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OLGU

64 yasinda erkek hasta

* Sikayeti: Nefes darlig1, okstirtik,halsizlik
» 30 paket/yil sigara, 20 yildir exsmoker

* Soforlik yapmis, emekli

« Bilinen maruziyet yok



Ek hastalik: KOAH
Kullandig1 ilaglar: IKS/LABA ve LAMA
Ailede akciger hastaligl solunum yetmezligi oykiisii yok

Fizik muayenesi: clubbing yok
oskultasyonunda bilateral akciger bazallerinde velcro ralleri

Sa02% : 95
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BASVURU HRCT




. Reyno fenomeni pozitif

. Anti scl 70 pozitif

. Tedavi baslaniyor
Mikofenolat mofetil 500









Mikofenolat fenolat tedavisine ragmen progresyon

Steroid ve siklofosfamid tedavisine gecis
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Steroid ve siklofosfamid tedavisine ragmen

Klinik kotiilesme
Radyolojik progresyon
Fonksiyonel kayip



Management

55¢c-ILD

RA-ILD

Chronic hypersensitivity

Sarcoidosis -
prneumanitis

|diopathic
MNSIP

Unclassifiable

ILD IPF

l

Antigen
eviction

| l

Consider immunomodulation treatment or observation

i

l

l l

Glucocorticoids

Glucocorticoids Glucocorticoids

l

MMFE, CPM, TCL
(AZA, RTX)

RTX, ABA,
MMEF

MMF
(AZA)

(AZA, IFX, ADA)

l

l

Glucocorticoids

Glucocorticoids

l

l

MMF, AZA, or other
immunosuppressants

l

l |

Consider antifibretic agents (nintedanib)

Antifibrotic agents
(pirfenidone or nintedanib)

Nonpharmacologic treatment
Supplemental oxygen, psychosocial support, smoking cessation, rehabilitation, symptom palliation, end-of-life care

N Engl J Med 383;10 nejm.org September 3, 2020




'.) Check for updates
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Table 4. Definition of Progressive Pulmonary Fibrosis

Definition of PPF

In a patient with ILD of known or unknown etiology other than IPF who has radiological
evidence of pulmonary fibrosis, PPF is defined as at least two of the following three
criteria occurring within the past year with no altérnative explanation*:

1 Warsening reseiratnﬂ sxmetoms

2 Physiological evidence of disease progression (either of the following):
a. Absolute decline in FVC =5% predicted within 1 yr of follow-up

b. Absolute decline in Dico (corrected for Hb) =10% predicted within 1 yr of follow-up

3 Radiological evidence of disease progression (one or more of the following):
. INCr X verity | onchiectasis and bronchiolectasis
b. New ground-glass opacity with traction bronchiectasis
c. New fine reticulation
d. Increased extent or increased coarseness of reticular abnormality
e. New or increased honeycombing
f. Increased lobar volume loss




Progresif Pulmoner Fibroz (PPF) Ayirici Tanisi

- Nonspesifik Interstisyel Pnémoni (NSIP)

Bag Dokusu Hastahgi iliskili IAH (BDH_IAH)

Fibrotik Hipersensitivite Pndmonisi (Fibrotik HP)

Siniflandirilamayan IIP

Fibrotik Sarkoidoz

Meslek iliskili IAH



( Interstitial Lung Diseases (ILDs) other than Idiopathic Pulmonary Fibrosis (IPF) ]
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Idiopathic Pulmonary Fibrosis (an Update) and Progressive

Pulmonary Fibrosis in Adults
An Official ATS/ERS/JRS/ALAT Clinical Practice Guideline

Background: This American Thoracic Society, European
Respiratory Society, Japanese Respiratory Society, and
Asociacion Latinoamericana de Torax guideline updates
prior idiopathic pulmonary fibrosis (IPF) guidelines

and addresses the progression of pulmonary fibrosis in
patients with interstitial lung diseases (ILDs) other

than IPF.

