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“* 63 yas, erkek hasta

<» Ozgecmis ve ek hastaliklar: Esnaf, 2010 lumber herni opere,
GORH,

«* Sigara Oykiisii: 100 paketxyil sigara 0ykiisii, 6 aydir igmiyor.

% Soygeecmis: Baba akciger kanseri nedeniyle exitus, anne mide

kanseri

** Sol sirt ve omuz agrisi

» Hasta 1 aydir devam eden sirt agrisi ile dis merkeze basvurmus.

*» Hastaya PA AC grafisi ¢ekilmis.



Toraks BT

“* Sol akciger apikoposterior segmentte posterolateral kesimde 1
ve 2. kot yapilarinda belirgin invazyon ve destriiksiyon
olusturan kaviter alanlar iceren yaklasik 60x54 mm boyutlu
yumusak doku kitlesi izlendi. Histopatolojik degerlendirme

Onerilir.

% Sol iist lob apikoposterior segmentte kitle komsuluklarinda

parankimal bantlar 1limli bronsial genislemeler distorsiyon ve

hacim kayb1 izlendi.




PET-CT

% Sol akciger lst lob apikalde 62 mm c¢apindaki kitlede FDG
tutulumu saptanmistir (SUVmax: 19). Lezyon ¢evre kot ve kas

yapilarma invazedir.

“» Serebral-serebellar gri kortikal alanlarda, kafa tabaninda, boyunda,

mediastinal lenfatik istasyonlarda, karacigerde, her iki adrenal
bezde, supra-infradiafragmatik lenfatik istasyonlarda ve inceleme

alanina giren viicudun diger kisimlarinda belirgin patolojik F-

18 FDG tutulumu izlenmemistir.




Multidisipliner Konsey !!!

PLEASE NOTE that use of this NCCN Cantend s govested by e End User Livermse Agresnentand you MAY NOT dabibule s Conlent o use Ll any arificil inteligenas madel o tool
Printe: 152008 7:34:55 AM_Copyright © 2028 National Comprehersive Cancer Nebwork. inc. All Rights Resered

National e o A P i

Comprehensive NCCN Guidelines Version 6.2026 NCCN Guidelines ndes
NCCN ﬁg{“sg[k Non-Small Cell Lung Cancer " Discussion
CLINICAL PRESENTATION RISK ASSESSMENTDP

| Patient factors

2 Multidisciplinary evaluation including thoracic surgeons, thoracic radiologists, and pulmonologists to determine the likelihood of a cancer diagnosis and the optimal
diagnostic or follow-up strategy.
1SK calculaiors can De used [o quantfy mdividual patient and radiologic 1aciors but do not replace evaluation by a mullidisciplingry diagnosic team with subsianta
experience in the diagnosis of lung cancer.
¢ Principles of Diagnostic Evaluation (DIAG-A 1 of 3).
4 The most important radiclogic factor is change or stability compared with a previous imaging study.

T QlLe, AP, anu usnsily on uie punnunary T —
nodule

= Associated parenchymal abnormalities (eg,
scarring or suspicion of inflammatory changes)

* Fluorodeoxyglucose (FDG) avidity on FDG-PET/

CT imaging
Lung nodules in
asymptomatic pati at _ NCCN Guidelines for Lung
high risk detected during lung Cancer Screening

cancer screening with LDCT

2 Multidisciplinary evaluation including thoracic surgeons, thoracic radiologists, and pulmonoelogists to determine the likelihood of a cancer diagnosis and the optimal
diagnostic or follow-up strategy.
b Risk calculators can be used to quantify individual patient and radiologic factors but do not replace evaluation by a multidisciplinary diagnostic team with substantial

XTI T eSS ol oy e aTTeeT

€ Principles of Diagnostic Evaluation (DIAG-A 1 of 3).

4 The most important radiclogic factor is change or stability compared with a previous imaging study.
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Association between treatment
decisions and survival outcomes
in lung cancer patients under a
multidisciplinary team model: the
impact of MDT-recommended
treatment plans on treatment
completion rates, survival time,
and treatment conversion

Qlian Yi and Hailong Wei"

Tedaviye uyumu artirmakta,
Tedavi kararlar1 ve gerekli tedavi degisikliklerinde yasanan
gecikmeleri azaltmakta,

Sagkalim sonuglarini anlamli sekilde 1yilestirmektedir.

MDT degerlendirmesi, hastaya en uygun baslangi¢ tedavisinin daha
dogru ve bireysellestirilmis sekilde secilmesine olanak
saglamaktadir.

Background: The complexity of lung cancer management requires coordinated
care. This study aimed to evaluate the impact of Multidisciplinary Team (MDT)-
recommended treatment plans on the treatment course and survival outcomes of
lung cancer patients.

Methods: This single-center, retrospective cohort study enrclled consecutive
patients with primary lung cancer who were initially diagnosed and received first
anti-cancer treatment between January 1, 2020, and January 30, 2023. Patients
were categorized into MDT (n=115) or nen-MDT (n=105% groups based on
whether the initial treatment decision was made via a formal MDT discussion.
Key measures included treatment completion rate, treatment conversion, overall
survival {OS), progression-free survival (PFS), and safety profiles. Follow-up data
were collected until July 31, 2025.

Results: The MDT group demenstrated a significantly higher rate of completing
the initial treatment as planned (86.09% vs. 68.57%, P = 0.002), 3 lower treatment
conversion rate (19.13% vs. 39.05%, P = 0.001), and a longer time to conversion
(8.41 vs. 5.16 months, P<0.001). Patients in the MDT group had significantly longer
median 05 (4521 vs. 28.64 months, P<0.001) and PFS (19.80 vs. 13.53 months,
P=0.001). Multivariate analyses confirmed MDT participation as an independent
factor associated with improved OS5 (HR = 0.605, P = 0.009) and a higher
likelihood of treatment completion (OR = 3.438, P = 0.002).

Conclusion: The MDT model is associated with better treatment adherence,
delayed treatment conversion, and significantly improved survival outcomes in
lung cancer patients, and facilitates more precise initial treatment selection.







Tru-cut biyopsi

& Patoloji Sonucu DegerlendirmesiHazir Boyali Preperat 20.12.2024
Ve/Veya Parafin Blok

Morfoloji Kodu Skuaméz hicreli karsinom, adenoid

islem Referans Numarasi 77977033929

© MAKROSKOP :En byl 1,7 cm en kiicidi 0,1 cm 05.12.2024
dicisinde 5 adet krem kahve renkte doku pargas. 1
kasette tamam takibe alnd. (Lab. Tek. EA/PK) HSTOKMYA :
mminchistokimyasal Boyamalar: -TTF1: Negatif -p40:
Yaygn kuwvetli pozitif boyanma PATOLOJK TANI : Akcier,
Tru-cut Biyopsi: Kiiciik hiicreli d akcier karsinomu YORUM
: Biyopsi molekiler calmalar icin yeterlidir

Morfoloji Kodu Kicuk hucreli disi akciger karsinomu

islem Referans Numarasi 99816760




Beyin MR

Normal sinirlarda kranial MR incelemesi.




Multidisipliner Torasik Onkoloj1 Konsey1

Multidisipliner torasik onkoloji konseyinde degerlendirildi.
Pancoast tumor,

c¢T3NOMO, Skuamoz Hiicreli Karsinom

Es zamanh KRT tedavi sonras1 goriintiileme ile cerrahi agidan degerlendirilmesine karar

verildi.
Hastaya 6 kiir karboplatin paklitaksel

33x2 Gy(66 Gy) radyoterapi es zamanli uygulandi.



Tumor invades parietal pleura or
chest wall or invades thoracic T1,

T2 nerve roots, or stellate ganglion
Tumor>5cm, < 7cm

Invasion
of parietal

Invasion of the pleura

azygos vein,
phrenic nerve, or
pericardium

Separate tumor nodule(s) in
the lobe of the primary

13

Tumor with any of the following features:

tumor >5 cm but <7 ¢cm in greatest dimension;
invades parietal pleura or chest wall;

invades pericardium, phrenic nerve, or azygos vein;®
invades thoracic nerve roots (i.e. T1, 12) or stellate
ganglion;

separate tumor nodule(s) in the same lobe as the
primary



9th Edit

/M

ion TNM Descriptors and Stages

Categories and Descriptors

Tla=lcm

T1

Tlb>1to<2cm

Tlc=2to=3cm

T2a Visceral pleura / central invasion

T2

T2a=3to=4cm

T2b=4to<5¢cm

T3=5to<7cm

13

T3 Invasion

T3 Same lobe separate tumor nodules

T4=7Tcm

T4

T4 Invasion

T4 |psilateral separate tumor nodules

M1la Contralateral tumor nodules

M1a Pleural / pericardial effusion, nodules

M1

M1b Single extrathoracic metastasis

M1cl Multiple metastases in 1 organ system

M1c2 Multiple metastases in >1 organ systems
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CLINICAL PRETREATMENT EVALUATION CLINICAL EVALUATION
ASSESSMENT
Superior sulcus tumor ———— Treatment (NSCL-6)
« Evaluate for perioperative Chest wall, trachealcarina,
therapy" mediastinum, or diaphragm Traatmiont (NSCL-7)
« Biomarker testing including
EGFR, ALK, RET, and PD-L1
B[Ok prwiouiy oy Stage IlIA (T4, NO-1)————» Treatment (NSCL-7)
Stage IIB « Bronchoscopy
(T3 invasion, NO) . F"aﬂlu:'-lit:l_»gil::I lymph node
! evaluation
Stage A 4.|——=| Brain MRI with and without ) ) Stage IIB (T1, N2a);
%_4 : “""“I":'"- ol contrasts Positive mediastinal __________ |Stage llIA (T1, N2b; T2-T3, N2a);
Nﬂ—l:;‘;as o, iz * MRI with contrast of spine + nodes (N2) Stage llIB (T2-T3, N2b) (NSCL-8
thoracic inlet for superior sulcus Stage IlIB (T4, N2) (NSCL-14
lesions abutting the spine,
subclavian vessels, or brachial
plexus Positive mediastinal » Stage IlIC (T3, N3) (NSCL-13)
+ FDG-PET/CT scan! (if not nodes (N3) Stage IlIC (T4, N3) (NSCL-14)
previously done)

Treatment for Metastasis

Metastatic disease ————— |limited sites ([NSCL-15) or
distant disease (NSCL-18)

! Methods for evaluation include mediastinoscopy, mediastinotomy, EBUS, EUS, and CT-guided biopsy. An EBUS-TBNA negative for malignancy in a clinically (FDG-
PET/CT and/or CT) positive mediastinum should undergo subsequent mediastinoscopy prior to surgical resection.

| FDG-PET/CT performed skull base to mi'd-thigh. Positive FDG-PET/CT scan findings for mediastinal nodal or distant disease need pathologic or other radiologic
confirmation. If FDG-PET/CT scan is positive in the mediastinum, lymph node status needs pathologic confirmation.

' Principles of Pericperative Systemic Therapy (NSCL-E).

