
Stage Il 28 (87.5) 26 (81.3) clarity of the information provided? In your opinion, which facial
expression best defines the convenience of the counselling envi-
ronment? If you have any other recommendations concerning the
Yes 9(28.1) 6(188) 348 555 counselling service, please share. Total score is obtained by sum-
No 23 (71.9) 26 (81.3) ming the scores given to each item and dividing by the number of
items (3). The lowest score that can be obtained from this formis 1
while the highest is 4.

Breast cancer history in the family

Breast cancer history in friends

Yes 10 (31.3) 8(25.00 .07 781

No 22 (68.8) 24 (75.0) Data Collection: Data for the research were collected from exper-
imental and control group patients via a face-to-face interview

Type of surgery method. In order not to affect research results negatively, data

Modified radical mastectomy 19 (59.4) 14 (438) 1.001> 317 from the experimental group of patients were collected after com-

e 13 (4056) 18 (56.3) pleting the data for the control group patients. Data at the preop

erative and postoperative period in both experimental and control
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group were collected at the general surgery clinic of the hospital
where the research was conducted from the patients meeting the
sampling inclusion criteria; subsequent data were collected in a
special room in the general surgery clinic where the consulting
service was given. Data were collected between April 2006 and
September 2008.

Ethical Considerations

Written permission to conduct the research was obtained from the
Ethic Committee of Dokuz Eyll University School of Nursing and
the Health Directorate of Dokuz Eylll University Hospital. During
the collection of data, patients were informed about the aim and
methods of the research and their verbal consent was received.

Data Analysis

The data obtained were evaluated by the “SPSS software for Win-
dows 15.00". The descriptive characteristics of the patients in the
experimental and control groups were given in number and per-
centage distribution. T-test and chi-square test were conducted to
analyse the differences between the groups in terms of age, body
mass index, educational status, employment status, marital status,
menopausal status, stage of disease, presence of breast cancer in
the family and friends, type of surgery, axillary dissection, state
of having CT, RT, and hormone therapy. The difference between
experimental and control groups in terms of anxiety, depression,
quality of life and patient satisfaction was analysed by t test and
Mann-Whitney-U test. In the data analysis, significance testing of
the difference between two means (t- test) for testing difference
between independent groups was used if data had a normal range,
data measurement and sampling number was n:30 and over; when
these assumptions were not met, the Mann-Whitney-U-test (U),
which was a non-parametric t-test, was used.

Results

The Socio-Demographic Characteristics of Patients

The patients in the experimental group were aged between 39 and
70 with a mean age of 49.21+ 8.64, while those in the control group
were aged between 39 and 70 with a mean age of 52.90+9.13.
When the patients in the experimental and control group were
compared in terms of factors (age, body mass index, educational
status, employment status, marital status, menopausal status, stage
of disease, presence of breast cancer in the family and friends, type
of surgery, axillary dissection, state of having CT, RT) that may affect
the dependent variables of the study, which are anxiety, depression
and quality of life, no statistically significant differences were found
between the two groups (34). The patients in the experimental and
control group were found to be similar in terms of factors that may
affect anxiety, depression, and quality of life. Since all the patients
in the experimental and control groups received hormone therapy,
a statistical analysis was not made (Table 2).

The Effect of Individual Counselling on Anxiety and Depression

A statistically significant difference was found between the
mean anxiety scores of the experimental and control groups in
the post-operative, pre/post-RT and pre/post-CT periods and six
months and one year after completion of treatment. In all stages of
treatment, the mean anxiety scores of the experimental group that
received individual counselling were found to be lower than those
of the control group (Table 3).
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A statistically significant difference was found between the mean
depression scores of the experimental and control groups in the
post-operative, pre/post-RT and pre/post-CT periods and six
months and one year after the completion of treatment. In all stag-
es of treatment, the depression mean scores of the experimental
group that received individual counselling were found to be lower
than those of the control group (Table 4).

The Effect of Individual Counselling on Quality of Life

A statistically significant difference was found between the mean
quality of life scores of the experimental and control groups in the
pre/post-RT and pre/post-CT periods and six months and one year
after the completion of treatment, except for the post-operative
period. In these stages, the mean quality of life scores of the exper-
imental group that received individual counselling were found to
be higher than those of the control group. A statistically significant
difference was not found between the mean quality of life scores of
the experimental and control groups in the post-operative period
(Table 5).

Satisfaction with Individual Counselling
In the experimental group (n=32), mean score indicating satisfaction
with counselling was found to be 3.96+0.11 (min: 3.67, max: 4.00).

The responses to the open-ended question on the form indicating
satisfaction with the counselling service were as follows.

«  On the day of the surgery, | felt as if | got smaller in my bed.
Your talk made me relax.

+ There was someone | could call day and night when | was in
trouble. Being able to reach you on the phone also made me
happy.

+ In the beginning, | found it very difficult to accept the dis-
ease. | learnt a lot from you. | am recommending patients
around me in the same situation receive such a service.

+  You were present in all stages of my treatment. | felt secure.

- God sent you like an angel, | always prayed for you.

«  Theinformation you provided me was clear and comprehensi-

Table 3. Comparison of the experimental and control groups according to

mean anxiety scores.

Mean Scores of Experimental Control t p
Hospital Anxiety Group Group
X+SS XSS

After surgery? 8.81+1.87 9.96+2.30 2201 .031¢

Before radiotherapy® 8.70+2.08 11.16+431 2818 .007¢

After radiotherapy® 8.03+2.61 10.96+3.47 3.689 .000f

u P

Before chemotherapy® 9.08+2.01 11.03+2.48 173.50 .006°

Before chemotherapy® 9.87+3.08 13.11+4.03 154.00 .002¢

t P

6 months later* 7.34+2.32 9.68+3.85 2945 .005°

1 year later® 5.40+2.99 8.12+3.85 3.154 .002¢

Experimental Group (n=32), Control Group (n=32), "Experimental Group (n=30), Control
Group (n=30), *Experimental Group (n=24), Control Group (n=26), P<.05, eP<.01,
P<.001
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Table 4. Comparison of the experimental and control groups according to

mean depression Scores.
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Table 5. Comparison of the experimental and control groups according to
mean quality of life scores.

Mean Scores of Experimental Control t p
Depression Group Group
XSS Xx8S
After surgery? 7.46+1.90 8.53+1.70 2283 .026°
Before radiotherapy® 6.93+3.50 8.86+2.96 2306 .025¢
After radiotherapy® 6.66+2.50 9.73+346 3.927 .000f
u P
Before chemotherapy® 8.54+1.76 9.69+1.92 150.000 .002¢
Before chemotherapy® 8.33+2.09 10.11+£2.25 179.000 .009°
t P
6 months later® 5.46+1.50 6.96+1.75 3.679 .000f
1 year later? 4.28+1.19 5.68+1.17 4739 .000

“Experimental Group (n=32), Control Group (n=32); *Experimental Group (n=30), Control
Group (n=30), *Experimental Group (n=24), Control Group (n=26); P<.05, ¢P<.01, P<.001

ble. I tried to practice your suggestions. Thank you very much.
There were a thousand questions on my mind, | was like a
huge balloon which was about to burst. | relaxed with your
support. You gave me trust.

| always thought that these kinds of patients were close to
death. However, it was not so, you showed me the way, | re-
connected to life.

What made me feel easy was that you gave an answer to my
uncertainties. Now, | know what will happen during CT, now
I know what will happen during RT. Receiving information
before you go for an unknown thing makes you feel ready.

I really liked the wig you offered me for my hair. Not every-
one realized that it was false.

In this disease, one doesn’t know what to eat or drink. | learnt
these from the book you gave me. In this way, | can easily
choose what to eat.

Discussion and Conclusions

In all stages of the treatment, the risk of anxiety and depression
was found to be lower in the experimental group than the control
group. The quality of life in the experimental group that received
individual counselling was found to be higher than the control
group in all stages of the treatment, except for the post-operative
period. The results of this study are consistent with studies in the
literature that investigate the effect of information and support
provided to women with breast cancer through different methods.

In the randomized controlled trial conducted by Williams and Sch-
reier (18) in the USA, it was stated that informative tapes prepared
for patients with breast cancer receiving their first treatment of
CT diminished their level of anxiety. In the study conducted by
Meneses et al. (19) with women with breast cancer in the USA, it
was determined that individual psychoeducational intervention
improved quality of life at 3 and 6 months. In the study conduct-
ed by Haggmark et al. (20) with cancer patients in Sweden, it was
determined that in addition to the standard information given
to patients, repeated individual information reduced anxiety and
depression, and improved life quality. In our study, although the

Mean Scores for Experimental Control t p
Quality of Life Group Group
XSS X+S8S
After surgery? 7.33+1.01 6.84+1.09 1.875 .066
Before radiotherapy® 7.48+0.89  6.83+0.84  2.853 .006¢
After radiotherapy® 7.79+0.76 712+ 0.72 3.478 .001¢
u P
Before chemotherapy® 7.35+0.89  6.67+0.84 176.500  .008
Before chemotherapy® 6.99+0.88 6.16+0.67 150.000 .002¢
t P
6 months later® 7.99+0.97 7.18+0.46 4.276 .000¢
1 year later® 8.03+0.85  7.39+052  3.592 .001¢

Experimental Group (n=232), Control Group (n=32); "Experimental Group (n=30), Control
Group (n=30), *Experimental Group (n=24), Control Group (n=26); P<.01, °P<.001

experimental and control groups were given the same educational
book, the fact that individual training was given according to pa-
tient requirements by the same health staff improved patient care
results. In the literature, in addition to individual training, there
are also studies that demonstrate the positive effects of group
training on patients. Montazeri et al. (17) showed that the cancer
support group they conducted with women with breast cancer in
Iran reduced their level of anxiety and depression, and improved
their quality of life. In a study conducted with early stage breast
cancer, Helgeson et al. (21) compared the effects of peer discus-
sion, education and peer discussion plus educational intervention
on adjustment, and determined that peer group intervention did
not have a long-term effect alone, but it improved quality of life in
combination with education. In a study conducted by Hosaka et
al. (22) in Japan, it was stated that group interventions including
psycho-education, problem solving, relaxation and guided imag-
ery for women with early stage breast cancer had a positive effect
on the mood states of patients. In a meta-analysis of 37 controlled
trials that examined the effect of psychosocial interventions on
quality of life, Rehse and Pukrop (23) revealed that psychosocial
interventions improved patients’ quality of life.

In Turkey, there are no breast care nurses that provide informa-
tion-support and counselling services to patients throughout the
whole treatment process starting from the diagnosis stage and
no certificate programs on breast care nursing. For this reason,
patients receive training and counselling from different nurses in
general surgery clinics, RT and CT units. Furthermore, due to the
excessive number of patients and the fact that nurses employed
in these clinics are providing service to all cancer patients, train-
ings are conducted in a limited time and it is not always possible
to spare enough time for patients. As for the experimental group
that received individual counselling, the fact that patients were
provided information, training and support in accordance with
their requirements by the same nurse throughout all the stages of
the treatment reduced uncertainty in patients and increased the
feeling of trust in the nurse, leading to a diminished risk of anxiety
and depression as well as improving the quality of life.

(141
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The patients in the experimental group reported a high level of satis-
faction with the counselling service they received. The fact that wom-
en with breast cancer were provided with necessary information and
support by the same nurse increased patient satisfaction. The studies
conducted revealed that providing information and counselling ser-
vices to patients with breast cancer reduced the symptoms; supervi-
sion of physiological and psychological needs by nurses and provid-
ing supportive training increased satisfaction (2, 11).

Conclusions and Implications for Practice

It was determined that the counselling service given to breast can-
cer patients by nurses reduced the patients’ level of anxiety and
depression, and improved their quality of life.

Nurses should be aware of the fact that information and support
are of critical importance for women diagnosed with breast cancer,
should provide them with the opportunity to ask questions, pay
attention to individual information needs and plan educational
programs accordingly, and provide patients and their families with
necessary information, skills and support (5, 8, 13, 30).

Health professionals should determine the needs, concerns and
life quality of patients, and develop appropriate strategies for the
psychological and physiological well-being of patients together
with them. Nurses should determine risk groups by making early
diagnosis of psychological symptoms, take measures and inter-
vene in a timely manner, and these persons should be given psy-
chological support.

Counselling and support given by the same nurse in all stages of
breast cancer treatment may increase the patient’s trust in the
nurse and improve the emotional condition and life quality of the
patient. Within this context, there is a need for the development of
educational criteria and certification programs and the determina-
tion of the duties, role and responsibilities of breast care nurses in
Turkey. Furthermore, there is also a need for studies to be conduct-
ed with a well-planned methodology that investigate the efficien-
cy of breast care nursing.
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0 ORIGINAL ARTICLE / OZGUN MAKALE

AWARENESS OF BREAST CANCER AND METHODS OF EARLY
DIAGNOSIS IN WOMEN AGED 50-69 YEARS IN REGIONS
WHERE COMMUNITY BASED BREAST CANCER SCREENING HAS
BEEN CONDUCTED OR NOT CONDUCTED IN GIRESUN CITY

GIRESUN ILINDE TOPLUM BAZLI MEME KANSERI TARAMASI YAPILAN VE
YAPILMAYAN BOLGEDEKI 50-69 YAS ARASI KADINLARIN MEME KANSERI VE
ERKEN TANI YONTEMLERI ILE ILGiLi FARKINDALIKLARI

Serdar Altinay’, Rukiye Pelin Basar?, Nesibe BaF, Fazil 0zden*

"Pathology Laboratory, Ministry of Health Bagcilar Training and Research Hospital, Istanbul, Turkey
“Ministry of Health Manisa Salibli Public Health Center, Manisa, Turkey

*Ministry of Health Giresun KETEM, Giresun, Turkey

“Ministry of Health Giresun Public Health Directorate, Giresun, Turkey

ABSTRACT 0zZET

Objective: This study aims to investigate awareness of breast cancer and Amag: Bu calismada Giresun Kanser Erken Teghis Tarama ve Egitim Merkezi
methods of early diagnosis in women in a region where a community based (KETEM) tarafindan toplum bazli meme kanseri taramasi yapilan kadinlar ile
breast cancer screening has been conducted by Giresun KETEM, compared to tarama yapilmayan balgedeki kadinlarin meme kanseri ve erken tani yontem-
the awareness of women in a region where no screening has been conducted. leriile ilgili farkindaliklarini arastirmak amaglanmistir.