Methods: A committee was composed of multidisciplinary
experts in ILD, methodologists, and patient representatives.
1) Update of IPF: Radiological and histopathological criteria
for IPF were updated by consensus. Questions about
transbronchial lung cryobiopsy, genomic classifier testifge
antacid medication, and antireflux surgery were informed™s
systematic reviews and answered with evidence-based
recommendations using the Grading of Recommendations,
Assessment, Development and Evaluation (GRADE) approach.
2) Progressive pulmonary fibrosis (PPF): PPF was defined, and
then radiological and physiological criteria for PPF were
determined by consensus. Questions about pirfenidone and
nintedanib were informed by systematic reviews and answered

Results: 1) Update of IPF: A conditional recommendation was
made to regard transbronchial lung cryobiopsy as an acceptable
alternative to surgical lung biopsy in centers with appropriate
expertise. No recommendation was made for or against genomic
classifier testing. Conditional recommendations were made
against antacid medication and antireflux surgery for the
treatment of IPF. 2) PPF: PPF was defined as at least two of
three criteria (worsening symptoms, radiological progression,
and physmloglcal progressmn} occurring w1th1r1 the past year

. aibbiith an ILD other
than IPF. A condltlonal recommendatmn was made oI
nintedanib, and additional research into pirfenidone was
recommended.

Conclusions: The conditional recommendations in this

guideline are intended to provide the basis for rational, informed
decisions by clinicians.

Keywords: idiopathic pulmonary fibrosis; progressive pulmonary
fibrosis; radiology; histopathology



OLGU

* 53 yasinda kadin hasta

« Ise basvuru sirasinda cekilen akciger grafisinde interstisyel patern
goriilmesi tizerine yonlendirilmis.

* Semptom sorgusu yapildiginda: nefes darligi
* 20 paket/yil sigara, 15 yildir exsmoker

* Pansiyon isletmecisi
* Bir yil 6nce 5 ay otel temizlik isinde ¢alismis

* Baska maruziyet tariflemiyor



Ek hastalik yok
[la¢ kullanimi1 yok
Ailede akciger hastaligl solunum yetmezligi oykiisii yok

Fizik muayenesi: clubbing yok
oskultasyonunda bilateral akcigerde velcro ralleri

Sa02% : 94



SUREYYAPASA GOGUS HASTALIK
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6DYT: 360 mt

Bronkoskopi: normal endobronsial sistem
Br mai ARB negatif, kiiltiir negatif, patoloji n

BAL:Lenfosit: %12
Notrofil: % 35
Makrofaj: %53
CD4/CD8: 2.37

Romatoloji konsultasyonu: Romatolojik hastalik diisiiniilmedi.
RF:12.7 (0-15), anti CCP: 1.56 (0-5), ANA negatif



HISTOPATOLOJI

MAKROSKOPI

Sag alt lob wedge rezeksiyon materyali: 4,5 x 2,5 x 1,5 cm dictistinde akciger wedge rezeksiyonudur. Kesitlerinde parankim
gri-kahverenkte alacali gériinimde izlendi. TT8K (8 blok+16 lam)

MiKROSKOPI :

Akciger parankiminde yama tarzinda, heterojen, orta derecede interstisyel fibrozis, hafif orta derecede interstisyel kronik inflamasyon,
mikroskopik bal petegi alaniari, seyrek fibroblastik fokuslar ve duz kas hiperplazileri, fokal atipik pnémosit proliferasyonlari (reaktif?)

PATOLOJIK TANISI

SAG AKCIGER ALT LOB, WEGE REZEKSIYON: INTERSTISYEL AKCIGER HASTALIGI (BKZ. NOT)
NOT

Mevcut histopatolojik bulguldr usual interstisyel pnémoni paternini defpteklemektedir. Olgunun IPF, konnektif doku hastaliklari, asbestoz,
hipersensitivite pnémonisi, kronik ilag reaksiyonlar gibi usual interstisyel pnémoni paterninin gériilebildigi hastaliklar agisindan mevcut
histopatolojik bulgular-esliginde, klinik ve radyolojik bulgular ile birlikte degerlendirilmesi 6nerilir.




