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AMAC ve KAPSAM

Turk Jinekolojik onkoloji dergisi; Jinekolojik Onkoloji alaninda lilkemizde ve diinyada yapilan gilincel ¢calismalari
yayinlayarak kadin kanserleri ile ugrasan ulusal ve uluslararasi tim hekimlerin bireysel gelisimine katki saglamayi
amaclamaktadir.Turk jinekolojik onkoloji dergisi’nin hedef okuyucu kitlesi, jinekolojik onkoloji uzmani hekimler,
yan dal uzmanlik egitimi 6grencileri, jinekolojik onkolojiye ilgi duyan tiim Kadin hastaliklari ve dogum uzmanlari
ve uzmanlk egitimi 6grencileridir. Ayni zamanda, medikal onkoloji, radyasyon onkolojisi, patoloji uzmanlari,
akademisyenler ve uzmanlik egitimi 6grencilerini de hedeflemekte, bu anlamda dergimiz interdisipliner
kapsamda mezuniyet sonrasi egitim, slrekli mesleki gelisim ve arastirma perspektifinin ulusal ve uluslararasi
dizeyde yayginlasmasina katki saglamayi amaglamaktadir. Sadece yazili makalelerle degil video makalelerle de
okuyucularin cerrahi bilgi, gorgili ve tecriibelerini artirabilmeleri hedeflenmistir.

Turk Jinekolojik Onkoloji Dergisi, kadin kanserleri ile ugrasan tiim disiplinleri icine alan ve kendi alanlari ile ilgili
Tirkce ve ingilizce yayin yapan bir dergidir. Derginin kisa ismi Turk J Gynecol Oncol’ diir. Tiirk jinekolojik onkoloji
dergisi, bilimsel yayinlara agik erisim saglar. Yazarlardan makalelerin yayimlanmasi icin herhangi bir licret talep
edilmez. Uygun bir hipotezle, bilimsel ydntemler kullanilarak yapilan ézgiin arastirmalari yayinlar. interdisipliner
ozellik gosteren temel ve klinik arastirmalar, toplum tabanli aragtirmalara dergide yer verilmektedir. Glincel
gelismelerleri iceren konularla ilgili derlemeler, nadir rastlanan olgu sunumlari, editor gorusleri, video makaleler,
alaninda uzmanlasmis hekimlerin deneyim ve yorumlarini iceren editdre mektuplari yayimlar. Dergipark online
makale ylikleme sistemi Gizerinden makaleler kabul edilmektedir. Dergide yayimlanmak lzere génderilen yazilarin
daha once elektronik ya da basili olarak, baska bir yerde yayimlanmamis olmasi ya da gonderim zamaninda baska
bir derginin incelemesi altinda olmamasi gerekmektedir. Dergi 6nyargisiz-ift kor hakemlik ilkeleri cergevesinde
yayin yapmaktadir. Dergiye gonderilen makale bicimsel esaslara uygun ise editér ve en az iki hakemin
incelemesinden gectikten sonra; gerek gorildigi takdirde, istenen degisiklikler yazarlarca yapildiktan sonra
yayimlanirYayinlanan makalelerde ifade edilen tim gorusler, editorlerin, yayin kurulunun ve/veya yayincinin
gorislerini degil, yazar(lar)in goruslerini yansitir. Editorler, yayin kurulu ve yayinci ifade ve gorusler igin herhangi
bir sorumluluk veya ylkimlalik kabul etmez.

ACIK ERSIM POLITIKASI

Turk Jinekolojik Onkoloji Dergisi, acik erisimli bir dergi olup makalelere licretsiz olarak erisilebildigi anlamina
gelmektedir. Kullanicilar, yayincidan veya yazardan izin almaksizin makalelerin tam metinlerini okuyabilir,
indirebilir, kopyalayabilir, dagitabilir, yazdirabilir, baglanti verebilir.

ETIK ILKELER VE YAYIN POLITIKASI

Turk Jinekolojik Onkoloji Dergisi, yilda Ug (3) kez yayimlanan hakemli bir dergidir. Turk Jinekolojik Onkoloji
Dergisi hem yazarlarin hem de derginin haklarini korumak amaciyla etik ilkelerin saglanmasina biyik
onem vermektedir. Bu dogrultuda dergiye yazi gonderen yazarlarin asagidaki etik kurallara uymalari
istenmektedir.

1. Yazarlarin Dikkat Etmesi Gereken Hususlar

- Dipnot ve Kaynakga’daki eserler listesi eksiksiz olmalidir.

- intihal ve sahte veriye yer verilmemelidir.

- Ayni aragtirmayi birden fazla dergide yayimlamamali ve bilimsel arastirma ve yayin etigine uymalidir.

- Arastirmaya 6nemli oranda katkida bulunan tim yazarlarin isimleri yayinda yazilmali

- Arastirmaya katkida bulunmayan yazarlarin isimlerine yer verilmemeli.

- Aragtirmaya 6nemli oranda katkida bulunmayip bir sekilde katki sunanlar yazar olarak ismi verilmemeli
ilgili arastirmaya sundugu katkidan dolayi tesekkiir edilmeli.

- Tim yazarlar editorin diizeltmelerini yapmakla yikimliadur.

2. Hakemlerin Dikkat Etmesi Gereken Hususlar

- Hakemler degerlendirmelerinde tarafsiz olmalidir.

- Hakemler arastirmayla, yazarlarla ve/veya arastirma fon saglayicilar ile cikar ¢atismasi icerisinde
olmamalidir.

- Hakemler arastirmayla ilgili yayimlanmis ancak atifta bulunulmamis eserleri belirtmelidirler.

- Hakemler kontrol ettikleri makaleleri gizli tutmahdir.

3. Editor/Editorlerin Dikkat Etmesi Gereken Hususlar

- Editorler bir makaleyi kabul ya da reddetmek igin tim sorumluluga ve yetkiye sahiptir.

- Editorler kabul ettigi ya da reddettigi makaleler ile ilgili ¢ikar gatismasi icerisinde olmamalidir.

- Sadece alana katki saglayacak makaleler kabul edilmelidir.

- Hatalar bulundugu zaman duzeltilmesini, yayimlanmasini ya da geri cekilmesini desteklemelidir.
- Hakemlerin ismini sakli tutmalidir ve intihal/sahte veriye engel olmahdir.



4. Bilimsel Arastirma ve Yayin Etigine Aykiri Eylemler

a) intihal: Baskalarinin 6zgiin fikirlerini, metotlarini, verilerini veya eserlerini bilimsel kurallara uygun bicimde atif
yapmadan kismen veya tamamen kendi eseri gibi gostermek,

b) Sahtecilik: Bilimsel arastirmalarda gercekte var olmayan veya tahrif edilmis verileri kullanmak,

c) Carpitma: Arastirma kayitlari veya elde edilen verileri tahrif etmek, arastirmada kullanilmayan cihaz veya
materyalleri kullaniimis gibi gostermek, destek alinan kisi ve kuruluslarin gikarlari dogrultusunda arastirma
sonuglarini tahrif etmek veya sekillendirmek,

¢) Tekrar yayim: Mikerrer yayinlarini akademik atama ve yikselmelerde ayri yayinlar olarak sunmak,

d) Dilimleme: Bir arastirmanin sonuglarini, arastirmanin bitinligini bozacak sekilde ve uygun olmayan bicimde
parcalara ayirip birden fazla sayida yayimlayarak bu yayinlari akademik atama ve yikselmelerde ayri yayinlar
olarak sunmak,

e) Haksiz yazarlik: Aktif katkisi olmayan kisileri yazarlar arasina dahil etmek veya olan kisileri dahil etmemek,
yazar siralamasini gerekgesiz ve uygun olmayan bir bicimde degistirmek, aktif katkisi olanlarin isimlerini sonraki
baskilarda eserden cgikartmak, aktif katkisi olmadigi halde nifuzunu kullanarak ismini yazarlar arasina dahil
ettirmek.

5. Makalelerde Yapilan intihalleri Ortaya Cikarma

Turk Jinekolojik Onkoloji Dergisi arastirmacilarin magdur olmasini engellemek icin 6zel bir intihal programi
vasitasiyla degerlendirilmek icin gonderilen makalelerin daha 6nceden yayimlanip yayimlanmadigini ve makale
icerisinde intihal olup olmadigini tespit etmeye calismaktadir.

YAYIN POLITiKASI

1.Turk Jinekolojik Onkoloji Dergisi yazarlardan makale degerlendirme ve yayin sireci icin herhangi bir tcret talep
etmemektedir. Yayinlanan makaleler icin telif Gicreti 6denmez.

2. Dergiye yayimlanmak tzere gonderilen yazilar editériin 6n incelemesinden sonra Yayin Kurulu tarafindan
belirlenen konunun uzmani iki hakeme goénderilir.

Yazinin gonderildigi her iki hakemden olumlu cevap gelmesi durumunda yazinin yayimlanmasina karar verilir.
iki hakemin olumsuz gériis bildirmesi durumunda yazi yayimlanmaz. Bir olumlu, bir olumsuz gériis bildirilmesi
durumunda, Yayin Kurulu raporlarin icerigini dikkate alarak ya Ggtincii bir hakeme génderme ya da reddetmeye
karar verebilir.

Yayimlanmasina karar verilen yazilarin hakem raporlarinda belirtilen diizeltmelerin yapilmasi icin makale yazarina
iade edilir. Diizeltmelere yapildiktan sonra hakem uyarilarinin dikkate alinip alinmadigi editor tarafindan kontrol
edilerek yazinin yayimlanip yayimlanmayacagina karar verilir. On incelemeden itibaren makalenin yayina hazir
duruma gelebilmesi icin gerekli olan azami siire 2 aydir.

3. Hakeme gonderilmis makaleler yayin etigi ile ilgili gecerli bir neden olmadigi middetge yazar tarafindan geri
cekilemez.
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ORGINAL ARTICLE / ORJINAL MAKALE
Seltler leiomyomun klinikopatolojik analizi; tek merkezli retrospektif
inceleme

Clinicopathologic analysis of cellular leiomyoma; a single-center retrospective review

Saliha Sagmg¢!, Selin Giiney?, Ceyda Karadag!, Saheste Ozen Giines?,

Selen Dogan', "' Hasan Aykut Tuncer', "' Nasuh Utku Dogan’, "' Tayup Simsek'

! Akdeniz Universitesi Kadin Hastaliklar1 ve Dogum Anabilim Dal1, Jinekolojik Onkoloji Klinigi, Antalya, Tiirkiye
2 Akdeniz Universitesi Kadin Hastaliklari ve Dogum Anabilim Dal1, Antalya, Tiirkiye

OzZET

Amag: Bu c¢alismanin amaci seliler leiomyomlu hastalarin klinik ve histopatolojik 6zelliklerini
arastirmaktr.

Gereg ve Yontem: 2006-2014 yillari arasinda Akdeniz Universitesi Kadin Hastaliklari ve Dogum
kliniginde myomektomi veya histerektomi yapilan hastalar retrospektif olarak analiz edildi.
Histopatolojik inceleme sonrasinda seliler leiomyom tanisi alan 91 hasta galismaya dahil edildi ve
klinikopatolojik 6zellikleri degerlendirildi.

Sonuglar: Hastalarin ortalama yasi 44,2 idi, ortalama paritesi 2 idi. Hastalarin ¢ogunlugu
(%79,1) premenapozal donemdeydi. Doksan bir hastadan 57’sine histerektomi ve bilateral
salpingooferektomi yapilirken, 34 hastaya myomektomi yapildi. Ortalama seliiler leiomyom sayisi
1,3 ve ortalama seliiler leiomyom gapi 64,4 mm olarak saptandi. Ultrasonografik incelemede seliiler
leiomyomlar en ¢ok uterusun intramural kisminda gorildi. En sik gorilen klinik prezentasyon
ise menstriel dizensizlikti. Ortalama takip suiresi 60 aydi ve bu slrede higbir hastada niks yada
malign transformasyon goriilmedi. MAKALE GECMISi

Sonug: Selller leiomyom, leiomyom varyantlarinin bir alt grubunu temsil eder ve hiperselilarite Gelis 08.04.2023
sergileyen tipik leiomyom olarak tanimlanir. Seliler leiomyomu olan hastalarin uzun dénem Kabul 13.08.2023
yakindan klinik izlemi gerekmektedir.

Anahtar kelimeler: Histerektomi, Malignite, Myomektomi, Seliiler leiomyom, Prognoz

ABSTRACT

Aim: We aimed to investigate clinical and hystopathological characteristics of patients with cellular
leiomyoma.

Material and Method: We analysed retrospectively the patients who underwent myomectomy
or hysterectomy in Gynecology and Obstetrics Clinic, Akdeniz University between 2006 and 2014.
Ninety-one patients diagnosed with cellular leiomyoma by histopathological examination were
included in the study and their clinicopathological features were reviewed. Results: The mean age
of the patients was 44.2 and the mean parity was 2. Majority of the patients (79.1%) were in the
premenopausal period. Hysterectomy and bilateral salpingo-oophorectomy were performed in 57
of 91 patients, and 34 patients underwent myomectomy. The mean number of cellular leiomyoma
was 1.3 and the mean diameter of cellular leiomyoma was 64.4 mm. Cellular leiomyomas were
mostly detected in the intramural part of the uterus on ultrasonographic examination. The most
common clinical presentation was menstrual abnormality. The mean follow-up period was 60
months, and no patient had recurrence or malignant transformation during this period.

Conclusion: Cellular leiomyoma represents a subset of leiomyoma variants and is defined as
typical leiomyoma exhibiting hypercellularity, patients with cellular leiomyoma is required a long-
term close clinical follow-up.

Keywords: Hysterectomy, Malignancy, Myomectomy, Cellular leiomyoma, Prognosis

Sorumlu Yazar: Saliha Sagnig, Akdeniz Universitesi Kadin Hastaliklari ve Dogum Anabilim Dali, Jinekolojik Onkoloji Klinigi,
Antalya, Turkiye. E-mail: drsalihasagnic@hotmail.com
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GIRiS

Uterin leiomyomlar Greme ¢agindaki kadinlarin
yaklagik  %20-30’'unda ve premenopozal
kadinlarin %70’inde gorulir ve en sik jinekolojik
neoplazmlardir (1-3). Klinik olarak anormal
uterin kanama, pelvik agri ve baski hissi,
infertilite ve anemi gibi durumlarla prezente
olabilirler ve sonucta sosyal ve ekonomik agidan
hastalari etkilemektedirler (2). Leiyomyomlar
benign diz kas timorleridir. %65 kadari, gesitli
derecelerde dejenerasyona veya hicresel
histolojik alt tiplere sahiptir. Bu varyasyonlara
bagli olarak cesitli klinik semptomlara ve atipik
gorinttleme bulgularina yol agabilirler (4).

Bu varyasyonlardan biri olan seliler
leiomyomlar, g¢evredeki miyometriyumdan
“onemli olclide” daha hicresel olan ve

genellikle cekirdeklerin kalabaliklastigr ve Ust
Uste bindigi leiomyomlar olarak tanimlanir.
Seliiler leiomyomlar, leiomyomlarin bircok
histolojik varyasyonlarinin arasinda en yaygin
gorilenidir (%5) (3). Yuksek dizeyde seliler
leiomyomlar, endometrial stromal timorleri
animsatan daha da yiksek hiicre yogunluguna
sahip olan leiomyomlardir (5).

Selller leiomyomlarin semptom ve belirtileri
kendine 6zgl degildir. Selller leiyomyomlarin
insidansi duslik olmakla beraber glinimiizde
yuksek rekiirrens orani tanimlanmaktadir (4).
Histopatolojik incelemelerdeki bulgular; az
miktarda stroma ile birlikte hiicresel yogunluk,
cok az veya hig¢ atipi, koagllatif nekrozunun
olmamasi ve mitotik sayinin < 5/10 HPF (40x
blyutmede mikroskop goris alani) olmasi
seklindedir. immiinohistokimyasal analiz
(desmin, CD-10, H-caldesmon igin) selller
leiomiyomlari  stromal tUmorlerinden ve
leiomyosarkomlarindan ayirmak igin kullanilir.
GulnlUmuzde, koagllatif nekroz ve hiicre
polimorfizmi bulundurmayan; <10 mitoz/10
HPF’li timorlerin iyi prognozlu olduguna
inanilirken; hicre polimorfizmi olmayan >10
mitoz/10 HPF’li timorlerin malign olduguna
inanilmaktadir. Selller leiomyomlarda mitotik
indeksi > 5 olan ve eslik eden atipi varliginda
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malign transformasyondan siiphelenilir (3).
Histerektomi ve ardindan klinik gbézetim bir
standart tedavi haline gelmelidir. Fertilitesini
korumak isteyen Greme cagindaki kadinlar igin
konservatif tedaviden sonra siki klinik kontrol
onerilir (3).