Materials and Methods: This is a cross-sectional study conducted on a total of Yontem ve Geregler: Taramasi yapilmis Teyyarediizii saglik ocagina kayith 139
270 samples, composed of 139 women who registered at Teyyareduzu Health kadin ve taramasi yapiimamis Bulancak saglik ocagina kayith 131 kadin olmak
Clinicon whom screening was performed, and 131 women registered at Bulan- iizere toplam 270 drneklem ile yiiriitiilen topluma dayali kesitsel bir calismadir.

cak Health Clinic, on whom no screening was done.
Bulgular: Tarama yapilan saglik ocagi bdlgesinde; kadinlarin %54,7'si, meme

Results: In the region where the screening was done, 54.7% of women report- kanserinin onlenebilir oldugunu,%55,9'u KKMM (Kendi kendine meme mua-
ed that breast cancer is preventable, 55.9% stated that they performed a BSE, yenesi) yaptigini,%62,5'u akrabaligin meme kanseri riskini artirdigini, %52,8'i
62.5% recorded that consanguinity increased the risk of breast cancer and emzirmenin meme kanseri riskini azalttigini belirtmiglerdir (p<0,05). Taranan
52.8% reported that breastfeeding reduced the risk of breast cancer p<0.05) balge kadinlari meme kanseri belirtilerinden ortalama %5,43"iinii bilmelerine
Although, on average, 5.43% of those screened were aware of the symptoms karsin taranmayan bdlge kadinlan belirtilerin ortalama %2,84'iinii bilmis-
of breast cancer, an average of only 2.84% of the women who had not been lerdir (p<0,05). Erken tani yontemleri arasinda KKMM (Kendi Kendine Meme
screened knew the symptoms. Among the methods of early diagnosis, the rate Muayenesi, FM (Fizik muayene) ve mamografinin her iigiinii de bilme oranlari
of knowing about the following three, namely, BSE, PE and mammography, taranan holgede %33, taranmayan bolgede %24 tiir (p<0,05).

was 33% in the screened region and 24% in the non-screened region.
Sonug: Kadinlarimizin hem bilgi hem de farkindalik diizeylerinin tarama yapil-

Conclusion: It was determined that both the knowledge and awareness level mayan saglik ocagi bolgesine gore daha yiiksek oldugu saptanmigtir. Toplum
of these women was higher than in the region where screening was not done. bazli organize taramalar kadinlarin meme kanseri semptomlari, risk faktorleri,
Community-based organized screenings are effective in developing the knowl- KKMM, FM ve mamografi gibi erken tani yontemleriileilgili bilgi ve becerilerini
edge and skills of women about the symptoms of breast cancer, risk factors and gelistirmekte etkilidir.

early diagnostic methods such as BSE, PE and mammography.

Key words: Breast cancer, community based, screening, awareness Anahtar sozciikler: Meme kanseri, toplum bazli tarama, farkindalik
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en worldwide and is also among the top causes of mortali-

ty among women (1, 2). According to data from the Turkish
Association for Cancer Research and Control of the Department of
Cancer Control, breast cancer is a major public health issue due
to the fact that it ranks in first position among cancers in women
and has a moderately high incidence rate (3, 4). According to IARC
Globocan 2008 data, the incidence of breast cancer in Turkey is
25.6/100,000, while its mortality rate is 17.6/100,000, the age stan-
dardized rate (ASR) incidence is 28.3/100,000 and its ASR mortality
is 12.4/100,000 (2). In our country, where there are nearly 15,000
new breast cancer cases diagnosed each year, the rate of locally
advanced phase breast cancer is unfortunately higher compared
to other countries, even though it varies between the eastern
(50%) and western (20%) regions (5, 6).

Breast cancer is the most prevalent type of cancer in wom-

It is not possible for early diagnosis and screening programs to be
successful unless the importance of early diagnosis is known by
the society. Thus, healthcare personnel play an important role in
the prevention and early diagnosis of cancer, and increased aware-
ness will be achieved only by community-based screenings and ef-
fective training methods. KETEMs (Cancer Early Diagnosis, Screen-
ing and Training Centres) established for this purpose, aimed at
organizing trainings to provide information and raise the aware-
ness of healthcare personnel and the public with regard to cancer
since 1995, and implement community-based programs in line
with the screening standards established for defined risk groups
(7). The “National Standards in Breast Cancer Screening’, issued
upon being revised on December 2, 2012, was published for the
first time by the Directorate of the Department for Cancer Control
in the Ministry of Health on July 20, 2004 (8).

WHO recommended early diagnosis and screening programs for
achieving protection against breast cancer in its report (1998).
Giresun KETEM, established in 1999, organized trainings in all city
centres and provinces with regard to cancer awareness with its en-
thusiastic and devoted personnel and has been one of the few cen-
tres (izmir, Balikesir, Istanbul, Giresun) to initiate community-based
screening in our country (9).

This study was conducted within the scope of the communi-
ty-based screening initiated by Giresun KETEM on women aged
50-69 living in two quarters, either registered at Teyyarediizii Fam-
ily Health Centre (FHC), where a screening was made upon send-
ing an invitation letter, and Sehit (Sh.) Tekin Er Cinar Family Health
Centre, where no screening was offered during that period. The
regularity of the Household Evaluation Forms (ETF), the proximity
of the total population and the similar level of development were
taken into account in the selection of these two health centres.

Materials and Methods

This is a community-based cross-sectional study conducted on
women aged 50-69 years, living in the district of Teyyarediizi in
which Teyyarediizii Family Health Centre where breast cancer
screening was conducted within the province of Giresun is located,
and women of the same age group living in the adjacent quarter of
Bulancak where Sh. Er Tekin Cinar Family Health Centre is located
and where screening was not conducted on those dates.
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According to the records of the Provincial Public Health Director-
ate, the target population (aged 50-69 years) of the Family Health
Centre in Teyyarediizii numbered 1,058, while the target popula-
tion (aged 50-69 years) of the Family Health Centre of Sh. Er Tekin
Cinar numbered 937. Seventy percent of the target population of
TeyyaredUizii Family Health Centre could be screened in total, pur-
suant to an invitation letter and two repeated calls. The universe of
the study was composed of 151 women registered in Teyyarediizi
FHC and 144 women registered in Sh. Er Tekin Cinar FHC, all aged
between 50 and 69 years.

The women living in this quarter were reached upon informing the
Provincial Public Health Directorate and a total of 270 women, 139
from the district of Teyyaredilizii FHC and 131 from the district of
Sh.Er Tekin Cinar FHC, were invited to KETEM and Sh. Er Tekin Cinar
FHC as the sample population of this research. The fieldwork re-
lating to the survey composed of 20 questions was conducted by
the chief doctor, training nurse of KETEM and students in the de-
partment of midwifery/nursery of the Health Academy of Giresun
University between March-April 2010.

All women subjected to the survey received a brochure containing
information about protection from and diagnostic methods for
breast cancer pursuant to the survey so that they would be able to
respond to the questions on the survey. Moreover, they received
trainings in the meeting halls of the schools in their district about
breast cancer diagnostic methods, early diagnosis and protection
methods and breast self-exam. A breast self-exam film was shown
pursuant to the training and a demo was made on a breast dummy.

The package program SPSS 16.0 was used in the analysis of the
data, which were evaluated upon using percentage, averages and
chi-square tests.

Results

(i) Descriptive features of the study groups

The rate of women in the district of Teyyarediizii FHC who partic-
ipated in the survey was 92%, while 91% of the women in the dis-
trict of Sh. Er Tekin Cinar FHC participated in the survey; 91.5% of
the targeted population was covered.

In the study group, the 50-59 year age group constituted 72.7% of
the screened FHC and 70.2% of the unscreened FHC; while the age
interval of 60-69 years constituted 27.3% of the screened FHC and
29.8% of the unscreened FHC. The average age of the group was
56+4.12 for the screened FHC and 54.8+5.26 for the unscreened
FHC (Table 1).

With regard to their level of education, the rate of illiterate women
was 21% and 19%, the rate of literate women was 5% and 5%, the
rate of elementary school graduates was 40.2% and 41%, the rate
of junior high school graduates was 30.2% and 26.7%; the rate of
high school graduates was 8% and 7.6% while the rate of universi-
ty graduates was 1.4% and 0.7% (respectively, in the screened and
unscreened FHC), confirming both districts had similar character-
istics (Table 1).
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Table 1. Distribution of women 50-69 years old according to age and education level.

Descriptive features Screened FHC n=139 Unscreened FHC n=131
number % number %
Age profile 50-59 years 101 72.7 92 70.2
60-69 years 38 27.3 39 29.8
Education level Illiterate 21 15.1 25 19
Literate 7 5 6 5
Primary school 56 40.2 54 4
Middle school 42 30.2 35 26.7
High school 11 8 10 7.6
University 2 14 1 0.7

Table 2. Answers to awareness of breast cancer in study groups, with x2-p value.

Survey Questions (Say yes) Screened FHC Unscreened FHC X2 p

Can breast cancer prevented via early diagnosis? 54.7 45.3 7.282 0.007
Have you received BSE training? 58.7 1.3 14.174 0.000
Do you perform BSE yourself? (only in training) 55.9 441 9.566 0.002
Does kinship increase the risk of breast cancer? 62.5 37.5 36.602 0.000
Have you ever take a mammogram? 68.6 31.4 72.769 0.000
Is mammogram dangerous? 56.2 43.8 1.92 0.166
Does stress a risk factor for breast cancer? 51.3 48.7 0.28 0.597
Does exercise reduce the risk of breast cancer? 534 46.6 1.179 0.278
Does breastfeeding to reduce the risk of breast cancer? 52.8 47.2 3.48 0.008
Are there any KETEM in your city? 57.0 43.0 17.735 0.000

KETEM: Kanser Erken Teghis Tarama ve Egitim Merkezi

(i) Responses of the study groups about the awareness on breast cancer
Considering the responses of the study group on awareness, the
question on whether breast cancer can be prevented, 54.7% of the
screened district (Teyyarediizii FHC) said, “yes, it may be prevented
via early diagnosis’, while the rate in the unscreened district was
45.3% (x=7.282; p<0.05).

With regard to answering the question on whether they had re-
ceived BSE training, 58.7% of the screened district said yes while
41.3% of the unscreened district said yes (x=14.174; p<0.05).

With regard to the question on whether they have ever had a
mammogram, 68.6% of the screened district and 31.4% of the un-
screened district said yes (x=72.769; p<0.05). Information regard-
ing the other survey questions is detailed in Table 2.

(i) Responses of the study groups on the symptoms of breast cancer
and early diagnostic methods

With regard to the question on what are the symptoms of breast
cancer, the women in the screened district knew on average 5.43%
of 10 symptoms (asked in the survey) while the women in the
unscreened district knew on average 2.84% of these symptoms

(p<0.05). The responses given for each symptom are summarized
in Table 3.

Likewise, with regard to the question on diagnosis methods, the
rate of those who knew all three methods (BSE, PE, mammogram)
was 33% in the screened district while this rate was 24% in the un-
screened district (p<0.05).

With regard to the question on how frequently one should un-
dergo a mammogram, 59% of the screened women registered in
Teyyarediizii FHC and 25.2% of the women in the unscreened FHC
responded as once every two years. Detailed information relating
to the methods is given in Table 4.

Discussion and Conclusion

The study included women aged 50-69 years invited to a commu-
nity-based breast cancer screening as well as unscreened women
aged 50-69 years located in a quarter close to this district, and
aimed to see what screening provides to the local community, how
their consciousness is raised and how awareness is created. This is
the first study conducted in this respect and provides a different
perspective compared to other researches.
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Table 3. Rating of correct questions for symptoms of breast cancer in the 50-69 year age group.

Symptoms of breast cancer Screened FHC n=139 Unscreened FHC n=131
number rate* number rate*
Palpable mass 134 0.96 103 0.78
Wound in breast 127 0.91 79 0.60
Pain in breast 122 0.88 73 0.56
Nipple discharge 115 0.83 56 0.43
Mass in axilla 103 0.74 32 0.24
Feeling of heat in breast 92 0.66 19 0.14
Wrinkle 49 0.35 8 0.06
Nipple retraction 12 0.08 4 0.03
Distortion in single breast 4 0.02 1 0
No may sign 0 0 0 0
Moderate 5.43 2.84
* The rate of able to answer in groups p<0.05

Table 4. Answers to methods of early detection in the 50-69 year age group.

Methods of Early Diagnosis Screened FHC n=139 Unscreened FHC n=131
number % number %
BSE 76 55 52 40
BSE+PE 62 45 44 33
BSE +PE+X-RAY 46 33 31 24 p<0.05
Us 54 39 64 49
MRI 27 19 32 24
Cant be prevented by early Diagnosis 8 6 12 9
Don’t know 5 4 15 11
How frequently one should undergo a mammogram?
Once every three months 0 0
Once every six mounts 3 2,1 12 9,1
Once every year 43 31 74 56,5
Once every two years 82 59 33 25,2
Once per 5 years 11 7.9 12 9.2

BSE: Breast self examination, MRI: Magnetic Resonance Imaging, PE: Physical examination, US: Ultrasonography, X-RAY: Mammography

Although the education level of the women participating in the
research in both quarters was low, the fact that 91.50% participat-
ed is an indicator of their sensitivity towards this subject. When
compared with large cities where the sociological regional devel-
opment difference is high, these two quarters are very similar.

According to data from the Provincial National Directorate of Ed-
ucation, the rate of primary school graduates is 22.5%, 18.4% for
primary school-junior high school graduates, 37% for high school
graduates and 15% for college graduates (10). These rates certainly
differ with age; even in the 50-69 year age group the education lev-
el drops as the age increases. It has been reported that 9.9% of the

women in our country are not literate (11). Besides for the rate of
illiterates (15.1% in the screened FHC and 19% in the unscreened
FHC), the fact that levels of primary school, junior high school and
senior high school graduates are close to each other convinced us
that both groups have similar intellectual capacity in responding
to the survey questions raised.

The study by Ozaydin et al. (12) was conducted in the district of
Bahcesehir, which has a rather high socio-cultural level in the Istan-
bul/European region, and had a considerably high consistency in
terms of responses to the survey questions. Furthermore, the fact
that the study was conducted by professional interviewers provides
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an additional advantage. We conducted our study with the contri-
bution of nurses, midwifes/nurses who received trainers’training in
this field and asked their questions carefully, one by one (7, 10) and
the students of the Health Academy of Giresun University.

The most striking result we obtained was the fact that 56.2% of
the screened group responded yes to the question on whether
a mammogram is dangerous. The fact that this rate was lower at
43.8% in the unscreened region made the responders concerned
as t whether the X-rays received during mammogram are carcino-
genic or not. Because, if there is a suspicion or a negative belief
that a mammogram is actually dangerous, this may set an obstacle
for community-based screenings (13-15). Is the occasional news
reflecting that mammogram is dangerous having an impact on the
local people? Is it possible that the local people still link the impact
of cancer with the Chernobyl disaster? In fact, the participation
rate (coverage) of those participating in the region (Teyyarediizii
FHC) is 70% and 95/68.3%) of the women in the quarter where the
study was conducted had mammogram. Do the local people have
different attitudes and behaviours about participation in screen-
ing and early diagnosis? (13, 15). Actually, considering that the rate
of women undergoing mammogram in the Bahcesehir study by
Ozaydin et al. (12) (within the last 2 years) was 65.5%, we believe
we should not be so pessimistic when we take look at our centre,
which is to be regarded as a relatively rural region. Moreover, we
were hopeful that only one woman out of ten women knew the
2-year interval indicated in the European Union and the National
Breast Cancer Screening Guide. We still believe that this rate will be
increased by our efforts as healthcare professionals.

Another prominent point was that 54.6% of the screened region
responded yes, it can be prevented by early diagnosis to the ques-
tion on whether cancer can be prevented. However, there is also a
group corresponding to 45.4% saying no, it cannot be prevented
by early diagnosis. There are studies demonstrating that this rate
is higher in our country (12, 16). We believe that this rate is linked
with the low educational level of the group. Considering that pre-
vention can be achieved via early diagnosis and screening, we be-
lieve that it would have been better if in the survey questions it
was asked whether death from breast cancer can be prevented.

The presence of breast cancer in the family, especially in first-de-
gree relatives, increases the risk of breast cancer by two fold (17,
18). The rate of those indicating that its presence in relatives in-
creased their risk in our study was 62.5%. However, the participants
were not asked whether there was breast cancer in the family. But,
it was significant that they knew a risk factor compared to the un-
screened district. Studies in the literature have inquired as to the
presence of breast cancer in the family but the approach of these
people towards risk factors was not considered (12, 16).

It is also a known fact that breastfeeding and exercise reduce the
risk of breast cancer (17, 18). A rate of 52.5% indicating that breast-
feeding reduced risk in our research is a result of the trainings
provided and the “baby-friend hospital” projects of the Ministry of
Health (7, 10). Likewise, the exercise parks with equipment estab-
lished by local governments in almost every quarter and the pro-
gram of the Ministry of Health for “fighting obesity” will enhance
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physical activities and provide protection mainly against breast
and colon cancer (19).