Histopathology pattern®

e ---

- Indeterminate¥ Mon-1PF dx Mon-1PF dx




ILD

v v v v v

Hypersensitivity Sarcoidosis* Other ILDs
pneumonitis

[1Ps Autoimmune ILDs

(-
Idiopathic pulmonary . . e Lymphangioleiomyomatosis
fibrosis (il Interstitial || Rheumatoid arthritis . Langerhagns' cell histiocytosis
pneun'.\onia with | | D * Drug-associated ILD
autoimmune — * ILDs related to other occupational
Idiopathic nonspecific featuresfl N Sjogren’s syndrome exposures*
interstitial pneumonia ILD * Vasculitis/granulomatosis ILDs
e Other rare ILDs
Respiratory ) Systemic lupus
bronchiolitis-interstitial || erythematous ILD
lung disease Idiopathic lymphoid
> interstitial | | Polymyositis and
Desquamative pneumonia dermatomyositis ILD
interstitial pneumonia [€T|| i —
Idiopathic Mixed connective
pleuroparenchymal ssue disease ILD
Cryptogenic organising fibroelastosis
pneumonia
|| Systemic sclerosis
. — Unclassifiable IIPs ILD
Acute interstitial —P
pneumonia «

Other connective

tissue disease ILDs




Table 5. Selected Fibrotic Lung Diseases That Can Manifest Progressive Pulmonary Fibrosis

Potentially Fibrotic
Interstitial Lung Diseases

FOP

DIP
Fibrotic CTD-related ILD
Fibrotic HP

Fibrotic occupational ILD

Fibrotic LCH
Fibrotic sarcoidosis
Unclassified fibrotic ILD

Other

Histologic Patterns

« IAFE (179)

e Cicatricial organizing pneumonia (181)
« Organizing pneumonia with concomitant interstitial fibrosis (sometimes secondary to diffuse alveolar
damage/acute interstitial pneumonia) (179, 182)

« DIP*
» F-NSIP, FOP, UIP (use histopathological criteria for idiopathic diseases [179])

+ HP and probable HP (138)
» Fibrotic element may be that of UIP, F-NSIP, or bronchiolocentric fibrosis

« Dependent on occupational lung disease (asbestosis, fibrotic HP, silicosis, pneumoconiosis, or other)
(183)

o F-LCH (184)
« Discrete nonnecrotizing granulomas with a lymphatic distribution with coexistent fibrosis (185)

» Cases should ideally be termed “unclassifiable” only after multidisciplinary discussion. Most cases
represent combined or overlapping patterns of classifiable interstitial pneumonias, and these should
be reported as such (179)

» Fibrosis in association with inborn errors of metabolism, surfactant protein disorders, pulmonary
involvement by systemic disorders, or others




Plevraparankimal fibroelastoz

Viseral plevrada fibrozis ve subplevral parankimde
fibroelastotik degisiklikler

Toraks BT: AC {ist loblar1 ve apekslerde tutulum
PPFE ile birlikte en sik goriilen fibrotik IAH: UIP (%25-32)
Etkin bir tedavisi yok

diisiik doz kortikosteroid? immunsupresif? antifibrotik?
AC transplantasyon



 Antifibrotik tedavi basland1

* Transplantasyon i¢in yonlendirildi:

listelemeye alind1

* 1. yil kontrolii: nefes darliginda azalma
radyolojik, fonksiyonel stabilite
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Olgu 3

23 yasinda erkek hasta

Sikayeti: kuru 6ksuruk

Smoker , 8 paket/yil sigara

Oto kaporta isinde calisiyor

Bilinen hastalik yok

Kullandigi ila¢ yok

Aile oykusu yok
sa02:98

Solunum sistemi muayenesi: ral yok, ronkus yok




BASVURU PA AC GRAFISI
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3 yil dnceki PA Akciger Grafisi
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TORAKS BT INCELEME:
HIKAYESI : Oksiiriik
TEKNIK : Kontrastsiz.
BULGULAR :

IV kontrast madde verilmediginden intraliiminal vaskiiler patolojiler degerlendirilememistir. Mediastenin
degerlendirilmesi suboptimaldir.

Trakea ve ana bronslar aciktir.
Mediastinal vaskiiler yapilar ve kalp dogal form ve lokalizasyondadir.
Patolojik boyutta mediastinal lenf nodu saptanmamigtir.