£ If MR is not possible, CT of head with contrast.
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CLINICAL PRESENTATION INITIAL TREATMENT

ADJUVANT TREATMENT

Superior | Preoperative

sulcus tumor

» [concurrent
chemoradiation®W

(T3 invasion, |
NO-1)

Surgery” +
»|Adjuvant systemic

—_—

Surveillance

(NSCL-17)

Surgical A Resectable —
Possibly Preoperative ir::::::r:g“ZEast
resectable” — cgncurre:"lit i CT with or
chemoradiation® without contrast
+ FDG-PET/CTY Unresectable —=
Superior sulcus
tumor
(T4 invasion,
NO-1)

Unresectable” —» Definitive concurrent

Y

chemoradiation®"

N Principles of Surgical Therapy (NSCL-B).
@ Principles of Radiation Therapy (NSCL-C).
¥ Concurrent Chemoradiation Regimens (NSCL-F).

Surgery” +
Adjuvant systemic

therapy (NSCL-E)

Complete definitive
chemoradiation®"

Durvalumab%: (if

no EGFR exon 19
deletion or L858R
mutation) (category 1)
or

Osimertinib%:2
(category 1) (if EGFR
exon 19 deletion or
L858R mutation)

—_—

Surveillance

(NSCL-17)

Surveillance

(NSCL-17)

Surveillance

(NSCL-17)

¥ MRI with contrast of spine + thoracic inlet for superior sulcus lesions abutting the spine, subclavian vessels, or brachial plexus.
2 For patients who have received sequential chemoradiation, durvalumab can be considered as consolidation immunotherapy or, if EGFR exon 19 deletion or LBSER
mutation, osimertinib is recommended.



Tedavi sonrasi kontrol Toraks BT

“* Sol apikoposterior segmentte kalin ve diizensiz cidarh

plevral cekinti ve parankim distorsiyonu olusturan 4.5

cm boyuta ulasan kaviter kitlesel olusum izlendi.




S.F.T.
S.F.T.
SiE
S.F.T.
S.F.T.
S.F.T.
S:ET.
Sl
S.F.T.
S.F.T.
SF.T.
S.F.T.
ST
S.F.T:
S.F.T.
S.F.T.
S.F.T.
S.E.T-

SFT

Pred Pre %Pre/Pred

FEF 25 7.91 5.85 73.91
FEF50% €5.15

et s

FEV 1 3.72  2.87 77.09
FEV1%F 75.87 70.12 92 42
FEV1%6

FEV3%E 91.23 89.37 97.9€
FEV6

FIV1 3.94

FIV1%F 95.39

FVC 4.79 4.09 85.41
MEF 25 1.50 0.46 23.31
MEF 50 4.78 2.5 54.02
MEF 75 7.91 5.84 73.81
MMEF 3.62 1.71 47.2¢
PEF 8.92 7.04 78.90
PIF 4.93






** Multidisipliner cerrahi konseyde degerlendirildi.

“* Karar: Evreleme Mediastinoskopi/frozen sonuca gore + Hibrit VATS Sol iist lobektomi + Gogiis duvari rezeksiyonu




Histopatalojik Tanilar | Sitopatolojik Tamlar

SOL AKCIGER UST LOBEKTOMI MATERY ALI

Tamérin Histopatolojik Tipi - Fibrozis, hyalinizasyon iltihabi inflamasyon, atelektazi alanlar
Histopatolojik grade :

Tiimor cap - Tiimér gériilmedi. neoadjuan etkisi.

Tiimor Lokalizasyonu :

Timorin brons cerrahi stnirdan uzakligi:  cm.

Plevral tutulum -PLOG), PL1(), PL2(),PL3()
Brong cerrahi smir tutulum ()

Vaskiiler cerrahi sintr tutulum ()

Parankimal cerrahi stnir tutulum J |

Vaskiler invazyon
Lenfatik invazyon
Perinéral invazyon :
Hava yolu tiim 6r yayilimi (STAS) ()
Stromal desmoplazi il By
Stromal iltihabi infiltrasyon ()

—— -
b le L

Timér cevresi/ distali akeiger parankim : Atelektazi, konjesyon
Timérden uzak akeiger parankim - Atelektazi, konjesyon




AYRICA GONDERILEN DOKU PARCALARI:

B- Gigiis Duvar: Timdr: Tim&r gorilmedi (1.- 2. kot yumusak dokuda)
C- 1. Kot Tiimér: Tiim&r gorilmedi

D- 1. Kot Anterior Cerrahi Smr: Tiumér goriilm edi

E- 2. Kot Timdr: Timér gérilmedi

F- 2. Kot Anterior Cerrahi Smir: Timér gériilmedi

G- 2. Kot Posterior Cerrahi Smir: Tiumér goriilm edi

H- Parietal Plevra: Hyalinizasyon, fibrozis. Tiimér goriillmedi.

AYRICA GONDERILEN LENF NODLARI:
I- No.5: Reaktif degisiklikler, antrakozis

J- No.6: Reaktif degisiklikl er, antrakozis

K- No.7: Reaktif degisiklikler, antrakozis

L- No.10: Beaktif degisiklikler, antrakozis

M- No.11: Reaktif degisiklikler, antrakozis

N- No.12: Beaktif degisiklikler, antrakozis

FROZEN ARTIGI:

No.2R: Antrakotik lenf nodu parcalar:
No.4L: Antrakotik lenf nodu parcalan
No.4R: Antrakotik lenf nodu parcalar
No.7: Antrakotik lenf nodu parcalan

X Primary tumor cannot be assessed?
10 No evidence of primary tumor
Tis (arcinoma in situ®
1 Tumor surrounded by lung or visceral pleura, or in a
lobar or more peripheral bronchus*
Timi Minimally invasive adenocarcinoma®
Tl Tumor <1 cm in greatest dimension

Tih Tumor >1 am but <2 cm in greatest dimension
Tlc Tumor >2 cm but <3 cm in greatest dimension

Adjuvan tedaviye gerek duyulmadi, takibe alindi.






JOURMAL OF LAPAROCEMDOSCOPIC & ADVAMCED SURGICAL TECHMIQUES Technfcaf Repoﬂ

Volume 35, Number 5, 2025
E5e
Open camara or QR reader and
scan code 1o access this articla =
and other resources onling.

Benefits and Radiological Preference Criteria
of Hybrid-Video-Assisted Thoracic Surgery in the Treatment
of Pancoast Tumor. A Comparative Study with Open Approaches

Abstract

Background: We tried to demonstrate the use and benefits of hybrid-video-assisted thoracic surgery (VATS)
in Pancoast tumors by comparing it with open surgical approaches.

Methods: Between January 2022 and January 2024, 29 patients operated for Pancoast tumor were
retrospectively evaluated. Hybrid-VATS approach was used in |4 cases, while open surgery was used in 13
cases. The two groups were compared regarding demographic characteristics, preoperative and postoperative
findings. Preoperative thoracic computed tomography findings were analyzed by an experienced radiologist to
guide the choice of surgical approach.

Resulfs: The hybrid-VATS technique was statistically significantly superior to the thoracotomy group in
terms of operative time and preoperative bleeding amount (F: 027, .012, respectively). There were statisti-
cally significantly fewer postoperative complications in the hybrid-VATS group (66.6% versus 21 4%, P:_ (4).
In preoperative thorax CT evaluation, the longest distance (>77 mm) at which the tumor invaded the chest wall
was found to be statistically predictive in the choice of surgical approach {odds ratio: 7.3, P:. 01).

Conclusions: Hybrid-VATS can be used in Pancoast tumor surgery in experienced centers with shorter opera-
tion time, less preoperative bleeding. and low postoperative complication rates compared with open surgery
without compromising oncological principles. Preoperative thoracic CT may guide the choice of surgical
approach.

Keywords: Pancoast, hybrid, VATS, superior sulcus tumor
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“» 53 yas, erkek

» Ozgecmis ve ek hastaliklar: Miihendis, Ek hastalik yok.
** Sigara Oyktisii: Yok.

» Soygeemis: Ozellik yok.

*» Hasta oOksiiriik sikayeti ile gdgiis hastaliklar1 poliklinigine basvuruyor.




Toraks BT

“*Sol akciger iist lob apikoposteriorda inferior lingular segmente
uzanim gosteren 78x45x71 mm boyutlarinda lobiile konturlu
mediastinal ve kostal plevra ile istiraki bulunan
bronkovaskiiler yapilart c¢evreleyen ancak obliterasyon

yaratmayan kitle lezyonu izlenmistir.

o
- 4

4

/ /i




PET BT

* Sol akciger st lob apikoposterior segmentte yerlesimli fissure genis tabanh
oturan fissiirde lobulasyon olusturan yogun artmis FDG tutulumu gosteren
lobule goriiniimde izlenen 74x43 mm genislikte olculen kitlesel lezyon

izlenmistir (SUVmax:9.45).

* Kitle komsulugunda alt lob superior segmentte perihiler bolgede fissiire bitisik
8.7 mm genisliginde minimal FDG tutulumu gosteren diger bir nodul dikkati

cekmistir (SUVmax:2.47).

* Mediastinal lenfatik istasyonlarda patolojik FDG tutulumu saptanmamstir.







Fiberoptik Bronkoskopi

“*Sol 1ist lob segmentlerinden piriilan sekresyonlar, lingula superior

segmentten hemorajik sekresyon temizlendi.
** Histopatalojik Tanilar / Sitopatolojik Tanilar :

Akciger Sol Ust Lob Brons Lavaj (Yayma+Hiicre Blogu Kesitleri): Atipik

glandiiler hiicreler, makrofajlar, lenfositler, polimorf niiveli 16kositler

+» Atipik hiicreler malignite yoniinde kusku tagimaktadir.

Mikrobiyeloji LaboratuvanSONUGLARI
NHINHNUENHI D isteyen Servis : Bronkoskopi Polikiinik

Babackl 30146174718 Materyal - Bagem kitdi_lvd  jgtem Zamam  Barkod Zamani B
Bagvuru Ne ;2024 / 555974 020241805 0F,10.2024 16:10 07
Tetkik Sonug

Balgam Kuiltiri (Lavai)
MIKROORGANIZMA UREMEDI.
2-3 PMNL GORULDU.

HERHININNEN MM isteyen Servis : Bronkoskopi Polikinik

Barkadl . om1148174718 Materyal  :Merkr Kt Lavs (Bak) istem Zamani Barkod Zamam O
Bagvuru Ne  : 2024 / 555974 T2 605 07,10.2024 16110 07
Tetkik Sonug

Mantar Kttird (Lavaj) MANTAR UREMESI OLMADI.

Mikrobiyeloji LaboratuvanSONUGLARI
NRETURHENINEL  isteven Servis < Bronkoskopi Poliklinik

Barbndhl 313146174718 Materysl MIKOBAKTERIPCR  jgtem Zamami  Barkod Zamam O
Bagwuru Ne 12024 | 5550974 O7102024 18205 0F,10.2024 16:10 07
Tetkik Sonug Unite Referans D
Miko bakteri (PCR) MNEGATIF

Mot :  MTB/NTM tarama icin 20 kopya/reaksiyon Mycobacterium tuberculosis




Ultrathin bronkoskopi:

Sol akciger iist lob lingula-inferior segmentin subsegmentinde antrakoz

izlendi (foto 4).