The American Cancer Society established the methods required for
early diagnosis for the first time in 1980. Nowadays, these methods
are established as golden standards and are still valid. These are
the “Breast Self-Exam” (BSE), “the clinical examination conducted
by the healthcare personnel” and “mammogram’”. The fact that a
woman knows her own breasts and realizes changes in tissue is
certainly one of the most important methods for preventing the
mortality of breast cancer (17, 18). The Directorate of the Depart-
ment for Cancer Control provided trainers’ training to many physi-
cians and midwives/nurses in our province to serve this purpose
and this wave has been extended within the province/district. The
Provincial Directorate of National Education, Provincial Directorate
of Public Health and KETEM cooperated in providing trainings to
all women in the conference halls in their quarters, starting with
those in the final year of high school, and informed them via bro-
chures and breast dummies (7, 10). Furthermore, the trainings
were enhanced with breast cancer awareness activities in October.
However, the level of training on and application of BSE is still low.
The rate of those who received BSE training in the screened FHC
was 58.7% and 41.3% in the unscreened FHC. The BSE application
rate in the screened FHC was 55.9% and 44.1% in the unscreened
FHC despite the training. The rate of knowledge of BSE in women
aged 15-49 years in the region of Kiitahya was reported as 61.7%
while its application rate was reported as 56.6% (16). In the rural
areas of the Western Black Sea Region, the rate of knowledge of
BSE in women above the age of 20 years is 28.7%, while its appli-
cation rate is 28% (20). The application rate of BSE in women aged
40-69 years (n=893) in the European region of Istanbul where the
educational and socio-cultural level is high is 84.1% (11). It was
observed that the rate of application of BSE differs significantly in
our country and that results varying between 41.2 and 83.5% have
been reported in studies abroad (21).

One the pleasing results of our study was that in addition to the
statistically meaningful rates in the screened and unscreened dis-
tricts about the symptoms of breast cancer, they were generally
known. In both quarters where the education level was low, the
response for palpable lump was 96% and 78% respectively, in the
screened and unscreened FHC. Honestly, we believe that the state-
ment of a lump the size of a hazelnut that we used in the trainings
has been effective for Black Sea people that are sensitive to cancer.
However, how will a woman who does not perform regular month-
ly breast exams notice this difference?

Another pleasing point was that the knowledge level of all three
early diagnosis methods, namely BSE, PE and Mammogram, to-
gether was 33% in the screened district. This rate was only 24% in
the unscreened region and was regarded as statistically significant
(p<0.05).

Only 57% of the women registered in the FHC where the screen-
ing was conducted were aware of the presence of KETEM. Yet, they
were invited to KETEM via a headed invitation letter for the mam-
mogram. Although health clinics were converted into family and
public health centres with the transition to the family medicine
system, the name of KETEM remained unchanged. Today, KETEMs
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included in Public Hospital Alliances are defined as primary care
centres affiliated with the Cancer Unit of Public Health Institutions
in the provinces and the Department for Cancer Control (7). KE-
TEMs were established for the purpose of increasing awareness of
cancer and the importance of early diagnosis in cancer via train-
ings, conducting early diagnosis and public-based screening activ-
ities in early detectable cancers, playing an active role in the con-
trol of cancer in the province where they are located and reducing
the morbidity and mortality of preventable and early detectable
cancers as a result of all these activities. Certainly, the cooperation
between family physicians working in FHCs and KETEMs is inevi-
table in assisting individuals registered to family physicians who
provide a core service achieve this goal. Because the laws and reg-
ulations relating to the family medicine practice define the fam-
ily doctor as; “those who provide personal preventive healthcare
as well as primary care diagnostic, therapeutic and rehabilitative
healthcare on an extensive and continuous basis” (22). We believe
that the success and coverage of the screenings will be enhanced
by making an invitation based on the household evaluation forms
(ETF) registered by the family doctors in our currently ongoing
screening program and community-based screenings.

This study has revealed that there is a significant difference in terms
of knowledge as to the symptoms and early diagnostic methods
of breast cancer of the locals on whom a breast cancer screening
has been conducted/has not been conducted. Furthermore, it also
demonstrated that community-based screenings increased aware-
ness of breast cancer and showed hope that maybe mortality can
be reduced upon increasing participation in screenings with this
awareness level in the upcoming decades.

Recommendations

*As breast cancer is among the most prevalent cancers in our
country and across the world, it would be beneficial to extend and
support community-based organized screening programs and to
make additions to currently conducted public spots on smoking
cessation and obesity.

*The communication of information on early diagnosis and pre-
vention methods in breast cancer by the appropriate sources
(healthcare professionals) will increase awareness.

*As a public health issue, it is highly important that it is analysed
within the framework of the socio-cultural characteristics, beliefs
and habits of the society and that deficiencies are remedied.
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ciations, it may be encouraging for our administrators to take into
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that it is necessary to be patient and determined and all units relat-
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TOTAL EXCISION ACCOMPANIED BY ROLL IN NON-PALPABLE

BREAST LESION
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ABSTRACT

Objective: The development and extensive use of methods of breast imaging
has increased the diagnosis of non-palpable breast lesions (NPBL). Although
several methods have been applied in the localization of NPBL throughout the
world, the technique of wire-guided localization is used as a standard. The aim
of this study is to present the results of ROLL (Radioguided occult lesion local-
ization), which is a new technique in our clinic for localization of NPBL.

Materials and Methods: We included 44 patients who had NPBL in the study.
The lesions were localized preoperatively with TC-99m labelled human serum
albumin. A gamma probe was used to determine the place of lesion and to
guide the excisional biopsy. We assessed the duration of the localization, the
excisional biopsy and hospital stay, the volume of the excised piece, the surgi-
cal margin in the malign facts, complication, cost calculation, and the comfort
of the procedure from the points of view of the surgeon, radiologist and pa-
tient for every case.

Results: We successfully localized and excised all lesions with ROLL. As a result
of the pathologic evaluation, 54.4% of the lesions were reported as benign,
45.6% as malign. An adequate surgical margin was obtained in 71.4% of the
malignant lesions.

Conclusion: ROLL is an alternative method to wire-guided localization for
NPBL.

Key words: Radioguided occult lesion local-ization, non-palpable breast lesions,
breast cancer

belirlenememesine karsin goriintileme yontemleri ile tes-
pit edilen meme parankiminde yogunluk artisi, asimetri ve
mikrokalsifikasyonlar (1) diizensiz spikiile kontur, arkasinda akustik
goblge bulunan, punktat kalsifikasyonlar iceren, duktuslara yayilhmi
saptanan sekilsiz kitleler, halkasal periferik kontrast tutulumu, duk-

Palpe edilemeyen meme lezyonlar (PEML) fizik muayene ile

0ZET

Amag: Meme goriintiileme yontemlerinin gelismesi ve yaygin kullanimi palpe
edilemeyen meme lezyonlari'nin (PEML) tanisini artirmigtir. Diinya genelin-
de PEML'nin isaretlenmesinde birka¢ yontem uygulanmis olmasina karsin tel
ile isaretleme teknigi standart olarak kullanilmaktadir. Bu ¢calismanin amac
klinigimizde PEMLnin lokalizasyonunda kullanilan, yeni bir teknik olan radyo-
niiklid rehberliginde okiilt lezyon lokalizasyonu (ROLL) sonuglarini sunmaktir.

Yontem ve Geregler: Calismaya PEML bulunan 44 hastay dahil ettik. Tc 99m ile
isaretli insan serum albiimini ile lezyonlar preoperatif isaretlendi. Bir gama
prob lezyonun yerinin belirlenmesi ve eksizyonel biyopsiye rehberlik etmesi
icin kullanildi. Her vakada; isaretleme, eksizyonel biyopsi ve hastanede yatis
siireleri, ¢ikarilan piyesin hacmi, malign olgularda cerrahi sinir, komplikasyon,
maliyet hesaplamasi ve cerrah-radyolog-hasta yoniinden prosediiriin konforu-
nu degerlendirdik.

Bulgular: Biz tiim lezyonlan basarili bir sekilde ROLL ile lokalize ve eksize et-
tik. Patolojik degerlendirmenin sonucunda, lezyonlarin %54,4'iiniin benign
%45,6'sinin malign oldugu rapor edildi. Malign lezyonlarin %71,4'iinde yeterli
cerrahi sinir elde edildi.

Sonug: ROLL, PEML'nda tel rehberliginde isaretlemeye alternatif bir yontemdir.

Anahtar sozciikler: Radyo-niiklid rehberliginde okiilt lezyon lokalizasyonu, palpe
edilemeyen meme lezyonlari, meme kanseri

tal veya segmental bir alanda diizensiz noduler kontrast tutulumu
ve washout paterni olarak tanimlanabilir.

Meme goriintiileme ydntemlerinin gelismesi ve yaygin kullanimi
PEMLnin tespit edilme sikhi@ini artirmistir. National Health Servi-
ce (NHS) 2003 yilinda meme tarama programinda her 1000 kadi-
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nin 5'inde invaziv kanser belirlenmis ve bunlarin 2,7'sinde timor
capi 15 mm'den kiigik bulunmustur (2). Literatiirde eksize edilen
meme lezyonlarinin Ug¢te birinden fazlasini PEML olusturmaktadir.
PEMLnin insidansi %17-58 arasinda degismektedir ve goérintile-
me yontemlerindeki gelismelere bagl olarak son 10 yilda bu oran
iki katina ¢ikmustir (3, 4). Meme kanserlerinin %15-25'i klinik olarak
gizli intraduktal karsinomlardir (5, 6).

Radyolojik siipheli meme lezyonlarinin %25'ten fazlasi palpe edi-
lemez ve dogru lokalizasyon icin tanisal kor biopsi veya cerrahi ek-
sizyona ihtiyac duyarlar (7-10). PEML genellikle atipik hiperplazi ve
intraduktal karsinom gibi ince igne aspirasyon biyopsisi (IAB)'nde
tanisal sorun yaratan lezyonlardir. lIAB 6zellikle ele gelen kitlelerde
yiiksek tanisal degere sahiptir. PEML'nda iIAB'nin tanisal dogrulu-
gu biylk oranda aspiratoriin ve sitopatologun deneyimiyle direkt
ilgilidir. Ayrica kor biyopsilerde de %9 oraninda yanlis negatif tani
olasiligi akilda tutulmahdir (11-13). Diinya genelinde PEMLnin lo-
kalizasyonu i¢in mevcut standart teknik bazi dezavantajlarina rag-
men tel ile isaretleme yontemidir (14, 15). Bu ydnteme alternatif
olarak kullanilan ROLL yéntemi 1996 yilinda Milan, Avrupa Onko-
loji Enstitlistinde Luini, Zurida ve Paganelli tarafindan uygulanmis
ve calismalari 1998 yilinda yayinlamistir (16). Teknigin ana pren-
sibi yuksek molekil agirligi nedeniyle etraf dokulara dagilmayan
teknesyum 99 ile isaretlenmis 10-150 mikrometre bulyukliginde
human albuminin ultrasonografi (USG) veya mamografi (MG) reh-
berliginde lezyon icine verilmesi ve gama prob yardimi ile lezyo-
nun c¢ikarilmasidir (17). Baslica dezavantajlar niikleer tip uzmani ve
gama prob gerekliligi ile radyasyona maruz kalmadir. Komplikas-
yonlar ise radyontiklid maddenin duktus icinde dagilmasi sonrasi
duktus boyunca aktivasyon alinmasi, yanlis yere verilmesi sonrasi
ikinci kez verilememesi ve cilde bulagsmasi durumunda bu alanlar-
da da aktivite alinmasi olarak siralanabilir (18).

PEMLnda ameliyat sirasinda frozen inceleme, kiictik bir invaziv karsi-
nom veya mikroinvaziv hastalik gérilemeyebileceginden 6nerilme-
mektedir. Frozen inceleme sadece yeterli doku varsa ve ayrica cerrahi-
nin seyrini degistirecek dnemli bir beklenti varsa yapilmalidir (19-22).

Calismamizda PEMLda teknezyum 99 ile isaretlenmis makroagre-
gat alblmini (Tc 99 MAA) kullanilarak lokalizasyon ve total eksizyo-

nun verimliligi degerlendirildi.

MI 0.8

VFX13-5/10.3

Breast

100%

46dB R34

3.0cm 16fps
z

Resim 1. Enjeksiyon sonrasi radyoopak maddenin lezyon iginde goriinimd.
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Yontem ve Gerecler

BIRADS 4, 5 ve kendisinde veya birinci derece yakininda meme kan-
seri Oykusii nedeni ile ylksek risk grubuna giren BIRADS 3 PEML
olan 44 ardisik hasta bu prospektif calismaya dahil edildi. Yaygin
mikrokalsifikasyon tesbit edilen, gebelik ve laktasyon donemindeki
ve radyoaktif madde ya da albumine karsi alerji anamnezi olan has-
talar calismaya dahil edilmedi. Hastalarin tamamina iiAB veya kor
biyopsi yapilmadan stpheli kitlelerin ROLL ile total eksizyonuna
karar verildi. Uygulanacak islemler icin hastalara detayl bilgi verildi
ve onamlari alindi. Hastalarin kisisel bilgileri, isaretleme, ameliyat
ve hastanede kalis sureleri, ¢cikarilan piyesin hacmi, komplikasyon,
patoloji sonucu malign olanlarda cerrahi sinir, maliyet verileri pros-
pektif olarak incelendi. Patoloji sonucu invaziv kanser olarak bildi-
rilen olgularda cerrahi sinir uzakhigi 1 mm veya daha az ise pozitif,
Tmm’'den fazla ise negatif olarak degerlendirildi. Patoloji sonucu
noninvaziv kanser olan hastalarda cerrahi sinir uzakhgi 5 mm'den
az ise pozitif, 5 mm veya daha fazla ise negatif olarak degerlendi-
rildi. Radyolog ve hasta agisindan lokalizasyonun, cerrah agisindan
ise eksizyonun subjektif zorlugu Likert Olcegi ile 1 en kolay, 10 en
zor olarak derecelendirildi (15, 23, 24). Maliyet hesaplamasi Sosyal
Glvenlik Kurumu saglik uygulama tebligi 2007 yonetmeliginde bil-
dirilen fiyatlar Gzerinden Turk Lirasi (TL) olarak yapildi.

Tc99 MAA radyoloji uzmani tarafindan GE Seno DS Full-Field digital
MG veya Siemens elegra advanced probe VFX 7-13 USG esliginde
ozel saklama kaplarinda transportu saglanan 0.2 mL serum fizyo-
lojik icinde 0,5-1 Mci (17,5-37 MBp) dozunda lezyon icine enjekte
edildi. Takiben igne trasesinde radyonuklid madde kontaminas-
yonunu 6nlemek icin 0,2 mL serum fizyolojik ve dogru isaretleme
tespiti icin radyoopak madde enjekte edildi. Bu islem cerrahi mu-
dahaleden bir giin 6nce yapildi (Resim 1). Radyoniiklid maddenin
saat kadranlarina gore lokalizasyonu, meme basindan ve ciltten
uzakligi radyologlar tarafindan raporlandi. C-Track Auotomatic
Gama Prob ile radyoaktivite 6l¢lldi. Lezyon alanina karsilik gelen
maksimum radyoaktivite alani “sicak nokta” olarak tanimlandi. Tim
islemler genel anestezi altinda gergeklestirildi. Cilt insizyonu sicak
nokta tizerinden cerrah icin en uygun alana cilt kivrimlarina uygun
olarak acildi. Rezeksiyon sinirlari radyoaktivitenin keskin olarak
distugl yer olarak tanimlandi (Resim 2). Rezeksiyon tamamlandik-
tan sonra piyeste ve kavitede radyoaktivite ol¢lilerek sicak nokta-

Resim 2. Rezeksiyon sininnda radyoaktivitenin degerlendirilmesi.
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nin tam olarak cikarildigi dogrulandi. Eksize edilen tim lezyonlarin
dogrulugu MG ile radyolojik olarak onaylandi. Piyesler standart he-
matoksilen ve eozin boyamasi kullanarak parafin bloguyla patoloji
klinigi tarafindan degerlendirildi. Kozmetik sonuglar icin ameliyat-
tan 6 hafta sonra kontrole gelen hastalardan ¢ok iyi, iyi, orta, kot
olarak 4 grup uzerinden degerlendirme yapmalari istendi.