WHO 2020 siniflandirmasinda seliiler leiomyom
icin; “belirsiz malign potansiyele sahip diz
kas timorleri, leiomyom veya alt tipleri igin
kriterleri asan morfolojik 06zellikler gosterir,
ancak leiomyosarkom tanisi icin yetersizdir
ve sadece az sayida vakada malign bir sekilde
bulunur” ibaresi mevcuttur (6).

Biz calismamizda 2006-2014 vyillari arasinda
Akdeniz  Universitesi Hastanesi Jinekolojik
Onkoloji Bolimiinde tedavisi ve takibi yapilan
seltler leiomyom tanili 91 hastanin retrospektif
analizinden elde ettigimiz verileri paylasmayi
amacladik.

GEREG VE YONTEM

2006-2014 yillar arasinda Akdeniz Universitesi
Kadin Hastaliklari ve Dogum Anabilim Dali
kliniginde myomektomi veya histerektomi
yapilan hastalarin medikal dosyalari retrospektif
olarak analiz edildi. Histopatolojik inceleme
sonrasinda seliiler leiomyom tanisi alan 91
hasta calismaya dahil edildi ve klinikopatolojik
ozellikleri degerlendirildi. Hastalara teshis,
patoloji bolumi  akademik kadrosunun,
toplanan biyopsi 6rnekleriniincelemesi ve rapor
etmesiyle konuldu. Datalar, calismaya katilmayi
kabul eden hastalardan toplandi. Elektronik
dosya bilgilerine tam olarak ulasilamayan
hastalar calisma disi birakildi.

Elektronik  veri sisteminden vyas, klinik
prezentasyonlari, obstetrik veriler, menapozal
durum, semptomlar, cerrahi yontem, seliiler
leiomyom sayisi, capi ve lokalizasyonu, eslik
eden diger patolojik tanilar ve takip sireleri

arastirildi.

Tanimlayici istatistikler igin ortalama (mean),
standart sapma, ortanca (median), minimum-
maksimum degerler ve frekanslar kullanildi.
Kategorik veriler sayi ve ylzde (%) olarak ifade
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edildi. Verilerin analizinde Statistical Package
for the Social Sciences (SPSS) 23” program
kullanildi.

BULGULAR

Biz bu ¢alismada seliiler leiomyom tanisi alan
91 hastanin klinik ve histopatolojik 6zelliklerini
arastirdik. Hastalarin ortalama tani yasi 44,2
(23-78) idi. Ortalama gravida ve paritesi sirasiyla
Uc ve iki olarak saptandi. 19 (%20,9) hasta
postmenapozal, 72 (%79,1) hasta premenapozal
donemdeydi. Klinige en ¢ok basvuru sikayetleri
sirastyla; menstriel dizensizlikler (%45,1), agri
(%27,5) ve baski hissiydi (%6,6). Bazi hastalarda
ise (%19,8) tani insidental olarak konuldu, yani
hastalar asemptomatikti. 91 hastadan 57’sine
histerektomi ve bilateral salpingooferektomi
yapilirken, 34 hastaya myomektomi yapildi.
Ortalama seliler 1,3 ve
ortalama seliiler leiomyom c¢api 64,4 mm
olarak saptandi. Ultrasonografik incelemede
seltler leiomyomlar en cok uterusun intramural
(%83,5) kisminda gorildi. Diger lokalizasyonlar
ise; subseroza (%9,9) ve submukoza (%5,5)
idi. Sadece bir hastada seliiler leiomyom
intraligamenter yerlesimli bir myomda saptandi.
Hastalarin yarisinda (%50,6) seliiler leiomyoma
eslik eden baska bir myom saptanmadi, fakat
%10,1hastadaenazbirtaneeglikedenleiomyom
vardi. Hastalarin patoloji spesmenlerinin
incelenmesiyle seliiler leiomyoma, %13,2
(n=12) hastada adenomyosiz ve %5,5 (n=5)
hastada endometriosizin eslik ettigi goruldi ve
hastalarin yarisindan ¢ogunda (%51,6) herhangi
bir dejeneratif degisiklik saptandi. Nekroz
sadece 3 hastada tespit edilirken, nikleer atipi
13 hastada (%14,3) mevcuttu. Mitotik indeks
<6 idi. Hastalarin ortalama takip slresi 60
aydi (0-175 ay). Takip suresinde higbir hastada
niks, metastaz ya da malign transformasyon
saptanmadi. Yedi hasta benign nedenlerden
dolayi yeniden opere edildi.

leiomyom sayisi

Tiirk Jinekolojik Onkolojik Dergisi

TARTISMA

Seliiler leiomyomlar, leiomyom varyantlarindan
en sik goriulen alt tipidir (%5) (7).
fibroidlerin  tanisi

Uterin
klinik olarak genellikle
fakat

varyantlari bulundugundan, patolojik tani o

kolay konulur, myomun morfolojik
kadar kolay olmayabilir. Seliler leiomyomlar
hipersellilarite, malign transformasyon ve
metastaz potansiyeline sahiptirler (8). Ayrica
uterusta leiomyom ve leiomyasarkom ile
birlikte ayni anda bulunabilirler (9). Seliler
leiomyomlarin borderline over tumorlerine
benzer bir sekilde yari malign fenotipe sahip
oldugu gorilmektedir. Bu tip varyantlarin
leiomyom ve leiomyosarkom arasinda bir
gecis olusturan ara diiz kas timori oldugu
ileri stirGlmustir (7). Bu nedenle jinekologlar
ve patologlar, siradan uterin leiomyom,
seliler leiomyom ve leiomyosarkomun klinik
prezentasyonu, patolojik ozellikleri ve biyolojik
davranislari arasindaki farklilhklari tam olarak
anlamalidirlar. Biz de bu g¢alismada seliiler
leiomyomlu hastalarin klinik ve histopatolojik

ozelliklerini ortaya koymaya c¢alistik.

sik

dizensizlikler,

Seliiler leiomyomlarin  en gorilen

semptomlari mestriel pelvik
kitle, karin agrisi ve pelvik basing hissidir.
Postmenapozal hastalar selller leiomyomlu
hastalarin az bir kismini olusturur. Sikhkla
premenapozal hastalarda gorilmekle beraber
bizim calismamizda ortalama yas literatire
kiyasla biraz daha azdi (3). Bu tumorler
degisen derecelerde hiicre atipisine sahiptir,
nekroz hi¢ gorilmez ve mitoz sayisi < 5/10
HPF’dir. Mitotoik indeks > 5 ve eslik eden atipi
varliginda maligniteden siphelenilir (3). Bizim
calismamizda mitotik figtrlerin sayisi 0 ile 6/10

HPF arasinda degismistir.
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Calisma sonuclarimiz daha 6nceki ¢alismalarla
tutarhdir. Tani hemen hemen bitin hastalarda
myomektomiya da histerektomispesmenlerinin

incelenmesiyle konulmustur.

Selller leiomyomlar histolojik olarak malign
neoplazmlarabenzerveyanlisteshisedilebilirler.
Selller leiomyomlarin, malign neoplazmlardan
(endometriyal stromal timorler) ayriminda
immunohistokimyasal ve molekiiler-sitogenetik
testler yardimci olabilir. Selller leiomyomalar,
diz kas aktin, h-caldesmon ve desmin gibi
kasilma  proteinlerini  eksprese ederken,
klasik dugstk dereceli endometriyal stromal
timorler IFITM1’i eksprese eder ve daha
yogun bir sekilde CD-10'u eksprese eder.
Sitogenetik degerlendirme, genellikle floresan
in situ hibridizasyon yoluyla siniflandirmayi
kolaylastirabilir. Klasik  disik  dereceli

endometriyal stromal timorler tekrarlayan
kromozomal translokasyonlara sahip olabilir,
bu translokasyonlardan en yaygin olani t (7;17)
(p15;921), JAZF1 ve SUZ12'nin (eski adiyla
JJAZ1) yeniden dizenlenmesini icerir. Dlsik
dereceli endometriyal stromal timorlerde
daha sik gorilen bir baska yeniden diizenleme
PHF1’DIiR. Cogu tiimdrde, bir JAZZ1, SUZ12 veya
PHF1 yeniden dlzenlemesinin tanimlanmasi,
duslk dereceli bir endometriyal stromal

tumorin tanisinda kullanilir (10-12).

Ayrica selller leiomyomlar malignitelere benzer
sekilde klinik gidisat sergileyebilir. Literatlrde
nadir de olsa malign transformasyon (risk %0,1-
%0,8) ve metastaz yapan vakalar bildirilmistir
(13, 14). Selller Leiomyomlar WHO tarafindan
benign leiomyomlar siniflamasina  dahil
edilmistir (Tablo 1) (6).

Tablo 1. WHO 2020- Uterin Dz Kas Tumorlerinin Siniflamasi

Uterin Leiomyomlar STUMP (Belirsiz Malign LMS (Malign Intravenéz Metastaz Yapan
(Benign Lezyonlar) Potansiyel) Lezyonlar) Leiomyomatozis Leiomyom
LBN igsi STUMP lgsi Yok Yok
leiomyosarkom
Olagan Tip Leiomyom Miksoid STUMP M-|k50|d
leiomyosarkom
Seliiler Leiomyom Epiteloid STUMP Epiteloid
leiomyosarkom
FH-LM
Mitotik olarak aktif
leiomyom

Hidropik leiomyom

Apoplektik leiomyom

Lipoleiomyom

Diger nadir varyantlar

Not: LBN, leiomyoma with bizarre nuclei (tuhaf ¢ekirdekli leiomyom); FH-LM (, fumarate hydratase-deficient leiomyoma(fumarat hidrataz eksikligi olan leiomyom); STUMP, smooth muscle tumor

of uncertain malignant potential(malign potansiyeli belirsiz diiz kas timéri) ; LMS, leiomyosarkom

Benign uterin leiomyomlarla ilgili yapilan
diger c¢alismalara bakacak olursak; Barnas
ve arkadaslarinin 2017 yilinda yayinlanan
metaanalizinde benign metastatik leiomyomlar
(BML) incelenmis ve BML nin uterin leiomyomun

monoklonal, hematojen yayillmasinin  bir

Tiirk Jinekolojik Onkolojik Dergisi

sonucu oldugu one slrilmuistiur. Morfoloji,
molekiler ve immunohistokimyasal
ozelliklerinin ise metastatik potansiyeline
ragmen iyi huylu neoplazm o6zelliklerine sahip
oldugu belirtilmistir (15). Wei'nin 2022 yilinda
yayinladigi calismada ise tuhaf cekirdekli
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leiomyom (LBN)’un DNA’larinin unstabil oldugu
ve leiomyosarkomlar ile bircok molekiler ve
biyobelirte¢ degisikligi paylastigi belirtilmistir
(16).

Bizim galismamizda niiks, metastaz ya da malign
bir hasta
saptamadik. Bu durum ameliyattan sonra bazi

transformasyon gelisen herhangi

hastalarin takiplerine gelmemesinden ya da
takiplerini baska bir merkezde yaptirmalarindan
kaynaklaniyor olabilir. Clnkd hastalarimizin
bazilari uzun sireli takip olmalarina ragmen bir

aydan az takip slresi olan hastalarimiz da vardi.

Seliiler leiomyom ile birlikte adenomyozis
ve endometriozisin bir arada bulunmasina
dair literatirde cok fazla data yoktur (17).
Calismalarda selller lieomyomlu hastalarin
%8,1-36,5'inde endometriosizin eslik ettigi
(3,18).

endometriozis o kadar sik bulunmadi.

gosterilmistir Bizim calismamizda

Seliiler leiomyomlarin nadir goriilmesinden
dolayl tam olarak kabul gérmis herhangi bir

tedavi sekli yoktur, fakat tipik leiomyomlar

gibi tedavi edilmesi onerilmektedir.
Genellikle histerektomi esas tedavi sekli
olarak sunulmaktadir. Fertilitesini korumak

isteyen kadinlarda myomektomi de bir tedavi
secenegidir (7), fakat hastalar riskler konusunda
ayrintil olarak aydinlatilmali ve uygun hasta

secimi yapilmalidir.

Selller leiomyom iyi gidisath uzun vadeli
prognoza sahiptir. Daha 6nce bildirilen niks
ve malign transformasyon vakalari mevcut

oldugundan, seliiler leiomyom tanisi olan
kadinlarin yakin klinik takibi gerekmektedir. Bu
hastalar histerektomi ile tedavi edilmis olsalar
bile uzak metastaz riski devam ettiginden uzun

donem takip edilmelidirler.
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(074
Amag: Vajinal intraepitelyal neoplazi (VAIN), ortalama 100 bin kadinda 0,2-0,3 insidansa sahip olup servikal
intraepitelyal neoplazi’ye (CIN) gére oldukga nadirdir. Cogunlukla postmenopozal grupta izlenmektedir.

Gereg ve Yontem: Calismaya yerel etik kurul onayi alindiktan sonra Ekim 2014 — Aralik 2022 tarihleri
arasinda histopatolojik olarak VAIN 2-3 tanisi almis ve multidisipliner konsey karari ile topikal 5-florourasil
tedavisi baslanmis 46 hasta dahil edilmistir. invaziv vajinal kanser ya da vajeni tutmus servikal kanserli 5
hasta galisma disina gikarilmistir.

Bulgular: Ortalama takip periyodu 32 aydi. Hastalarin 21’inde (%51,2) regresyon gelisirken 15’inde (%36,5)
persistans, 5’inde (%12) nuiks gelisti. Pregresyon gosteren hasta yoktu.

Sonug: Bu calisma, yiksek dereceli vajinal intraepitelyal neoplazi tanisi olan kadinlarin intravajinal MA_KALE GECMISI
5-florourasil ile tedavisinin, %51,2 lik basarisini géstermektedir. Minimal yan etkilere sahip, ucuz olup Gelis 18.10.2023
makul bir iyilesme orani sunmasiyla VAIN 2-3 tedavisinde géz éntinde bulundurulmalidir. Kabul 26.04.2024

Anahtar Kelimeler: VAIN, 5-florourasil, HPV, CIN
ABSTARCT

Aim: Vaginalintraepithelial neoplasia (VAIN) has an average incidence of 0.2-0.3 per 100,000 women, which
is much rarer than cervical intraepithelial neoplasia (CIN). It is mostly observed in the postmenopausal
group.

Material and Method: The study included 46 patients who were histopathologically diagnosed as VAIN 2-3
and initiated topical 5-fluorouracil treatment with the decision of the multidisciplinary council between
October 2014 and December 2022, following the approval of the local ethics committee. Five patients
with invasive vaginal cancer or cervical cancer involving the vagina were excluded.

Results: The mean follow-up period was 32 months. Regression developed in 21 patients (51.2%),
persistence in 15 (36.5%) and recurrence in 5 (12%). There were no patients with pregression.

Conclusion: This study demonstrated the 51.2% success rate of intravaginal 5-fluorouracil treatment of
women with high-grade vaginal intraepithelial neoplasia. It is recommended for the treatment of VAIN 2-3
due to its minimal side effects, low cost, and reasonable cure rate.
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GiRIiS

Vajinal intraepitelyal neoplazi (VAIN), alt
genital sistemdeki premalign lezyonlarinin
sadece %0,4’UnU olusturur. Ortalama 100

bin kadinda 0,2-0,3

servikal intraepitelyal neoplazi'ye (CIN) gore

insidansa sahip olup

oldukga nadirdir (1). Etkilenen yas grubu CIN
vakalarindan yaklasik 10 yas daha yaslidir ve

cogunlukla postmenopozal donemdedir (2).

VAIN i¢cin en oOnemli risk faktorleri disuk
sosyokiltlrel duzey, 6nceki smear testindeki
degisiklikler, genital sigil oOykisl, erken
yasta histerektomi, eslik eden veya onceki
CIN,

dietilstilbestrole maruz kalma oOykilsu, sigara

immunsUpresyon, radyoterapi 0Oykusd,
icme, cinsel yolla bulasabilen hastalik oykusu
veya insan papilloma viriisii enfeksiyonu (HPV)
oykustdir (3). CIN ve vulvar intraepitelyal
neoplazi (VIN) ile birliktelik olgularin sirasiyla

%65 ve %10’unda gorulir (2,3).