Sol akciger iist lob posterior segmentin en lateral yerlesimli subsegmentinde
lateral duvar kaynakli liimeni tam oblitere eden endobronsiyal lezyon

goriildii.

Sol iist lob posterior segmentteki endobronsiyal lezyondan 1 adet biyopsi

alindi(mukoza siyrig1 seklinde).

Ancak sonrasinda hastanin endobronsiyal sisteminde akciger 6demi bulgular

gelisince islem sonlandirildi.

Hasta i¢in transtorasik biyopsi planlanda.




Transtorasik Tru-cut Biyopsi

Gonderilen Materyal SOL AKCIGER (ST LOB TRU-CUT BiOPSI
Materyallerin Alindign Yer AKCIGER Materyalin Alinma Sekli : TRU-CUT BiYOPS|
Klinik On Tam

malignite ac ca?

Ma kroskopi
2 em wrunlukta 0.2 om &leiide 1 adet biops matervali. 2PARCA 2ZBLOK/Y OK

e T~ R~ - - T~ R VSO - S M = - -0 R~ = 8

TIBBi LABORATUVAR YORUMU

immiinfenotipik bulgular tan1y1 desteklem ektedir. Ol guda klinik ve radyolojik olarak baska bir odak mevcut
degil ise olgu primer akciger olarak kabul edilebilir

RAPOR SONUC TARIHI: 03.12.2024

Mikroskopi

0

Histopatalojik Tanilar / Sitopatolojik Tamlar

Sol Akciger Ust Lob Tru-cut Biopfi: Invaziv miisinéz adenckarsinom




Beyin MR

Normal Sinirlarda Kranial MR incelemesi.




SFT

Materyal : 5ft
S F.T.
sF.T.
EF.T.
5F.T.
SF.I1.
L% e [
SF.T.
sF.T.
5F.T.
sF.T.
sF.T.
EF.T.
SF.I1.
SF.T.
5F.T1.
SF.T.
L R
sF.I.

Pred Pre %Pre/Pred

FEF 25 6.73 5.4 21.1%
FEF50% 123_85

—

FEV 1 2_85 3.5%9 125_%3
i

FEV1%b

FEW3%%:E 54.37 958.53 104.83
FEVS

FIV1 4.04

FIV1%F 9937

FvC 3.50 4312 11T 2
MEF 25 1l.4€ 2. 36 161 _5953
MEF 50 4.07 5.10 125.23
MEF 75 6.73 5.46 B81_18
MMEF 3.53 4_25 121_%£9
PEF 7.70 SoGRE T
FIF 5.91
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Tumor that invades
subclavian vessels,
vertebral body,
lamina, spinal canal,
cervical nerve roots,
or brachial plexus

Tumor invades trachea
and/or SVC or other
great vessel

Tumor involves
carina

Tumor=>7cm

Tumor accompanied
by ipsilateral, separate
tumor nodules,

) . different lobe
Diaphragmatic

invasion

~ Tumor invades — o
adjacent Tumour invades mediastinum,

vertebral body thymus, heart, vagus nerve,
recurrent laryngeal nerve,
esophagus or diaphragm

Tumor with any of the following features:

* tumor >7 cm in greatest dimension;

+ invades mediastinum, thymus, trachea, carina,
recurrent laryngeal nerve, vagus nerve, esophagus
or diaphragm;

* invades heart, great vessels (aorta, superior/inferior
vena cava, intrapericardial pulmonary arteries/
veins), supra-aortic arteries, or brachiocephalic
veins;

* invades subclavian vessels, vertebral body, lamina,
spinal canal, cervical nerve roots, or brachial plexus
(i.e. trunks, divisions, cords, or terminal nerves);

«  separate tumor nodule(s) in a different ipsilateral
lobe than that of the primary



CLINICAL
PRESENTATIONX

Chest wall,
trachealcarina,
mediastinum, or
diaphragm;

T3 invasion, NO-1;
resectable T4
invasion, NO—1

Stage llIA (T4 [size],
NO0-1) resectable

INITIAL TREATMENT ADJUVANT TREATMENT
Margins Adjuvant systemic therapy Surveillance
_~” negative (RO)® " (NSCL-E) " (NSCL-17)
m Reresection + chemothera
Surgery R1S or Py* Surveillance
Chemoradiation” (NSCL-17)
Margins (sequential? or concurrentt)
positive
Reresection + chemotherapy9 Surveillance
B R2% ——|or ‘ — " (NSCL-17)
Concurrent chemoradiation™!
< Observe
Margins or Surveillance
Systemic therapy9 Surgical ““93‘“" Adjuvant systemic NSCL-17
reevaluation (RO) §
o including |- Surgery™ therapy (NSCL-E)
Concurrent a . Adi t
chéimardtation:t IE'.IE?TT:#T t Margins Reresection 2 ;:'::;.?c Siirvalllance
positive | — |and/or therapy (NSCL-17)
(R1, R2) RT boost

(NSCL-E)



*» Multidisipliner torasik onkoloji konseyinde degerlendirildi.
*»* CTANOMO olan hastada;

Evreleme mediastinoskopi frozen sonuca gore Sol VATS Pnomonektomi




Mediastinoskopi

Frozen Tani :

Innomenale Aaria

Histopatalojik Tanilar / Sitopatolojik Tanilar : Mediastinal lenf nodu biopsileri: )
No.2R: Bitiinligi bozulmus lenf digiimiinde reaktif lenfoid hiperplazi, antrakozis
No.4L: 1 adet lenf diiglimiinde reaktif lenfoid hiperplazi.

No.4R: Butinligi bozulmus lenf digimiinde reaktif lenfoid hiperplazi, antrakozis
No.7: Biitiinligl bozulmus lenf diigimiinde reaktif lenfoid hiperplazi, antrakozis

Pmirachosl fnscia

Innominaie areny

valn
finsarting info Pulmanary
tho SVC) arery



Histopatalojik Tanilar [ Sitopatolojik Tanilar

SOL PNOMONEKTOMI MATERYALT

Tiimériin Histopatolojik Tipi : Asiner patern iistiinliikli adenokarsinom
(%% 50 Asiner, % 30 Kribriform, % 20 Milcoropapiller)
Histopatolojik grade : Az diferansive
Tiimér capr - 8.5x7 5x4.5 cm
Tiimér Lokalizasyonu : Ust lob kaynakl, fist lob segment bronsla iliskili, san renkte miisinéz
vapida fijm §r

Tiimériin brons cerrahi smirdan uzakhg : 2.8 cm

Plevral tutulum :PLO(), PL1 (X)), PL2 (), PL3 () EVGile degerl endiril di
Brons cerrahi smir tutulum () Tumdr goriilmedi

Vaskiiler cerrahi sinir tutulom : (-) Timér goriilmedi

Vaskiiler invazyon LE)

Lenfatik invazvon )

Perinéral invazvon ()

Hava yolu tiimér yayihm (STAS)  : (-

Stromal desmoplazi : (+) Hafif derecede

Stromal iltihabi infiltrasvon : (+) Hafif derecede

Tiimir cevresi/ distali akciger parankim : Pnémonik infiltrasyon, taze kanama bulgulan
Tiimérden uzak akciger parankim : Pnémonik infiltrasyon

REZEKSIYON UZERI LENF NODLARI:

No.10: 4 adet lenf nodunda realktif hiperpazi

No.11: 3 adet lenf nodunda reaktif hiperpazi, antrakozis
No.12: 1 adet lenf nodunda reaktif hiperpazi, antrakozis
No.13: 2 adet lenf nodunda reaktif hiperpazi

AYRICA GONDERILEN LENF NODLARI:

B-No.6: Parcal anmis lenf nodunda realtif hiperplazi, antrakozis
C-No.7: Parcalanmis lenf nodunda reaktif hiperplazi, antrakozis
D-No.10: Parcalanmis lenf nodunda reaktif hiperplazi. antrakozis




T1

ategories and De pto 0 =

Tla<lcm 1A

Tib>1to<2cm 1A

Tlc>2to<3cm 1A

T2

T2aVisceral pleura / central invasion

T2a>3to<4cm

T2b>4to<5cm 1A

T3

T3>5to=Tcm

T3 Invasion

T3 Same lobe separate tumor nodules

T4

T4>7Tcm

T4 Invasion

T4 Ipsilateral separate tumor nodules B

M1

M1a Contralateral tumor nodules

M1la Pleural / pericardial effusion, nodules

M1b Single extrathoracic metastasis

M1cl Multiple metastases in 1 organ system

M1c2 Multiple metastases in >1 organ systems

o

EGFR ALK ROS 1 NEGATIF
PDL1 %50
Adjuvan KT + Atezolizumab
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What Is the Red Flag for VATS Pneumonectomy?
When to Perform or Avoid the Procedure?

Abstract

Introduction: The safety and efficacy of video-assisted thoracoscopic surgery (VATS) in pneumonectomy for
patients with non-small cell lung cancer (NSCLC) were compared with open surgery.

Methods: Between January 2020 and October 2024, we conducted a retrospective review of 177 pneumonectomy
cases at our center. Fifty-eight cases were performed using VATS (VATS Group), while 119 were performed
using theracotomy (Thoracotomy Group).

Results: The average age of the patients was 61.2 + 8.3 vears (range: 39-83), and the majority were male (n =
155, 87.6%). Perioperative blood loss (VATS Group: 152 = 131 mL. range 100-700 mL versus Thoracotomy
Group: 314 + 455 mL, range 1003500 mL) and hospital stay durations (VATS Group: 5.3 £ 2.4 days, range 3—
13 versus Thoracotomy Group: 7.5 + 4.1 days. range 2-22) were found to be significantly lower in the VATS
Group (P < .01 for both). Lefi-sided resections were more frequent in the VATS Group (74% versus 57.1%, P =
0049, and tumor sizes were observed to be smaller (4.8 + 2.2 em versus 6.2 = 3.6 cm, P = .009). No significant
differences were observed between the groups in terms of postoperative early morbidity and 30-day monality (P =
784 and P = 349, respectively).

Conclusion: VATS pneumonectomy is a method that can be preferred by experienced centers in patients with
NSCLC, offering the advantages of reduced perioperative bleeding and shorter hospital stays compared with
the thoracotomy approach, without compromising oncological principles.

Keywords: video-assisted thoracoscopic surgery, VATS, minimally invasive surgery, non-small cell lung can-
cer. pneumonectomy, lung cancer



3.0lgu: H.P

% 72 yas, erkek

» Ozgecmis ve ek hastaliklar: HT,BPH

** Sigara oykiist: Ciftci, 45 paketxyil. 12 senedir exsmoker.

“» Soygeemis: Baba akciger kanseri nedeniyle exitus.

«» Oksiiriik sikayetiyle gdgiis hastaliklar1 poliklinigine basvurdu.