Akciger parankim alanlarinda farkh sekil ve boyutlarda, bazilar: hafif kalin duvarh ¢ok sayida kist

1r. Ayrica bun ik eden birka¢ adet milimetrik nodiiller ve mevecuttur. On planda
Langerhans hiicreli histiyositoz plmak iizere kistik akciger hastabklari acisindan degerlendirme énerilir.




.I-re,;éht: T1.82 cm
Date of Birth: 1/1/1998 Weight: 70.0 kg
Gender: male BMI: 24
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RF: 12,5 (N)

Anti CCP<1

ANA negatif

Anti ds DNA negatif

Anti Jo 1 negatif

Anti SCL 70 negatif

Anti SSA 2 negatif

Anti SSB 1 negatif



Abdomen USG: normal

Norolojik degerlendirme:
normal

Kranial MR: Her iki maksiller
sinliste retansiyon Kkistleri
disinda normal



Bronkoskopi

Normal endobronsial sistem
Br mai ARB negatif, ARB PCR negatif, LJ kiltur negatif
Patoloji: mix inflamatuar hicreler

BAL:Lenfosit: %12
Notrofil: % 5
Makrofaj: %68
CD4/CD8: 1.0



IMMUNHISTOKIMYASAL INCELEME
TEKNIK: VENTANA-BENCHMARK ULTRA
KONTROLLER: STANDART POZITIF

PR R—ANFHEOREAR
CDI1A (GENEMED 010 1/100) : AZ SAYIDA HUCREDE POZITIF
CD68 (DAKO - PGM1) : POZITIF
LANGERIN (BIOSB-12D6) : AZ SAYIDA HUCREDE POZITIF
S100 (NOVOCASTRA S100P) : AZ SAYIDA HUCREDE POZITIF
PATOLOJIK TANI :

SAG AKCIGER, BRONKOALVEOLAR LAVAJ, HUCRE BLOGU, KONSULTASYON:

- BiR KISMI PIGMENT ICEREN MAKROFAJLAR, SEYREK BENIGN BRONS EPITEL HUCRESI (LUTFEN
EPIKRIZI OKUYUNUZ)

o

EPIKRIZ :

- SITOLOJIK ORNEK BiR KISMI PIGMENTLI MAKROFAJLAR ICERMEKTEDIR.

- MORFOLOJIK DETAY NET DEGERLENDIRILEMEMEKLE BIRLIKTE AZ SAYIDA MAKROFAJDA
(MAKROFAJLARIN %1 KADARINDA) "CD1A" VE "LANGERIN" IMMUNOHISTOKIMYASAL
BELIRLEYICILERI iLE REAKTIVITE DIKKATI CEKMISTIR.

- SITOLOJIK ORNEKTE "CDIA" VE "LANGERIN" ILE GOZLENEN IMMUNREAKITVITE ORANI KLINIK

OLARAK BELIRTILEN "LANGERHANS HUCRELI HISTIYOSITOZ" TANISI ICIN LITE
(>%5) ORANIN ALTINDADIR.

*[LGILI LITERATUR:
Misbah Bagir, Robert Vassallo, Fabien Maldonado, Eunhee S Yi, Jay H Ryu. Utility of bronchoscopy in pulmonary
Langerhans cell histiocytosis. ] Bronchology Interv Pulmonol. 2013 Oct;20(4):309-12.




Hematoloji konsultasyonu

* ‘Hastada mevcut bulgularla Pulmoner Langerhans hucreli
histiyositoz tanisi konulamaz, doku tanisi oOnerilir.
Progresif oldugu gorulen hasta tani sonrasinda onkolojik

tedavi icin uygun olabilir.”’

* Hastaya VATS- Wedge biyopsi 6nerildi, gogus cerrahisine
yonlendirildi.

* Transplantasyon merkezine yonlendirildi.



PULMONER LANGERHANS HUCRELI
HISTIYOSITOZ

. ngg Kadinlarda ve
yetiskinlerde, erkeklerde

20-40 yas gorulur.