Bulgular

Ardisik 44 kadin hasta 46 lezyon nedeni ile ameliyat edildi. Hastala-
rin yas ortalamasi 51,7 (35-72) olarak bulundu. BI-RADS kategorisine
gore hasta dagihmi BI-RADS 3, 4, 5, sirasiyla 5, 30 (32 lezyon) ve 9
seklindeydi. Hastalarin radyolojik gériintimlerinin dagilimi Tablo 1'de
verilmistir. Kirk iki hastada bir memede tek lezyon 1 hastada bir me-
mede iki lezyon (iki lezyon arasi mesafe 8 cm) 1 hastada ise karsi me-
mede ikinci lezyon lokalize edildi. Kirk ti¢ hastada toplam 45 lezyon
USG esliginde, 1 hastada tek lezyon MG esliginde isaretlendi.

isaretleme siiresi USG esliginde isaretlenen hastalarda ortalama
16,5 dk iken MG esliginde isaretlenen hastada 21 dakika idi. isaret-
leme islemi iyi tolere edildi ve komplikasyon gozlenmedi.

Ameliyat suresi ortalama olarak 18,3 dk ve toplam piyes hacmi or-
talama 41,5 mL olarak hesaplandi.

Ameliyat sonrasi dénemde hastalarin hicbirinde komplikasyon
gozlenmedi.

islem konforunun degerlendirilmesi Likert dlcedine gére zorluk
derecesi radyolog icin 2.7, hasta icin 3,14, cerrah icin 3,16 olarak
belirlendi. Ortalama hastanede kalis stiresi 1,25 giin ve ortanca 1
glin olarak hesaplandi. Patolojik degerlendirme sonuglari 46 lez-
yonun 25'inde (%54,4) benign ve 21'inde (%45,6) malign olarak
rapor edildi. Malign olgularin in situ/invaziv timor orani %18 idi
(Tablo 2, 3). Yirmi bir malign olgunun 15‘inde yeterli cerrahi sinir
elde edildi (%71,4). Duktal karsinoma insitu (DKIS) tanili 2 ve lobi-
ler karsinoma insitu (LKIS) tanili 1 hastaya ikinci bir cerrahi girisim
yapilmadi. Yeterli cerrahi sinir elde edilen diger 12 olgunun senti-
nel lenf nodu biyopsi (SLNB) sonucu (+) gelen 5'ine aksilla diseksi-
yonu yaplildi.Yeterli cerrahi sinir elde edilemeyen 6 (%28,6) olguya
ise SLNB sonucu (+) gelmesi nedeniyle reeksizyon + aksilla disek-
siyonu uygulandi. Kozmetik agidan 34 (%77) hasta ¢ok iyi, 7 (%16)
hasta iyi, 3 (%7) hasta orta olarak degerlendirme yapmistir. Maliyet
hesaplamasinda ortalama maliyet 619 TL olarak belirlendi.

Tartisma ve Sonuglar

Meme kanseri teshisi 1980'li yillarin ortalarindan bu yana bir evrim
gecirmistir. Meme kanserlerinin %50 -75'i kendi kendini muayene
ile tespit edilirken, meme gériintiileme yéntemlerinin gelismesi ve
tarama programlarinda yaygin olarak kullanilmasi PEMLnin saptan-
ma oranini iki katina gikartmistir (25-27). PEMLnin sayisinin artmasi,
bu lezyonlarin isaretlenmesinde glvenli, etkili, ideal bir ydntem ara-
yisini gerekli kilmistir (25). ideal yéntem lezyonun tamamen ¢ikaril-
masini saglayan ve gereksiz saglam meme dokusu eksizyonunu en
aza indiren bir ydntem olmalidir (9, 10, 28-30). PEMLnin lokalizasyo-
nu icin birka¢ yontem tanimlanmistir. Bunlarin arasinda altin stan-
dart MG veya USG egliginde tel ile isaretleme yontemidir (31-34).
Fakat tel ile isaretlemenin; telin yer degistirmesi, kopmasi, hastaya
ve personele zarar vermesi, pndmotoraks, malign vakalarda yetersiz
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Tablo 1. Lezyonlarin radyolojik goriiniimlerine gore dagilimi.

Hasta sayisi %
Kitle 19 (%43)
Kitle+Mikrokalsifikasyon 8 (%18)
Mikrokalsifikasyon 6 (%13)
Dansite degisikligi 6 (%13)
Dansite degisikligi+Kitle 4(%9)
Kitle + Mikrokalsifikasyon+Dansite degisikligi 1(%2)
Toplam 44 (%100)

Hasta sayisi %
Fibrokistik degisiklik 9 (%19,5)
Fibroadenom 8 (%17,3)
Adenokistik lezyon 5(%10,8)
Sklerozan adenozis 3 (%6,5)

Toplam 25 (%54,4)
Hasta sayisi %
invaziv duktal karsinom 10 (%21,7)
invaziv duktal karsinom + DKIS 6 (%13)
invaziv mikropapiller karsinom 1(%2,1)
Tubuler karsinom 1(%2,1)
DKiS 2 (%4,.3)
LKiS 1(%2,1)

Toplam 21 (%45,6)

DKIS: Duktal karsinoma insitu, LKIS : Lobiiler karsinoma insitu

cerrahi sinir, hasta icin rahatsiz edici olmasi gibi bazi dezavantajla-
ri vardir. Telin giris alani siklikla cerrahin ideal olarak cilt insizyonu
yapacadi yerden farklidir. Ayrica tel ile isaretlemenin ayni giin yapil-
masi ameliyat programini geciktirir (25). Tel ile isaretleme yontemi
bu dezavantajlar dogrultusunda ideal bir ydntem olmaktan uzaktir.
Bu nedenle alternatif yontemler gelistirilmistir.

ROLL yoénteminin sonuclarinin iyi olmasi diinya genelinde ilgi
uyandirmistir. Yapilan ¢alismalarin cogunda radyoniiklid madde ile
isaretlemenin gtivenilir ve etkili oldugu kanitlanmistir (17, 26, 28,
29, 35-39). Radyoniiklid madde ile isaretlemede basari oranlari li-
teratlirde %92 ile %100 arasinda degismektedir (17, 25, 36, 39, 40).
Bizim serimizde de isaretlemede basari orani %100 diir.

Literatlirde ROLL ile isaretleme sireleri USG ile ortalama 6 dk, MG
ile 10-14dk arasinda bildirilmistir (15, 25, 28, 29). Bizim ¢alismamiz-
da isaretleme suresi USG ile 16,5 dk, MG ile 21 dk olarak bulundu.
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Literatlire gére uzun olan bu siirenin deneyimimiz arttik¢a kisala-
cagini dustinliyoruz.

ROLL yontemi ile isaretlenen vakalarda ameliyat stireleri 20-30 dk
arasinda bildirilmistir (25, 28, 30, 41). Bizim ¢alismamizda ise ameli-
yat siiresi ortalama 18,3 dk bulundu.

Ameliyatta cikartilan doku miktarlari ise Gray (15) ve Nadeem'in
(28) calismalarinda sirasiyla 82,5 ve 55,7 mL ayrica Rampaul (29),
Zgajnar (37) ve Thind'in (39) calismalarinda sirayla 44, 40 ve 38 gr
olarak ol¢tilmistdr. Bizim ¢alismamizda ortalama 41,5 mL olarak
belirledigimiz piyes hacminin literatiir sonuclari ile uyumlu oldu-
gunu soyleyebiliriz.

ROLL tekniginde malign vakalarda cerrahi sinir negatif eksizyon
orani %69-84 arasinda degisirken, bizim calismamizda bu oran [i-
teratiir sonuglarina benzer (%71,4) bulunmustur (15, 25, 28-30, 37,
39-42). Ayrica ameliyat sonrasi hematom, meme basinda nekroz
ve yara enfeksiyonu gibi komplikasyonlar nadiren bildirilmistir (25,
28). Bizim ¢alismamizda ise komplikasyon goriilmedi.

Calismamizda hastanede kalis suiresi ortalama 1,25 giin olarak he-
saplanmis ve literatlrle uyumlu oldugu goéralmustar (28).

Teknigin cerrah, radyolog ve hasta acisindan konforunu Likert Ol-
cegi'ne gore degerlendiren Gray ve ark/nin (15)calismasinda, sira-
siyla hasta, cerrah, radyolog konforu 2,53, 2,95 ve 1,98 olarak bildi-
rilmistir. Biz hasta,cerrah ve radyolog konforunu sirasiyla 3,14, 3,16
ve 2,7 olarak bulduk.

Nadeem ve ark. (28), ROLL yontemi uygulanan hastalarda kozme-
tik sonuclart %74'Uinde ¢ok iyi %26'sinda iyi kozmetik sonug elde
etmislerdir. Benzer diger calismalarda da ROLL sonrasi kozmetik
sonuglar iyi bulunmustur (30, 39, 41). Bizim calismamizda ise 34
(%77,2) hastada ¢ok iyi, 7 (%16) hastada iyi, 3 (%6,88) hastada ise
orta diizeyde tanimlanan kozmetik sonuclar elde edilmistir.

ROLL tekniginin bir dezavantaji radyasyona maruz kalinmasidir.
Ancak 100 cerrahi islemde cerrahin elinden 6l¢iilen radyasyon do-
zunun, Cremonesi ve ark/nin (43) calismasinda, genel populasyon
icin belirlenen radyasyon dozunun %1-10'u kadar oldudu, Luini
ve ark/nin (16) calismasinda ise genel popdilasyon icin belirlenen
dozun (50 mSv/yil) %1,5'ine, calisanlar icin belirlenen dozun (500
mSv/yil) %0,2'sine denk geldigi bildirilmistir. Bu dozlar ihmal edile-
bilecek dlizeydedir.

Literatlirde ROLL ve tel ile isaretleme yontemlerinin karsilastirldigi
iki farkli calismada ROLL grubunda daha kisa olan isaretleme si-
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resinin istatistiksel olarak anlamli oldugunu, bununla birlikte ame-
liyat streleri agisindan iki grup arasinda anlaml bir fark olmadigi
bildirilmistir (28, 36). Piyes hacimleri karsilastirildiginda ROLL gru-
bunda c¢ikarilan doku miktarinin daha az oldugunu ortaya koyan
calismalar vardir (28, 37, 39). Luini ve ark/nin (17) calismasinda da
ROLL grubunda eksize edilen meme dokusu hacminin daha az ol-
dudu ve lezyonun merkezde yerlesiminin tel grubuna gére daha
iyi oldugu bildirilmistir. PEML olan 647 hastayi iceren bu calismada
ROLL ile lezyonlarin %99,1'inin tamamen ¢ikariimis oldugu ve spe-
simen grafisinde lezyonlarin %99,5 oraninda ¢ikarilan piyesin mer-
kezinde bulundugunu bildirmislerdir. ROLL ve telle isaretleme gru-
bunun yeterli cerrahi sinir agisindan karsilastirildigi iki calismada
sonuglarin ROLL grubunda daha iyi oldugu gosterilmistir (37, 39).

Sonug olarak PEMLnin cerrahisinde tel ile isaretleme yontemi diin-
ya genelinde kabul géren ve yaygin olarak kullanilan standart tek-
nik olmasina karsin ¢ok iyi dokiimante edilmis bazi dezavantajlari
vardir. Bu dezavantajlarin goriilmedigi ROLL teknigi giderek daha
cok kabul gérmeye ve uygulanmaya baslamistir. Calismamizda
PEMLnin ROLL yontemiyle, giivenli, uygun ameliyat siiresi, uy-
gun piyes hacmi, yiiksek radyolog, cerrah ve hasta konforuyla ve
komplikasyonsuz olarak, %100 basari orant ile eksize edilebilecegi
gosterilmistir. Ancak giinimizde iki teknigin birbirine karsi Gstiin-
lGgini savunabilmek icin genis olgu serilerine sahip, randomize
prospektif klinik calismalara ihtiyag vardir.

Cikar Catismasi
Yazarlar herhangi bir ¢ikar catismasi bildirmemislerdir.
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FACTORS AFFECTING BREAST CANCER RISK PERCEPTION
IN WOMEN AND COMPARISON OF RISK LEVELS TO THE
GAIL MODEL

KADINLARDA MEME KANSERi RISK ALGISINI ETKILEYEN ETMENLER VE GAIL
MODELI ILE RISK DUZEYININ KARSILASTIRILMASI

Ayla Acikgoz', Giil Ergor?

"Dokuz Eyliil Universitesi Sagik Bilimleri Enstitdist, Halk Sagligh Anabilim Dal, [zmir, Tiirkiye
“Dokuz Eyliil Universitesi Tip Fakiltesi, Halk Sagiigi Anabilim Dali, [zmit, Tirkiye

Bu ¢calisma, 18-22 Ekim 2010 tarihlerinde Izmir'de diizenlenen 13. Ulusal Halk Saghdi Kongresi'nde sézel bildiri olarak sunulmustur.

ABSTRACT

Objective: The aim of this study is to compare breast cancer risk calculated by
the Gail model with breast cancer risk perception, and to determine the factors
that affect the accuracy of women’s perceived breast cancer risk.

Materials and Methods: This was a cross sectional study conducted on 250
women between 35 and 69 years old living in Balcova, izmir. The data were
collected through a questionnaire. In the questionnaire, a question was asked
about breast cancer risk level perception. Two hundred women who perceived
their risk as either high or low were evaluated. The Gail model was used to
access the risk of breast cancer. McNemar and Pearson’s chi-square tests were
used.

Results: Fifty-nine percent of the women perceived their breast cancer risk lev-
el correctly, while 29.5% perceived it incorrectly as higher and 11.5% perceived
itincorrectly as lower. Women in the 50-59 age group, women who had higher
income levels, women who had two children and women in menopause were
significantly more accurate with perceiving their breast cancer risk level. The
difference between the breast cancer risk level calculated by the Gail model
and lifetime breast cancer risk level was significant (p<0.01). It was also found
that there was no relationship between mammography screening and breast
cancer risk perception.

Conclusion: In this study, it was found that the monthly income of the family,
the women’s age, number of live births and the women who were in meno-
pausal period affected the individual perception of breast cancer risk. The
breast cancer risk perception of women was determined to be higher than the
objective breast cancer risk calculated in the model.

Key words: Breast cancer, risk perception, Gail model, mammography

OZET

Amag: Bu calismanin amaci kadinlarin meme kanseri riskini dogru algilamay
etkileyen faktorleri belirlemek ve meme kanseri risk algisiyla Gail modeline
gore hesaplanan risklerini karsilastirmaktir.

Yontem ve Gerecler: Kesitsel tipteki bu calisma izmir li Balgova ilgesinde otu-
ran 35-69 yas grubu 250 kadinda yapiimistir. Arastirmanin verileri anketle
toplanmistir. Ankette kadinlara meme kanseri risk diizeyi algisi sorulmugtur.
Riskini yiiksek ya da diisiik olarak algilayan 200 kadin degerlendirmeye alin-
mistir. Meme kanseri risk diizeyini belirlemede Gail modeli kullanilmigtir. Ana-
lizde Pearson Ki-kare ve McNemar Ki-kare testi kullaniimigtir.