2 sene Once toraks BT sinde raporlanmayan nodiilde progresyon




Toraks BT

*» Sag tist lob posterior segmentte periferde ¢ekintili konturlu 13 mm

boyutlu solid nodul izlendi. ileri tetkiki dnerilir.

A

Toraks simetriki.

Mediastinal vaskiler yaplar ektazikt. Kalp biyiiktir.

Peikardial ve plevral effizyon iZlenmedi.

Mediastinal-hiler patolajik boyutta lenf nodu izlenmedi.

Bilateral akciferlerde alt lob bazal seqmentlerde bant tarzinda atelektatik fibrotik dansite artslan, qevresinde hafif derecede diffiz dansite artis alanlzn meveuttur (gelismekte olan
infiltrasyon-atipik viral?).

Akciger havalanmas: artmistir.

Inceleme alanina giren kemik yapilarda frakiir ilenmedi.




PET/BT:

%+ Sag akciger iist lob posterior segmentte yaklasik 1.2 c¢m
boyutundaki nodiiler lezyonda minimal artmms FDG
tutulumu izlenmistir(SUVmaks:1.5). izlenen lezyondaki
FDG tutulumu tipik malignite diizeyinde degildir.

** Bu bulgunun benign prosesler ve olast FDG afinitesi diisiik
(low grade maligniteler) acgisindan klinik degerlendirme ve

klinik gereklilik halinde histopatolojik verifikasyon onerilir.




Beyin MR

Normal Sinirlarda Kranial MR incelemesi.




Tla,Tlb  Tic

I;};;n“i 22;1 Tx Primary tumor cannot be assessed®
Tia: N 10 No evidence of primary tumor
RS Tis (arcinomaiin situ®
Superficial dingt f . :
ot ey il il Tl Tumor surrounded by lung or visceral pleura, or in a
limited to the bronchial wall, which lobar or more peripheral bronchus®
may extend proximal to the main - — - : -
bronchus, is T1 TImi Minimally invasive adenocarcinoma?
Ta Tumor <1 cm in greatest dimension
Tumor =3cm; without . . .
S Sislraniehi sl SxtYSiok pieinTal Tib Tumor >1 cm but <2 cm in greatest dimension
>1cm, <2cm oithelabackmanchos Tc Tumor >2 cm but <3 cm in greatest dimension




SFT

Tetkik Kodu - Ad

TO1220- SFT. -- Pred Pre 3Pre/Pred

PR —E R BT T2 28835
T1220- S.FT.-FEV 1 2.356 2.16 84.50
T30 - S FT. - FEV1%F 77.89 80,24 10303
T01220- S.F.T. - PEF 6.36 4.33 ©8.08
F0MZ20 - SFT.-MEF 73 5.53 4.12 7T4.44
F0MZ20 - SFT. - MEF 50 3.80 J3.23 85.10
01220 - SFT.-MEF 25 1.40 0.60 42.8

T01220 - SF.T. - MMEF 3.01 1.%6 65.10
701220 - S.F.T. - FEV3%E 92.80 455.53 102.94
T01220 - 5.F.T. - FEVM1%6

701220 - 5.FT. - FEVE

To1220- S.FT. - FET 5.15%

TO1220- S.FT. - FMWA1 2.35

TO1220 - 5.F.T. - FW1%F 4. 86

701220 - S.FT. - FEF 25 5.53 4.13 74.80
01220 - 5.F.T. - FEF50% 121.47

f1220- 5 FT.-PIF 2.54
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Margins positive (R1, R2)!'—»|0Or
RT® (category 2B) |

Y






Histopatalojik Tamlar [ Sitopatolojik Tamlar

A- Sag S2 Segmentektomi Matervali: Adenokarsinom

* Brons Cerrahi Simir: Timér negatif
* Vaskiiler Cerrahi Simir: Tam6r negatif

Rezeksiyon Uzeri Lenf Nodu:
No.13: Reaktif degisiklikler, antrakozis

T:1.2x1x0.8 cm

Mediasten, Mediastinal Lenf Nodu Biopsiler (Sonradan Gelen)

B- No.4R: Reaktif degisiklikler, antrakozis
C- No.10: Reaktif degisiklikler, antrakozis
D- No.12:Reaktif degisiklikler, antrakozis

FROZEN ARTIGI:
Sag Ust Lob Wedge Rezeksivonu: Adenokarsinom

Gonderilen Materyal FROZEN
Materyallerin Alindig: Yer AKCIGER Materyalin Alinma $eki : FROZEN
Makroskopi

Sag Ust Lob Wed ge Rezelsiyonu:4,512x51,5 om alude tizerinde 3,3,2,5 ve 2 om élgiide 3 adet stapler bulunan visseral plevra ile
gevrili akcifer wedge rezeksivonu Kesitinde subplevral verlesimli dizensiz simrly, staplerden 0.3 em wraklikt 1.2x1x0.8 em dlgiide

1 adet nodiiler alan izlenmistir. Diger parankim siingerimsi ve kanamalidir FR: 1IPARCA 1IBLOKV AR, 1IMP,

Frozen Tam

Sag Ust Lob W edge Rezeksiyonu: Kiigiik hiicreli dis1 karsinom

Histopatalojik Tanilar / Sitopatolojik Tanilar

0

immunhisﬁokimya Boyama Panel Sonuglan

Morfoloji Bilgileri
8046/3 Koguk hicreli disi akciger karsinomu,










™

T

oth Edition TNM Descriptors and Stages

Categories and Descriptors

Tla<lcm

Tlb>1to<2cm

Tlc>2to=<3cm

T2

T2a Visceral pleura / central invasion

T2a>3to<4cm

T2b>4to<5cm

T3

T3>5to=Tcm

T3 Invasion

T3 Same lobe separate tumor nodules

T4

T4>7Tcm

T4 Invasion

T4 Ipsilateral separate tumor nodules

M1

M1a Contralateral tumor nodules IVA

M1la Pleural / pericardial effusion, nodules IVA

M1b Single extrathoracic metastasis IVA

M1cl Multiple metastases in 1 organ system IVB

M1c2 Multiple metastases in >1 organ systems IVB

IVA
IVA

IVA

VB
VB




4.0lgu: S.M.

%+ 82 yas, erkek

«» Ozgecmis ve ek hastaliklar: BPH,Glokom

* Sigara Oykiisii: Emekli 6gretmen, 40 paketxyil, 1 senedir exsmoker.
“* Soygecmis: Yok.

“» Anemi nedeniyle tetkik edilen hastada akcigerde nodiil saptanmig ve ileri

tetkik edilmis.




Toraks BT

* Sag alt lob siiperior segmentte periferik yerlesim gdsteren

yaklasik 2.5 ¢cm boyutlu konsolide infiltrasyon alani izlendi.

** Her iki hemitoraksta alt zonlarda plevral kalinlagsmalar,

nodiiler kalsifikasyonlar izlendi.




PET BT

Sag akciger alt lob superior segment apikalinde posterior kostal plevral yiize genis
tabanla yaslanan 29x19 mm boyutlu diizensiz yapidaki nodiiler lezyonda yogun

artmis FDG tutulumu izlenmistir (SUVmax:9.75).

Her iki akciger apikal bolgede plevroparankimal uzanan solda posteriorda 13 mm
aksiyel genislige ulasip kismen nodiiler form gosteren sekel dansite artis

alanlarinda kaydadeger FDG tutulumu izlenmemistir. BT ile takip onerilir.

Mediastende her 1ki alt paratrakeal, subkarinal ve her iki hiler alanda biiyiik kism

hiperdens alanlar igeren biiyligli sag hiler alanda 13 mm capa ulasan lenf w
nodlarinda izlenen diisiik-hafifce artmis FDG tutulumu oncelikle enflamatuar

nitelikte degerlendirilmistir (SUVmax:3.7).




SE'T

Materyal : 5ft
SF.OT.
S.F.T.
S F.I.
S.F.T.
S.F.T.
sF.T.
SF.T.
5F.1.
5F.T.
S.F.T.
5F.1.
SF.T.
SF.T.
sSF.1.
EF.T.
SF.I.
SF.T.
S.F.T.

Pred Pre %Pre/Pred

FE- 25 €.03 3.01 45.87

FEF50% 44 .41

FCl 2 .53

FEV 1 2_13 To6%: T9.51
e A e o

FEV1%5

FEV3%E S0.1% 51.89% 101l._89

FEVS

FIV1 2.13

FIV1%F 79.54

FvC 2:89 2.55 B8B_35

MEF 25 0.78 0.24 4347

MEF 50 3.28 1.00 30.&5

MEF 75 €.03 3.20 53.14

MMEF 2_3¢ 0.85 36_20

PEF €_61 4_ €8 TO_TE

PIF 229




Transtorasik Ince igne Aspirasyon Biyopsisi

Mikroskopi
0

Histopatalojik Tanilar / Sitopatolojik Tamlar
Akciger Sag; TTIA (YaymatHicre Blogu Kesitl§i): Malignite sipheli hiicreler (Kiiciik hiicreli dist
karsinom siiphesi)

immunhistokimya Boyama Panel Sonuglar

Morfoloji Bilgileri
8000/1 Neoplazi, benign veya malign oldugu belirlenmemis,




Kraniyal MR

Normal Sinirlarda Kranial MR incelemesi.




EBUS

% CP-EBUS ile lenf nodu istasyonlar1 tarand.

Sag hiler bolgede yaklasik 10 mm boyutunda sinirlarn diizensiz
homojen hipoekojen lenf nodu 2 kez,

sag alt paratrakeal alanda yaklasik 15 mm boyutunda sinirlari
diizenli homojen hipoekojen lenf nodu 2 kez,

subkarinal alanda yaklasik 25 mm boyutunda simirlar1 belirgin
homojen hipoekojen lenf nodu 1 kez,

sol alt paratrakeal alanda yaklasik 10 mm boyutunda sinirlari

diizenli homojen hipoekojen lenf nodu 1 kez 6rneklendi.