Sigara icenlerde
va da icmis
olanlarda gorulur.

Aile oykusu
beklenmez




PCLH Radyoloji

Duvarlari olan, diizensiz, tuhaf sekilli kistler

Ust loblari daha cok tutar

Kostofrenik acilar korunur
Akciger parankimi normal
Kacuk noduller eslik eder.
Noduller sonra kavitelesebilir, sonra kistik forma donusebilir.

Noduller ve kistler ayni anda gorulebilir.




EKSTRAPULMONER MANIFESTASYONLAR

PLCH hastalarinin %20’sinde gorultr

N /4

Kistik kemik lezyonlari (%7)
Diabetes insipitus (%8)

Cilt lezyonlar (papul,egzema)

A /4

Jeneralize LAP




BAL'de CD1a-pozitif hiicreler> % 5 PLCH'yi
kuvvetle disunduirtr ancak duyarliligi
zayiftir.

BAL ve TBLB birlikte tani %50

Diger hastalarda, S-100 proteini ve CD1a
pozitif Langerhans htcrelerinin varhigini
dogrulamak icin VATS gerekebilir.



PLCH Tedavisi

Sigaranin birakilmasi

Steroid ve sitotoksik tedaviler
2-chlorodeoxyadenosine
(Cladribine)

Vinblastin ve steroid tedauvisi

Radyoterapi

AC transplantasyonu



OLGU

69 yasinda erkek hasta

Sikayeti:3 aydir nefes darligi, kuru oksiiriik
45 paket/yil sigara

Kumas dokuma isinde calismis, emekli

Ek hastaliklar1: HT

Kullandigi ilaglar: Kandesartan/hidroksikloortiyazid 16/12,5,
asetilsalisilik asit 100



Fizik muayenesi: clubbing yok
oskultasyonunda bilateral akciger bazallerinde
velcro ralleri

Sa02% : 97



PA GRAFI




BASVURU HRCT
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UIP histolojisi ile
uyum seviyesi

Dagilim

CT bulgular:

%90

*Subplevral ve
bazal dominant
*Siklikla heterojen
(fibrozisin arasinda
normal akciger
alanlar:)

*Bazen diffuz
*Belki asimetrik
olabilir

*Traksiyon
brongektazisi/bronsiole
ktazi ile birlikte veya
birlikte olmadan
balpetegi
*Interlobuler
septalarda irregiiler
kalinlagsma

*Siklikla retikiler
patern ile siiperpoze,
hafif buzlu cam
*Belki pulmoner
osifikasvon olabilir

%70-89

*Subplevral ve
bazal dominant
*Siklikla heterojen
(retikilasyon ve
traksiyon
bronsetazisi/
bronsiolektazisi
arasinda normal
akciger alanlar:)

*Traksiyon
brongsektazisi/bronsi
olektazi ile birlikte
retikiler patern
*Belki hafif buzlu
cam

*Subpelvral
korunmanin
olmamasi

%51-69

*Subplevral
baskinlik olmadan
diffiiz dagilim

*Akciger
fibrozisinin CT
bulgular spesifik
bir etyolojiyi
distindirmiyor

<%50

*Subplevral
korunma ile

peribronkovaskiiler
baskin (NSIP
diisiin)

*Perilenfatik baskin
(sarkoidoz diislin)
*Ust ve Orta
akciger tutulumu
(fibrotik HSP, KDH-
IAH, sarkoidoz)
*Subplevral
korunma (NSIP,
sigara iliskili TAH)

* Akciger bulgular:

-Kistler (LAM, PLHHx, LIP,
DIP)

-Mozaik atenuasyon veya tg-
yogunluk bulgusu (HSP)
-Buzlu cam baskin (HSP, sigara
iligkili, ilag, fibrozisin akut
alevlenmesi)

-Bol sentrilobuler nodiiller
(HSP veya sigara iligkili)
-Nodiiller (Sarkoidoz)
-Konsolidasyon (Organize
pnémoni vs)

*Mediastinal bulgular

-Plevral plaklar (asbestozis)
-Dilate 6zefagus (KDH)