Bulgular: Kadinlarin %59,01 meme kanseri risk diizeyini dogru algilamaktadr.
Kadinlarin %29,5'i risk diizeyini yanhs olarak yiiksek, %711,5' ise yanls olarak
diisiik algilamaktadir. 50-59 yas grubunda olanlar, gelir diizeyi yiiksek olanlar,
iki cocugu olanlar ve menopoza girenler, bireysel riskini anlamli olarak daha
dogru algilamaktadir. Kadinlarin bireysel meme kanseri risk algisi ile Gail mo-
deline gore yasam boyu meme kanseri risk diizeyi arasindaki fark anlamhdir
(p<0,01). Mamografi yaptirmayla risk algisi arasinda iliski yoktur.

Sonug: Bu calismada kadinlarin yasi, ailenin aylik geliri, canli dogum sayisi ve
menopozda olma gibi ozelliklerinin bireysel meme kanseri riskini dogru algi-
lamay etkiledigi bulunmugtur. Kadinlarin bireysel meme kanseri risk algisi
modelde hesaplanan objektif meme kanseri riskine gore daha yiiksek oldugu
belirlenmistir.

Anahtar sozciikler: Meme kanseri, risk algisi, Gail modeli, mamografi
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la 6lime neden olan kanser tirii meme kanseridir (1, 2).

Meme kanseri gorilme sikligi Glkeler arasi farkliliklar gos-
termekte, gelismis llkelerde gelismekte olan Ulkelere gore daha
fazla gérilmektedir. Ulkeler arasindaki bu énemli farkliliklar, gelis-
mis Ulkelerde tarama mamografisi sayesinde erken tani ve daha iyi
tedavi olanaklari ile aciklanabilir (3, 4).

DUnyada ve Ulkemizde kadinlarda en sik gorilen ve en faz-

Meme kanseri etyolojisinde rol oynayan risk etmenleri; ileri yas, ai-
lede meme kanseri 6ykusu, genetik yatkinlik, meme biyopsisinde
prekanserdz bulgularin saptanmasi, ilk adetin erken yasta (<12 yas)
gorilmesi, ileri yasta (>55 yas) menopoza girilmesi, ilk dogumun
30 yasindan sonra yapilmasi ya da hi¢c dogum yapilmamasi, hor-
mon replasman tedavisi, bes yildan fazla oral kontraseptif kullani-
mi, sismanlik, sedanter yasam tarzi ve alkol tliketimi olarak belir-
lenmistir (2, 5, 6).

Kadinlarda meme kanseri riski dlizeyini belirlemek; meme kanseri
insidansi ve mortalitesini azaltmada etkili olabilir. Meme kanseri
yatkinligi belirlenen kadinlarda birincil koruma kapsaminda gerek-
li 6nlemler, ikincil koruma kapsaminda etkili tarama yontemlerinin
kullanilmasi ve erken taninin konulmasi yasam kurtarici olabilir.
Kanserin gelismesini 6nleyecek yasam tarzi aliskanliklarinin de-
gistirilmesi, treme saghgi konusunda danismanlik verilerek risk
etmenlerine yonelik her tlrli 6nlemin alinmasi birincil koruma
kapsamindadir (5, 7). Meme kanseri risk diizeyini belirlemeye yara-
yan degisik modeller bulunmaktadir (8, 9). Amerika Birlesik Devlet-
leri'nde meme kanseri prevansiyonu icin kimlerin uygun oldugunu
saptamak amaciyla yaygin olarak Gail modeli kullaniimaktadir (5,
10, 11). Randomize plasebo kontrolll olarak yapilmis alti yillik bir
izlem calismasinda Gail modeline gore bes yillik meme kanseri ris-
ki %1,67'nin Ustlinde olanlar hangi yasta olursa olsun yiksek riskli
olarak degerlendirilmistir (12-14). Bu modelde bireysel risk etmen-
leri kullanilarak kadinin bes yillik ve yasam boyu riski hesaplan-
makta, ayni yastaki toplumun hem bes yillik hem de yasam boyu
riski belirlenmektedir (15). Meme kanseri risk hesaplama modelleri
kullanilarak meme kanseri riski yliksek olan kadinlarda mamografi
tarama sikligi artinlabilir ve izlem yapilabilir.

Kadinlarin ortalama yasam siiresinin uzamasi, batili yasam bicimi-
nin benimsenmesi ve erken tani ve tarama programlarinin etkisiyle
kanser olgularinin yakalanmasi meme kanseri insidansini artirmak-
tadir (4). Bu artislarin kadinlarda meme kanseri farkindahgi ve risk
algisi ile paralellik gésterecegi beklenebilir. Arastirmalarda meme
kanseri risk algisinda pek ¢ok etmenin rolii oldugu bulunmustur
(16, 17). Yapilan calismalarda meme kanseri risk algisi ile iliskili de-
giskenler ve meme kanseri risk algisiyla mamografi yaptirma iliskisi
(18-31) incelenmistir. Katapodi ve arkadaslari (17) tarafindan yapi-
lan bir meta analizde yas, 6grenim diizeyi, kiiltir, meme kanseri
kaygisi ve aile dykisiyle meme kanseri risk algisi arasinda iliski
oldugu bulunmustur. Ulkemizde yapilan bir calismada yas, ailede
meme kanseri 8ykiisi ve bireysel meme hastaligi 6ykistiyle meme
kanseri risk algisi arasinda anlamli iliski bulunmustur (30). Murthy
ve arkadaslari (18) kotii beslenme, egzersiz yapmama, sigara icme
ve aile 6ykustini bireysel risk algisini etkileyen etmenler olarak be-
lirlemislerdir. Yapilan calismalarda geng yasta olanlarin, egitim du-
zeyi ylksek olanlarin, evlilerin, gelir diizeyi yiiksek olanlarin, ailede
meme kanseri 6yklsl olanlarin, kanser hastaligi kaygisi olanlarin
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bireysel meme kanseri riskini ylksek algiladiklar bulunmustur (25-
29). Ancak bu bulgulari desteklemeyen calismalar da vardir (31,
24). Kadinlarin meme kanseri risk algisinin mamografi yaptirmaya
ve kanser kaygisina etkisi oldugu belirtiimektedir (29). Ulkemizde
kadinlarin meme kanseri risk algisini arastiran sinirli sayida yayin
bulunmaktadir (30). Ulkemizde kadinlarin meme kanseri risk di-
zeyi hesaplamasiyla meme kanseri risk diizeyi algisi iligkisi bilin-
memektedir. Bu ¢calismanin amaci kadinlarin meme kanseri riskini
dogdru algilamayi etkileyen faktorleri belirlemek ve meme kanseri
risk algisiyla Gail modeline gore hesaplanan risklerini karsilastir-
maktir.

Yontem ve Geregler

Bu calisma izmir ili Balcova ilcesi’'nde oturan 35-69 yas grubu kadin-
larda yapilmistir. Kesitsel tipteki bu arastirmanin verileri 30 Mart-30
Eyliil 2009 tarihleri arasinda arastirmacilar tarafindan olusturulmus
olan anketle toplanmistir.

Calismada veriler 2010 yilinda tamamlanmis olan ‘Meme ve Serviks
Kanseri Risk Diizeyleri ve Erken Tani Hizmetleri Kullanimi iliskisi’
bashkl tez calismasindan alinmistir (7). Ulkemizde daha énce ya-
pilmis arastirmalardan yararlanarak mamografi cektirme prevalan-
sl %20 olarak, Epi-info Statcalc programi kullanilarak %5 standart
sapma, %95 gliven araliginda en az alinmasi gereken 6rnek biiytik-
gl 227 kadin olarak hesaplanmistir. Gog, arastirmayi kabul etme-
me, 6lim gibi nedenlerle ulasilamayanlarin yerine %10 yedek (23
kadin) alinarak, 250 kadindan olusan 6rnek listesi olusturulmus,
ornek seciminde basit rasgele 6rnekleme yontemi kullaniimistir.

Veri toplama araci olarak arastirmacilar tarafindan olusturulmus
olan anket kullanilmistir. Ankette kadinlara risk diizeylerini belirle-
mek, mamografi yaptirmasini etkileyen etmenleri arastirmak ama-
ciyla; sosyodemografik 6zellikler, mamografi yaptirma durumunu
belirleyen sorular sorulmustur. Ayrica meme kanseri risk dizeyi
sorulmus, riskini yiiksek ya da diistik olarak algilayan 200 kadin de-
gerlendirmeye alinmis, bilmiyorum yanitini veren 50 kadin ¢alisma
disi birakilmistir. Meme kanseri risk diizeyini belirlemede Gail mo-
deli kullanilmistir. Bu modele gore yasam boyu meme kanseri risk
diizeyi hesaplanirken ayni yas grubundaki kadinlarin risk diizeyine
gore karsilastirma yapilmaktadir. Modelde aile 6ykistinden ¢ok bi-
reysel risk etmenlerine gore hesaplama yapilmakta ve aile 6ykisu
olmayanlar icin uygun bir modeldir (5). Ayni yas grubundaki kadin-
larin risk diizeyinden daha yiiksek riski ¢ikanlar ‘riski yiiksek; esit ya
da daha azriski ¢ikanlar ‘riski diistik’ olarak siniflandirilmistir. Ulusal
meme kanseri tarama standardina uyumumun degerlendirilme-
sinde; calismaya katilan 50 yasin Ustlinde olan ve meme kanseri
risk algisi sorusuna disiik ya da ylksek yaniti veren 91 kadin de-
gerlendirmeye alinmigstir.

Istatistiksel analiz

Veri ¢oziimlemede SPSS 15,0 paket programi ve Epi-info Statcalc
programi kullanilmistir. Meme kanseri risk algisina kadinlarin sos-
yodemografik 6zellikleri, bazi Greme saglidiyla ilgili 6zellikleri, sag-
liga iliskin 6zellikleri ve ulusal tarama standardina uyarak mamog-
rafi yaptirmanin etkileri incelenmistir. Kadinlarin sosyodemografik
ozellikleri sayi ve yiizde olarak hesaplanmistir. Analizde Pearson
Ki-kare ve McNemar Ki-kare testi kullanilmistir. Elde edilen p degeri
0,05'ten kiiciikse fark anlaml kabul edilmistir.
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Calismaya katilan kadinlarin %34,0'1 40-49 yas grubunda, %25,5'i
50-59 yas grubundadir. %65,5'inin ilkokul ve daha disiik diizey-
de, %27,0'nin ortaokul ve lise dlizeyinde, %7,5'inin ise ylkseko-
kul ve Gstliinde 6grenime sahip oldugu, %62,0'nin herhangi bir
iste calismamis, %22,0'inin emekli oldugu saptanmistir. Kadinlarin
%78,0'Inin evli, %19,5'inin bosanmis ya da esi 6lmis, %93,5'inin
sosyal glivenceye sahip oldugu; %57,5'inin Sosyal Sigorta Kuru-
muna, %19,0'min emekli sandigina, %11,5'inin ise Bag-Kur'a bagh
oldugu belirlenmistir. Ailenin aylik geliri incelendiginde kadinlarin
%64,0'1 ailenin aylik gelirini 1000 TL ve altinda, %36,0' ise 1000
TLnin tzerinde oldugunu belirtmislerdir (Tablo 1).

Kadinlarin %84,0" Gail modelinde yasam boyu meme kanseri riski
ayni yastaki toplumla karsilastinldiginda dustk riskli, %16,0" yik-
sek riskli olarak bulunmustur. Kadinlarin %59.0't meme kanseri risk
diizeyini dogru, %41,0' ise meme kanseri risk diizeyini modelde
hesaplanan riske gore yanlhs algilamaktadir. Kadinlarin %29,5'i risk
diizeyini yanls olarak yulksek, %11,5'i ise yanls olarak diisuk algila-
maktadir. Kadinlarin bireysel meme kanseri risk algisi ile Gail mo-
deline gére yasam boyu meme kanseri risk diizeyi arasindaki fark
anlamlidir (p<0,01), (Tablo 2).

Bagimsiz degiskenlerle Gail modelinde hesaplanan riske gore ka-
dinlarin bireysel meme kanseri risk algisi dlizeyi karsilastirildiginda
50-59 yas grubunda olanlar, gelir diizeyi yiiksek olanlar, iki cocuk
sahibi olanlar ve menopoza girenler bireysel meme kanseri riskini
anlamli olarak daha dogru algilamaktadir (p<0,05) (Tablo 3). Kadin-
larin 6grenim diizeyi, medeni durumu, ¢alisma durumu, sosyal gui-
venceye sahip olma durumu, mamografi yaptirma ve ulusal stan-
darda uyarak mamografi yaptirma durumu, ailede meme kanseri
Oykisu bulunmasi, mamografi hakkinda bilgi sahibi olunmasi ve
menopoz yasinin bireysel meme kanseri riskini dogru algilamayi
etkilemedigi saptanmistir (Tablo 3).

Tartisma ve Sonuglar

Kadinlarin mutlak olarak meme kanseri riskini hesaplamak oldukca
zordur. Ancak gelistirilmis olan risk hesaplama modelleriyle birey-
sel meme kanseri riskini tahmini olarak hesaplamak hem meme
kanseri prevansiyonu hem de erken tani hizmeti sunumu ve plan-
lanmasi bakimindan yol gostericidir. Meme kanseri riskinin belir-
lenmesi saglikh kadinlardan yasamlari boyunca meme kanserine
yakalanma riski olanlarin secilebilmesini saglar. Ancak riskin dogru
belirlenmesinde kadinlardan risk etmenlerinin dogru olarak der-
lenmesi 6nemlidir (2).
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Tablo 1. Kadinlarin sosyodemografik dzellikleri (n=200)

Degiskenler Sayi %

Yas

35-39 4 20,5
40-49 68 34,0
50-59 51 25,5
60-69 40 20,0
Egitim durumu

ilkokul ve alti 131 65,5
Ortaokul - Lise 54 27,0
Yiiksekokul ve Ustii 15 7,5
Calisma durumu

Galismayan-ev hanimi 124 62,0
Emekli 44 22,0
Memur - isgi 15 7,5
Serbest meslek 17 8,5
Medeni durumu

Evi 156 78,0
Bekar ® 2,5
Bosanmis - esi 6lmiis 39 19,5
Sosyal giivence durumu

Yok 13 6,5
Emekli sandigi 38 19,0
SSK (Sosyal Sigorta) 115 57,5
Yesil kart 6 3,0
Ozel sigorta 5 25
Bagkur 23 11,5
Ailenin aylik gelir durumu (TL)

< 500 32 16,0
501-1000 96 48,0
1001-1500 53 26,5
1501-2000 14 7,0
= 2001 5 2,5

Tablo 2. Kadinlarin bireysel risk algilama durumu ile Gail modeline gdre yasam boyu riskin karsilastirnimasi

Gail modeline gére yasam boyu risk

Diigiik Yiiksek Toplam p*
Sayr (n=168) % Sayi (n=32) % Sayr (%)
Bireysel meme kanseri risk algisi
Diisiik 109 82,6 23 17,4 132 100,0 0,01
Yiiksek 59 86,8 9 13,2 68 100,0

*McNemar Ki-kare
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Tablo 3. Gail modelinde hesaplanan riske gore bireysel meme kanseri riskini dogru ve yanls algilama durumu.