VAIN icin tedavi secenekleri arasinda izlem,
hormon tedavisi, topikal intravajinal tedavi,
cerrahi eksizyon, ablatif tedavi veya radyasyon
(1,3). Dusuk

intraepitelyal neoplazi

sayilabilir dereceli vajinal
cogu
kendiliginden dlzeldiginden, tedavide izlem
yaygindir (1,3-5) the

for the Study of Vulvovaginal Disease (ISSVD.

lezyonlarinin

International Society
Yiksek dereceli vajinal intraepitelyal neoplazi
icin primer cerrahi tedaviden sonra %43’e varan
niks oranlarina ek olarak cerrahinin morbiditesi
gdz onine alindiginda, VAIN 2-3 icin halen
medikal tedavi 6nemli bir rol oynamaya devam
etmektedir (4,6) EMBASE, ClinicalTrials.gov, and
Cochrane Central Register of Controlled Trials.
ozellikle de

Topikal kemoterapotik ajanlar,

Tiirk Jinekolojik Onkolojik Dergisi

5-florourasil (5-FU),
ve kullanilmistir (4).

bu baglamda arastiriimis

Biz bu c¢alismamizda VAIN 2-3 tedavisinde
5-florourasilkullanilanhastalarinklinikopatolojik
verilerini ve tedavinin sonuglarini gostermeyi

amacladik.
GEREC VE YONTEMLER

Calismaya vyerel etik kurul onayr alindiktan
sonra Ekim 2014 — Aralik 2022 tarihleri arasinda
histopatolojik olarak VAIN 2-3 tanisi almis ve
yerel multidisipliner timor konseyi karari ile
topikal 5-florourasil tedavisi karari alinmis
hastalar retrospektif analiz ile dahil edildi.
Dislanma kriterleri invaziv vajinal kanser ya da
vajinayi tutan servikal kanser tanisi almis olmak

kabul edildi.

Tibbi kayitlardan retrospektif olarak tani yasi,
menopoz durumu, sigara oykus, ek hastaliklari,
smear testi, yuksek riskli HPV pozitifligi, CIN
veya serviks kanseri oykusl, eslik eden baska
jinekolojik kanser varligi ve adjuvan tedavi
durumu, 5-florourasil tedavi dozu, sliresi ve
sonuglari iceren klinikopatolojik degiskenler
alindi. Hastalara VAIN tanisi konmadan 6nce
histerektomi yapilmigsa, histerektomi tarihi ve
cerrahi endikasyonlari da elde edildi. Sinif, VAIN
lokalizasyonu, lezyonlarin multifokalitesi ve
eszamanli CIN varligi gibi histolojik degiskenler

gozden gegirildi.

Tedavi kararlariyerel timor konseyinde alinarak,
haftalik 2 gr 5-florourasil (%5 konsantrasyon)
10 hafta sire ile klinik hemsiresi tarafindan
uygulandi (Bkz. Tablo 1). Son kiirden 1 ay sonra

kontrol vajinal biyopsi alindi.



VAIN 2-3 tedavisinde 5-florourasil kullanimi

> CETUS

Publishing

Tablo 1. 5-florourasil tedavi semasi

1. %5 konsantrasyonlu krem kullanildi.

2. Kisisel korunma énlemleri alinarak aplikatore 2 gr gekildi.

3. Haftada 1 gin toplam 10 hafta olmak tzere vulva cildi korunarak klinik hemsiresi tarafindan intravajinal uygulandi.
Saglam cilde bulasi azaltmak icin ped verildi. Hastaya ertesi glin dus alarak bolgeyi temizlemesi gerektigi anlatilarak

ayni glin taburcu edildi.

4. En az 3 glin cinsel iliskiden kaginilmasi énerildi.

Primer sonuclar VAIN tedavisi sonrasi regresyon,
niks, persistans ve progresyon idi. Regresyon,
ilk tedaviden sonra negatif vajinal biyopsi olarak
tanimlandi. Rekiirrens, VAIN’in negatiflesmesi
ve ardindan histolojik olarak dogrulanmig
VAIN’in
tanimlandi. Kalicihk ve progresyon, tekrarlayan

yeniden gelistirilmesi olarak
vajinal biyopsi sirasiyla ayni veya daha yiksek
VAIN derecesini gosterdiginde teshis edildi.
Normallesme zamani, tedavinin baglangig tarihi
ile regresyonun dogrulanma tarihi arasindaki

zaman araligi olarak hesaplandi.

istatistiksel analizde; ortalamalarin
hesaplanmasi, medyanlar kullaniimis ve ayrintili

olarak aciklanan tanimlayici veriler sunulmustur.
BULGULAR

Calismaya histopatolojik olarak dogrulanmis
VAIN 2-3 tanisi almis ve multidisipliner konsey
karari ile topikal 5-florourasil tedavisi baslanmis
46 hasta dahil edilmistir. invaziv vajinal kanser
ya da vajeni tutmus servikal kanserli 5 hasta
galisma digina gikarilmistir.

Grubun yas ortalamasi 57,68 idi (Tablo 2).
Hastalarin 17’si VAIN 2, 24 kisi ise VAIN 3
taniliydi. Toplamda 41 hastanin 38’i (%92,6)
postmenopozal donemdeydi ve 9 hasta (%21,9)

sigara icmekteydi.

30 hastaya (%73,1) VAIN tanisi konulmadan
once histerektomi uygulanmisti. Bunlarin 14’G
serviks kanseri, 3’0 endometrium kanseri, 5’i
servikal preinvaziv lezyonlar, 2’si EIN ve 4’0

benign sebeplerle yapilmisti. Hastalarin 18’inde

Tiirk Jinekolojik Onkolojik Dergisi

(%43) eslik eden serviks kanseri mevcut iken
11’inde (%26,8) CIN/CIS mevcuttu. 13 hastanin
(%31.7) radyoterapi éykusi vardi (Tablo 2).

Tablo 2. Klinikopatolojik 6zellikler

Ozellikler n (%)
Yas 57.68
Menopoz durumu
Evet 38 92,6
Hayir 3 7,4
Sigara i¢imi
Evet 9 21,9
Hayir 32 78,1
Servikal neoplazi oykiisii
Yok 12 29,2
CIN/CIS 11 26,8
Serviks Kanseri 18 43
Radyoterapi dykusii
Var 13 31,7
Yok 28 68,3
Histerektomi oykiisii
Var 30 73,1
Yok 11 26,9
Histerektomi endikasyonu
Serviks kanseri 14 34,1
CIN/CIS 5 12,1
Endometrium kanseri 3 7
EIN 2 4
Benign sebepler 4 9
Bilinmiyor 1 2
Takip periyodu (medyan - ay) 32
ilk tedaviye yanit
Regresyon 21 51,2
Progresyon 0 0
Persistans 15 36,5
Niiks 5 12

Ortalama takip periyodu 32 aydi. Hastalarin
21’'inde (%51,2) regresyon gelisirken 15’inde
(%36,5) persistans, 5’inde (%12) niliks gelisti

(Tablo 2). Progresyon gosteren hasta yoktu.
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VAIN 2 tanili hastalarin smear sonuglarindan
3’0 benign, 5’i ASCUS, 5’i LSIL, 2’si HSIL, 2'si
ise SCC (serviksin skuamoz hicreli karsinomu)
taniliydi. Bu gruptaki 7 hastada ylksek riskli
HPV tipleri pozitif bulunmustu, 2 hasta ise HPV
negatifti. VAIN 3 tanisi almis hastalarin smear
sonuglarindan 3’0 benign, 2’si ASCUS, 3’l LSIL,
7’si HSIL, 5i ASC-H, 4’G ise SCC taniliydi. Bu
gruptaki 8 hastada HPV pozitif iken 1’i negatifti
(Tablo 3).

Tablo 3. VAIN tanili hastalarin smear sonuglari
ve HPV durumu

VAIN 2 VAIN 3
Smear n % n %
Benign 3 17,64 3 12,5
Ascus 5 2941 2 8,3
LSIL 5 29,41 3 12,5
HSIL 2 11,76 7 29,16
ASC-H - 5 20,83
SCC 2 11,76 4 16,66
HPV durumu
Pozitif 7 41,17 8 33,3
Negatif 2 11,76 1 4,1
Bilinmiyor 8 47,05 15 62,5
TARTISMA

VAIN nadir gorilen bir durumdur ve kadin alt
genital sistem premalign lezyonlarinin sadece
%0.4’Un0 olusturur (1). Risk faktorleri arasinda
menopozal durum, sigara i¢cimi, ylksek riskli
HPV tipleri, radyasyon oykusl, histerektomi
oykisu, servikal neoplazi dykulsu gibi durumlar

mevcuttur (7).

Bu calismada ortalama yas 57,68 bulunmus
olup literatir ile uyumludur (4,7). Calismadaki
hastalarin genel klinik 6zelliklerine bakildiginda
%92’sinin postmenopozal oldugu, %21’lik sigara
icimi orani, %70 servikal neoplazi oykisl, %73
histerektomi oykisli, %31 radyoterapi Oykisu
mevcut olup bu durumlar literatlirdeki risk
faktorlerini desteklemektedir (8).

Tiirk Jinekolojik Onkolojik Dergisi

Disuk dereceli VAIN literatlire gore cogunlukla
spontan regrese oldugundan izlem tedavide
iyi bir secenektir. Aksine ylksek dereceli VAIN
tedavi gerektirir (1,3). Tedavide eksizyonel
secenekler ile birlikte ablatif ve topikal tedaviler
kullanilabilir. Ancak tedavi secenekleri arasinda
net bir konsensis yoktur. Topikal tedaviler
multifokal hastalik, erken baslangich hastalik
veya invaziv modalitelere kontrendikasyonu
olan kadinlar icin de 6zellikle tercih sebebidir
(9). Hem ablatif hem de topikal modaliteler
cogunlukla lokal olmak lzere duslik sistemik
komplikasyonlarlailiskilidir. Ek olarak, eksizyonel
olmayan modalitelerin kullanimi artmis HPV
klirensi ile iliskilidir. HPV'yi hedefleyen tedavi
secenekleri daha etkili olacak ve tekrarlayan
hastalik riskini azaltacaktir (10).

Bu c¢alismada, 30 kadin (%73) daha o&nce

histerektomi  gegirmisti.  Basglica  cerrahi
endikasyonlari CIN ve invaziv servikal karsinom
idi. Bu bulgular serviks uterin, vajina ve vulva
timorleri arasindaki iliski agisindan literatiirde
(2,112).

neoplaziler VAIN igin dnemli bir risk faktortdur.

gorilenlerle  benzerdir Servikal
Bununla birlikte, VAIN vakalarinin yaklasik
%10’u, benign endikasyonlar nedeniyle yapilan
histerektomi sonrasi ortaya ¢ikmistir. Literatlr
verileri, vajinal kanser gelisen kadinlarin %28-
41’inin benign endikasyonlar igin daha oOnce
histerektomi gecirdigini gostermistir (7,12).
Bu durum smear testinin histerektomi gegiren
hastalarda gerekliligini tekrar sorgulatmaktadir.

Bu calisma, yliksek dereceli vajinal intraepitelyal

neoplazi tanisi olan kadinlarin intravajinal

5-florourasil ile tedavisinin, %51,2’lik basarisini

gostermektedir. Bu oran literatirdeki diger

calismalara nazaran biraz daha disik
bulunmustur (3,4,9,10). Bunun sebebidrneklem
blyuklGgiinin daha dar olmasi olabilir.
Hastalarin hicbirinde izlem siiresi boyunca
10
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bir

Literatlrde ablatif ve eksizyonel yontemlere

herhangi komplikasyon gelismemistir.
bagli bildirilmis kanama, enfeksiyon, yara yeri
ayrismasi, disparoni, vajinal stenoz ve vajinal
adezyonlar gibi morbiditeler mevcuttur (13-
15)41 (35%. Bu riskler géz 6nline alindiginda,
iyi bilinen etkinlik ve glivenlige sahip bir topikal
tedavi, ylksek dereceli vajinal intraepitelyal
neoplazinin bir roll

yonetiminde acikca

olacaktr.
SONUC

Sonug olarak 5-FU, VAIN’in ilk tedavisi icin iyi bir
secimdir, ¢linkii makul bir iyilesme orani sunar
(calismamizda yaklasik %51,2), minimal yan
etkilere sahiptir, ucuzdur, komsu yapilara zarar
vermezve anestezigerektirmez. Calismalar, 5-FU
kullanarak %75-86’lik bir kiir orani gostermistir
ve ilk kullanimini takiben niks oldugu vakalarda
ikinci bir tedavi kiri icin secildiginde, kiir orani
%77'den %87’ye yikselmektedir (9,10,16,17).

BiLGILENDIRME

Cikar Catismasi

Yazarlar herhangi bir ¢ikar ¢catismasi beyaninda

bulunmamistir.
Finansal Destek

Yazarlar herhangi bir finansal destek beyaninda

bulunmamistir.

Etik Onay

Calismaya yerel etik kurul onayi alinmistir.
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Examination of the stress level perceived by gynecological oncology patient’s and their caregivers,
the social support perceived by the patients and the caregiving stress level of the caregivers: A cross-
sectional study

Jinekolojik onkoloji hastasi ve yakinlarinin algiladiklari stres diizeyinin, hastalarin algiladiklari sosyal destegin ve
hasta yakinlarinin bakim verme stres diizeylerinin incelenmesi
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ABSTRACT

Objective: Gynecologic oncology patients and their caregivers often experience high levels of stress during
the treatment process. This cross-sectional study aimed to measure the perceived stress levels of patients and
caregivers and identify factors related to perceived social support.

Materials and Methods: A survey was conducted with 100 gynecologic oncology patients and 62 caregivers at
Baskent University Ankara Hospital. The survey included the Turkish translated versions of the Perceived Stress
Scale (PSS), the Multidimensional Scale of Perceived Social Support (MSPSS), and the Caregiver Strain Index
(CSl), along with a sociodemographic form.

Results: The majority of patients had their spouses or daughters as their caregivers (63%). The study found

a strong correlation between stress levels and the perceived social support scores of caregivers (r=0.747;

p<0.001), indicating that caregivers experience higher levels of stress. Female caregivers reported higher

stress and caregiver strain than male caregivers (p=0.021, p=0.009, respectively). Married patients reported

less stress and discomfort than unmarried patients (p=0.005). The family sub-scale scores of the MPSSS were

higher in married women (p=0.027) indicating greater perceived support from family. The total PSS scores ARTICLE HISTORY
were found to differ by the number of children (p=0.043) with the greatest difference between patients who Received 19.11.2023
had no children and those who had three (p=0.032). Accepted 29.02.2024

Conclusion: The results of the study emphasize the need for a multidisciplinary approach in the care of
gynecologic oncology patients. It is crucial for future research to concentrate on devising effective interventions
that can reduce stress and improve the quality of life of both patients and their caregivers.

Keywords: Caregiver, Gynecological Neoplasm, Patient Care, Psychosocial Support System, Women Health
Services

0z
Amag: Jinekolojik onkoloji hastalari ve bakim verenleri tedavi stirecinde siklikla yliksek diizeyde stres yasarlar.
Taraflarin stres diizeylerinin, hastalarin destek algilarinin belirlenmesi amaglanmistir.

Gereg ve Yontem: Baskent Universitesi Ankara Hastanesi’nde 100 jinekolojik onkoloji hastasi ve onlara bakim
veren 62 yakini gériisiildii. Gériismede verilerini toplamada Algilanan Stres Olgegi (ASO), Cok Boyutlu Algilanan
Sosyal Destek Olcegi (CBASDO) ve Bakim Verenin Stres indeksi (BVSI) ve sosyodemografik form kullanildi.

Bulgular: Bakim verenlerin gogunlugu hastanin esi veya kiziydi (%63). Bakim verenlerin stres dizeyleri ile
algilanan sosyal destek puanlari arasinda gtiglti bir iliski bulundu (r=0,747; p<0,001). Bu durum bakim verenlerin
daha yuksek diizeyde stres yasadiklarini gostermektedir. Kadin bakim verenler, erkek bakim verenlere gore
daha fazla stres ve zorlanma bildirdiler (sirasiyla p=0,021, p=0,009). Evli hastalar, evli olmayan hastalara gore
daha az stres ve rahatsizlik bildirdi (p=0,005).

CBASDO'nin aile alt boyutu puanlari evli kadinlarda daha yiiksekti (p=0,027), bu da aileden algilanan destegin
daha fazla oldugunu gésteriyordu. Toplam ASO puanlarinin ¢ocuk sayisina gore farklilik gésterdigi (p=0,043), en
fazla farkin gocugu olmayan ve l¢ ¢ocugu olan hastalar arasinda oldugu (p=0,032) belirlendi.

Sonug: Calismanin sonuglari jinekolojik onkoloji hastalarinin bakiminda multidisipliner bir yaklasimin
gerekliligini vurgulamaktadir. Gelecekteki hasta hizmetleri i¢in, hem hastalarin hem de bakim verenlerin
stresini azaltabilecek ve yasam kalitesini iyilestirebilecek etkili 6nlemlere ihtiyag vardir.
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Sistemi
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INTRODUCTION

It is well known that cancer has psycohologic
trauma effects on patients and their caregivers.
It is possible that the stress level of both parties
affects how patients perceive the support they
receive. Therefore, it is necessary to measure
and know the stress levels of both parties (1).