* Height: 165 cm

Date of Birth: 1/1/1950 Weight: 65.0 kg
Gender: male BMI: 24
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Level date - 07/26/19




ROMATOLOJIK MARKERLER NEGATIF

Tetkik Ad1

ANTI NUKLEER ANTIKOR (ANA)

ANTI DS DNA

Anti-SSB

Anti-Scl

Anti-Jol
Niikleosom
Anti-ribozomal
Cenp

Anti Histon Antikor
Anti-Ro52
Anti-SSA

Anti-SM

Anti-SM-RNP
ANTI MITOKONDRIYAL ANTIKOR (AMA)

Sonug Durum Birim

NEGATIF ANA :Negatif
REFERANS DEGER:< 1/100
Negatif
YONTEM:IIF ( indirekt immun
Floresan )

CALISILAN DOKU:HEp-2 ,
Maymun Karacigeri

NEGATIF

NEGATIF
NEGATIF
NEGATIF
NEGATIF
NEGATIF
NEGATIF
NEGATIF
NEGATIF
NEGATIF
NEGATIF

NEGATIF

NEGATIF SONUC :AMA
: Negatif
CALISMA YONTEMLIIF (
indirekt immun Floresan )
CALISILAN DOKU:Bobrek
kesitleri
REFERANS DEGER:< 1/100
titre-Negatif

Arahp) / Karar
Sinirt

Negatif : <20
Pozitif : >20

Negatif : <100
Pozitif : >100

Negatif: 0 - 12
Pozitif : > 12

23.12.2019




[ Patient suspected of having IPF J

( Potential cause/associated condition )
MNo Yes
¥
Y Mo r
A Confirmation of specific
[ Sl HHTT pattern J Ldiagncsis (including with HRCT)
| Yes
UIP or Indeterminate for UIP or
probable UIP* alternate diagnosis
MDD
L ]
( BALT + TBLC* }“““"( SLB* )
L ]
( MDD )
T ¥ ¥
IPF ( Alternative diagnosis ]

Raghu G, et al. Am J Respir Crit Care Med 2018;198:e44—e68.

Idiopathic Pulmonary Fibrosis (an Update) and Progressive Pulmonary Fibrosis in Adults: An Official
ATS/ERS/JRS/ALAT Clinical Practice Guideline. Am J Respir Crit Care Med. 2022 May 1;205(9):e18-e47.




Time >

/ MONITOR FOR DISEASE PROGRESSION )

Consider pulmonary function testing and
the 6-minute-walk test every 4-6 months or
sooner if clinically indicated

Consider annual HRCT if there is clinical
suspicion of worsening or risk of lung cancer

NONPHARMACOLOGICAL

* Oxygen supplementation
.P":";n"yp“‘;:“c’ o Consider an HRCT if there is concern for an
Disgriosis of ulmonary rehabilitat I acute exacerbation
IPF o
COMOREBIDITIES Consider a CT pulmonary angiogram if there
* Pulmonary hypertension is a clinical concern for pulmonary embofism
* Gastroesophageal reflux

 Liiogs e Corticosteroids

SYMPTOM CONTROL RESPIRATORY FAILURE DUETO
* Paliiative care PROGRESSION OF IPF

for lung transplantation at diagnosis

{ If increased risk of mortality, evaluate ]
L 7/

" v )

N

Patients should be made aware of available clinical trials for possible enroliment at all stages

Idiopathic Pulmonary Fibrosis (an Update) and Progressive Pulmonary Fibrosis in Adults: An Official
ATS/ERS/JRS/ALAT Clinical Practice Guideline. Am J Respir Crit Care Med. 2022 May 1;205(9):e18-e47.




2021 SFT-DLCO

. Heignt 165 cm
Date of Birth: 1/1/1950 Weight: 67.0 kg
Gender: male BMI: 25
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Hb g(Hb)/100mL 13.50
DLCOcSB  mmol/(min*kPa) 7.62 5.27 69
KCOc_SB mmq!l(min‘kPa"L) 1.25 1.29 103 ,
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HRCT RAPORU

Mediastinal sag alt paratrakeal kisa aksi1 11 mm o6l¢iilen bir adet lap ve muhtelif
istasyonlarda subsantimetrik lenf nodlar: izlendi

Bilateral plevral viizeylerde diizensiz milimetrik cizgisel fibréz kalinlasmalar mevcut
olup effiizyon izienmedi.