Ozellikler Hesaplanan riske gore bireysel riski algilama durumu
Riskini dogru algilayan Riskini yanlig algilayan Toplam p*
Say1 (n=118) % Sayi (n=82) % Sayi (%)
Yas grubu 0,04
35-39 18 43,9 23 56,1 41 100.0
40-49 38 55,9 30 441 68 100,0
50-59 37 72,5 14 27,5 51 100,0
60-69 25 62,5 15 37,5 40 100,0
Ogrenim durumu 0,16
Ortaokul ve alti 89 56,3 69 43,7 158 100,0
Lise ve Universite 29 69,0 13 31,0 42 100,0
Medeni durum 0,16
Evli 88 56,4 68 43,6 156 100,0
Evli olmayan 30 68,2 14 31,8 44 100,0
Galisma durumu 0,22
Galisan 22 68,8 10 31,3 32 100,0
Emekli ya da galismayan 96 57,1 72 42,9 168 100,0
Sosyal giivence 0,41
Var 109 59,9 73 40,1 182 100,0
Yok 9 50,0 9 50,0 18 100,0
Ailenin aylik geliri 0,01
<1000 67 52,3 61 47,7 128 100,0
>1001 51 70,8 21 29,2 72 100,0
Mamografi yaptirma durumu 0,28
Yaptiran 55 63,2 32 36,8 87 100,0
Yaptirmayan 63 55,8 50 442 113 100,0
Ulusal meme kanseri tarama standardina 0,71
Uyan 26 70,3 11 29,7 37 100,0
Uymayan 36 66,7 18 33,3 54 100,0
Ailede meme kanseri dykiisii 0,68
Birinci derece yakinlarinda 6 50,0 6 50,0 12 100,0
Diger yakinlarinda 5 41,7 7 58,3 12 100,0
Mamografi hakkinda bilgisi 0,94
Var 104 59,1 72 40,9 176 100,0
Yok 14 58,3 10 41,7 24 100,0
Canli dogum sayisi 0,03
1 gocuk 12 37,5 20 62,5 32 100,0
2 gocuk 53 67,1 26 32,9 79 100,0
3 gocuk 26 59,1 18 40,9 44 100,0
4 gocuk 21 65,6 11 34,4 32 100,0
Adet durumu 0,04
Menopoz ya da cerrahi nedenle menopoz 66 66,0 34 34,0 100 100,0
Menopoz 6ncesi ya da diizenli adet goren 52 52,0 48 48,0 100 100,0
Menopoz yasi (n=103) 0,07
<45 19 54,3 16 45,7 35 100,0
=45 47 72,3 18 27,7 65 100,0

*Pearson Ki-kare

®
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Arastirma grubu (35-69 yas grubu kadin)=250

Dislananlar

\ 4

Galismaya alinanlar

\ 4

Risk algisi sorusuna bilmiyorum
yanitini veren 50 kadin

Risk algisi sorusunu yanitlayan ve Gail modeline gére
riski hesaplanan kadin (35-69 yas grubu) sayisi=200

Yy

Risk algisi sorusunu yanitlayan 50 yasin
Ustiindeki kadin sayisi=91

Sekil 1. Arastirmanin akig semasi.

Ulkemizde cok az sayida calismada meme kanseri risk diizeyi be-
lirlemesi yapilmistir (32-34). Yapilan calismalarda Gail modeline
gore hesaplanan yasam boyu risk ve ayni yastaki toplum riskinin
karsilastirmasi yapilarak meme kanseri risk hesaplamasi yapilma-
mistir. Calismamiza katilan kadinlarin %16’sinin Gail modeline gore
meme kanseri risk diizeyinin ayni yastaki toplumla karsilastirildi-
ginda, ytiksek riskli oldugu bulunmustur. Kadinlarin ¢cogunlugu-
nun modele goére disik riskli cikmasinda; cogunlugun ilk adetini
13 yas ve Ustlinde gérmesi, ilk dogumunu 30 yasin altinda yapma-
sl, birinci derece yakininda meme kanseri olanlarin goreceli olarak
az olmasi ve meme biyopsisi yaptirmis kadinlarin olmamasi gibi
etmenlerden kaynaklanmis olabilir.

Kadinlarin meme kanserine yonelik risk algisi saglikli yasam bici-
mi davranislarinda ve erken tani yontemlerinden yararlanmada
onemli bir subjektif bulgudur. Yapilan calismalarda meme kanseri
risk algisini belirlemede sifirla yiiz arasinda sayisal skalalar (sira-
I veri), ayni yastaki toplumla karsilastirarak likert tipi 6l¢limle ve
genel olarak yasam boyu meme kanseri risk algisi diistik, orta ve
yuksek olarak gruplanmis veriler kullanilmistir (18-25, 28, 29, 31).
Calismamizda ise meme kanseri risk algisi gruplanmis veri olarak
toplanmistir.

Calismamizda kadinlara bireysel meme kanseri riski hakkindaki
gorisu soruldugunda %34'G meme kanseri riskini ytiksek olarak
algiladigini belirtmistir. Oysaki Gail modelinde yasam boyu meme
kanseri riski ayni yastaki toplumla karsilastinldiginda kadinlarin
%16's1 ylksek riskli, %84'l dustik riskli olarak bulunmustur. Quil-
lin ve arkadaslan (21) Gail modeline gore kadinlarin %80,3’Gnin
yasam boyu riskini diisiik, %19,0'inin orta ve %0,7'sinin yiiksek ol-
dugunu bulmugslardir. Latin Amerika'da yapilan bir calismada ka-
dinlarin yaklasik dortte birinin meme kanseri riskini ylksek olarak
tahmin ettigi, objektif risk olarak degerlendirilen Gail modeline

gére yiiksek riskli grup %6,9 olarak bulunmustur (29). Ulkemizde
yapilan bir calismada Gail modeline gére %0,9'unun meme kanse-
ri riskinin orta diizeyde oldugu, ¢alisma grubunun %7,4'Unilin ise
bireysel meme kanseri risk algisinin yiiksek oldugu bulunmustur
(30). Ceber ve arkadaslarinin (30) yaptidi bu calismada her iki so-
nucun bizim ¢alismamizdan distik cikmasi Ceber ve arkadaglarinin
(30) calisma grubunun daha genclerden olusmasi ve saglik perso-
neli olmalarindan kaynaklanabilir. Yapilan bazi calismalarda Gail
modeline gore hesaplanan objektif risk ile kadinlarin meme kanse-
ri risk algisi arasinda anlamli korelasyon oldugu (19, 20), bazilarin-
da ise kadinlarin bireysel meme kanseri risk algisinin Gail modeline
gore hesaplanan risk diizeyinden anlamli olarak yiiksek oldugu
bulunmustur (21, 29, 30). Kadinlarin meme kanseri risk etmenleri
hakkinda bilgilendirilmesiyle bireysel meme kanseri risk algisini
dislirerek dogru yasam bicimi davranislan stirdiirerek kaygilarinin
azaltilabilecegi duslintlmektedir.

Kadinlarin risk algisini etkileyen etmenleri inceleyen sinirli sayida
arastirma bulunmaktadir (16-18, 24-26, 28-31). Bizim calismamizda
lise ve lizerinde 6grenim gorenler, normal ya da cerrahi nedenle
menopoza girenler risklerini daha distk algilamaktadir. Yapilan
sistematik bir derlemede kadinlarin yasi, irki, 6grenim durumu gibi
sosyodemografik etmenlerin yani sira yasam bicimi aliskanliklariyla
meme kanseri risk algisi arasinda iliski bulunmustur (16). Ulkemiz-
de (30) ve diger ulkelerde yapilan calismalarda yas, 6grenim diize-
yi, gelir duizeyi, kiiltlr, meme kanseri kaygisi, ailede meme kanseri
oykdusu, bireysel meme hastaligi dykuisd, kotl beslenme, egzersiz
yapmama, sigara icme gibi degiskenlerle meme kanseri risk algisi
arasinda iliski oldugu saptanmistir (17, 18, 25-30).

Calismamiza katilan kadinlarin %59'u modelde hesaplanan riske
gore meme kanseri risk diizeyini dogru (hesaplanan riski yliksek
olup risk algisi ylksek olanlar, hesaplanan riski duistik olup risk al-
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gist diistik olanlar), %41'i ise meme kanseri risk diizeyini yanlis (he-
saplanan riski ylksek olup risk algisi diisiik olanlar, hesaplanan riski
distk olup risk algisi yliksek olanlar) algilamaktadir. Calismamizda
50-59 yas grubunda olanlar, gelir diizeyi yiiksek olanlar, iki cocuk
sahibi olanlar ve menopoza girenler bireysel meme kanseri riskini
daha dogru algilamaktadir. Haas ve arkadaslari (20) objektif meme
kanseri riski yuksek olan kadinlarin %43,1'inin meme kanseri riskini
dogru algiladiklarini bulmuslardir. Amerika Birlesik Devletleri'n-
de Afrika kokenli Amerikalilarda yapilan bir calismada kadinlarin
%6,8'inin meme kanseri riskinin yliksek oldugu, %9,2'sinin meme
kanseri riskini yliksek olarak algiladiklari bulunmustur. Bu iki oran
arasindaki %2,4'luk fark yanlis risk algisini ifade etmektedir (18). Ca-
lismalarda kadinlarin meme kanseri riskini artiran etmenler hakkin-
da bilgilendirilmesi, aile dykisiine gore genetik tarama ve danis-
manlik yapilmasi bireysel meme kanseri risk algisini dogru olarak
yonlendireceg@i vurgulanmaktadir (22, 23).

Calismamiz toplumdan 6rnek secilerek yapildigindan evrene genel-
lenebilir. Kadinlarin risk algisini belirlemek icin katiimcilarin evlerin-
de yiiz ylize g6riisme yapilmis olmasi calismanin gui¢lii yonadir.

Bu calismada objektif meme kanseri riskini belirlemede Gail mo-
deli kullaniimistir. Modele ait bazi kisithhklar bulunmaktadir. Gail
modelinde ikinci derece ailesel meme kanseri 6ykiisii ve genetik
ozellikler gibi bireysel farkliliklar dikkate alinmadan risk belirlendi-
ginden bu gibi 6ykiisi olanlarda risk diizeyi diisiik hesaplanabil-
mektedir (5).

Sonug olarak bu calismada yas ve ailenin aylik geliri gibi sosyode-
mografik etmenlerle, canli dogum sayisi ve menopozda olma gibi
Ureme sagligi 6zelliklerinin bireysel meme kanseri riskini dogru algi-
lamay! etkiledigi bulunmustur. Kadinlarin bireysel meme kanseri risk
algist modelde hesaplanan objektif meme kanseri riskine gore daha
yliksektir. Mamografi yaptirmayla risk algisi arasinda iliski yoktur.

Meme kanseri risk etmenleri, erken tani ve tarama yontemleri
konusunda egitim ve bilgilendirme programlar olusturulmasi ve
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UNUSUALLY LOCATED PROLIFERATING TRICHOLEMMAL

TUMOUR: CASE REPORT

SIRADISI LOKALIZASYONLU PROLIFERE TRIKILEMMAL TUMOR: OLGU SUNUMU
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ABSTRACT

Proliferating tricholemmal tumour is derived from the outer sheath of a hair
follicle and usually proliferates following trauma or inflammation. It mostly
has a benign character; however, sometimes it shows malignant behaviour.
It is commonly seen in elderly woman and is generally located on the scalp
but also can also be located on the nose, abdomen, hips, elbows and vulva. We
present a case who was admitted with an enlarging mass lesion on the right
breast for one year and diagnosed tricholemmal tumour pathologically. The
choice of treatment was wide local excision and the patient has been healthy
for a 5-year follow-up period. Two cases have been reported in the literature
about breast located proliferating tricholemmal tumour, and it is remarkable
for unusual location.

Key words: Breast, proliferating, tricholemmal, tumour, benign

eme cildinin primer timorleri nadirdir, klinik gértiniim ge-
M nellikle altta yatan bir tiimdrin cilt invazyonuna ait olarak

disanlir. Prolifere trikillemmal timor (PTT), siklikla yasl
kadinlarda sac¢l deride diizensiz sinirli subkutan lezyonlar olarak
karsimiza cikan ve kil folikiilinin dis kilifindan kdken alan timor-
lerdir. “Proliferating tricholemmal kist” veya “pilar timor” olarak da
adlandirilir. Timor cogunlukla benigndir ancak ender olarak uzak
metastaz veya lokorejyonal tutulum izlenebilir (1).

Burada 71 yasinda bir kadin hastada meme inferior sulkusunda
yerlesim gosteren PTT olgusu sunulmaktadir. Sach deri basta ol-
mak Uzere degdisik lokalizasyonlarda yerlesebilen bu tiimorin
meme lokalizasyonu literatirde ticlincl kez bildirilmektedir.

Olgu Sunumu
Yetmis bir yasinda kadin hasta bir yil 6nce sag memesinde farket-
tigi, boyutlari giderek artan kitle sikayeti ile poliklinigimize basvur-

1743)

Prolifere trikilemmal tiimor, genellikle travma ya da inflamasyonun arkasin-
dan gelisen kil folikiiliiniin dis kilifindan koken alan, benign ancak nadiren ma-
lign davranis sergileyen tiimordiir. En sik yash kadinlarda sach deride goriilen
bu tiimor, burun, toraks, abdomen, kalca, dirsek, pubis ve vulvada da yerles-
mektedir. Biz bir yildir sag memede kitle sikayeti var olan ve kitlede biiyiime
farketmesi iizerine bagvuran, patolojik olarak trikilemmal tiimdr tanisi konan
olguyu paylastik. Olgu genis lokal eksizyon ile tedavi edildi ve 5 yillik takibinde
sadlikli idi. Meme derisinde yerlesen prolifere trikilemmal tiimor literatiirde
sadece iki olguda bildirilmis olup, tiimoriin siradisi bir yerlesimi olmasi nede-
niyle oldukga ilgingtir.

Anahtar sozciikler: Meme, prolifere, trikilemmal, tiimdr, benign

du. Hastanin anamnezinde 5 yil 6nce sag meme alt orta kisimdan
lipom cikartilmisti. Hastanin aile ve kendi medikal 6zge¢misinde
dikkat cekici bir zellik yoktu. inspeksiyonda lezyonun énceki pos-
toperatif insizyon skari orta kesiminde oldugu anlasildi. Yakinin-
daki meme cildinde renk degisikligi ve ulserasyon olusturmayan
diizgiin konturlu ekzofitik karnabahar benzeri kitle tesbit edildi.
Yapilan fizik muayenede sag meme saat 6 hizasinda inferior sulkus
yerlesimli, 3x3 cm ¢apinda, orta sertlikte, etraf dokulara fikse olma-
yan kitle ile sag aksillada 1,5 cm ¢apinda mobil ve agrisiz bir adet
lenfadenopati mevcuttu.

Mammografik incelemede, kitle lokalizasyonunda icerisinde ple-
omorfik mikrokalsifikasyonlar bulunan orta dansiteli opasite ala-
ni gorildid (Resim 1). Meme ultrasonografi ylzeyel yerlesimli, iyi
sinirli, makrolobule sekilli, hiperekojen kitleyi dogruladi, Doppler
ultrasonografi ile ayni seansta yapilan incelemede lezyonun hiper-
vaskdler oldugu tesbit edildi.
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Resim 1. Kitle igerisindeki mikrokalsifikasyonlarn gosteren mamografi goriintiisi.

Hastanin preoperatif incelemesi normal sinirlarda tam kan sayimi,
karaciger ve bobrek fonksiyonlari, akciger rontgenogramini icer-
mekteydi. Tumor belirteclerinde (CEA, Ca19-9, Ca 15-3, Ca 125)
ozellikli bulgu yoktu.