Patients are often in need of a caregiver and this
role is usually taken on by a relative. However,
caregivers frequently require assistance
themselves and while researchers are actively
trying to address this issue, there is still no
standard recommendation (2,3).

The perspectives of gynecologic oncology
patients and their caregivers may differ on care,
and their perceptions have to be investigated in
order for optimal care with improved outcomes
to be achieved with all parties involved.

MATERIAL AND METHODS

A cross-sectional survey was conducted at
Baskent University Ankara Hospital between
July 5, 2022, and October 5, 2022, involving
100 gynecologic oncology patients and their
respective caregivers (n=62). The study utilized
surveys as the primary data collection method.
Participants in the study were randomly
selected during their outpatient clinic visits and
approached in-person. Gynecologic oncology
patients and their accompanying caregivers
were eligible to participate, and consent was
obtained from those who agreed to take partin
the interviews.

The study was approved by the Baskent
University Institutional Review Board and
Ethics Committee (Project no: KA22/291, July
5, 2022). The survey used Turkish-translated
versions (1,4,5) of the Perceived Stress Scale
(PSS) (6), Multidimensional Scale of Perceived
Social Support (MSPSS) (7), and Caregiver Strain
Index (CSI) (8) along with a sociodemographic
form. Patients and caregivers were interviewed
to complete the PSS scale, while the MSPSS
was administered exclusively to patients
and the CSI to caregivers. The authors
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conducted a pilot study with ten patients
and their caregivers undergoing treatment in
the gynecologic oncology inpatient ward to
assess the questionnaire’s understandability
and answerability. Based on the results, the
guestionnaire forms were deemed appropriate,
leading to the development of the main study.

The minimum sample size was determined as
44 patients and 44 caregivers of patients at 90%
power and 95% confidence levels using G-Power
3.1 with a=0.05 and d=0.50. The Shapiro-
Wilk test was used to assess the normality of
numerical variables. Since scale scores were
non-normally distributed, descriptive statistics
were reported as median values.

The Mann-Whitney U test and the Kruskal-
Wallis test were used to analyze group
differences in scale scores. A Dunn-Bonferroni
post hoc test was performed for the groups
found significant as a result of the Kruskal-Wallis
test. Significant groups were assessed using the
Dunn-Bonferroni post hoc test. Spearman’s
correlation coefficient was used to examine
scale-score relationships. In all hypothesis tests,
the type | error probability was set at a=0.05,
and the SPSS v25.0 package program was used
for statistical evaluations.

Perceived Stress Scale (PSS): The 5-point
Likert scale measures stress levels, with higher
scores reflecting higher stress levels. It was
developed by Cohen et al. (6) and the Turkish
translation and its validity and reliability studies
were conducted by Eskin M. et al., (known as:
‘Algilanan Stres Olcegi’). The factor structures
are detailed as: Factor 1(ltems 4, 5, 6, 8, 9, 10.
and 13): Perception of inadequate self-efficacy;
and Factor 2 (ltems 1, 2, 3, 7, 11, 12, and 14):
Perception of stress-discomfort. 1

Multidimensional Scale of Perceived Social
Support (MSPSS): The scale is a 7-point Likert
developed by Zimet et al. (7) and the Turkish
translation and its validity and reliability studies
were conducted by Eker D. et al. (known as: ‘Cok
Boyutlu Algilanan Sosyal Destek Olgegi’) (5). It
has 3 sub-scales of 4 items, each reflecting from
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whom the social support comes (family, friends
and significant other). Higher scores implies
high perceived social support.

Caregiver Strain Index (CSI): It was developed
by Robinson, B. (8) and the Turkish translation
and its validity and reliability studies were
conducted by Ugur O. (known as: ‘Bakim
Verenin Stres Olcegi’) (4). The 13-item scale
assesses caregivers’ work, financial, physical,
social, and time situations, with seven or more
positive responses indicating higher stress
levels.

RESULTS

The mean age of the patients was 55.69 years

(+12.26) and the median age was 69 (17-86).

The mean age of the caregivers was 46.13
(+14.53) and the median was 47 (17-76).

The scale and sub-scale scores did not
significantly differ by the patients’ age group,
occupation, simultaneous survey
administration to the caregiver, or the presence
of a healthcare worker in the family (p>0.05).
The distribution of scale scores based on
the sociodemographic characteristics of the
patient and scores according to disease-related
variables are detailed in Table 1 and Table 2
respectively (see Table 1, Table 2).

income,

Table 1. Distribution of Scale Scores Based on the Sociodemographic Characteristics of the Patient

Sociodemographic PSS Total PSS Factor PSS Factor MSPSS MSPSS MSPSS MSPSS
information 1 2 Total Family Significant Friend
other

Age group
<35 23 (0-31) 6(0-14)  12.5(0-24) 83.5(78-84) 28(22-28)  28(24-28)  28(26-28)
36-55 22 (2-52) 4 (0-24) 14 (2-28)  82(18-84)  28(8-28) 28 (6-28) 28 (4-28)
>55 14 (4-43) 2(0-21) 12(4-23)  83(17-84)  28(7-28) 28 (6-28) 28 (4-28)
p 0.062 0.220 0.114 0.702 0.677 0.392 0.510
City of residence
Ankara 14 (2-52) 2 (0-24) 10 (2-28)  84(54-84)  28(26-28) 28 (17-28) 28 (4-28)
Outside of Ankara 19 (0-43) 4 (0-24) 14 (0-25)  81(17-84)  28(7-28) 28 (6-28) 28 (4-28)
(Turkey)
Abroad? 4 (4-4) 0 (0-0) 4 (4-4) 82(82-82) 26 (26-26) 28(28-28)  28(28-28)
p 0.048 0.140 0.113 0.054 0.017 0.162 0.093
Civil status
Married 15 (0-52) 2 (0-24) 12 (0-28) 84 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)
Single 27.5(3-43)  6(0-21) 20(3-24)  79.5(48-84) 26.5(22-28) 28(17-28)  28(4-28)
p 0.008 0.062 0.005 0.538 0.027 0.690 0.831
Number of children
None 22 (3-43) 4 (0-21) 17 (3-25) 80 (48-84) 28 (14-28) 28 (16-28) 28 (4-28)
1 child 22 (8-52) 3(0-24) 14 (5-28) 84 (24-84)  28(11-28) 28 (9-28) 28 (4-28)
2 children 18 (0-32) 3(0-13) 12 (0-24) 83 (43-84) 28 (15-28) 28 (15-28) 28 (6-28)
3 children 12.5 (4-18) 0(0-5) 11(4-17)  84(17-84)  28(7-28) 28 (6-28) 28 (4-28)
More than 3 children 15 (4-40) 7 (0-24) 12 (4-24)  78(18-84)  28(8-28) 26 (6-28) 28 (4-28)
p 0.043 0.026 0.248 0.629 0.270 0.638 0.784
Education level
llliterate 17 (10-43)  4(0-21) 14 (7-24)  75(18-84) 28 (8-28) 24 (6-28) 25 (4-28)
Primary school graduate 14 (4-40) 2 (0-24) 12 (4-24) 84 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)
Secondary school 11.5(4-27) 1.5(0-10) 9.5(4-24)  80(24-84) 27.5(11-28) 26 (9-28) 27 (4-28)
graduate
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High school graduate 18 (0-52) 3 (0-24) 14 (0-28)  84(54-84)  28(14-28)  28(22-28)  28(4-28)
2-year university 16 (9-28) 2 (0-6) 14 (7-24)  84(70-84) 28 (24-28) 28 (22-28) 28 (24-28)
graduate
4-year university 18(3-32)  2.5(0-14)  13(3-24) 82.5(48-84) 28(15-28) 28 (17-28) 28 (4-28)
graduate
Master’s/PhD graduate 22 (22-22) 4 (4-4) 18 (18-18)  84(84-84) 28(28-28)  28(28-28)  28(28-28)
p 0.846 0.778 0.838 0.207 0.276 0.164 0.041
Occupation
Civil servant 18.5(11-31) 4.5(2-12) 14.5(8-19) 82(65-84) 28 (15-28)  27(22-28)  28(21-28)
Housewife 15 (0-52) 2 (0-24) 12 (0-28)  83(17-84)  28(7-28) 28 (6-28) 28 (4-28)
Other 18.5 (3-40) 4 (0-16) 12.5(3-24) 83.5(18-84) 28 (8-28) 28 (6-28) 28 (4-28)
p 0.702 0.438 0.966 0.908 0.667 0.713 0.409
Income status
Income less than 20.5(0-52)  4(0-24) 14 (0-28)  82.5(17-84)  28(7-28) 28 (6-28) 28 (4-28)
expenses
Income equals expenses 14 (2-40) 2 (0-24) 12 (2-25) 84 (43-84) 28 (14-28) 28 (15-28) 28 (4-28)
Income exceeds 14.5(4-22) 1.5(0-10)  10(4-19)  82(80-84)  28(26-28) 28 (24-28)  28(28-28)
expenses
p 0.064 0.164 0.107 0.888 0.464 0.821 0.208
The patientis a
healthcare worker
Yes 9 (0-20) 0 (0-14) 5(0-14)  83.5(82-84) 28(27-28) 28 (26-28) 28 (28-28)
No. 17.5(2-52)  3(0-24) 13 (2-28)  82.5(17-84)  28(7-28) 28 (6-28) 28 (4-28)
p 0.094 0.300 0.022 0.418 0.767 0.408 0.246
Presence of a healthcare
worker in the family
There is 14 (3-29) 2 (0-13) 12 (3-24)  84(18-84)  28(8-28) 28 (6-28) 28 (4-28)
No 20 (0-52) 3 (0-24) 14 (0-28)  82(17-84)  28(7-28) 28 (6-28) 28 (4-28)
p 0.126 0.257 0.150 0.164 0.661 0.349 0.114

5TOnIy T person was Tneluded T EhTs §roup and ThereTore Was ot evaluated:

Table 2. Distribution of Scale Scores According to Disease-Related Variables

PSS Total PSS Factor1 PSS Factor2  MSPSS Total MSPSS MSPSS MSPSS
Family Significant Friend
other
Diagnosis
time
In the last 6 17 (0-43) 3 (0-24) 12.5(0-23)  83.5(54-84) 28 (24-28) 28 (22-28) 28 (4-28)
months
More than 6 17 (2-52) 3(0-24) 12.5(2-28)  82.5(17-84) 28 (7-28) 28 (6-28) 28 (4-28)
months ago
p 0.707 0.636 0.334 0.201 0.965 0.055 0.090
Cancer type
Cervical 19 (3-38) 4(0-14) 16 (3-25) 80 (56-84) 28 (14-28) 28(17-28)  28(12-28)
Ovarian 14 (2-40) 2 (0-24) 12 (2-24) 84 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)
Endometrial 18 (0-52) 3(0-24) 12 (0-28) 84 (18-84) 28 (8-28) 28 (6-28) 28 (4-28)
Vulvar 4 (4-4) 0(0-0) 4 (4-4) 48 (48-48) 28 (28-28) 16 (16-16) 4 (4-4)
P 0.622 0.442 0.462 0.746 0.902 0.648 0.397
Metastasis status
Yes 22.5 (2-40) 5.5 (0-24) 15 (2-24) 79 (24-84) 28 (8-28) 25.5 (8-28) 28 (4-28)
No 15 (0-52) 2 (0-24) 12 (0-28) 84 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)
p 0.023 0.130 0.057 0.177 0.637 0.144 0.189
Tiirk Jinekolojik Onkolojik Dergisi 16



Psychosocial research of gynecological oncology patients & caregivers ~CETUS

Presence of other cancer diagnosis

No 17 (0-52) 3 (0-24) 12 (0-28) 84 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)

Breast 29 (13-37) 4(0-23) 14 (13-25) 70 (51-84) 28 (14-28) 28 (19-28) 28 (4-28)

Thyroid 7.5 (5-10) 1(1-1) 6.5 (4-9) 77.5 (71-84) 28 (28-28) 26 (24-28)  23.5(19-28)

Other 17.5 (14-22) 2 (0-7) 16.5(8-19)  79.5(75-84) 27 (24-28)  26.5(25-28)  28(22-28)
p 0.216 0.807 0.239 0.836 0.623 0.998 0.928

Presence of other chronic illnesses

Yes 14.5 (3-37) 2 (0-15) 12 (3-24) 82 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)

No. 21 (0-52) 5 (0-24) 13 (0-28) 84 (18-84) 28 (8-28) 28 (6-28) 28 (4-28)
p 0.023 0.014 0.243 0.679 0.722 0.975 0.761

Family history of cancer

Yes 17 (2-52) 2 (0-24) 14 (2-28) 84 (38-84) 28 (14-28) 28 (11-28) 28 (4-28)

No 18 (0-43) 4 (0-24) 12 (0-25) 80 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)
p 0.888 0.392 0.689 0.258 0.507 0.117 0.134

Treatment

Surgery

No 20.5 (9-38) 3 (0-14) 18 (8-25) 82 (56-84) 28 (14-28) 28 (17-28) 28 (12-28)

Yes 16.5 (0-52) 3(0-24) 12 (0-28) 83 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)
p 0.274 0.888 0.085 0.971 0.384 0.507 0.586

Chemotherapy

No 18 (0-43) 3(0-21) 13.5 (0-25) 82.5 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)

Yes 16 (2-52) 3 (0-24) 12 (2-28) 83.5 (18-84) 28 (8-28) 28 (6-28) 28 (4-28)
p 0.896 0.969 0.746 0.686 0.009 0.937 0.632

Radiotherapy

No 15 (0-52) 2 (0-24) 13 (0-28) 84 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)

Yes 20 (4-38) 5 (0-23) 12 (4-24) 68 (38-84) 28 (14-28) 24 (11-28) 16 (4-28)
p 0.244 0.094 0.761 0.033 0.457 0.008 0.005

Monoclonal Antibody Therapy

No 16.5 (0-52) 3 (0-24) 12 (0-28) 82.5 (17-84) 28 (7-28) 28 (6-28) 28 (4-28)

Yes 19 (2-38) 3.5(0-14) 13.5 (2-24) 84 (48-84) 28 (26-28) 28 (16-28) 28 (4-28)
p 0.917 0.686 0.581 0.653 0.158 0.768 0.706

The presence of metastasis in the patient was
positively correlated with the total scores on
the PSS (p=0.023). In patients with metastasis,
perceived stress was increased. The total
perceived stress scores differed according to
the city of residence (p=0.048).

The total PSS scores were lower for those living
in Ankara. Similarly, the scores of the family
sub-scale of the MSPSS differed according to
the city of residence and were higher in those
living in Ankara (p=0.017).

The total PSS scores were found to differ
by marital status and were higher in singles
(p=0.008). PSS factor 2 scores also differed
according to marital status, with married
patients reporting less stress and discomfort
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(p=0.005). The family sub-scale scores of
the MSPSS were higher in married women
(p=0.027) indicating greater perceived support
from family. The total PSS scores were found
to differ by the number of children (p=0.043)
with the greatest difference between patients
who had no children and those who had three
(p=0.032). Similarly, PSS factor 1 scores differed
significantly based on the number of children
(p=0.026).

PSS factor 2 scores differed according to
whether the patient was a healthcare worker
(p=0.022) and patients who were healthcare
workers reported less stress and discomfort.

According to the gender of the patients’
caregivers, a relationship was found between
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the PSS factor 2 scores and CSI total scores
(p=0.021, p=0.009, respectively). These
scores were found to be higher in women.
The distribution of scale scores according
to sociodemographic characteristics of the
caregivers are given in Table 3 (see Table 3). PSS
factor 2 scores and CSl scores of the caregivers

significantly differed by gender, with female
caregivers reporting higher stress and caregiver
strain. (p=0.021, p=0.009, respectively). There
was a significant correlation between the
caregivers’ occupational status as healthcare
workers and total PSS scores, with them
reporting higher levels of stress (p=0.044).