Akciger alanlarinda yaygin bibaziller subplevral alanlarda yogunlasan kaba retikiiler
ornek goriiniimleri olusturan septal fibroz kalinlasmalar, traksiyon bronsektazileri ve
buzlu cam opasiteler ,ve parankimal kistler mevcuttur mevcuttur (Klasik UIP paterni) .
Bu bulgularda 2019 tarihli incelemeye gore anlaml fark saptanmamistir.

Sag akeiger alt lob posterobazal segmentte plevra tabanh 27x22mm boyutlu, hafif
diizensiz sinirl yeni gelisen Kitle izlenmis olup malignite acisindan PET-BT ile ileri
tetkiki onerilir.




PET-CT




BRONKOSKOPI PATOLOJI

Onay Tarihi :03.11.2021

KLIiNiK BULGU

MAKROSKOPI

1-Pe:0,2 cm ¢apta 2 adet kirlibeyaz renkte doku parcasi. T1K
2-Lavaj: Yaklasik 7 cc hacminde kirlibeyaz renkte sivi materyal sivi bazl sitoloji teknigi kullanilarak 1 lama yayildi.(1 blok+3 lam)

iMMUNOHISTOKIMYA

CK5/6: POZITIF

P60: POZITIF

CK7: POZITIF
TTF-1: NEGATIF

‘ NAPSIN A: NEGATIF
CD56: NEGATIF

PATOLOJIK TANISI

1) AKCi.GER, SAG ALT LOB GIRISI; BRONKOSKOPIK BiYOPSI:
ATIPIK SKUAMOZ PROLIFERASYON (BKZ.YORUM)

2) AKCIGER; BRONS LAVAJI, SIVI BAZLI SITOLOJI: )
AZ SAYIDA MIKST INFLAMATUAR HUCRELER, SOLUNUM EPITEL HUCRELERI

NOT

MEVCUT BULGULAR OLGUDA ON PLANDY _SKLUAMOZ HUCRELI KARSINOMU DUSUMDURMEKTEDIR. KLINIK VE RADYOLOJIK
KORELASYON ONERILIR.




EBUS PATOLOJI

MAKROSKOP]

1:7 den blok: Yaklasik 10 cc kahve renkte sivi materyal sivi bazl sitoloji teknigi kullanilarak hiicre blogu yapildi.
2: 11R den blok: Yaklasik 10 cc kirlibeyaz renkte sivi materyal sivi bazl sitoloji teknigi kullanilarak hiicre blogu yapildi.
(2 blok+4 lam)

IMMUNOHISTOKIMYA

CK5/6: POZITIF

P63: POZITIF

CK7: POZITIF
TTF-1: NEGATIF
NAPSIN A: NEGATIF
CD56: NEGATIF

PATOLOJIK TANISI

1- MEDIASTEN, KOD 7 LENF NODU BOLGESI; BIYOPSI:
KAN ELEMANLARI, MALIGN KARAKTERDE ATIPIK HUCRELER (BKZ.YORUM)

2- SAG AKCIGER, KOD 11R LENF NODU BOLGESI; BiYOPSi:_ _
KAN ELEMANLARI, AZ SAYIDA MALIGNITE SUPHELI ATIPIK HUCRELER

NOT

MEVCUT BULGULAR OLGUDA ON PLANDOA SKUAMOZ HUCRELI KARSINOM METASTAZINI USUDURMEKTEDIR. KLINIK VE
RADYOLOJIK KORELASYON ONERILIR.




AKCiGER KANSERI- IPF

Siklig1: %4-13 (%3-50)

[PF hastalarinda 7-14 kat fazla

IPF, AC Ca icin sigaradan bagimsiz risk faktorii

En sik fibrozisin oldugu alt zonlarda noduler lezyonlar
En sik skuamoz hiicreli karsinom

Operatif mortalite ve alevlenme riski yiiksek
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