Lezyonun mamografik olarak malign karakterler gostermesi nede-
ni ile preoperatif kalin igne biyopsisi yapilmadi. Hastanin anamnezi
de g6z 6niine alindiginda 5 yil 6nce yakin lokalizasyondan c¢ikar-
tilan timorin lipom olmadigr distinlldi ve ameliyat esnasinda
frozen section inceleme ile operasyona yon verilmesi planlanildi.

Genis lokal eksizyonla ¢ikartilan kitlenin frozen section incelemede
malign oldugu gorlldii ve ayni seansta mavi boya ile sentinel lenf
nodu biyopsisi uygulandi. Cikartilan 9x5,5x4,5 cm boyutlarindaki
piyesin ortasinda 3 cm capinda beyaz renkli orta sert kitle gorulda.
Kitlenin en yakin cerrahi sinin posteriorda 1,3 cm idi. Histopatolojik
incelemede kitle, kil koki dig kilifini hatirlatan multilobule blyime
gosteren (Resim 2) ve lobullerde periferik cikintilart bulunan (Resim 3)
PTT olarak degerlendirildi. Kitlede orta derecede pleomorfizm ve na-
dir mitotik aktivite gdstermekteydi (Resim 4). U¢ adet boyali sentinel
lenf nodu cikartildi ancak hicbirinde malignite tespit edilmedi.
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Resim 3. Lobullerdeki periferik §|k|nt|Iar (HEx200).

Komplikasyonsuz iyilesme gdsteren hasta postoperatif donemde
takibe alindi. Postoperatif 5. yil takibinde hasta saglikli gériiniimde
olup rekirrens bulgusu yoktu.

Tartisma ve Sonuclar

PTT, deri eklerinin biyolojik davranigi belirsiz timaoridir. Deri ekleri-
nin timorleri (pilar timorler) son derece nadir olup ilk olarak 1966'da
Wilson ve Jones tarafindan “skuaméz hiicreli kansere benzeyen ti-
morler” olarak tarif edilmistir. Pilar timorler, proliferatif trikolemmal
kist, invazif pilomatriksinoma, trisilamidokarsinom, trisilemmal pilar
tlimor, prolifere pilar timar gibi farkl isimlerle bildirilmistir (2).

Tumor siklikla kadinlarda ve sach deride (%90) yerlesim gosterir.
Sacli deri lezyonlar ¢ogunlukla benigndir. Burun, toraks duvari, ka-
rin duvari, kalga, dirsek, pubis ve vulvar bolgede de daha az siklikla
bulunabilir (3). Lezyonlar vakalarin %70inde multipldir. Literatiirde
daha 6nce meme cildi yerlesimli 2 olgu bildirilmistir (4, 5). Litera-
tirde tanimlanan Japon olguda tiimér, ekzofitik karnabahar gori-
nimdiinde, keskin sinirli ve frajildir bu olguda 6n tanida skuamoz
hicreli kanser dislinlmis ancak tiimor niksindn ve retrospektif
olarak primer timorin incelenmesi ile PTT tanisina ulasiimistir (4).

(1ea)
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Resim 4. Orta derece pelomorfizm ve nadir mitotik aktivite (HEx400).

PTT'de baslangi¢ lezyonu ¢cogunlukla travma ya da inflamasyonu
takiben ortaya ¢ikan subkutan kistik noduldir, etraf deride eroz-
yon ya da atrofi olabilmektedir. Olgumuzda da lezyon subkutan
nodiil seklindeydi, ancak travma ya da inflamasyon 6ykuisti yoktu.

PTT'de lezyonlar siklikla selim olmakla birlikte ender olarak malign
formlar da bildiriimektedir. Mitotik oran, selliler atipi, nekroz ve
stromal infiltrasyon varligi malign/benign ayriminda kullanilir. Bazi
otorler ise metastatik olan formlari malign PTT olarak degerlendir-
mislerdir (1). Cap buykligu, tlserasyon ve histolojik incelemede
selller atipi, diskeratotik hiicreler ve mitotik figlrler saptanmasi
durumunda skuamoz hiicreli karsinomlarla karisabilmektedir, bu
ylzden ayirici tanida dikkatli olmak gerekir (4). Lezyonlarin ka-
rakteristik 6zelligi trikilemmal keratinizasyondur, minimal niikleer
pleomorfizm, distk mitotik aktivite, keskin sinir, distrofik kalsifi-
kasyon ve kalsifikasyonlarin izlendigi lobuller ile lobullerin kom-
sulugunda aktinik keratoz gibi premalign alanlarinin bulunmayisi
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diger yardimci kriterlerdir. Olgumuzda da orta derecede pleomor-
fizm ve disik mitotik aktivite olmasi ile PTT tanisi konmustur.

Ender gorilen bir lezyon olmasi nedeniyle PTT'de kesinlesmis bir
tedavi kilavuzu yoktur. Literattirde nadir olarak lenf nodu tutulumu
ve uzak metastaz bildirilmistir. Genis lokal eksizyon, gerekiyorsa re-
konstriiksiyon ve uzun dénem takip standart tedavi olarak kaydedil-
mistir (2) ancak malign formlarinda adjuvan radyoterapi ve kemo-
terapi tartismalidir (6-8). Olgumuzda da iyi bir cerrahi sinirla yapilan
genis lokal eksizyon kiir saglamistir. Vaka benign kabul edildigi icin
adjuvan tedavi uygulanmamis, takip programina alinmistir.

Sonug olarak PTT meme bolgesinde ender goriilen ve genellikle selim
tabiath bir timordur. Skuamoz hiicreli kanserlerden histolojik olarak ayirt
edilmesi 6nemlidir. Tedavisinde genis lokal eksizyon 6nerilmektedir.

Cikar Catismasi
Yazarlar herhangi bir ¢ikar catismasi bildirmemislerdir.
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ABSTRACT

Glycogen-rich carcinoma of the breast is a rare entity, usually reported with
poor prognosis. It has an incidence of between 1.4% to 3% of all breast carcino-
mas. We present the case of a 48-year-old woman who underwent mastectomy
for Glycogen-rich carcinoma of the breast. There was no lymph node metastasis
and the tumour was oestrogen receptor (ER) and progesterone receptor posi-
tive. The patient was treated with a chemotherapy and an aromatase inhib-
itor, and has been followed for 48 months with no evidence of recurrence or
metastasis.

Key words: Breast, cancer, Glycogen, rich

emenin glikojen rich karsinomu olduk¢a nadirdir (1, 2).
M Meme karsinomalarn icerisinde goriilme sikhgr %1.4-3

arasindadir (2). Yapilan, arastirmalarda kot prognoziu
oldugu bildirilmektedir (1). Klinik davranisi dstrojen reseptoriniin
distik ya da yuksek pozitifligine gore degisebilir (3). Hastalarin ¢o-
guna, cerrahi tedavide modifiye radikal mastektomi uygulanmistir
(3). Literatiirde olgu sunumu seklinde az sayida makale bildirilmek-
tedir. Memenin glikojen-rich karsinomu saptanan ve mastektomi
yapilan 48 yasinda bir bayan hasta bu bilgiler esliginde degerlen-
dirildi.

Olgu Sunumu

Son bir yildir sol memesinde sislik fark eden 48 yasindaki bayan
hasta klinigimize basvurdu. Ozgecmisinde ve soygecmisinde her-
hangi bir 6zellik saptanmadi. Fizik muayenesinde sol memede ret-
roareolar alanda yaklasik 10x6 cm sert, mobil kitle mevcuttu. Her
iki aksillada ve sag memesinde patoloji saptanmadi. Ciltte invaz-
yon bulgusu yoktu. Mammografide; sol meme retroareolar alanda
irregiiler kontur 6zelligi gosteren buyiik boyutlara ulasan kitle iz-
lendi (Resim 1). Akciger grafisi, batin ve pelvis ultrasonografisi ve
kemik sintigrafisi normal olarak degerlendirildi.

ince igne aspirasyon biyopsisi (IiAB) malign sonuclanmasi tizerine
hastaya sol modifiye radikal mastektomi uygulandi. Postoperatif

1743)

Memenin Glikojen rich karsinomu nadir gériilen meme tiimorlerindendir ve
genellikle kotii prognozlu olarak bilinmektedir. Tim meme karsinomlan ice-
risinde goriilme sikligi %1,4-3 arasindadir. Glikojen-rich karsinomu nedeniyle
mastektomi yapilan 48 yasinda bir bayan hasta olgu sunumu olarak hazirland.
Lenf nodu metastazi yoktu ve tiimorde dstrojen ve progesteron reseptorleri
pozitifti. Hastaya kemoterapi uygulandi ve aromataz inhibitorii ile tedaviye
devam edildi. 48 aylik takibinde niiks ya da metastaz tespit edilmedi.

Anahtar sozciikler: Meme, kanser, Glikojen, zengin

doénemi sorunsuz gegen hasta operasyonun besinci gliniinde ak-
siller dreni gekilerek taburcu edildi.

Patolojik inceleme sonucunda; makroskopik olarak timoér 10x7x4
cm boyutlarinda idi. Mikroskopik incelemede tiimériin oval yu-
varlak hiperkromatik niiveli clear yer yer pembe stoplazmali atipik
hicrelerin bir araya gelerek fibroz septasyonlar gosteren gruplar
olusturmasindan meydana geldigi gériildii (Resim 2a, b). immi-
nohistokimyasal boyamalarda E Cadherin, néron spesifik enolaz
(NSE), progesteron reseptorleri, Ostrojen reseptorleri pozitif ve
cerb B2, misin negatif (Resim 3) olarak saptandi. Tani Glikojen Rich
Karsinoma olarak degerlendirildi. Aksiler uzantidan ayiklanan 23
adet lenf nodu reaktif 6zellikteydi.

Hastaya ameliyat sonrasi tedavisinde kemoterapi ve hormonotera-
pi (@anastrozol) baslandi. Postoperatif 4 yillik takiplerinde niiks ya da
uzak metastaz saptanmadi.

Tartisma ve Sonuclar

Memenin glikojen rich karsinomu oldukg¢a nadir olup meme de
en sik berrak sitoplazmali morfolojik yapida gordlir (1, 2). Glikojen
rich karsinom ilk kez 1981 Hull ve ark. (3) tarafindan tanimlanan
primer meme karsinomlarinin nadir gorilen bir varyanti olarak
tanimlanmistir (4-6). TUm meme karsinomalari icerisinde goriilme
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sikhdi %1.4 ile %3 arasindadir (2). Ortalama goriilme yasi 57 (41-78)
olup ¢ogu timor ¢api 2-5 cm arasindadir (7, 8). Olgumuz 48 yasin-
da olup tiimd&r boyutu 10 cm olarak 6l¢iild.

Bu timor tim meme karsinomalarindan farkl morfolojiye sahiptir.
Akciger, endometrium, serviks, over, bébrek ve tiikiiriik bezlerinin

Resim 1. Retroareolar alanda irregiiler kontur ozelligi gosteren bilyiik boyutlara
ulagan kitle
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clear cell karsinomlari ile ortak karekteristik 6zellikleri mevcuttur
(8). Hormon reseptdr boyamasi duktal karsinomaya benzemekte-
dir (7). Ostrojen reseptdrleri ile kuvvetli ekspresyon gdsteren low
grade timorlerdir (6). Genel olarak bu tiimorler agresif seyredebi-
lirler (1). Vakamizda 6strojen ve progesteron reseptorleri (+) iken
c-erbB2 reseptorii (-) tespit edildi.

Glikojen rich meme karsinomunun dahil oldugu heterojen grupta
tash ylzik hiicreli, sekretuvar ve lipid rich karsinom da yer almakta-
dir (3). Bu karsinomlar klinik olarak da farkli davranirlar. Sekretuvar
tip siklikla geng kadinlarda ortaya ¢ikan karsinomlardir ve nadiren
aksiller lenf bezlerine metastaz yapar. Tash yiiziik karsinomlar sik-
likla duktal veya lobiiler karsinomlara eslik eder, siklikla lenf nodu
ve uzak metastaz yapar. Lipid zengin karsinom yasli kadinlarda go-
rillen ve siklila aksiler metastaz yapan timorlerdendir (9).

Berrak sitoplazmali morfolojideki glikojen rich karsinomunun ii-
AB'de bol ince vakuollii graniiler ya da seffaf sitoplazmali malign
hicreler bulunmaktadir. Glikojen rich karsinom tanisi zor konur ve
bu yalnizca morfolojik 6zelliklere baghdir (3).

Resim 3. Miisin (mucicarmine) (-).

Resim 2a, b. Oval, yuvarlak hiperkromatik,pleomorfik niikleuslu, clear ya da pembe sitoplazmal hiicreler.
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Glikojen rich karsinomu tanisi almis hastalara tedavi olarak modi-
fiye radikal mastektomi uygulanmistir. Yarisindan fazlasinda aksiler
lenf nodlarinin pozitif oldugu bildirilmektedir (4). Olgumuza mo-
difiye radikal mastektomi islemi uygulandi.Tumor boyutunun 10
c¢m olmasina ragmen aksilladan c¢ikarilan 23 lenf nodu da reaktif
ozellikteydi.

Nadir gorilen meme karsinomlarindan Glikojen rich meme karsi-
nomu hakkinda litaratiirde sag kalim ve patolojik 6zellikleri agisin-
dan sinirli sayida bilgi mevcuttur. Litaratiire katki yapmasi amaciyla
olgumuz degerlendirildi. Olguda agresif multimodal tedavi sonrasi
postoperatif 48 ay sonra niiks ve metastaz saptanmadi. Bu timor-
lerin dogdal seyrini ve tedavisini tanimlamak icin daha fazla olgu-
nun irdelenmesine ihtiyag vardir.
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CASE REPORT / OLGU SUNUMU

THE MUSCULUS STERNALIS: ULTRASONOGRAPHIC
VERIFICATION OF A RARE BUT BENIGN MAMMOGRAPHIC

FINDING

MUSCULUS STERNALIS: ENDER ANCAK BENIGN MAMOGRAFIK BULGUNUN
ULTRASONOGRAFIK OLARAK DOGRULANMASI

Ersen Alp Ozbala, Feray Ozgiir Saracoglu
(linic of Radiology, LaMED Imaging Center, lzmir, Turkey

ABSTRACT

Screening mammography requires high-quality images and experienced ra-
diologists. An improved technique with a systematic approach to patient posi-
tioning enables visualization of the deep parts of the breast. The sternalis mus-
cle is occasionally observed in mammograms as a variant of the deep normal
structures and may mimic a mass. The sternalis muscle is an uncommon ana-
tomic variant of the chest wall musculature. It is located subcutaneously over
the pectoralis muscle and has a parallel course to the sternum. It runs from the
infraclavicular area to the caudal aspect of the breast. This inconsistent muscle
has varying shapes, contours and sizes and may mimic a mass lesion on the
craniocaudal (CC) mammogram. Familiarity with its mammographic appear-
ance and ultrasonographic correlation is essential to avoid confusion with a
malignant lesion. In this case report, we describe mammographic and ultraso-
nographicimaging findings of the sternalis muscle and review the literature.

Key words: Breast, the sternalis muscle, mammography

reduce mortality (1). Screening mammography and early

detection have been shown to increase survival and to re-
duce mortality (2, 3). Standard screening mammography consists
of craniocaudal (CC) and mediolateral oblique (MLO) projections.
The overriding goal for positioning the CC view should be to in-
clude all of the posteromedial tissue. The proper CC view must in-
clude pectoral muscle at the posterior and the nipple should be in
the midline.