Table 3. Distribution of Scale Scores According to Sociodemographic Characteristics of the Caregivers

ASO ASO ASO Caregiver
total factorl factor2 stress_total
Age group <35 19 (2-35) 6 (0-15) 11.5 (0-20) 20 (16-26)
35-55 25 (3-39) 11.5 (0-18) 13 (2-24) 18.5 (13-25)
>55 18.5 (5-33) 9 (1-19) 9.5 (2-21) 20 (14-24)
p 0.131 0.169 0.309 0.079
Gender Male 19.5 (3-33) 10 (0-19) 10 (2-17) 21 (15-25)
Woman 22.5 (2-39) 9.5 (0-18) 14 (0-24) 18.5 (13-26)
p 0.325 0.652 0.021 0.009
Relationship to the Spouse, child, mother, father, sibling 21 (2-39) 9.5 (0-19) 13 (0-24) 19 (13-26)
patient Uncle, aunt, niece, nephew 12 (10-26) 0 (0-14) 12 (10-12) 20 (19-24)
grandfather, grandmother
Cousins 23 (23-23) 13 (13-13) 10 (10-10) 25 (25-25)
Non-blood related 24.5 (15-30) 14 (6-15) 10 (9-16) 21.5(19-24)
p 0.706 0.293 0.925 0.172
City of residence Ankara 23.5 (4-36) 10 (0-17) 14.5 (4-24) 18.5 (13-25)
Outside of Ankara (Turkey) 20.5 (2-39) 9.5 (0-19) 11.5 (0-24) 20 (13-26)
p 0.227 0.572 0.183 0.190
Civil status Married 22 (3-36) 10 (0-19) 11.5 (2-24) 20 (13-25)
Single 20 (2-39) 7 (2-15) 15 (0-24) 19 (16-26)
p 0.901 0.781 0.300 0.870
Number of children None 24 (2-39) 10 (2-16) 16 (0-24) 18 (13-26)
1 child 18 (4-36) 5.5 (0-14) 11.5 (4-24) 19 (13-24)
2 children 22 (3-34) 12 (1-19) 10 (2-20) 21 (15-24)
3 children 22 (3-33) 10 (0-17) 13.5 (2-16) 19 (16-25)
More than 3 children 16.5 (15-18) 7.5 (6-9) 9(9-9) 21(20-22)
p 0.620 0.206 0.380 0.518
Education level Illiterate 14 (14-14) 4 (4-4) 10 (10-10) 19 (19-19)
Primary school graduate 21(15-33) 11.5(0-17) 13 (6-16) 20 (16-25)
Secondary school graduate 21.5(2-29) 8 (2-16) 12.5(0-19) 17.5 (13-24)
High school graduate 23 (10-33) 12 (0-19) 12.5 (6-19) 19 (16-23)
2-year university graduate 20.5 (18-23) 5.5(2-9) 15 (9-21) 20.5(17-24)
4-year university graduate 17 (3-39) 7 (0-15) 10 (2-24) 21 (13-26)
Master’s/PhD graduate 29 (22-32) 15 (11-17) 13 (11-17) 18.5(15-21)
p 0.438 0.142 0.945 0.754
Occupation Civil servant 21 (4-39) 10.5 (0-15) 13 (4-24) 18 (13-26)
Freelance 18.5 (5-28) 7.5 (1-15) 13.5 (4-17) 18.5 (16-23)
Housewife 23 (2-33) 10 (0-16) 13 (0-19) 19 (13-25)
Other 23 (3-35) 11 (0-19) 11 (2-21) 20 (15-25)
p 0.719 0.568 0.894 0.268
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Income status Income less than expenses 23 (17-33) 12 (5-19) 12 (6-16) 19 (14-25)
Income equals expenses 21 (2-39) 9 (0-17) 14 (0-24) 19 (13-24)
Income exceeds expenses 15.5(3-30) 8.5(1-17) 8(2-17) 22.5(16-26)
p 0.280 0.168 0.147 0.071
The caregiver is a Yes 28.5(26-32) 12.5(10-17) 16.5(13-17) 19.5 (16-21)
healthcare worker 21 (2-39) 9 (0-19) 11.5 (0-24) 20 (13-26)
p 0.044 0.129 0.073 0.709
Presence of a Yes 25.5 (3-39) 12 (0-19) 12.5 (2-24) 21 (13-25)
i‘::'ftahr;::le workerin 21 (2-36) 8 (0-18) 12.5 (0-24) 19 (13-26)
p 0.213 0.129 0.808 0.068
Presence of chronic  Yes 22 (4-39) 9(0-19) 11 (2-24) 18 (13-25)
diseases in the No 21 (2-36) 10 (0-17) 13 (0-24) 20 (13-26)
caregiver
p 0.921 0.772 0.827 0.053
Previous experience  Yes 22 (5-33) 9 (0-18) 14 (4-21) 20 (13-24)
in cancer patient care \, 21.5(2-39)  10.5(0-19) 11 (0-24) 19 (13-26)
p 0.614 0.509 0.093 0.864
Other family Yes 22 (2-39) 10 (0-19) 13 (0-24) 20 (13-26)
members’ supportin 21 (17-33) 9(6-17) 10 (6-16) 19 (14-22)
caring for the patient
p 0.897 0.352 0.689 0.340
Presence of family Yes 22 (3-36) 9 (0-18) 14 (2-24) 19 (13-26)
history of cancer No 20 (2-39) 11 (0-19) 11 (0-24) 20 (14-25)
p 0.783 0.258 0.170 0.080

Table 4 shows the analysis of the relationships
between scale scores administered to patients.
For the patients, there was no significant
correlation between PSS total scores and MSPSS
total scores (p=0.080) or PSS factor 2 scores
and MSPSS total socrs (p=0.293). However,

a significant negative correlation was found
between PSS factor 1 scores and MSPSS total
scores (r=-0.204; p=0.042) indicating a lower
perception of inadequate self-efficacy with
higher perceived social support (see Table 4).

Table 4. Analysis of the Relationships between Scale Scores Administered to Patients

PSS Total PSS PSS MSPSS MSPSS MSPSS MSPSS
Factor1 Factor 2 Total Family  Significant other  Friend
PSS Factor 1 r 0.811
p <0.001
PSS Factor 2 r 0.881 0.469 1.000
p <0.001 <0.001
MSPSS Total r -0.176 -0.204 -0.106 1.000
p 0.080 0.042 0.293
MSPSS Family r -0.180 -0.148 -0.150 0.595 1.000
p 0.074 0.142 0.136 <0.001
MSPSS r -0.157 -0.216 -0.073 0.915 0.383 1.000
Significant other 0.118 0.031 0.470  <0.001  <0.001
MSPSS Friend r -0.117 -0.115 -0.086 0.872 0.320 0.879 1.000
p 0.246 0.255 0.393 <0.001 0.001 <0.001

Table 5 shows the analysis of the relationships
between scale scores administered to
caregivers. A statistically significant relationship
was found between the PSS scale and PSS
factor 1 (r=0.822) and PSS factor 2 (r=0.837)
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(p<0.001). Additionally, a significant positive
linear relationship was found between PSS
scale scores and CSI scores (r=0.501; p<0.001)
indicating higher perceived stress levels with
higher caregiver burden (see Table 5).
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Table 5. Analysis of the Relationships between Scale Scores Administered to Caregivers
PSS Total PSS Factor 1 PSS Factor 2 CSI Total
PSS Factor 1 r 0.822 1
p <0.001
PSS Factor 2 r 0.837 0.377 1
o] <0.001 0.003
CSl Total r 0.501 -0.219 0.605 1
p <0.001 0.087 <0.001

The majority of the patients had their spouses
or daughters as their caregivers (63%), when
they were matched (n=54) to take the survey
simultaneously with the patient.

Caregivers who were friends and cousins of the
patients’ accounted for 3% of all caregivers.

Table 6 shows the distribution of caregivers
accompanying the patient by their relationships
with the patient (see Table 6).

Table 6. Distribution of Caregivers Accompanying the
Patient by Their Relationships to the Patient

Relationship to the Patient n %

Wife 17 315
Daughter 17 315
Sister 7 13.0
Son 5 9.3
Mother 2 3.7
Daughter-in-law 2 3.7
Brother 2 3.7
Friend 1 1.9
Cousin 1 1.9

There was no statistically significant correlation
between patients and caregivers’ PSS scores
(p>0.05). Table 7 shows the distribution of PSS
scores between patients and their caregivers
(see Table 7).

Table 7. Distribution of Perceived StressScale Scores Between Patients and Their Caregivers®

Patients’ PSS Scores

Caregivers’ PSS Scores

Caregiver PSS Total

Caregiver PSS Factor 1 Caregiver PSS Factor 2
Patient PSS Total r 0.093 0.065 0.087
p 0.501 0.642 0.532
Patient PSS Factor 1 r 0.190 0.125 0.185
p 0.170 0.366 0.180
Patient PSS Factor 2 r 0.008 0.017 -0.011
p 0.952 0.901 0.938

I°H comparison of scores when the paE €nts are matched to their own caregivers

The total PSS scores of the patients and their
caregivers were merged and a variable called
‘stress total’ was obtained. A Spearman
correlation analysis was performed to
determine the linear relationship between the
stress total and the PSS scores of the patient
and their caregivers. A significant relationship
was found between the stress total and the
PSS scores of the patient (r=0.687, p<0.001).
Similarly, the stress total and PSS scores of the
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caregivers were also found to be correlated
(r=0.747, p<0.001).

The descriptive statistics of the scales are given
in Table 8 (see Table 8).

The descriptive statistics of scale scores when
the patients were matched with their own
caregivers are given in Table 9 (see Table 9).
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Table 8. Descriptive Statistics of the Scales (npa

tie

=100.n

ca regiver=54)

Scales and sub-scales/factor scores Mean1SD Median (min-max)
Patient PSS Total 18.37+10.22 17 (0-52)
PSS Factor 1 4.82+5.8 3(0-24)
PSS Factor 2 13.5546.27 12.5 (0-28)
MSPSS Total 74.49+15.83 83 (17-84)
MSPSS Family 26.23%4.5 28 (7-28)
MSPSS Significant other 24.99+5.2 28 (6-28)
MSPSS Friend 23.27+8.17 28 (4-28)
Caregiver PSS total 20.94+9.05 21.5(2-39)
PSS Factor 1 9.11+5.34 10 (0-19)
PSS Factor 2 11.82+5.56 12.5 (0-24)
CSlI Total 19.68+3.18 20 (13-26)

Table 9. Descriptive Statistics of Scale Scores in Matched Data (n=54)°

Scales and sub-scales/factor scores MeanSD Median (min-max)
PSS Total 17.5618.62 15.5 (4-40)
Patient PSS Factor 1 3.9145.25 2 (0-24)
PSS Factor 2 13.65+5.41 14 (4-24)
PSS total 21.5219.38 22 (2-39)
Caregiver PSS Factor 1 9.63+5.11 10 (0-19)

PSS Factor 2 11.8945.91 13 (0-24)
TTSCale Scores When The patients are matched T Thelr GEW CargIvers, One Caregiver was chosen Tor Those With mUTple Caregvers
Further analysis revealed that the stress total
was strongly correlated with the PSS scores é S . e ¢
of the caregiver, indicating that stress is i AR | L | A | et | ¥l
heavily concentrated on the caregiver during 3| 2. B | g | e ‘w14
the treatment process. When the PSS of the E B AR COR PSR
patient and their caregivers were compared ; N s —
and evaluated on the basis of who was more 3 & oy e ;i
stressed, it was found that 52.7% (n=29) of . i : i s
the caregivers were more stressed and 14.5% i B gern | ey 3z A
(n=8) shared the stress. Additionally, the PSS ;‘ c vF | F [ FR
scores of the caregivers were found to be g F s ‘*r _;.%’;-
higher compared to those of the patient. The § g iy o *
comparison of PSS scores between patients and T F‘} ) sai? | gt ake | o
their caregivers is given in Figure 1 (see Figure § :5'*' . :‘ :‘ . "‘ ﬂl’v'“

1).
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Patient (Factor 1) Patient (Factor2)  Patient (total)  Caregiver (Factor 1) Caregiver (Factor 2) Caregiver (Total)

Figure 1. Comparison of Perceived Stress Scale Sco-

res Between Patients and Their Caregivers
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DISCUSSION

Our study included both gynecologic oncology
patients and their caregivers, and we found that
certain independent variables were significantly
associated with the patients’ perceived stress
levels. Specifically, the patients’ marital status,
number of children, city of residence, and
metastasis status emerged as statistically

significant factors.

When these factors are considered individually,
the present study found that patients with a
higher number of children perceived less stress
(p=0.032), which raises the topic of gynecologic

cancer patients’ fertility. This suggests a
multidisciplinary  approach  encorporating
reproductive endocrinology, infertility, and

perinatal clinics in the stages of diagnosis
and treatment, chemotherapy, radiotherapy,
surgical intervention, maintenance
medicalization, rehabilitation, and, if planned,
delivery. The disease history and future plans
should be interpreted jointly, and necessary
measures should be taken, such as prioritizing

fertility-sparing options.

In the study of Chen et al. a positive relationship
was found between spousal support and family
resilience among gynecologic cancer survivors.
9 In the present study, most of the caregivers
were found to be first-degree relatives of the
patient n=54 (87.1%). The level of perceived
stress (PSS total scores) was higher in singles,
and the level of perceived stress/discomfort
(PSS factor 2 scores) was lower in married
patients. Married patients also reported higher
family-based perceived social support (MSPSS

family sub-scale scores).

We hypothesized that the gender of the
caregiver and their caregiver strain could be
associated, and we predicted that higher stress

levels and a higher caregiver strain would be

Tiirk Jinekolojik Onkolojik Dergisi

observed in female caregivers. Accordingly, PSS
factor 2 scores and CSl total scores were found
to be higher in women. We believe this could
be due to their ability to anticipate physical

complaints and show more empathy.

In the study, we did not find a statistically
significant relationship between the scale
scores and the type of gynecologic cancer,
which differs from the literature. In Mamguem
Kamga et al’s study of long-term gynecologic
cancer survivors, the highest depression scores
were seen especially in cervical cancer, and this
group also had less social support (10). Ina 2022
study by Di Mattei et al. on the chemotherapy-
related quality of life of gynecologic oncology
patients, high levels of perceived social support,
low anxiety, and being in a relationship (with
a male partner/spouse) were found to play a
protective role on the patients’ quality of life

(11).

We also investigated whether the patients
being healthcare workers could affect their
stress levels and expected that the stress levels
among patients who were healthcare workers
would be lower as it could be explained by both
their clinical knowledge and their experiences
influencing their mental states. We found that
the PSS factor 2 scores of healthcare workers
were lower supporting this (p=0.022). On the
contrary, caregivers who were healthcare
workers levels of stress
(p=0.044). There is limited data in the literature

on perceived stress among healthcare workers

reported higher

with cancer, and there is a need for further
investigation for a better understanding.

The stress levels of caregivers and their physical
and mental health are known to be negatively
affected during disease progression. With the
family environment known as a determinant

of the emotional well-being of both the patient
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and their caregiver, the issue of meeting
the differing needs of both parties has to be
addressed (12-14). Caregivers play the role
of an anchor by helping physicians during
the process of obtaining information about
the patient and facilitating the exchange of
information between the physician and the
patient (15). With this stance, the caregiver
burden could result in a reduced capacity for
coordination during care, less understanding
of instructions, and a lack of support for the
patient (16). In our study, we found that the
higher stress levels related to the care of the

same patient originated with the caregiver.

Psychosocial support should be provided to
cancer patients by professionals especially
those who are familiar with strategies to cope
with the stress caused by cancer. Interventions
that focus on the patient and caregiver,
such as stress reduction strategies, should
be developed to improve the quality of life
and stress management skills of patients
and caregivers. The direct costs of caregiving
should be identified, and financial support for

caregivers should be provided.

Considering the implications of gynecologic
cancer, theissue of relatives as caregivers should
be taken into account. Screening programs
should be planned for ‘high-risk’ caregivers
who care for gynecologic oncology patients
diagnosed with a known genetic background
(17).

ovarian, fallopian tube, primary peritoneal, or

The diagnosis of invasive epithelial
endometrial cancer requires the use of genetic

services, including hereditary cancer risk
assessment, genetic counseling, and germline
genetic testing. Current guidelines recommend
that at-risk relatives be informed and consider

genetic counseling and testing (18).

One limitation of our study is that the sample

comprised participants who may have had

Tiirk Jinekolojik Onkolojik Dergisi

relatively higher socioeconomic status and
better access to healthcare services, potentially
limiting the generalizability of our findings.
Future studies should aim to include a more
diverse sample of patients and caregivers from

multiple locations to overcome this limitation.

The results of this study highlight the
concentrated stress levels of caregivers during
the treatment process. However, it should be
noted that patients who were married and
had children reported less stress, indicating
the protective factor of their support systems.
Healthcare workers should focus on the
complex relationship between the caregiver
and the patient and address the needs of both
parties. Future research should also integrate
gender issues to provide a better understanding
of stress among gynecologic oncology patients

and their caregivers.
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0z
Amag: Klinigimizde yumurtalik kanserlerini retrospektif olarak inceleyerek sag kalim tzerine etkileri tartisilan BMI,

preoperatif CA-125 degeri, evre, histopatolojik tani, gikarilan lenf nodu disseksiyon sayisi (LND) ve sitoredktif cerrahiyi
analiz etmektir.