Gonderilen Materyal MEDIASTEN LENF DUGUMLERINDENEBUS 14; A-SUBKARINAL, BSAGALT
PARATRAKEAL, C-80L ALT PARATRAKEAL, D-SAG HILER

Materyallerin Alindig1 Yer LENF NODU Materyalin Alinma $ekli : iias

Klinik On Tam

CAPA'DA AKC KHDK TANISIYLA TAKIPLI HASTA, EVRELEME AMACLI EBUS ICIN YONLENDIRILMIS
MEDIASTEN LENF DUGUMLERINDEN EBUS IA; A-SUBKARINAL, B-SAG ALT PARATRAKEAL, C-SOL ALT
PARATRAKEAL. D-SAG HILER

Makroskopi
A-Subkarinal EBUS 1A 0.2 cc hacminde sari rericte kanamals materval. 2 adet lam yayildi. PAP+Giem sa boyand:. Hiiere blogu
hanrland. 1BLOK/Y OK
B-Sag alt paratrakeal EBUS [A 0,1 cc hacminde sars renkte kanamal: materval. 2 adet lam yapld. PAP+Giemsa boyandi. Hicre
blogu hazirlands. IBLOK/Y OK
C-Sol alt paratraked EBUS [A: 0.2 cc hacminde san renkte materval. 2 adetlam vapidi PAP+Giemsa boyand:. Hitere blogu
hanrlandi. IBLOK/Y OK
D-3ag hiler EBUS IA: 0.2 cc hacminde sari-gri renkte materyal. 2 adet lam yayldi PAP+Giemsa boyands. Hiicre blogn hazirlands.
IBLOE/YOK

Kasit-dokiim tele: Simay Gk Sitoloyi t=lc A Cemre Viicel Raporlayan sk Hicran Bang Makoroskobi telo( a2 la Alpolat- Fatma Ezzi Izddak

TIBBI LABORATUVAR YORUMU

EAPOR CIKI$ TARTHI: 03.12.2024

Mikroskopi

0

Histopatalojik Tamilar / Sitopatolojik Tamlar

A. B, C, D-Mediasten lenf diigiimlerinden EBUS A vayma+tfiicre blogn
(Sublkarinal, sag alt parairakeal, sol alt paratrakeal, sag il er): Antrakotik lenf diigiimleri ile uyumlu

immunhislokimya Boyama Panel Sonuglan







Tla,Tlb

T1lc: Tumor
>2cm, 3cm

Tla:
Tumor <lcm
Superficigl spreading tumor of any
freprieets invasive component
limited to the bronchial wall, which
may extend proximal to the main
bronchus, is T1
Tumor <3cm; without
T1b: Tumor endobronchial extension proximal
to the lobar bronchus
>lcm, <2cm

T: Primary tumor

Ix
10
Tis
1

TImi
Ta
T
Tlc

Primary tumor cannot be assessed?
No evidence of primary tumor
(arcinoma in situ®

Tumor surrounded by lung or visceral pleura, orina
lobar or more peripheral bronchus¢

Minimally invasive adenocarcinoma®

Tumor <1 cm in greatest dimension

Tumor >1 cm but <2 cm in greatest dimension
Tumor >2 cm but <3 am in greatest dimension



Histopatalojik Tanilar [ Sitopatolojik Tanilar

Sag akciger alt lobektomi
Timoriin Histopatolojik Tipi : Invaziv nonmiisinéz adenokarsinom
(%6 30 Kompleks asiner, %6 30 asiner, % 20 solid )
Histopatolojik grade : Grade 11T
Timor cap1 :27x2 5%l cm.
Timdr Lokalizasvonu : Siiperior segmentte, subplevral
Timériin brons cerrahi smirdan rzakhgl : 7 cm.

Plevral tutulum (-} (PLDY
Brons cerrahi smir tutulum ()
Vaskiiler cerrahi sinwr tutulom :(-)
Parankimal cerrahi sinwr tutulum =i
Vaskiiler invazvon :(-)
Lenfatik invazyon )
Perinéral invazvon :(-)

Hava yolu timér vayihmi (STAS)  :(+)
Stromal desmoplazi (H)
Stromal iltihabi infiltrasyon T (+H)

Tiimdr cevresi/ distali akciger parankim : Organize pnémoni, lenfoid topluluklar, lipoid pnémoni
Timiérden uzak akciger parankim : Respiratuar bronsiolitle birlikte fibrozis

) ARl Hasta gogus hastaliklarina da refere edildi.
REZEKSIYON UZERi LENF NODLARI:

No.12: 2 adet lenf digiimiinde reaktif lenfoid hiperplazi, antrakozis
No.13: 3 adet lenf diigiimiiniin ikisinde kronik lenfadenit, digerinde reaktif lenfoid hiperplazi, antrakozis

Sonradan Ginderilen Mediasten Lenf Nod Biopsiler;

A—No.4R: Parcalanmis gériniimde kronik graniilom atéz lenfadenit
[ otd hiperplazi, antrakozis
C Nug Realtif lenfoid hiperplazi, antrakozis




9th Edition TNM Descriptors and Stages

T/M Categories and Descriptors

Tla<lcm

T1 Tib>1to<2cm

Tlc=>2to=3cm

T2a Visceral pleura / central invasion

T2 T2a>3to=4cm

T2b>4to<5¢cm

T3=>5to=<7cm

iz T3 Invasion

T3 Same lobe separate tumor nodules

T4>Tcm

T4 T4 Invasion

T4 |Ipsilateral separate tumor nodules

M1a Contralateral tumor nodules IVA IVA

M1a Pleural / pericardial effusion, nodules IVA IVA

M1 M1b Single extrathoracic metastasis IVA IVA

M1cl Multiple metastases in 1 organ system VB VB

M1c2 Multiple metastases in >1 organ systems IVB IVB




5.0lgu:

% 60 yas, erkek

+» Ozgecmis ve ek hastaliklar: Elektrik¢i, ek hastalik yok.
*» Sigara dykiisii: 70 paketxyil sigara aktif smoker

< Soygecmis: Ozellik yok.

“» Hemoptizi nedeniyle tetkik edilmis.




Toraks BT

“* Sag alt lobda lobun biiyiik kismini kaplayan kaviter nekrotik alanlar
igeren en genis boyutlar: 11 x 8.5 ¢m ol¢iilen yumusak doku Kitlesi
ve Kkitle komsluklarinda konsolide ve buzlu cam tarzinda

infiltrasyonlar septal kalinlagmalar dikkati ¢cekmistir.

“*Sol akciger bazallerinde periferik diisiik dansiteli heterojen

pnomonik infiltrasyonlar hava hapsi alanlar1 - biilloz olusumlar

dikkati gekmistir.




FOB

» Kiligkini trakea izlendi.

< Sag ana brons acik. Ust lob brons ve segmentleri acik. Intermedier brons acik. Orta
lob ve segmentleri agik. Alt lob siiperior segment agik. Alt lob laterobazal
segment girisi vaskiilaritesi artmis endobronsiyal lezyon ile tamamen tikal1 idi.

Alt lobun diger bazal segmentleri agik izlendi.

 Tarif edilen lezyondan biyopsiler alindi. Olusan kanama soguk SF, transamin,
adrenalin ile kontrol altina alindi. Biyopsi islemine devam edildi. Hemoraji devam

etti. Lezyona APC wuygulandi. Kanama kontrol altina alindi. Islem

komplikasyonsuz sonlandirildi.

Histopatalojik Tanilar / Sitopatolojik Tanilar

A-Akciger Sag Alt Loh; Brons Biopsi: Kiiiik hiicreli dis1 karsinom
B-Akciger Sag Alt Lob; Brong Lavaj (YaymatHiicre Blogu Kesitleri): Kiiciik hiicreli digt karsinom
hiicreleri

TIBBI LABORATUVAR YORUMU

Imminfenotipik bulgularla snceliklf skuaméz hiicreli karsinom varligs diistinilmastir.




PET BT

% Sag akciger alt lob orta kesimde aksiyel PET kesitlerde yaklagik 78x70
mm boyutuna ulasan, sivi-hava dansiteli alanlar iceren kitlesel lezyon

alaninda  heterojen yogun artmis FDG tutulumu izlenmisitr

(SUVmax:8.05).

% Sol akciger parankiminde FDG tutulum ve dagilimi normal smirlarda

1zlenmistir.

“* Mediastende subkarinal alanda ve sag hiler alanda kisa aks1 10 mm'ye
ulasan lenf nodlarinda disiik diizeyde artmms FDG tutulumlan

izlenmistir (SUVmax:2.4).




Beyin MR

Normal Sinirlarda Kranial MR incelemesi.




SFT

Materyal : 5ft
o o B
5F.T.
s.F.T.
5F.T.
5F.T.
5.F.T.
5.F.T.
5F.T.
5F.T.
EF.T.
S F.T.
5 F.T.
5.F.T.
SF.T.
5.F.T.
5.F.T.
5.F.T.
5F.T.

Pred Pre %Pre/Pred

FEF 25 7.15 3.07 42.8%5
FEF50% 40.07

FET 1.26

FEV 1 3.14 2.20 7T0.11
FEV1%F T76.23 €62.24 8l.64
FEV1%6

FEV3%E 92.46 9S0.850 98.31
FEV&

FIV1i 3.22

FIV1%F Sg.82

FvC 3.98 3.53 88.77
MEF 25 1_56 0.56 3582
MEF 50 4_28 1.42 33.15
MEF 75 7215 3.07 42.85
MMEF 3.41 127 37.18
PEE B_0% 4.42 5S54.65
PIF 4.89




EBUS

L/

“» cp-EBUS ile tiim lenf nodu istasyonlar1 tarandi.

“* Subkarinal istasyonda yaklasitk 15 mm c¢apinda,

heterojen, hipoekojen, sinirlari diizenli LAM 4 kez;

“* sag alt paratrakeal istasyonda yaklasik 10 mm ¢apinda,
homojen, hipoekojeni, simirlar1 diizenli LAM 2 kez

orneklendi.

Histopatalojik Tanilar / Sitopatolojik Tanilar : A-EBUS IA, Hucre Blogu+yayma (subkarinal): Lenfositier, histiositler,
antrakozis

B-EBUS IA, Hucre Blogu+yayma (sag at paratrakeal): Lenfositler, histiositler, antrakozis



Tumor that invades
subclavian vessels,
vertebral body, ‘
lamina, spinal canal, 4
cervical nerve roots,
or brachial plexus

Tumor invades trachea
and/or SVC or other
great vessel

Tumor involves
carina

Tumor>T7cm

Tumor accompanied
by ipsilateral, separate
tumor nodules, ‘

) . different lobe
Diaphragmatic

invasion

Tufhor invades ; i
Tumour invades mediastinum,

ve ebral body thymus, heart, vagus nerve,
recurrent laryngeal nerve,

esophagus or diaphragm

T4

Tumor with any of the following features:

* tumor >7 cm in greatest dimension;

*  invades mediastinum, thymus, trachea, carina,
recurrent laryngeal nerve, vagus nerve, esophagus
or diaphragm;

* invades heart, great vessels (aorta, superior/inferior
vena cava, intrapericardial pulmonary arteries/
veins), supra-aortic arteries, or brachiocephalic
veins;

* invades subclavian vessels, vertebral body, lamina,
spinal canal, cervical nerve roots, or brachial plexus
(i.e. trunks, divisions, cords, or terminal nerves);

*  separate tumor nodule(s) in a different ipsilateral
lobe than that of the primary






Surveillance

™ (NSCL-17)

Surveillance

(NSCL-1T7)

Surveillance

(NSCL-17)

Surveillance
’ (NSCL-17)

systemic Surveillance

CLINICAL INITIAL TREATMENT ADJUVANT TREATMENT
PRESENTATION{2
Margins . Adjuvant systemic therapy
negative (R0)Y " (NSCL-E)
Reresection + systemic
therapy"
Surgery" R1Y — |or
Chemoradiation®
ﬁ:gﬁ::::}in " Mar_g;!ns (sequential® or concurrent")x
mediastinum, or ol ’ .
diaphragm; = Reresection + systemic therapy"
T3 invasion, NO-1; | _|or R2 gr I v
resectable T4 oncurrent chemoradiation®":
invasion, NO-1 Margins grl::sawa
Stage lllA (T4 [size],| |Systemic therapy” Surgical ?REE]?F“ Adjuvant systemic
NO-1) resectable or i’::mﬂd':‘n":"“ FE—— therapy (NSCL-E)
Er? : ;ﬁrr;a;;ﬁ onoW chest CT % Margins Reresection Adjuvant
PETI/CT positive | —— |and/or
(R1, R2)M RT boost

therapy NSCL-1T
(NSCL-E)



» Multidisipliner torasik onkoloji konseyinde degerlendirildi.
c¢T4NOMO0, Skuamoz Hiicreli Karsinom,hemoptizi,siipiiratif enfeksiyon
Opere edilmesine karar verildi.