D etecting breast cancer at a small size and an early stage can

The sternalis muscle is a supernumerary muscle located in the an-
terior thoracic region, running parallel to the sternum. Different
anatomical studies have reported the prevalence of the sternalis

OZET

Tarama mamografisi yiiksek kalitede mamogramlara ve deneyimli radyologla-
ra ihtiyag duyar. Sistematik yaklagimla gelistirilmis pozisyon verme teknikleri
sayesinde memenin derin dokularinin gériintiilenmesi miimkiin olmaktadir.
Musculus sternalis mamogramlarda derin dokularin normal varyanti olarak
karsimiza gtkmakta olup kitleyi taklit edebilmektedir. Sternal kas, gogiis du-
van kas yapilarinin sik olmayan bir varyantidir. Pektoral kas iizerinde subkutan
dokuda yer alir ve sternuma paralel olarak seyreder. infraklavikular alandan
meme kaudaline dogru uzanir. Bu varyatif kas yapisi cesitli sekil, kontur ve bo-
yutlarda olup kraniokaudal (CC) mamogramlarda kitleyi taklit edebilir. Malign
lezyonlar ile kangtirmamak icin mamografik ve ultrasonografik goriiniimleri-
ne tanidik olmak gerekmektedir. Bu olgu sunumunda sternal kasin mamogra-
fik ve ultrasonografik goriintiileme bulgularini tanimlayarak literatiirii gozden
gegirdik

Anahtar sozciikler: Meme, musculus sternalis, mamografi

muscle to be 1.923.5% (4). It was first shown on mammography by
Bradley et al. (5), who described it in six women.

Case Report

A forty-eight year old patient was interpreted in our centre for
screening mammography. Standard CC and MLO views were ob-
tained and interpreted with previous mammograms. CC mammo-
gram demonstrated a developing density in the medial posterior
part of the breast. The density was round in shape and the edg-
es were well defined (Figure 1). As we interpreted that lesion as
a developing density, ultrasound examination was performed. Ul-
trasonographic views showed approximately 5x35x70 mm muscle
tissue over the right pectoralis muscle. The muscle tissue was well
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Figure 1. Forty-eight year old patient, screening mammogram, CC view. There is a
round well-defined density at the posterior medial part of the breast.

formed, with a distinct fascia (Figure 2-4). After ultrasonographic
verification of the sternal muscle, we reported the case as BI-RADS
Il and advised routine annual screening mammography.

Discussion and Conclusions

Breast cancer is the most common cancers and most common caus-
es of death from cancer among women. Detecting breast cancer
while it is still in situ or, if invasive, when it is 1 cm or less in diameter
can reduce mortality. Screening mammography and early detection
have been shown to increase survival (3, 4). Early detection of breast
cancer depends on high-quality mammography, an appropriately
short time between screenings, accurate interpretation and early
intervention. Improvements have been made in mammographic
equipment that have resulted in dedicated mammography units
that firmly hold the breast in the field of view and provide high spa-
tial resolution. The technologist is encouraged to tailor the examina-
tion to the patient’s body habitus and physical condition. Adequate
positioning requires pulling the breast away from the chest wall and
compressing it onto the image receptor. Improved positioning for
the craniocaudal projection has been achieved by taking into ac-
count the mobile margins of the breast. By elevating the inframa-
mmary fold, the skin of the upper breast can be relaxed and more
breast tissue can be brought into the field of view. If the pectoralis
major muscle is relaxed, it will project into the field of view on the
craniocaudal view on approximately 30% of images (6).

The sternalis muscle is a supernumerary muscle located in the
anterior thoracic region, running parallel to the sternum. Muscle

J Breast Health 2013; 9: 169-71
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Figure 2. Transverse view over the sternum. Over the right pectoralis major mus-
cle, ovoid, well-formed hypoechoic sternal muscle is seen. A hyperechoic fascia
was easily delineated.
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Figure 3. More inferior view of figure 2.

fibres arise from the sheath of the rectus abdominis muscle or
adjacent structures and terminate upon the pectoralis fascia, up-
per sternum, costal cartilages, the sternum, or the medial heads
of the sternocleidomastoid muscle (7, 8). The sternalis muscle can
be either a few short fibres or a well-formed muscle, and may be
unilateral or bilateral (7, 9). This variant was seen unilaterally and in
the right breast in our case. When deep parts of the breast are visu-
alized and high-quality images are obtained, the sternalis muscle
may be seen in CC projections. It was first shown on mammogra-
phy by Bradley et al. (5), who described it in six women. Four of
those women were seen during screening and diagnostic mam-
mographic imaging of 32.000 women (0.01%). Different anatom-
ical studies have reported the prevalence of the sternalis muscle
to be 1,9-23,5% (4). Its incidence was described as 6.2% in a study
that examined multidetector computed tomography (CT) scans of
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Figure 4. The sternal muscle seen in the longitudinal plane.

the chestin 1.387 adult patients (10). The sternalis muscle is usually
seen as a small, asymmetric opacity at the medial posterior edge
of the breast on mammogram CC views and can simulate breast
pathology (11, 12). The muscle is isodense with fibroglandular
densities and can be seen with varying diameters, shapes and con-
tours on mammograms (13). The obtuse angle at the chest wall is
typical of a muscular structure, and it is usually surrounded by fat
(14). Significantly, it could not be detected in all follow-up imag-
es, and may appear larger or smaller on follow-up mammograms
due to the distinct pulling of the breast during positioning. When a
density suggesting the sternalis muscle is seen on a mammogram,
it should be investigated with US like all other asymmetric opac-
ities and mass-like densities with irregular or spiculated margins.
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The diagnosis of a mass can be eliminated with US and physical
examination. We are agree with Demirpolat et al. (15) that the ster-
nalis muscle should be classified as BI-RADS category Il and inves-
tigation beyond mammography and US is not indicated when an
opacity resembling the sternalis muscle is seen. However, CT or
MRI may be performed when there is any doubt. In conclusion, the
sternalis muscle is a very rare chest wall muscle variant. Although
it may mimic a mass lesion in a CC projection, understanding how
to identify the muscle may lead to a final diagnosis and prevent
further unnecessary investigation.
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CASE REPORT / OLGU SUNUMU

SCHWANNOMA OF THE BREAST: A RARE CASE
MEMEDE SCHWANNOMA: NADIR BIiR OLGU

ismail Yaman, Hayrullah Derici

Balikesir Universitesi Tip Fakiiltesi, Genel Cerrahi Anabilim Dall, Balikesir, Tirkiye

ABSTRACT

Scwannoma is a slowly growing benign tumour that originates from Schwann
cells of the nerve sheath. It is rarely detected in breast tissue and only 30 cases
have been published in English literature until now. The tumour often localize
single and remains asymptomatic for years before diagnosis. The tumour size
ranges from 0.7 to 22 cm. Although the clinical and radiological features of
the tumour reveals a mass of a benign nature, differential diagnosis should be
made from well-circumscribed malign lesions of breast such as fibroadenoma
and medullary carcinoma. Fine-needle aspiration or core biopsy may be help-
ful for differential diagnosis. However, an excisional biopsy will likely be re-
quired to make a differential diagnosis. Radical excision should be performed
in treatment to prevent recurrence. Herein, we report a case of schwannoma
localized in the breast that was detected, followed by excisional biopsy in a
patient with a breast mass.

Key words: Schwannoma, breast tumour, excisional biopsy

yavas buiyiyen, benign bir timérdiir (1-5). ilk olarak 1908

yilinda Verocay tarafindan tanimlanmistir (5). Yapisinda
Schwann hiicreleri bulunmayan 1 ve 2. kranial sinirler hari¢ tim
organ veya sinir koklerinde gorilebilir (6). En yaygin olarak bas,
boyun ve ekstremitelerin fleksor yizlerinde gorilir (2-4). Meme
dokusunda gortlmesi cok nadirdir (2, 3, 5). Literatiirde Glkemizden
sunulan toplam ¢ olgu bulunmaktadir (1, 5, 7). Memede yerlesen
schwannomalar genellikle tektir ve tanidan 6nce uzun yillardir
vardir (4, 6). Kesin tani genellikle eksizyon sonrasinda konulabilir
(6, 8). Bu calismanin amaci memede schwannoma tespit edilen bir
olgunun sunulmasidir.

Schwannoma sinir kilifinin Schwan hiicrelerinden koken alan,

Olgu Sunumu

Kirk iki yasinda kadin hasta sag memede li¢ aydir var olan ve bu-
ylime gostermeyen sislik sikayeti ile poliklinigimize basvurdu. Has-
tanin 6zge¢misinde adet diizensizligi nedeniyle oral kontraseptif
kullanimi digsinda 6zellik yoktu. Fizik muayenede sag meme (st

OZET

Schwannoma sinir kilifinin Schwan hiicrelerinden kdken alan, yavas biiyiiyen,
benign bir tiimordiir. Meme dokusunda ¢ok nadir gériiliir ve ingilizce litera-
tiirde toplam 30 olgu bulunmaktadir. Memede yerlesen schwannomalar ge-
nellikle tektir ve tanidan once uzun yillardir vardir. Biiyiikliikleri 0,7 cm ile 22
«m arasinda degismektedir. Genel olarak klinik ve radyolojik ozellikleri benign
natiirde bir kitleyi diisiindiirmesine ragmen fibroadenom veya mediiller karsi-
nom gibi iyi sinirh malign lezyonlarla ayirici tanisini yapmak miimkiin olmaya-
bilir. Ayina tanida ince igne aspirasyon biyopsisi veya kor biyopsi yapilabilir.
Bununla birlikte ayina tani genellikle eksizyon sonras histopatolojik inceleme
ile yapilabilmektedir. Eksizyonun negatif sinirlarla yapilmas niiksii onler. Bu
olgu sunumunda sag memede kitle sikayeti ile bagvuran ve eksizyonel biyopsi
sonrasi schwannoma tanisi konulan hastanin sunulmasi amaglanmstir.

Anahtar sozciikler: Schwannoma, meme tiimoril, eksizyonel biyopsi

dis kadranda (UDK) 15x10 mm'lik sinirlari diizenli, semimobil kitle
palpe edildi. Meme ultrasonografisinde sag meme UDK'da 12x8,5
mm boyutlarinda, diizgiin konturlu solid kitle mevcuttu. Doppler-
de kitle hiler vaskiilarizasyona ilaveten periferik vaskularizasyon
da gosteriyordu (Resim 1). Bu kitlenin komsulugunda 10x8 mm’lik
intrammarian lenf nodu ile uyumlu ikinci bir kitle mevcuttu. Ma-
mografide normal fibroglandiiler doku disinda bulgu saptanmadi
(Resim 2). Hastayla gorusulerek, istegi dogrultusunda eksizyonel
biyopsi uygulandi ve hasta ayni glin taburcu edildi. Makroskopik
bakida 10 mm capinda dis yiizii diizenli, kapsullu, gri-kahverenk-
li, elastik kivaml solid kitle mevcuttu. Histopatolojik incelemede
makroskopik olarak, 1,5x1x0,5 cm boyutlarinda dis yiizi diizenli,
kapsulld, elastik kivamli, kesit ylzeyi gri-kahverenkli timor izlendi.
Mikroskobik olarak, igsi fusiform hiicrelerin olusturdugu Verokay
cisimcikleri ve hiyalinizasyon alanlari mevcuttu. Atipik hiicre olma-
masi ve mitotik aktivitenin diisiik olmasi (0-1/10 HPF) nedeniyle
malign tiimdér distindlmedi. Bu bulgularin temelinde histopatolo-
jik tani memede schwannoma olarak raporlandi. Hastamiz posto-
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Resim 1. Kitlenin ultrasonografik gorintis.

peratif 10. aydadir kontrol fizik muayene ve ultrasonografisi olagan
sinirlardadr.

Tartisma ve Sonuclar

Schwannoma meme dokusunda ¢ok nadir gorilmektedir (1, 3, 7).
ingilizce literatiirde toplam 30 adet meme schwannomasi mevcut-
tur (2,9, 10). Das Gupta ve arkadaslari (11) schwannomalarin ancak
%2,6'sinin meme dokusunda yerlestigini bildirmektedir. Hasebe T
ve arkadaslari (12) memede gériilen tim benign tiimérlerin ancak
% 0,2'sini schwannomalarin olusturdugunu bildirmektedir. Meme
yerlesimli schwannoma soliter, kapsullii ve yavas buylyen bir ti-
mordur (4, 5, 7). Hasta genellikle uzun yillardir var olan memede
kitle sikayeti ile bagvurur (4, 6). TUm yaslarda gorilebilmekle bir-
likte 20-60 yas arasinda en siktir (4, 6). Hastamiz literatiirle uyumlu
olarak 42 yasinda idi ve hastanin sag memesinde (¢ aydir blylime
gostermeyen kitle mevcuttu.

Memedeki schwannomalarinin biyuklikleri 0,7 cm ile 22 cm ara-
sinda degismektedir (2, 5). Genel olarak klinik ve radyolojik 6zel-
likleri benign nattirde bir kitleyi diisindiirmesine ragmen fibroa-
denom veya mediiller karsinom gibi iyi sinirli malign lezyonlarla
ayiricl tanisini yapmak mimkiin olmayabilir (4-7). Tanida ultraso-
nografi, mamografi ve magnetik rezorans gériintiileme yontemleri
kullanilabilir (5). Ultrasonografide standart bir gériinim yoktur, en
sik olarak iyi sinirli, solid, degisken posterior akustik gélgelenmesi
olan, hipoekoik kitle olarak yorumlanir (2, 6). Mammografide ge-
nellikle non-spesifik, homojen, iyi sinirh yuvarlak veya oval dansite
olarak goriilirken, bazi olgularda meme parankiminden ayri bir
kitle gorilmeyebilir (1, 2, 6). Hastamizdaki schwannomanin bu-
yukligi 12 mm idi. Ultrasonografide dlizglin konturlu solid kitle
olarak goruldi. Mamografide normal fibroglandiiler doku diginda
bulgu saptanmadi. Fizik muayene ve goriintiileme ydntemleri ile
kitlenin ayirici tanisini yapmak mimkiin olmadi.

Histopatolojik dogrulama gereken meme Kkitlelerinde ilk secenek
ince igne aspirasyon biyopsisi (IIAB) veya kor biyopsi olmalidir (13,
14). Schwannomalarda lIAB veya kor biyopsi ile tani koyulabilecegini
bildiren calismalar olmakla birlikte (3, 15) benzer histopatolojik bul-
gular metaplastik karsinom, fibroepiteliyal lezyonlar, fibromatozis ve
miyofibroblastoma gibi degisik timorlerde de goriilebilir. Bu neden-
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Resim 2. Mamografi (sag meme).

le genel goris taninin eksizyon sonrasi histopatolojik inceleme ile
koyulabilecegdi yoniindedir (2, 16). Genel olarak iyi sinirli, noninvaziv
kitlelerdir ve kolayca entiiklee edilebilirler (16). Timorin total ¢ika-
rilmasi sadece ayirici taninin degil ayni zamanda en uygun tedavi
seklinin de yapilmasini sadlar (1, 2, 5, 16). Literatlirdeki yayinlarin
hemen hepsi olgu sunumu olup hastalarin takip streleri verilmemis
olmakla birlikte en uzun takip stresi iki yildir ve niiks goriilmemistir
(1). Hastamiza kor biyopsi 6nerildi. Hasta kabul etmeyerek eksizyo-
nel biyopsi yapilmasini istedi. Kitle total olarak ¢ikarildi ve ayirici tani
postoperatif ddnemde eksizyonel biyopsi materyalinin histopatolo-
jik incelemesi ile koyulabildi. Postoperatif 10. ayda olan hastamizda
niiks gorilmedi.

Meme yerlesimli schwannoma oldukca nadir goriilen, yavas biyu-
me gésteren benign bir timérddir. iIAB ve kor biyopsi tanida énem-
li olmakla birlikte ayirici tani genellikle eksizyon sonrasi histopa-
tolojik inceleme ile yapilabilmektedir. Tedavide eksizyonun negatif
sinirlarla yapilmasi niikst onler.
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