Gereg ve Yontem: Ocak 2007-Haziran 2015 yillari arasinda Umraniye Egitim ve Arastirma Hastanesinde pelvik kitle n
tanisiyla opere edilen 350 hasta retrospektif incelendi. 350 hastadan patoloji sonucu kanser gelen 100 hasta tespit edildi. 6
hastanin sagkalim bilgilerine ulasilamadigindan galismadan gikarildi. Calismaya 94 hasta dahil edildi. Hastalarin yasi, body
mass index (BMI)’i,kronik hastalik ve gegirilmis operasyon varligi,preoperatif CA-125 degeri,operasyon siiresi,timaorin
histopatolojik tanisi,¢ikarilan LND sayisi, hastaligin evresi,yapilan optimal sitorediiktif cerrahi sayisi,hastalara uygulanan
neoadjuvan ve adjuvan kemoterapi,hastaligin sagkalimi ve bu parametrelerden BMI’'nin,preop CA-125 degerinin, timarin
histopatolojik tanisinin, hastaligin evresinin, gikarilan LND’nin sag kalim tizerine etkisi incelendi. MAKALE GECM|$|

Bulgular: Olgularin yas ortalamasi 48,18+13,84 yil , ortalama BMI’ si 27,195,46 kg/m2 ortalama operasyon siiresi  Gelis 25.12.2023
219,26+98,88 dakika, gikarilan ortalama LND sayisi 43,hastalarin takip stiresi 12 - 96 ay arasindadir.Hastalarin histopatolojik Kabul 29.04.2024
dagilimlarini 51 olgu (%54,1) ile epitelyal over kanseri ilk sirada izlendi.Cerrahi evreleme sonrasinda hastalarin 35’inde

(37.2) patolojik evre, evre IA tespit edilmis olup ilk sirayi aldi. 92 (%97,8) hastaya optimal, 2 (%2,2) hastaya suboptimal

sitoreduiktif cerrahi uygulandi. 46 hasta kemoterapi (KT) aldi. 46 hastanin 7’si (%15,2) neoadjuvan+adjuvan kemoterapi

39'u (%84,7) adjuvan KT aldi. Ortalama sagkalim siresi 35.62+21.94 aydir. Son 6liim 77. ayda gorulmis olup; sagkalim

orani %62 dir.LNDD ve BMI’ nin sag kalim tizerine etkisi incelendiginde farklilik izlenmemistir (p>0,05).

Sonug: CA-125 degerinin normal olmasi, hastaligin erken evrede tespiti,tiimér tipinin borderline olmasi ve hastanin
deneyimli bir cerrah tarafindan opere edilmesi iyi prognoz ile iligkilidir.

Anahtar Kelimeler: Over kanseri,Sitoreduktif cerrahi, Survey
ABSTARCT
Aim: To retrospectively examine ovarian cancers in our clinic.

Material and Methods: 350 patients who were operated on with the preliminary diagnosis of pelvic mass. 100 patients
with cancer were detected as a result of pathology. 6 patients could not be obtained, 94 patients were included in the
study. The effects of BMI, preoperative CA-125 value, histopathological diagnosis of the tumor, stage of the disease, and
removed LND on survival were examined.

Results: The average age is 48.18113.84 years, the average BMI is 27.1915.46 kg/m2, the average operation time is
219.26+98.88 minutes, the average number of LND removed is 43, the follow-up period of the patients is 12. - 96 months.
In the histopathological distribution of the patients, epithelial ovarian cancer was observed in the first place with 51
cases (54.1%). The pathological stage, stage IA, was detected in 35 (37.2) of the patients and took the first place.Optimal
cytoreductive surgery was performed in 92 (97.8%) patients and suboptimal cytoreductive surgery was performed in
2 (2.2%) patients. 46 patients received chemotherapy (CT). 7 of 46 patients (15.2%) received neoadjuvant+adjuvant
chemotherapy and 39 (84.7%) received adjuvant chemotherapy. The survival rate is 62%. The survival rate is 62%. LND
numbers and BMI is’nt difference was observed (p>0.05).

Conclusion: Abnormal CA-125 value, detection of the disease at an early stage, borderline tumor type and having the
patient operated on by an experienced surgeon are associated with a good prognosis.

Keywords: Ovarian cancer ,Cytoreductive surgery, Survey
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Over kanseri nedeniyle opere olan hastalarin analizi ~CETUS
GiRIiS MATERYAL VE METOD
2020 yilinda yumurtalik kanserinin dinya Ocak 2007-Haziran 2015 yillari arasinda

capinda tahminen 314.000 vyeni kanser
vakasina ve 207.000 o6lime neden oldugu
tahmin edilmektedir  (1). Amerika Birlesik
Devletleri'nde her yil yumurtalik kanserinden
yaklagik 19.710 yeni vaka ve 13.270 kansere
bagl o6lim meydana gelmektedir ve bu da
over kanserini en sik gorilen ikinci jinekolojik
malignite haline getirmektedir (1) ve jinekolojik
nedenidir

kanserlerden olumlerin en sik

(2).Over kanserinin goriilme yasi ortalama
63’tlir (3). Son 20-30 yilda tip alaninda bircok
onemli gelismeye ragmen over kanserine bagh
olimlerde ciddi bir azalma saglanamamis ve 5
yillik genel sagkalim siresi ile tim jinekolojik
kanserler arasinda prognozu en kot olan
kanser tdrudir. 5 yilhk sag kalim yaklasik
%35'tir (4). Su anda hastalarin yalnizca %30’una
bu erken asamalarda tani konulmaktadir (5).
takdirde

yasam beklentisi uzar. ileri evre over kanseri

Erken evrede teshis konulabildigi

hastalarinda genel sagkalim, cerrahi ve
kemoterapideki modern gelismelere ragmen
hala zayiftir. Maksimum cerrahi sitorediiksiyon
ve primer platin bazli kemoterapi, hayatta
kalmanin gugli belirleyicileridir. Bir metaanaliz,
FIGO

(Jinekoloji ve Obstetrik Federasyonu) evre

maksimum cerrahi sitorediiksiyonun,
llI-IV over kanserinde sagkalimi etkileyen en
gicli faktorlerden biri oldugunu dogruladi
(6). Retroperitoneal lenf nodu diseksiyonunun
maksimal sitorediktif cerrahinin bir parcasi

olup olmadigi hala belirsizdir.

Calhsmamizdaki 6ncelikli amacimiz klinigimizde
over kanserlerini retrospektif olarak inceleyerek
sag kalim lizerine etkileri tartisilan vicut kitle
indeksi (VKi), preoperatif CA-125 degeri, evre,
histopatolojik tani, ¢ikarilan lenf nodu sayisi ve

sitorediktif cerrahiyi analiz etmektir

Tiirk Jinekolojik Onkolojik Dergisi

Umraniye Egitim ve Arastirma Hastanesinde
pelvik kitle 6n tanisiyla opere edilen 350 hasta
retrospektif olarak analiz edildi.Analiz edilen
350 hastadan patoloji sonucu borderline ve
malign overian neoplazi olarak gelen 100 hasta
tespit edildi.100 hastadan 6 hastanin sagkalim
bilgilerine net olarak ulasilamadigindan
calismadan cikarildi.Calismaya 94 hasta dahil

edildi.

Hastalarin demografik 6zelligi olarak yasi, BMI’si,
gecirilmis cerrahi ve kronik hastalik varlg
arastirildi.Preoperatif CA-125 degeri, TVUSG
ve pelvik muayene bulgulari incelendi.CA-125
degeri 0-35U/ML araligi normal olarak kabul
edildi.Muayene bulgulari ile ileri evre oldugu
duslintlen hastalardan énce laparoskopik biopsi
alinip neoadjuvan KT verildikten sonra interval
sitoredlktif cerrahi uygulanirken, diger tim
hastalara primer sitorediktif cerrahi uygulandi.
Operasyona alinan hastalardan eksize edilen
kitle operasyon esnasinda frozena gonderildi.
Patoloji sonucu malign gelen hastalara
tumorin histolojik tipi,evresi ve hastanin ¢ocuk
istegine gbre operasyon planlandi.Hastalara
genel olarak total abdominal histerektomi,
bilateral salfingo-ooferektomi, omentektomi,
batin yikama sivisi veya asit sivisi 6rneklemesi
bilateral  pelvik  paraaortik lenf nodu
diseksiyonu ve tiimoral sitorediksiyon yapildi.
ileri evre over kanserlerinde temel hedefimiz
sitoreduktif cerrahiydi.

optimal Operasyon

sureleri,rezidi  timor miktari kayit altina

alindi.TUm hastalara cerrahi prosedir ayni
cerrah tarafindan yapildi.Hastalara evresine ve
histolojik tanisina gére postoperatif platin-bazli
kemoterapiile taxan bazli kemoterapi uygulandi.

Hastalarin takipleri klinigimizde yapildi.

Hastalarin yas ortalamasi, preoperatif CA-125
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degeri, BMI, gecirilmis operasyonun varligi,
kronik hastalik varhgi,timorin histopatolojik
tipi, cerrahi evresi, cikarilan ortalama PPLN
sayisi,operasyon slresi,optimal sitorediktif
cerrahisayisi,hastalarauygulananneoadjuvanve
adjuvan kemoterapi,postoperatif komplikasyon

varligi, genel sagkalimi degerlendirildi.

Ameliyat tarihinden hastaliga bagh 6lim veya
son bagvuru tarihine kadar gegen siire genel
sagkalim siresi olarak kabul edildi.Ortalama
sag kalim siresi tespit edildi.Preoperatif CA-
125 degerinin, BMI'nin  ( 30 kg/m2 alti ve
Ustl ) her bir histopatolojik taninin,gikarilan
ortalama lenfnodu sayisi baz alinarak altindaki
ve Ustlindeki degerin,evrenin genel sagkalim

Uzerindeki etkisi incelendi.

Calismada elde edilen bulgular
degerlendirilirken, istatistiksel analizler icin IBM
SPSS Statistics 22 (IBM SPSS, Tiirkiye) programi
kullanildi.Parametrelerin  normal  dagilima
uygunlugu Shapiro Wilks testiile degerlendirildi.
Tanimlayici istatistiksel metodlarin (Ortalama,
Standart sapma, frekans) yani sira sagkalim
degerlendirmeleri icin Kaplan Meier ve Log
Rank test kullanildi. Anlamlilik p<0.05 diizeyinde

degerlendirildi.
BULGULAR

Calisma Ocak 2007- Haziran 2015 yillari arasinda
yaslari 15 ile 76 yil arasinda degismekte olan 94
kadin hasta ile yapiimistir.

Tablo 1. Hastalara iliskin genel 6zelliklerin dagihmi

Min-Maks Ort+SS
Yas (yil) 15-76 48,18+13,84
BMI (kg/m?) 17,8-43 27,1915,46
Operasyon siiresi (dk) 30-450 219,26+98,88
Cikarilan PPLN sayisi 0-122 43,28+30
Takip siiresi (ay) 12-96 35,62+21,94
n %
30 kg/m? altn 67 71,3
BMI grup o
30 kg/m? ve uzeri 27 28,7
Gecirilmi Var 26 27,7
ecirilmis operasyon
¢ 3 operasy Yok 68 72,3
Var 29 30,9
Ek Hastalik
Yok 65 69,1
Normal (0-35 U/ml) 20 21,3
CA-125
Normal degil 74 78,7
43 alt 44 46,8
Cikarilan PPLN sayisi
43 uzeri 50 53,2
Var 32 34
Komplikasyon
Yok 62 66
. Alan 46 48,9
Platin+Taxan llag tedavisi
Almayan 48 51,1
Optimal sitorediiktif Yapilan 92 97,8
Cerrahi Yapilmayan 2 2,2
Sag 72 76,6
5 yilik sagkalim
Ex 22 23,4

Tiirk Jinekolojik Onkolojik Dergisi
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Tablo 2. Over timorlerinin histopatolojik Tablo 5. Yillara gore sag kalim analizi tablosu
tiplerine gore dagiimi Zamanin  Zaman Kumilatif
n % basinda igerisinde Kiimiilatif sagkalim
Berrak hiicreli karsinom 2 21 sag olan 6len Sag kalim  oraninin
- hasta hasta orani standart
Borderline 20 213 sayisl sayisl hatasi
Endometroid tip adenokarsinom 2 2,1 0 94 0 1,00 0,00
Germ hiicreli karsinom 6 6,4 12 ay 94 7 0,92 0,03
Mix tip karsinom 7 7,4 24 ay /0 8 0,80 0,05
— - 36 ay 51 4 0,73 0,06
Miisin6z karsinom 7 7,4
48 ay 27 2 0,66 0,07
Seroz papiller karsinom 40 43,6 60 ay 18 1 0,62 0,07
Malign sex kord stromal tiimor 3 3,2 72 ay 11 0 0,62 0,07
Krukenberg 6 6,4 84 ay 0 0,62 0,07
96 ay 0 0,62 0,07

Tablo 3. Hastalara iliskin patolojik evrelerin
Tablo 6. BMI gruplarinda ayri ayri yillara gore

dagilimi
sag kalim analizi tablosu
n % I
Zamanin Zaman Kiimiilatif
Evre IA 35 37,2 BMI basinda icerisinde Kiimiilatif sag kalim
sag olan dlen Sag kahm  oraninin
Evre 1B 4 43 (s hasta hasta orani standart
Evre IC 4 4,3 sayisl sayisi hatasi
Evre lIA 6 6.4 0 67 0 1,00 0,00
12
Evre lIB 1 1,1 ay 67 4 0,93 0,03
Evre lIC 1 1,1 24
Evre IIIA 1 1,1 ay 51 6 0,82 0,05
36
Evre IlIB 2 21 30 ay 38 3 0,74 0,06
Evre llIC 34 36,2 kg/ 48
mZ
Krukenberg 6 6,4 aln Y 20 0 0,74 0,06
60
Tablo 4. Hastalarin evrelerine gére alinan KT al 14 ! 0,67 0,08
72
dagilimi ay 9 0 0,67 0,08
N 84
n:46 % ay 4 0 0,67 0,08
Evre | 11 23,9 96
Evre Il 7 15,2 ay 2 0 0,67 0,08
Evre Il 28 60,8 0 27 0 1,00 0,00
12
KT uygulanan hastalarin 7’sinin (%15,2) neoadjuvan kemoterapi+adjuvan kemoterapi, 39’u ay 27 3 0:88 0;07
(%84,8) adjuvan KT almistir.
24
ay 19 2 0,77 0,09
30 36
kg/ ay 13 1 0,70 0,11
m’ 48
ve - ay 7 2 0,49 0,15
tizeri
60
ay 4 0 0,49 0,15
72
ay 2 0 0,49 0,15
84
ay 2 0 0,49 0,15
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Tablo 7. Histopatolojik tanilarda ayri ayri yillara gore sag kalim analizi tablosu

Histopatolojik Zamanin basinda sag Zaman igerisinde Kuimiilatif Sag kalim Kiimiilatif sag kalim
Tani olan hasta sayisi olen hasta sayisi orani oraninin standart hatasi
0 20 0 1,00 0,00
12 ay 20 0 1,00 0,00
24 ay 18 0 1,00 0,00
36 ay 17 0 1,00 0,00
Borderline 48 ay 10 0 1,00 0,00
60 ay 7 0 1,00 0,00
72 ay 4 0 1,00 0,00
84 ay 2 0 1,00 0,00
96 ay 1 0 1,00 0,00
0 6 0 1,00 0,00
12 ay 6 0 1,00 0,00
24 ay 5 0 1,00 0,00
Germ 36 ay 5 0 1,00 0,00
hiicreli 48 ay 3 0 1,00 0,00
karsinom 60 ay 3 0 1,00 0,00
72 ay 2 0 1,00 0,00
84 ay 2 0 1,00 0,00
96 ay 1 0 1,00 0,00
0 14 0 1,00 0,00
12 ay 14 0 1,00 0,00
24 ay 10 1 0,89 0,10
kMair’;itr"";m 36 ay 8 1 0,76 0,15
48 ay 4 0 0,76 0,15
60 ay 2 0 0,76 0,15
72 ay 1 0 0,76 0,15
0 38 0 1,00 0,00
12 ay 38 3 0,91 0,05
24 ay 28 6 0,69 0,09
serdz 36 ay 16 1 0,64 0,10
ﬁ:fsii'r'gm 48 ay 8 1 0,55 0,12
60 ay 5 1 0,43 0,14
72 ay 3 0 0,43 0,14
84 ay 1 0 0,43 0,14
0 6 0 1,00 0,00
12 ay 6 4 0,72 0,12
24 ay 3 1 0,63 0,14
Krukenberg 36 ay 2 2 0,35 0,17
48 ay 2 1 0,17 0,15
60 ay 1 0 0,17 0,15
72 ay 1 0 0,17 0,15
84 ay 1 0 0,17 0,15
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Tablo 8. Patolojik evrelerde ayri ayri yillara gore sag kalim analizi tablosu

Patolojik Evre

Zamanin basinda sag Zaman igerisinde

Kiimulatif Sag Kiimiilatif sag kalim

olan hasta sayisi olen hasta sayisi kalim orani oraninin standart hatasi
0 43 0 1,00 0,00
12 ay 43 1 0,98 0,02
24 ay 36 0 0,98 0,02
36 ay 34 0 0,98 0,02
Evre | 48 ay 17 0 0,98 0,02
60 ay 13 0 0,98 0,02
72 ay 8 0 0,98 0,02
84 ay 5 0 0,98 0,02
96 ay 2 0 0,98 0,02
0 8 0 1,00 0,00
Evre Il 12 ay 8 0 1,00 0,00
24 ay 4 0 1,00 0,00
36 ay 2 1 0,33 0,38
0 37 0 1,00 0,00
12 ay 37 4 0,88 0,06
24 ay 26 7 0,61 0,09
Evre Il 36 ay 12 1 0,55 0,10
48 ay 9 1 0,48 0,11
60 ay 5 1 0,37 0,13
72 ay 3 0 0,37 0,13
84 ay 1 0 0,37 0,13
0 6 0 1,00 0,00
12 ay 6 2 0,67 0,19
Krukenberg 24 ay 4 1 0,50 0,20
36 ay 3 2 0,17 0,15
48 ay 1 1 0,00 0,00
TARTISMA hastaligini izlemek amaciyla kullanilir. Over

Calismamizdaki oncelikli amacimiz klinigimizde
over kanserlerini retrospektif olarak inceleyerek
tartisilan BMI,
preoperatif CA-125 degeri, evre, histopatolojik

sag kalim (Gzerine etkileri
tani ve cikarilan lenf nodu sayisini analiz
etmektir. Over kanseri goriilme yas ortalamasi
63’tlir (4). Klinigimizde over kanseri nedeniyle
ameliyat edilen hastalarin yas araligi 15-76 olup
yas ortalamasi 48,18+13,84 yil idi. Hastalarin
genel yas araligina bakildiginda %60’ Inin yas
olarak ileri oldugu gorilda. Literatiirle uyumlu

oldugu gorilda.