Mediastinoskopi + Torakotomi ile sag alt bilobektomi ve diafragma

rezeksiyonu rekonstriiksiyonu yapildi.




Histopatalojik Tanilar [ Sitopatoloj

Sag akciger alt bilobektomi+ dihfragma rezeksiyonu:
Timériin histopatol ojik tipi : Keratinize skuaméz hiicreli karsinom

Histopatol ojik grade - Grade IIT
Tiamér capt :12x11x10 cm
Tumé&r Lokalizasyonu - Alt lob kaynakls, alt bronsuvlailiskili, perikarda ve diafragmayva
dayanan
Litle
Tiim&riin brons cerrahi stnirdan 3o
Plevral tutulum () (PL3)
Brons cerrahi sinir tutulum ()
Vaskiiler cerrahi sinir tutulum 2(-)
Parankimal cerrahi stmir tutulum 20
Vaskiiler invazvon (H)
Lenfatik invazyon ]
Perinéral invazyon 2(-)
Hava yolu tiim &r yayilimi (STAS) o G5
Stromal desm oplazi S(+H)
Stromal iltihabi infiltrasyon : (+++) Lenfoplazmasiter ozellikte, vabanci cisim reaksivonu

Tiim&r ¢evresi/ distali akciger parankim : Lenfositik interstisyel pnémoni, lipoid pnémoni. organize
padmoni,
eski kanama

Tuméorden uzak akciger parankim - Alt lob: Lenfositik interstisyel pnomoni, organize pnoémoni, kanama

REZEKSIYON UZERI LENF NODLARI:

Alt Lob No.11: 1 adet lenf diigiimiind e metastaz

Alt Lob No.12: 1 adet lenf diigiimiind e metastaz

Orta Lob No.12: 1 adet lenf digimiinde reaktif lenfoid hiperplazi, antrakozis

AYRICA GONDERILEN LENF NODLARI:
B-No.7: 2 adet bitinliigi bozulmus lenf diigiimiinde reaktif lenfoid hiperplazi, antrakozis

C- No.7+8: Bitinligi bozulmus lenf digiimiinde reaktif lenfoid hiperplazi, antrakozis (follikiiler hiperplazi)

D-No.11: 1 adet lenf diigiimiinde reaktif 1enfoid hiperplazi, antrakozis

-Diafragma Sknamiz hiicreli karsinom infiltrasyonu (viizevel)
-Diafragma cerrahi sinir: Tiimér goriilmedi (Timér 1 cm m esafede)
-Perikard: Sknaméz hiicreli karsinom infiltrasyonu

-Perikard cerrahi sinir: Tiimér gérilmedi (Timér 0,5 cm mesafede)

FROZEN ARTIGI:
No.2L: Reaktif lenfoid hiperplazi, antrakozis
No.2R: Yag ve bag dokusu

N0.4L: Realtif lenfoid hiperplazi, antrakozis
No.4R: Reakiif lenfoid hiperplazi, antrakozis
No.7: Realtif lenfoid hiperplazi, antrakozis




9th Edition TNM Descriptors and Stages

/M Categories and Descriptors
Tlaslcm

T1 Tib>1to<2cm

Tlc>2to<3cm

T2a Visceral pleura / central invasion

T2 T2a=3to=4cm

T2b>4to<5cm

T3>5to=<7Tcm

T3 T3 Invasion

T3 Same lobe separate tumor nodules

T4>Tcm
T4 T4 Invasion

T4 Ipsilateral separate tumor nodules

M1la Contralateral tumor nodules A IVA

M1a Pleural / pericardial effusion, nodules IVA IVA

M1 M1b Single extrathoracic metastasis IVA IVA

M1cl Multiple metastases in 1 organ system VB VB

M1c2 Multiple metastases in =1 organ systems IVB IVB




6.0lgu: R.U.C.

“* 69 yas, erkek

Birth Date : 11/1/1955
169Y
Acc. No : DBS2405474880%

< Ozgeemis ve ek hastaliklar: Emekli muhasebeci, ek hastalik yok.
«* Sigara Oykiisii: 50 paketxyil sigara, aktif smoker
* Soygecmis: Ozellik yok.

% Cabuk yorulma sikayeti ile gogiis hastaliklar1 poliklinigine

basvurmus.




Toraks BT

“*Her iki akciger list zonlarinda belirgin amfizematoz degisiklikler

1zlendi.

“ Linguler segment bronsu oblitere goriinimde olup bu diizeyde
yaklasik 3 cm boyuta ulasan noduler yumusak doku dansitesi dikkati

cekmistir. Ileri tetkiki onerilir.

+» Linguler segmentte total kollaps izlendi.




PET BT

“* Sol akciger iist lob santral kesimde PET kesitlerinde 25 mm
capa ulasan liimeninde belirgin darhk olusturan nodiiler

lezyonda c¢ok yogun artmis FDG tutulumu izlenmistir

(SUVmax:15.41).

“* Mediastinal lenfatik istasyonlarda FDG tutulum ve dagilimi

fizyolojik sinirlarda izlenmistir.




Fiberoptik Bronkoskopi

» Sekonder karina sonrast lingula oncesi {ist lob medial duvarda genis

tabanli iizeri nekroze doku bulunan lezyon goriildi. Biyopsi alindi.

» Diger brong ve segment agizlar1 agik.

Histopatalojik Tanilar / Sitopatolojilj Tamlar

A- Akciger Sol Ust Lob Brons Bippsi: Skuam &z hicreli karsinom
B- Akciger Sol Ust Lob Brons Lavay, Hucre Blogu, vayimia: Dosevict brons epitel hitcreleri, polimorf
niiveli 16kositler, lenfositler, histiositler, alveol er makrofajlar




SFT

Materyal : Sft
5F.T.
S F.T.
SF.1.
SF.T.
SF.T.
SF.1.
SF.T.
SF.T.
5.F.T.
5F.T.
SF.1.
sF.T.
sF.T.
5 F.T.
ST
5F.T.
5 F.T.
S F.T.

Pred Pre %Pre/Pred

FEF 25 7.08 Fa e e e
FEF50%% 38.8%

===

FEV 1 3.03 l1.€1 53.04
FEV 1%F 74 79 €0 18 20 47
FEV1%b

FEV3%E 89111 S92_60 101_.%3
FEVE

FIV1 2_77

FIV1%F 9590

FvC 3.95 2.687 E7.76
MEF 25 l.42 0.45 31.3%
MEF 50 a_14a 0.9 23.17
MEF 75 7.08 1.97 27.81
MMEF 3.12 0.ee 27.5%9
PEF T | 4.07 51_34
FIF 4.08




Beyin MR

Normal Sinirlarda Kranial MR incelemesi.




Tumor < 4cm, invasion
of the visceral pleura

Tumor > 4cm, < 5cm
(with or without other
T2 descriptors)

Tumor involves main
bronchus, regardless of
distance from carina but
without carinal involvement

Associated atelectasis or
obstructive pneumonitis that

extends to the hilar region,
either involving part of the
lung or the entire lung

Note: if the tumor is associated with atelectasis or pneumonitis,
itis T2a if lesion < 4cm or if tumor size cannot be measured; itis
T2b if lesion > 4cm, < 5cm.

12 Tumor with any of the following features:

T2a  + tumor >3cmbut <4 cm in greatest dimension;

* invades visceral pleura;

* invades an adjacent lobe;

* involves main bronchus (up to but not including the
carina) or is associated with atelectasis or obstruc-
tive pneumonitis extending to the hilar region,
involving either part of or the entire lung

12b  Tumor >4 cm but <5 cm in greatest dimension






Histopatalojik Tanilar / Sitopatolofjk Tanilar
SOL AKCIGER UST LOBEKJOMI MATERYALI

Timériin Histopatolojik Tipi - Keratinize skuaméz hiicreli karsinom

Histopatol ojik grade -

Timér cap :3.3x3.1%x3cm

Tiimér Lokalizasyonu - Sol iist lobda lokalize brons liimenine protriide, brons duvanna ve

parankime invaze sar1 renkli timdéral kitle
Timériin brons cerrahi simirdan fzakligs - 0.1 cm

Plevral tutulum :PLO(x), PL1().PL2().PL3{)

Brong cerrahi sinir tutulum : (-) Sleeve Matervali

Sol Ana Brons Cerrahi Smir: (-) Timér gorilmedi
Sol Alt Lob Brons Cerrahi Sinw: (-) Timér gériilmedi
Vasldiler cerrahi sinir tutulum (=)

Parankimal cerrahi stnir tutulum i)

Vaskiiler invazyon (=)

Lenfatik invaz von (=)

Perinéral invazvon ()

Hava volu tiim &r vayilimi (STAS) (=)

Stromal desmoplazi 1 (+) Siddetli

Stromal iltihabi infiltrasvon - (+) Hafif derecede lenfositler Timér gevresi/ distali akciger parankim - Bronsit, fokal alanda deskuamasyon bulgular:, pnémonik
infiltrasyon
Timé&rden uzak akciger parankim - Parankim de amfizematdz degisiklikler, fibrozis, kalsifikasyon

REZEKSIYON UZERI LENF NODLARI:

No.11: Pake halindeld 10 adet lenf nodunda realtif hiperplazi, antrakozis
No.12: Pake halindeld 10 adet lenf nodunda reaktif hiperplazi, antrakozis
No.13: 1 adet lenf nodunda reaktif hiperplazi, antrakozis

AYRICA GONDERILEN LENF NODLARI:

B- No.5+6: Pargalanmi s lenf nodunda realctif hiperplazi, antrakozis
C- No.7: Pargalanmis lenf nodunda reaktif hiperplazi, antrakozis
D- No.10: Pargalanmus lenf nodunda reaktif hiperplazi, antrakozis
E- No.11: Parcalanmis lenf nodunda reaktif hiperplazi, antrakozis

FROZEN ARTIGI:

Sleeve Materyali:

Sol Ana Brons Cerrahi Smir: Tim&r goriilmedi
Sol Alt Lob Brons Cerrahi Sinwr: Tamoér goralmedi




9th Edit

ion TNM Descriptors and Stages

T/M Categories and Descriptors
Tlaslcm
T1 Tib>1to<2cm
Tlc>2to=3cm
T2a Visceral pleura / central invasion
12 T2a>3to=4cm
T2b>4to<5cm
T3=5to=7cm
T3 T3 Invasion
T3 Same lobe separate tumor nodules
T4>Tecm
T4 T4 Invasion
T4 |Ipsilateral separate tumor nodules
M1la Contralateral tumor nodules
M1a Pleural / pericardial effusion, nodules
M1 M1b Single extrathoracic metastasis
M1cl Multiple metastases in 1 organ system
M1c2 Multiple metastases in >1 organ systems




7.0lgu:V.E.

“* 64 yas, erkek
<+ Ozgecmis ve ek hastaliklar: HT

** Sigara Oykiisii: 30 paketxyil sigara, 1 senedir exsmoker

» Soygecmis: Ozellik yok.

< GOgiis agris1 sikayeti ile tetkik ediliyor.



Toraks BT

“ He iki akciger parankiminde hafif amfizemat6z havalanma artisi
izlendi.

% Sol akciger iist lob anterior segmentte subplevral alanda yaklagik
28x15 mm boyutunda solid nodiil dikkati ¢cekmektedir (akciger Ca).
Histopatolojik verifiaksyon onerilir.

“* Sag akciger iist lobda anterior kesimde yaklasik 74x39 mm

boyutunda, diizensiz sinirli kitle lezyonu mevcuttur.




PET BT

*» Sag akciger iist lob anterior segmentte lobiile konturlu yaklasik
55*31 mm kitle lezyonda yogun artmis fdg tutulumu izlenmistir.

(sudmax 12.7)

“» Ayrica sol akciger iist lob anterior segmentte subplevral lobule
konturlu yaklasik 23*10 mm nodiiler lezyonda da artmus fdg

tutulumu izlenmistir. (sudmax 10.7).

** Sag iist paratrakeal, aortopulmoner pencere ve sol hiler lenf nodlarinda

hafif¢ge artmis fdg tutulumu izlenmistir. (sudmax 3.4)

“» Mediastende hafif¢e hipermetbolik lenf nodlar1 izlenis olup oncelikle

reaktif hiperplazi lehine degerlendirilmistir.






Transtorasik Tru-cut Biyopsi

satalojik Tamlar [ Sitopatolojik Tanilar
Akciger Ust Lob Tru-cut Biopsi: [nvaziv miisinéz adenokarsinom




Beyin MR

Normal Sinirlarda Kranial MR incelemesi.




SFT

Materyal : 5ft
SFET.
SF.T.
S.F.T.
SFE.T.
ST,
SF.T.
SF.T.
5.F.T.
sF.T.
SF.T.
SF.T.
SF.T.
SF.T.
SF.T.
S.F.T.
5F.T.
ST
SF.T.

Pred Pre %Pre/Pred

FEF 25 £.82 4.59 g7_27
FEF50% 68 _30

LTl
FE¥ 1 2.85 2.34 82.04
FEW1%F 75.81 71.59% S4.80
FEW1%06
FEW3%:E 92.12 95.17 103.30
FEV&
FIV1
FIN1%F
FvC 3.65 3.27 83.53
MEF 25 1_35 0.36 70.86
MEF 50 4.00 2.23 55.72
MEF 75 6.82 459 &7_27
MMEF 3_16 1.66 ©5Z.43
PEF T-67 ekt syl
PIF 5.5¢




Separate pulmonary
nodule(s), same lobe
» Evaluate for perioperative therapy” (T3, NO-1) or ipshiataral i
Separate pulmonary s Blasnariiar tesﬁ including EGFR, non-primary lobe (T4, NO-1)
noduls(s) (stage IIB, ALK, RET, and PD-L1
=2 i « PFTs (if not previously done) Stage IVA (NO, M1a):
nnal'-lg-erima Fslnah:ra — anchusggpy . Contralateral Il.tng Treatment (NSCL-11)
(T4 Iﬁﬂ—‘l}w * Pathologic lymph node evaluation’ (solitary nodule)
Sta’g o IV . * Brain MRI with amil without contrast®
* FDG-PET/CT scan' (if not previously
(Ehaivatamisl lung) done) Ediathiciasia Treatment for Metastasis
matastatic dicaass —————— limited sites (NSCL-15) or
distant disease (NSCL-18)
. Disease
Suspected multiple » Chest CT with
lung cancers (based on contrast agtsi;:la of | —=Advanced/metastatic disease (NSCL-183)
the presence of biopsy- * FDG-PETICT scan (if cnas -
proven synchronous not previously done)' No disease Pathologic NO—1 — Initial Treatment (NSCL-12)
lesions or higgory of * Brain MRI with and oiitelde of I_.. lymph n?:de <
e i
lung cancer) without contrast® chest evaluation’ Advanced/metastatic disease

N2-3— \NscL-19)




CLINICAL INITIALTREATMENT
PRESENTATION

Stable or very

slow-growing . Surveillance

» Observation

disease99 (NSCL-37)
:':"a“r:::'g:: lung Multidisciplinary Parenchymal sparing
evaluation” resection (preferred)™hh
(suspected |—=|NCCN Guidelines Definitiv P
or confirmed) for Lung Cancer Iu?:allnthe:apy ;:ldiatinn“' | Surveillance
(N0-1) Screening (LCS-11) P possible | ' o NSCL-17)
Image-guided thermal
Dominant ablation (IGTA)P
nodule with
evidence of Therapy for
growth98 Recurrence
Palliative systemic and Metastasis
Definitive therapy # local (NSCL-18)
local therapy |— | palliative therapy |—— > |or
not possible or Advanced/
Observe metastatic
disease
(NSCL-19)




EBUS

Hastanemizde o donem EBUS cihazi bozuk oldugu icin EBUS yapilamadi.



Multidisipliner torasik onkoloji konseyinde degerlendirildi.

Evreleme mediastinoskopi

Sag iist lobektomi daha sonra farkh seansta

Sol iist lobektomi yapilmasina karar verildi.



Frozen Tam

Mediasten No.4R, 4L, 7 lenf diigiimlerinden imprint+ frozen: Timér gérilmedi

— - —
Histopatalojik Tanilar / Sitopatolojik Tanilar

HISTOPATOLOJIK TANI

Akciger sag iist lobektomi
Tiimé&riin Histopatolojik Tipi - Adenokarsinom

(% 90 asiner (kribriform alanlari mevcut), % 10 solid patternde)
Histopatol ojik grade 1
Timér gapt c8xd4x3 em
Timér Lokalizasyonu : Paranldimal
Tumérin brong cerrahi sinirdan Wrakligr: 5 cm

Plevral tutulum 0 b - vy o o oy o o o e
Brons cerrahi stnur tutulum  : (-)

Vaskiiler cerrahi simr tutulum 2]

Parankimal cerrahi sinir tutulum: (-)

Vaskiiler invazyon Gy

Lenfatik invaz yon ()
Perinéral invazyon ()

Hava volu tim&r yayilimi (STAS) : () vaygin

Tiimér cevresinde;

Stromal desmoplazi C{(+HD)
Stromal iltthabi infiltrasyon S (D)
Prekanserdz lezyon ()

Tiimér gevresi/ distali akciger parankim: Lipoid ve organize pndm oni

Timérden uzak akciger parankim  : Biilléz amfizem, paryetal plevranin vapistifs alanda adenokar sinom
infiltrasyonu, subplevral alveol duvarlannda fibrozis, fokal distrofik kalsifikasvon

Neoadjuan etkisi - Yok: (x). Hafif: (). Orta: (), Agir: ()

Akciger ici ikincil tim&r odag: (-

Toraks duvar: tutulumu ey

Interkostal kas tutulumm ()

Kosta tutulumu ()

Periostal kemik proliferasyonu - (+) (1. kot anteriorda)

Yumusak doku cerrahi sinir ()

Kosta cerrahi sinir =)

REZEKSIYON UZERI LENF NODU:
No.12: 5 adet lenf diigiimiind e reaktif lenfoid hiperplazi, antrakozis

AYRICA GONDERILEN DOKU PARCALARI:

B- Gogiis duvan yumusak dolu: Adenokarsinom infiltrasyvonu
Gagis duvan yumusak doku cerrahi sinilar Tiamér gorilmedi

C- 1. Kot posterior yumusak doku: Tiim 6r gériilmedi

D- 1. Kot posterior: Timér gorilmedi

E- 1. Kot anterior: Timér gorilmedi, medullada 1 cm caphi enkondrom mevcut

F- 2. Kot posterior: Tim6r gorilmedi

G- 2. Kot anterior: Tiimé&r gériilmedi

H- 2. Kot posterior yumusak doku: Tiim &r gériilm edi

AYRICA GONDERILEN LENF NODLART:

I- No.4R: Biitinliigi bozulmus lenf diigiimiinde realtif lenfoid hiperplazi, antrakozis

J-No.7: Biitiinliigii bozulmus lenf digiimiinde reaktif lenfoid hiperplazi, antrakozis

K-No.10: 4 adet dokunun bini reaktif lenfoid hiperplazili, antrakotik lenf diigiimi, digerleri lenfoid doku

icermeyen yumusak doku; yumusak dokularmn birinde adenokarsinom infiltrasyonu

L- Ne.11: Biitiinligi bozulmus lenf digiminde reaktif lenfoid hiperplazi, antrakozis



SFT

Materyal : 5ft
S.F.T.
5.F.T.
SF.1.
5F.T.
5F.T1.
SF.T.
EF.T.
5.F.T.
5F.T.
s.F.T.
5.F.T.
5.F.T.
SF.T.
EF.T.
EF.T.
EF.T.
EF.T.
SF.T.

FEF 25
FEF50%%
FEr

FEV 1
FEV1%F
FEV1%5
FEV3%E
FEVG
FIV1
FIV1%F
FvC
MEF 25
MEF 50
MEF 75
MMEF
PE:

PIF

Pred Pre %Pre/Pred

6.84 3.25 47 ._4€
B4.25
2 24
2.86 1.47 ©51.48
75.33 7T7.13 l02.38
91.32 58.7% 107.47
1.92
97.50
3.68 1.91° 51_35
Jiis s goZa. 1Rl
4. .01 149 37_25
€.24 3.1 4€.14
3.14 T-23- 35.35
7.69 3.57 4€.43
4._48

3 hafta sonra



Histopatalojik Tanilar [ Sitopatolojik

danuar

HISTOPATOLOJIK TANI
Tiimériin Histopatolojik Tipi
Histopatol ojik grade

Tiimér capl

Timér Lokalizasyonu

- AKCIGER SOL UST LOBEKTOMI

- Solid patern iistiinliikli adenokarsinom (%70 Solid, %30 Asiner)

: Az diferansive

© 3x2x1.5 cm.

: Visseral plevraya bitiSik, bronsla iliskisiz, periferik, kirli san beyaz
nekrotik tim &ral kitle.

renkli, nodiiler solid gériiniimli %3

Tiimériin bronS cerrahi sinlrdan uzaklig1 6 cm.