CA-125

hastalarin tedavi sonrasi tedaviye yanitini ve

degeri epitelyal over kanserli

Tiirk Jinekolojik Onkolojik Dergisi

kanserinin erken tanisinda sinirli bir yeri vardir
ancak bimanuel muayene ve transvajinal
ultrasonografiile birlikte kullanildiginda etkinligi
artar. Tuxen ve arkadaslarina goére CA-125
tumor belirtecinin degeri, kanser tanisi konulan
vakalarin %10-20’sinde normal bulunmustur.
Bu nedenle over kanserinde tek tarama testi
olarak kullanilan CA-125 glivenli gérilmemekte,
fizik muayene ve radyolojik inceleme yapilmasi
(7)
nedeniyle ameliyat edilen 94 hastanin 74’linde
(%78,7) CA-125 diizeyi yiiksek, 20’sinde (%21,3)

CA-125 diizeyi normal olarak gozlendi.

gerekmektedir. Calismamizda kanser

Over kanserinde preoperatif serum CA-125’in
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prognostik degeri halen devam etmektedir
(8). Kearn ve ark. 2005 yilinda yiksek CA-125
degerinin prognoz acisindan énemli bir faktor
oldugu belirlediler. Calismamizda preoperatif
CA-125 degeri ile sagkalim arasindaki iliski
timor

degerlendirildiginde, belirtec dulzeyi

normal olan hastalarin ortalama sagkalim
suresi; 43,8428,42 ay ve kimdilatif sagkalim
orani %100 iken, preoperatif CA-125 degerleri
yuksek olan hastalarin ortalama sagkalim
suresi 33.4+119,49 ay ve kimilatif sagkalim
%52 olarak belirlendi. Preoperatif CA-125
degerleri normal olan hastalarin hayatta kalma
orani, preoperatif CA-125 degerleri yiksek
olan hastalara goére anlaml derecede yiksek
bulunmustur. . Bu bulgunun literatiirle uyumlu

oldugu gordldd.

CGalismamizda over kanseri nedeniyle ameliyat
edilen hastalarin BMI degeri 17,8-43kg/m2
arasinda, ortalama 27,1945,46 kg/m2 olarak
bulunmustur. Kumar ve ark. 2014 vyilinda
BMI'nin uzun siireli sagkalima etkisinin olmadigi
belirlendi. Hastalarimizi BMI degerlerine gore
BMI 30 kg/m2’nin altinda olanlar (n:67) ve
BKi 30 kg/m2’nin lzerinde olanlar (n:27)
olarak ayirip BKi’nin sag kalim (izerine etkisini
arastirdik. Hayatta kalma oranlari acgisindan

anlamli bir fark yoktur.

Malign over timorleri jinekolojik kanserlerin
yaklasik %23’tnU olusturur ve bu yumurtahk
maligniteleri arasinda en sik gorilenler epitelyal
yumurtalik kanseri (%80) olup, siklik sirasina
gore germ hicreli timorler (%10) ve seks kord
stromal tlimorler (3-%9). gortlmektedir (10).
Calismamizda ameliyat edilen 94 hastanin
histopatoloji sonuglari incelenmis olup, 51
olguda (%54,1) epitelyal over kanseri ilk sirada
yer alirken, bunu 20 olguda (%21,3) borderline
over timorleri ve 6 vaka germ hiicreli timorler

takip etmistir. (%6,4). Seks kord stromal timori

Tiirk Jinekolojik Onkolojik Dergisi

3 olguda (%3,2) gozlendi ve literatiirle uyumlu

bulundu.

Kearn ve ark. Yaptigi ¢alismada histolojik tipin
berrak hicreli karsinom olmasinin prognoz
(9).
GCahsmamizda her histolojik tipin sagkalim
etkisi

tanisi alan hastalarin hayatta kalma orani

acisindan 6nemli oldugu bulunmustur

Uzerine arastirilmistir. ~ Krukenberg
borderline, germ hiicreli karsinom ve mikst
tip karsinom tanisi alan hastalara gore anlamh
derecede disiik bulundu. Borderline tanisi
alan hastalarin hayatta kalma orani mikst tip
karsinom ve serdz papiller karsinom tanisi alan
hastalara gore anlamli derecede daha yiksek
bulundu.Diger tanilar arasinda hayatta kalma
oranlari acisindan istatistiksel olarak anlamh
bir fark yoktur. Berrak hicreli karsinom tanisi
alan hasta sayisi az oldugundan bu anlamda
daha genis calismalara ihtiya¢c vardir. Over
kanseri olgularinin %70-80’i evre Ill ve IV'te
(5).

olgularin evrelere goére dagilimi incelendiginde

hekime basvurmaktadir Calismamizda
35 olgu (%37,2) ile evre IA'nin ilk sirada yer
aldigr  gorildi.Klinigimizde ameliyat edilen
hastalarin patoloji sonucu incelendiginde evre
1 (n:43)olan hasta sayisinin evre 13 (n:37)olan
hasta sayisina gore daha fazla oldugu goéruldi.
Gahsmamiz incelendiginde borderline timor
oraninin %20 oldugu gorilmektedir ve bu sonug
hastalarin tamamini evre | de tespit etmis
olmamizi aciklamaktadir.. Yumurtalik kanseri
evrelerinin 5 yillik sagkalim oranlari %94’tur.
evre | icin %73, evre Il icin %73 ve evre lll ve
IV igin %28. Calismamizda her evrenin sag kalim
Uzerine etkisi incelenmistir. Krukenberg timori
tespit ettigimiz hastalarin hayatta kalma orani
(%0), evre | (%98) ve evre Il (%37) hastalara
gore istatistiksel olarak anlamli derecede daha
digiktdr. Evre | hastalarin hayatta kalma orani,

(%98) evre lll olan hastalara gore istatistiksel
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olarak anlamh derecede daha yliksektir.Diger
evreler arasinda sagkalim acisindan anlamli bir
farkliik yoktur.Diger evreler arasinda anlaml
bir fark olmamasinin nedeninin yeterli sayida

hastamizin olmayisi oldugunu disiinmekteyiz.

Evre Il veya IV yumurtalik kanserlerinin %65-
75’inde lenf nodu tutulumu goérilar (11,12).
Retroperitoneal lenf nodlarina kemoterapide
(13,14).

Bazi kicuk calismalar terapotik deger ileri

kullanilan ilaglar ulasamamaktadir.

sirmektedir ancak buylkligini belirlemek
zordur (15).Diger calismalar makroskobik olarak
negatif olan lenf nodlarinin gikarilmasinin gok

az terapotik degere sahip oldugunu bulmustur

(16). Devam etmekte olan internasyonal
randomize bir calismada sistematik
lenfadenektomi ile optimal sitorediikte

(intraperitonal hastalik <1 cm.) over kanseri
hastalarinda biylimius lenf nodlarina debulking
215 hastadaki

ilk sonuglar %58’inde lenf nodu metastazi ve

yapilmasini  kiyaslamiglardir.
sistematik lenfadenektomi yapilanlarda 2 vyil
sagkalim avantaji olarak elde edilmistir (%85’e
oranla %70) (17)

Klinigimizde over kanseri nedeniyle opere
edilen tim hastalara lenf nodu diseksiyonu
yapildi.Ortalama c¢ikarilan lenf nodu sayisi
43 olarak belirlendi.

sayisl 43 Un altinda ve Ustinde olacak sekilde

Cikarllan Lenf nodu

hastalar gruplara ayrildi. Cikarilan lenf nodu
sayisinin sag kalim Uzerine etkisi arastirildi ve
sag kalim Uzerine etkisinin olmadigI gozlendi.
Calismamizda cikarilan lenf nodu sayisi cut
kendi

sayisl ortalamasina goére belirledik ve gikarilan

off degerini cikardigimiz lenf nodu
lenf nodu sayisi ile evre arasindaki iliskiye

bakilmadan sag kalim UGzerindeki etkisini
arastirdik.Bu konuda daha bulyuk calismalar
yapilmasini ve ileri evrelerde gikarilan lenf nodu

sayisinin sag kalim ile iliskisinin arastirilmasini

Tiirk Jinekolojik Onkolojik Dergisi

onermekteyiz.

Modern sitorediiksiyon ve bunu takiben 18
hafta kemoterapi uygulanmasi sonrasinda 5
—yillik genel sagkalim %40 civarindadir (18).
Calismamizda 94 hastanin 92’sine (%97,8)
optimal sitorediktif cerrahi yapilirken sadece
2 hastaya (%2,2) suboptimal cerrahi yapiimistir.
Calismaya toplam 94 hasta ile baslanmis olup,22
si (%23,4) exolmustur.Ortalama sag kalim siresi
35,62+21,94 aydir.En son 6lim 77. ayda olup
kiimalatif sag kalim orani %62,standart hatasi
%7 dir.Litaratlire gére daha yiksek sag kalima
sahip oldugumuz gozlendi.Sag kalim oraninin
yuksekligi operasyonlarin deneyimli tek cerrah
tarafindan yapilmis olmasi ve over kanserlerinin
erken evrede tespit etme oranimizin yiksek

olmasi ile agiklanabilir.
SONUC

Sonug olarak CA-125 degerinin normal olmasi,
hastaligin erken evrede tespiti ve timor tipinin
borderline olmasi ve en 6nemlisi hastanin
deneyimli bir cerrah tarafindan opere edilmesi

iyi prognoz ile iliskilidir.
BILGILENDIRME

Cikar Catismasi

Yazarlar herhangi bir ¢ikar catismasi beyaninda

bulunmamistir.
Finansal Destek

Yazarlar herhangi bir finansal destek beyaninda

bulunmamistir.

Etik Onay
Calismamiz 2015 tarihinde yapilmis olup
donemde retrospesifik analiz ile yapilan

¢alismalarda etik kurul sartt olmadigindan

yazinin etigi alinmamistir.
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A rare case of Growing Teratoma Syndrome ; third recurrence after 13 years
with liver metastases ; a case report and review of the literature

Nadir bir Growing Teratom Sendromu olgusu; 13 yil sonra karaciger metastazi ile Gglincli nliksi; bir olgu
sunumu ve literatliriin gézden gecirilmesi
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ABSTRACT

Objective: The growing teratoma syndrome (GTS) defined as the growth of a benign tumor after removal of
a germ cell tumor or after chemotherapy. There is no reached consensus managing GTS.

Case: A patient had undergone surgery for an adnexial mass at the age of 14 and diagnosed with immature
teratoma. 13 years after the last operation she underwent a fourth time tumor free fertility sparing
operation with partial resection of the right liver lobe, partial resection of the peritoneum of diaphragm
and cyst removal from right ovary. Pathology result was compatible with mature teratoma having no
immature characteristics. To our knowledge, this is the first case reported in the literature that reoccured
such a long time after the last GTS surgery such as 13 years and having benign features on histopathological

examination. ARTICLE HISTORY
Conclusion: GTS has an unpredictable behavior and could reoccur even after a very long time and several Received 07.05.2023
surgeries. Accepted 05.12.2023

Keywords: Immature Teratoma, Growing Teratoma Syndrome, Germ Cell Tumor, Delbulking Surgery,
Fertility Sparing Surgery

(04
Amag: Blylyen teratom sendromu (BTS) germ hicreli timor igin gergeklestirilen ameliyat ya da

kemoterapi sonrasinda benign karakterde tiimoral biiylime olarak tanimlanmistir. BTS tedavisi igin bir uzlasi
bulunmamaktadir.

Vaka: 14 yasinda kiz hasta adneksiyel kitle nedeni ile opere olup immatir teratom tanisi almistir. Bu
operasyondan 13 yil sonra gergeklesen dordiincli operasyonda hastaya batinda timor birakilmadan sag
karaciger lobunun parsiyel rezeksiyonu, diafram peritonunun parsiyel rezeksiyonu ve sag over kist eksizyonu
fertilite koruyucu yaklasimla gergeklestirimistir. Patoloji sonucu immatir karakterde timor icermeyen matir
teratom olarak gelmistir. ilk operasyondan 13 yil sonra ve benign natiirde niiks eden hasta, literatiirde bu
denli uzun siire sonra iyi huylu olarak niiks gergeklesen ilk BTS hastasi niteligindedir.

Sonug: BTS prognozunu dngérmek olduke¢a zordur, uzun zaman ve tekrarlayan cerrahiler sonrasinda dahi
niksler gorilebilir.

Anahtar Kelimeler: immatiir Teratom, Biiyliyen Teratom Sendromu, Germ Hiicreli Timér, Sitorediiktif
Cerrahi
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INTRODUCTION

Ovarian germ cell tumors are seen
seldomly. They compose 5 percent of all
ovarian malignant tumors and effects girls
and young women (1). Pure immature
teratomas are a subgroup of ovarian
germ cell tumors and accounts for less
than %1 of all germ cell tumors. Although
pure immature teratoma is a rare entity;
under the age of 20 it represents %15-20
of all ovarian malignancies and causes 30
percent of ovarian cancer mortality in this
age group (2-4). Debilking surgery followed
by chemotherapy is the mainstay of the
treatment (5).

The growing teratoma syndrome (GTS) is
defined by Logothetis et al in 1982 as the
growth of a benign tumor after removal of
a germ cell tumor or after chemotherapy
(6). The incidence of GTS is reported to
be around %1.9 - %7.6 after testicular and
%12 after ovarian nonseminomatous germ
cell tumors (7). The diagnostic criteria
according to Logothetis definition include:
1) normalization of tumor markers (AFP and
hCG ) after chemotherapy or surgery; 2)
enlarging of new masses despite appropriate
chemotherapy for nonseminomatous germ
cell tumors; 3) the exclusive presence of
mature teratoma in the resected specimen
(6). The most commonly agreed theory
which explains the pathophysiology of the
disease is the disappearance of immature
malignant components after chemotherapy
and sparing of the benign (mature) parts of
the tumor (4).

Up to date, case series and case reports
including a total number of more than 100
GTS patients have been published (8). As it
is a very rare entity and the data is lacking,
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the course of GTS is unclear. Although
some algorithms have been proposed,
no consensus or guideline exists on the
management of GTS (9). Another important
aspect of GTS is the sparing of fertility
perioperatively and the postoperative
availability of fertility preservation options
such as oocyte cryopreservation. Two
pregnancies, both of which happened
with the help of assisted reproductive
technologies, have been reported in the

literature after GTS diagnosis (10, 11).
CASE REPORT

A 14 year old Turkish girl, with no chronicillness,
presented at a tertiary care hospital in Istanbul
with lower abdominal pain and bloating
symptoms in January 2003. Transabdominal
ultrasonography revealed a left adnexial mass
occupying the pelvis. Magnetic resonance
imaging (MRI) showed a 80.65.40 mm mass
showing papillary projections, loculations
and variable echogenicity. Her AFP level was
1200 ng/ml and BhCG level was 140 ng/ml.
She underwent a fertility sparing surgery. Left
salpingo-oophorectomy, appendectomy and
partial omentectomy was performed. Peritoneal
washings were also taken. Histopathology of
the adnexial mass revealed grade 2-3 immature
teratoma with immature neuroepithelial
tissue. Surgical staging was 1C1 because of the

breached tumor capsule.

In December 2003, after 7 cyles of BEP

(bleomycin, etoposide, cisplatin) therapy,
tumor markers were within normal ranges but
imaging revealed carcinomatosis peritonei with
lesions around liver, peritoneum of the right
diaphragm, mesentery of the small bowel and
a 3 cm suspicious mass in the left pelvic region.
Secondary debulking was performed with no

residual tumor. Pathology was consistent with
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a more mature teratoma compared with the
previous mass. ICE (ifosfomide, carboplatin,
etoposide) protocol was planned for the patient
as the first chemotherapy regimen was thought
to be unsuccessful. Only one and a half cycles
of chemotherapy were completed beacuse of
the renal toxicity. Control imagings and tumor
markers in every 6 months after the surgery
were within normal ranges and consistent with

no sings of recurrence.

In  August 2005, MRI

showed lesions around liver, omentum and

of the abdomen

a 4 cm pelvic mass. Right paracolic and right
subdiaphragmatic mass extirpation, residual
omentumremovaland left pelvic massresection
was performed. Histologic examination was
consistent with only mature cystic teratoma. All
three pathologic evaluations were performed
by the same experienced professor in a tertiary
care center in istanbul. She did not receive any
chemotherapy after the third operation due
to the lack of any immature elements in the
extracted specimen and she was followed with
imagings and tumor marker levels in every 6

month.

In August 2018, MRI revealed some lesions
around liver ranging between 2to3cm, a3 cm
mass at the spenic hilus and bilateral suspicious
adnexial lesions ranging approximately 4 cm.
MRI did not show any contrast accumulation
and PET/CT imaging pointed out no pathologic
FDG take-up in the lesions. Tumor markers
were beyond the normal range. ( B-hCG:4, AFP:
2, CEA:16, CA125: 284, CA19-9: 74 ). She was
informed about the recurrence risk of immature
teratoma and also about GTS. She was unwilling
for another operation. Thus, surveillance with

frequent hospital visits was planned.
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MRI in February 2020 showed the lesions
around liver segments spreaded over to the
left subdiaphragmatic area and were numerous
and bigger than before. Imaging studies also
showed new lesions around ascending and
descending colon that were not present in the
previous studies ( Figure 1). The diameter of the
right adnexial lesion increased to 12 cm showing
multiple septa and nodular thickenings (Figure
2). Besides, transvaginal ultrasound showed

rich blood flow around the septa and nodular

areas. Tumor marker levels were also increased
(B-hCG:4, AFP:1, CEA:9, CA-125: 598, CA19-9:
104).

Figure-1(a-f): Imaging studies ( contrast enhanced
computerized tomography, magnetic resonance,
positron emission tomography ( May 2020, February
2020, February 2020 respectively ) ) from preoperative
evaluation a) Axial T2W image shows heterogeneous,
hyperintense, mixed lesions with solid and cystic areas
adjacent to the posterior segment of the right lobe of
the liver and adjacent to the anterior of the right and
left liver lobes (white arrows) b) DWI-MRI image shows
hyperintense lesions in the right upper quadrant and
splenic hilum due to solid components (white arrow) c)
Axial contrast enhanced CT image which is obtained two
months later, shows coarse macrocalcifications in the
lesion located in the right upper quadrant (white arrow),
also new left diafragmatic lesion and peritoneal lesions
are seen in this image (white arrow and arrowheads)
d) Axial PET-CT image shows no FDG uptake e) Coronal
fat-sat T2W image shows the lesion in the right upper
quadrant extended through the right paracolic area
(white arrows) f) Coronal contrast enhanced CT image
shows both upper abdominal lesions and a right ovarian
thick wallled, hypodense lesion in the lower abdomen
(white arrows).
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Figure-2(a-d): Imaging studies (contrast enhanced
computerized tomography, magnetic resonance,
positron emission tomography ( May 2020, February
2020, February 2020 respectively )) from preoperative
evaluation a) Sagittal T2W image shows the longest
diamater of right ovarian lesion(white arrow) b) Axial TAW
non-fat-sat ¢) TIW fat-sat images show hyperintensity
relevant with hemorrhage products, not suppressed in
fat-suppressed sequences (white arrows) d) Axial PET-CT
image shows FDG uptake at the periphery of the lesion
(white arrow).

The patient was informed about the risk of
immature teratoma recurrence, GTS and a
possible new malignant lesion growing from
the right adnexa. We performed a debulking
surgery (partial resection of the right liver lobe,
partial resection of the diaphragm peritoneum
and cyst removal from right ovary) with multiple
frozen examinations. Right ovarian mass was
compatible with endometrioma and the rest
of the specimen was mature cystic teratoma

without any immature elements (Figure 3).

Her follow-up visits were performed in every
6 months after the last surgery and no disease
recurrence have been detected with imaging
and clinical evaluation. Although oocyte
cryopreservation was offered to preserve her
fertility, she was unwilling after her last surgery.
Now, she is planning to get married and she
will be evaluated for fertility options at Istanbul
University Reproductive Endocrinology and

Infertility Department.
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Figure 3(a-f): a) Resection from the right liver lobe b)
Resected specimen c¢) Immature neural tissue with rosette
formation (January 2003 — left adnexial mass) d) Neural
and epidermoid tissue showing mature characteristic
(December 2003 — peritoneal lesions around liver) e)
Mucinous epithelium with cartilage, lipid and connective
tissue showing mature features (December 2005 — right
paracolic lesions) f) Mucinous epithelium with cartilage,
lipid and connective tissue showing mature features
(June 2020 - liver resection)

DISCUSSION

Surgery followed by BEP ( bleomycin, etoposide
and cisplatin ) is the accepted treatment of
immature teratomas (1). Prognosis depends
on the grade and stage of the tumor. Survival
rates are %94 for stage 1 grade 1 tumors and
falls off to %82 for grade 2 and 3. Reccurrence
rates also correlate with the grade of the
tumor (2). Equal survival rates are stated
with fertility sparing surgeries compared to
bilateral salpingooferectomy with or without
hysterectomy (2, 12, 13). These findings suggest
the need for fertility sparing surgeries in eligible
patients such as the presented case with
conserving at least one ovary, tube and uterus.
Assisted
be offered after the index surgery due to the

reproductive technologies could
reccurrent nature of the disease and possible
Different

treatment modalities, such as oocyte/embryo

need for additonal operations.
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cryopreservation or fresh IVF cycles, has to be
discussed depending of the fertility evaluation

of each patient.

GTS treatment is primarily composed of surgery
to abstain from malignant transformation (9)
and mechanical compression symptoms. This
was an exceptional case of growing teratoma
syndrome requiring debulking surgery for
three times after the first fertility preserving
operation for immature teratoma. Although
GTS recurrence after complete resection is
profoundly low, it can reach up to %72-83
after partial resection (10). Complete surgical
resection is especially critical for GTS because
teratomas are highly resistant to chemotherapy
and radiation. Also, capsule of the immature
teratoma has to be kept intact as surgical
spillage is associated with worse prognosis (10).
Besides our patient, the only patient required 3
subsequent surgeries after immature teratoma
diagnosis was reported in 2004 by Nimkin et al
(14).

GTS diagnosis can be made up to 8 years after
the first surgery forimmature teratoma (10) and
can be made even after 18 years for recurrent
cases (15). Also, malign transformation is mostly
seen in patients with a delayed diagnosis.This
is the first case reported in the literature that
reoccured such a long time after the last GTS
surgery such as 13 years and having benign
features on histopathological examination.

CONCLUSION

GTS is a very rare non-malignant entity but
better knowledge about the disease course and
early diagnosis could help for a less invasive
surgery and better prognosis. No internationally
approved guideline exists for GTS and additional
data from more cases is necessary for managing
these patients optimally. This is a unique

case reminding us the important aspects of
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managing GTS. First, GTS has an unpredictable
behaviour and recurrence could occur even
after 13 years and with relatively small primary
immature teratoma size. Besides, the need for
3 subsequent surgeries draws the attention
for complete debulking to eliminate the risk of
recurrence. Regular follow up for a long period
is mandatory with imaging and tumor marker
levels. Lastly, the presence of a new suspicious
adnexial mass, peritoneal carcinomatosis and
elevated tumor markers can be misleading for
a malignity arising from teratoma origin or a
new ovarian tumor. It is crucial to differentiate
between GTS and recurrence of immature
teratoma because it can lead to an inadvertent
chemotherapy administration, which has no
place for GTS.
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CASE REPORT/OLGU SUNUMU

Drain or not drain? A surgical dilemma using suction drain for drain site
metastasis in a patient with uterine sarcoma

Dren olmali mi yoksa olmamali mi ? Uterin sarkomlu bir hastada dren yeri metastazi icin aspirasyon dren
kullanimiyla ilgili bir cerrahi ikilem
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ABSTRACT

Drain placement is a common practice after major surgeries to prevent collection accumulation in the
operation field, follow up against the risk of bleeding or anastomotic leakage, and facilitate wound
healing, especially in patients with large amounts of ascites such as ovarian cancer. Although port site
recurrences have been described after laparoscopic surgery, metastasis to the previous drain site rarely
occurs after laparotomy in gynecologic cancer patients. Cutaneous involvement originating from uterine
sarcoma is particularly unusual. Albeit rare, malignant-cell seeding along an artificial percutaneous tract
should be kept in mind when deciding to place a drain. We present a case of uterine undifferentiated
sarcoma recurrence at the surgical drain site after one year later of primary tumour resection.
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Major cerrahi islemler sonrasinda 6zellikle yumurtalk kanseri gibi asit fazlaligi olan hastalarda ameliyat
alaninda sivi toplanmasini 6nlemek, kanama veya anastomoz kagag riskine karsi takip etmek ve yara
iyilesmesini kolaylastirmak icin dren yerlestirilmesi yaygin bir uygulamadir. Laparoskopik cerrahiden sonra
giris yeri nuksleri tanimlanmis olmasina ragmen, jinekolojik kanser hastalarinda laparotomiden sonra
onceki dren yerine metastaz nadiren gorillr. Uterus sarkomundan kaynaklanan cilt tutulumu 6zellikle
sira digidir. Bir dren yerlestirmeye karar verirken, nadir de olsa, yapay bir perkitan yol boyunca timor
ekilebilecegi akilda tutulmaldir. Biz bu olgu sunumda primer tiimor rezeksiyonundan bir yil sonra cerrahi
dren bolgesinde uterus andiferansiye sarkom niiksii olan bir olguyu sunuyoruz.
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INTRODUCTION

Endometrial stromal sarcomas are rare tumours
and account for less than 1% of all uterine
neoplasms (1). Low-grade endometrial stromal
sarcomasareassociated with long-termsurvival,
but undifferentiated endometrial sarcomas
behave more aggressively, and most patients
die within two years (2). Local recurrences and
distant metastasis are markedly decreased
survival (1). Drain placement is a common
practice after major surgeries. In oncologic
patients, tumour seeding through this artificial
percutaneous tract can occur (3). In this report,
we present an unusual case of subcutaneous
recurrence at the surgical drain site in a patient

with undifferentiated endometrial sarcoma.
CASE

A 48-years old woman has presented with
a palpable mass in the lower right anterior
abdominal wall. She had a history of total
abdominal hysterectomy and bilateral salpingo-
oophorectomy for high grade endometrial
stromal sarcoma in a different reference
hospital fifteen months ago. She received six
doses of adjuvant gemcitabine plus docetaxel
and remained disease-free until presented with
a palpable mass. Physical examination revealed
an extensive, tender, swollen, fluctuant area
near the previous drain site. The tumour
fistulized into the skin within a few days (Figure
1a).

a large mass in the abdominal wall without

Magnetic resonance imaging showed
intraperitoneal extension. Another suspicious
implant was at the peritoneal surface around
the liver (Figure 1b). She refused the surgical
resection, and second-line chemotherapy was
started. But then she accepted surgery because
the mass progressed despite chemotherapy.
Written informed consent was obtained from

the patient before the surgery for publication
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of this case report and accompanying images.

Figure 1. (A) Preoperative photograph of the tumoral
mass. (B) Magnetic resonance imaging revealed tumour
invasion of the abdominal wall and anterior rectus fascia.
(C) In surgery, vertical and groin incisions were made,
and the tumoral mass was removed with the anterior
rectus fascia and the infiltrated skin tissue. (D) Complete
resection of the tumour resulted in a large skin defect
and dead space in the surgical area

Insurgery,verticalandgroinincisionsweremade,
and the mass was removed with the anterior
rectus fascia and the skin tissue above (Figures
1c and 1d). The intraperitoneal suspicious
implant was also excised. After a suction drain
placement in the surgical field, the skin defect
was closed by elevating the advancement flap
from the right inguinal incision. The drain was
removed when the drainage became less than
25 ml/day. Compression garments were applied
in the postoperative period, and the patient
was discharged on the tenth postoperative
day. When the patient came for a control visit,
wound healing was satisfactory, and the surgical
sutures were removed Pathological examination
revealed undifferentiated sarcoma metastasis,
but surgical margins were microscopically
positive (Figure 2). The patient was started on

third-line chemotherapy with trabectedin, but
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the disease relapsed three months later, and

she died thirteen months after the surgery.

Figure 2. (*) Squamous epithelium overlying the
tumour mass, (#)area of necrosis within the tumour,
(#)area of necrosis within the tumour, (+): hematoxylin
and eosin staining of tumour cells, (¥): CD10 positive

immunohistochemical staining in the tumour,
immunohistochemical staining for CD10 x 20
DISCUSSION

Drain placement is a common practice

after major surgeries to prevent collection
accumulation in the operation field, which
could lead to infection, follow up against the
risk of bleeding and anastomotic leakage (3). It
is also used to reduce lymphocyst formation in
patients who have undergone retroperitoneal
Although
show that routine use of drain is ineffective in

lymph node dissection. studies
preventing short or long-term complications

and has a detrimental effect on early
mobilization and length of hospital stay, leaving
a “guard drain” in the surgical field is a habit
that surgeons often prefer and have difficulty
abandoning (3-5). In oncologic surgery, albeit
rare, cutaneous seeding of tumour cells after
the percutaneous placement of suction drains

has also been described (6,7).

The possible mechanism of such a situation is
notwellunderstood, butitis likely multifactorial.
Disease spread can occur through the exfoliation
of malignant cells from a primary tumour
during surgery due to tumour manipulation.®
Tumour seeding could also occur along an

artificial percutaneous tract by contaminated
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instruments during drain placement. Surgical
wounds may also provide a favourable site for
tumour growth due to a resultant milieu rich in
growth factors and enhance tumorigenicity of

shed tumour cells to the implant (9,10).

Based on the relative infrequency of this
condition, there are no well defined, evidence-
based preventive measures for drain site
metastasis. Head to head comparison to
laparoscopic port site recurrence (PSR) cannot
be made due to the absence of factors such as
the “chimney effect” caused by insufflation,
pneumoperitoneum, and aerosolization of
exfoliated cancer cells in laparotomy. However,
preventive strategies for laparoscopic port
site. metastasis, including irrigation with
tumour static agents, antiadhesion agents,
povidone-iodine solution, and taurolidine, have
conflictive results, and there is little evidence to
support any practice to reduce PSR (9-11). An
experimental model in rats suggests that port-
site recurrence can be reduced with proper
closure of the peritoneum, which creates a
physical barrier (10). But peritoneal closure is

almost never done after drain removal.

In the presented case, we decided to place a
suction drain within the subcutaneous tissue
to prevent seroma formation or flap necrosis
and promote wound healing. Although using
a drain may seem like a contradiction in this
patient, closed suction drains have been
considered the standard of care for seroma
prevention.!! Delayed wound healing or flap
necrosis may have grievous consequences in a

patient with such an extensive resection.

In conclusion, drain placement in the surgical
area is not a completely harmless procedure,
and in many situations, it is unessential and
port site recurrence should be kept in mind

when deciding to place a drain.
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