Plevral tutulum
Bron$ cerrahi slalr tutulum

- PLO(x).PL1().PL2 (). PL3 ()

2 (-) Timér gorilmedi

WVaslkdiiler cerrahi slalr tutulum: (-) Timér gérilmedi

Parankimal cerrahi sinlr tutnlum

Vaskiiler invazyon ()
Lenfatik invazvon ()
Perinéral invazyon (=)

=L

Hava volu tiim &r vayllim| (STAS): (+)

Dier doku tutulumu

Tiimér gevresinde

Stromal desmoplazi
Stromal iltihabi infiltrasyon
Prekanserdz lezyon

()

- (+) Hafif derecede
- (+) Hafif derecede lenfositler

()

Timér gevresi/ distali akciQer parankim: Deskomasyon bulgulan

Tiimé&rden nzak akcifer parankim
Neoadjuan ethisi

: Deskumasyon bul gular:, pném onik infiltrasvon
: Yok (), Hafif: (), Orta: (), AQie: O

AlkciQer ici ikincil timér odagl - Gorilmedi
Toraks duvarl tutulumu

Interkostal kas tatulumu

Kosta tutulumu

Periostal kemik proliferasvonu

YumuSak doku cerrahi sinlr :

Kosta cerrahi sinlr

REZEKSIYON UZERi LENF NODLARI:
No.13: 6 adet lenf nodunda reaktif hiperplazi

AYRICA GONDERILEN LENF NODLARI:

B- No.5: Parcalanmus lenf nodunda reaktif hiperplazi
C- No.10: Parcalanmis lenf nodunda reaktif hiperplazi
D- No.11: Parcalanmis lenf nodunda reaktif hiperplazi



T1

Tla<lcm 1A

Tib>1to<2cm 1A

Tlc>2to<3cm 1l

T2

T2a Visceral pleura / central invasion

T2a>3to=4cm

T2b>4to<5cm A

T3

T3=5to <7 cm

T3 Invasion

T3 Same lobe separate tumor nodules

T4

T4>Tcm

T4 Invasion

T4 Ipsilateral separate tumor nodules

M1

M1a Contralateral tumor nodules

M1a Pleural / pericardial effusion, nodules

M1b Single extrathoracic metastasis

M1cl Multiple metastases in 1 organ system

M1c2 Multiple metastases in >1 organ systems B

w




8.0lgu:N.U.

% 64 yas, erkek

» Ozgecmis ve ek hastaliklar: DM, CABG (5 sene dnce)
*» Sigara Oykiisii: 40 paketxyil sigara, 4 aydir exsmoker
+» Soygecmis: Ozellik yok.

+» Oksiiriik sikayeti nedeniyle tetkik edilmis.




Toraks BT

\/
A X4

Sol akciger iist lob apikoposterior segmentte yaklasik 30x20 mm
boyutlu, yumusak doku dansiteli, i¢inde kavitasyon odaklar1 da olan
diizensiz siirl lezyon

Mediastende paraaortik,aortopulmoner bolgelerde ve sol akciger hiler
bolgede en biiyiigiiniin kisa ¢ap1 yaklasik 19 mm lam

Ayrica mediastende sag st-alt paratrakeal, sol alt paratrakeal,

aortopulmoner, paraaortik bolgelerde en biiyiigiiniin kisa ¢ap1 yaklasik 12

mm lam




PET BT

* Sol akciger iist lob apikoposterior segmentte yaklasik 30x20 mm boyutlu, yumusak doku dansiteli,
icinde kavitasyon odaklari da olan diizensiz smirh lezyonda yogun artmis FDG tutulumu

izlenmistir(Primer akciger malignitesi?). Histopatolojik verifikasyon onerilir.

* Mediastende paraaortik, aortopulmoner bolgelerde ve sol akciger hiler bolgede en biiyliglinlin kisa cap1
yaklasik 20 mm (sol akciger hiler bolgede) multipl lenf nodlarinda hafif-yogun artmis FDG tutulumlari

izlenmistir(Metastatik lenf nodlari).

* Ayrica mediastende sag iist-alt paratrakeal, sol alt paratrakeal, aortopulmoner, paraaortik bolgelerde en

bliyligiiniin kisa ¢ap1 yaklasik 12 mm olan bazilart minimal artmis FDG tutulumu gdésteren lenf nodlari da

izlenmistir. (Reaktif hiperplazik lenf nodlar).




EBUS

@,

“» c¢p EBUS ile tiim LN istayonlari tarand.

* Subkarinal alanda yaklasik 20 mm ¢apinda, heterojen, hipoekojen,
sinirlart diizensiz LAM 1A ile 3 kez, sol alt paratrakeal alanda
yaklasik 15 mm capinda hipoekojan , homojen, sinirlar1 diizenli
LAM IA ile 2 kez, sol hiler alanda kitle / lam ayirimi yapilamayan
yaklasik 12 mm capinda, heterojen , siirlar1 diizensiz LAM 3 kez
IA ile drneklendi.

TIBBI LABORATUVAR u

TTE-1 pozitifligi ile énfplanda adenokarsinom difsiiniil miistiir

RAPOR CIKE TARIHL 25/11/20

Mikroskopi
0

Histopatalojik Tanilar [ Sitopatolojik Tanilar

A- Akciger Subkarinal EBUS IA (Hiicre Blogu Kesitleri): Kan elemanlar:

B- Akciger Sol Hiler EBUS IA (Y avma+Hiicre Blogu Kesitleri): Kiiciik hiicreli disi karsinom

C- Akciged Sol Alt Paratrakeal EBUS IA (YaymatHiicre Blogu Kesitleri): Kiicik hiicreli dis: karsinom




Beyin MR

Metastatik konstrastlanma izlenmedi.




SFT

Materyal : 5ft
SF.T.
SF.1.
SF.T.
SF.1.
L A
5F.T.
SF.T.
5F.T.
S F.T.
5F.T.
SF.T.
s F.T.
sSF.T.
S F.T.
s F.T.
EF.T.
SF.T.
SF.1.

FEF 25
FEF50%
FET

FEV 1
FEV1%F
FEV1%b
FEV3%E
FEVS
FIV1
FIV1%F
FvC
MEF 25
MEF 50
MEF 75
MMEF
PEF

PIF

Praed Pre %Pre/Pred

TS £_93 -97_88
S3_50
5_39
= f 2.84 51._45
75.51 80.37 1l06.43
3l.We 35.53 lua. 1l
3.17
100.00
2.599 3.54 B282.5%
Y, 105 5031
4.23 3.48 82_37
T =15 €.99 97.38
3.28 2.82 85.34
2.04 7.56 54._05
5_57







*» Multidisipliner torasik onkoloji konseyinde degerlendirildi.

< Hastaya neoadjuvan I0+KT sonrasinda yeni goriintiilemeleri degerlendirilmek

lizere cerrahi planlandu.

«» Hasta 3 kiir KT +4 doz Nivolumab aldi.




Toraks BT

“* Sol akciger iist lob apikoposterior segment posteriorda spikule
yapida 17 mm genisliginde nodul (6nceki gorintiilemeye gore

regresyon)

<» Onceki calismada sol hiler alanda, sol alt paratrakeal alanda

yerlesimli lenf nodlarinda regresyon.
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HISTOPATOLOJIK TANI : AKCIGER SOL UST LOBEKTOMI

Timdériin Histopatolojik Tipi : Asiner paternde invaziv adenokarsinom

Tiimér capt 0,1 mm_ (tedavi etld si nedeniyle mikroskobik odak halinde tiim 6r tek
odakta mevcut)

Tiumér Lokalizasyonu : Bronsla iliskisiz fibrotik nedbe zemini
Timériin brons cerrahi simirdan uzakligr: 5 cm.

Plevral tntulum : PLO(X).PL1( ). PL2 (). PL3()
Brons cerrahi sitmr tutulum - (-)
Wasliiler cerrahi sinir tutulum : (-)

Parankimal cerrahi sinar tutulum (-
Vasliiler invazyon ()
Lenfatik invazyon (=)
Perinéral invazyon “(-)

Hawva volu timé&r vayilimi (STASY: (-)

Tiamér ¢evresinde

Stromal desmoplazi SR
Stromal iltihabi infiltrasyon (=)
Prekansersz lezyon (=)

Tiamér cevresi/ distali akciger parankim: Fibrotik tipte nonspesifik intertisyel pnémoni
Timérden uzak akciger parankim : Fibrotik tipte nonspesifik intertisyel pnémomni.
Neoadjuan etkisi » Yol (), Hafif: (), Orta: (). Agir ()

(Fibrozis %095, canl timér hiicreler %5, Nekroz %00)

Alcciger ici ikincil tim ér odag: (=)

REZEKSIYON UZERI LENF NODLARI:
No.12: 1 adet lenf nodunda reaktif hiperplazi, antrakozis

AYRICA GONDERILEN LENF NODLARI:

B-No.5: 1 adet lenf nodunda reakdif hiperplazi, antrakozis
C-No.7: 4 adet lenf nodunda realctif’ hiperplazi, antrakozis
D-No.9: 1 adet lenf nodunda realtif’ hiperplazi, antrakozis
E-No.11: 2 adet lenf nodunda reaktif hiperplazi, antrakozis

FROZEN ARTIGI:
No.2R: Antrakotik lenf nodu parcalan

No.4L: Antrakotik lenf nodu parcalan
No.4R: Antrakotik lenf nodu parcalan
No.7: Antrakotik lenf nodu parcal ani




9th Edit

ion TNM Descriptors and Stages

T/M Categories and Descriptors
Tlaslcm
T1 Tib>1to<2cm
Tlc>2to=3cm
T2a Visceral pleura / central invasion
12 T2a>3to=4cm
T2b>4to<5cm
T3=5to=7cm
T3 T3 Invasion
T3 Same lobe separate tumor nodules
T4>Tecm
T4 T4 Invasion
T4 |Ipsilateral separate tumor nodules
M1la Contralateral tumor nodules
M1a Pleural / pericardial effusion, nodules
M1 M1b Single extrathoracic metastasis
M1cl Multiple metastases in 1 organ system
M1c2 Multiple metastases in >1 organ systems




Yuksek Hacimli ve Deneyimli Merkezlerin
Akciger Kanseri Cerrahisindeki Onemi

Daha tecribeli cerrahi deneyim
Standardize perioperatif bakim
Multidisipliner timor konseyi (MDT)
Deneyimli toraks anestezisi ve yogun bakim
Girisimsel pulmonoloji ve radyoloji destegi



*»*Daha duslik 30 giinlik mortalite
*»Daha duslik 90 giinlik mortalite
*»»*Daha disik major komplikasyon
*»*Daha yliksek RO rezeksiyon orani
**Daha kisa hastanede kalis

“»*Daha iyi uzun donem sagkalim

“*Evre Il NSCLC

“** Superior sulcus timorleri

**Sleeve rezeksiyon

*»*Karinal rezeksiyon

“*Vaskuler rekonstriksiyon

**Salvage cerrahi

“» Indiiksiyon tedavisi sonrasi rezeksiyon

* Robotik/kompleks VATS girisimleri



Dikkatiniz Icl

esekkur
ederim.




