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Neoadjuvan Kemoterapi (NAK)

* Primer cerrahiye ¢ok uygun olmayan ileri evre hastalar

* NAK alanlarda rezidi hastalik primer cerrahiye gore daha az
* (1990-2010) NAK kullanimi %20'den 7%40'a

* (1990-2010) primer debulking cerrahi %70'den 7%50'ye

* NAK dncesi biyopsi ile tani teyidi

* Sitoloji gok istisnai durumlar diginda kullanilmamal
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An immunohistochemical and morphological analysis
of post-chemotherapy ovarian carcinoma Morphological effects of chemotherapy on ovarian
K Miller." J H Price.2 S P Dobbs.? R H McClelland.? K Kennedv.' W G McCluasace® CArcinoma
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* NAK sonrasi tiimér hicrelerin ) ARSI, B s N ) M R
seffaf sitoplazma saptanabilir ER SRR e S e e o ..

* NAK sonrasi IHK bulgularinda
onemli bir degisiklik
saptanmiyor.

* NAK sonrasi grade degisebilir

* tedavide ilk grade
kullaniimal:

* NAK sonrasi timor olmayabilir.




NAK sonrasi histoloji ve grade degisebilir




Pelvik Seroz Karsinom
(Yiksek dereceli)




SEROZ
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SEROZ TUMORLER
WT-1(+) ER (+) PAX8 (+)

Mezotelyoma PAX8 (-)



SEROZ KARSINOMLAR
MD ANDERSON DERECELENDIRMESI

Hafif/orta atipi Siddetli atipi
Mitoz >12 (10BBA)
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SEROZ KARSINOM (yiiksek dereceli)
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DUSUK DERECELI SEROZ KARS
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PRIMER ENDOMETRIUM X
PRIMER OVER SEROZ CA
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Mezotelyoma (Kalretinin +
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Mezotelyoma seréz kanserin aksine PAX8 (-)ve ER (-)



NONINVAZIV IMPLANT
(Epitelyal) (Desmoplastik)




AZIV IMPLANT




Tldberkiloz Peritonit




OMENTUMDA SAPTANAN MUSINOZ
TUMOR ONCELIKLE GIS PRIMERI
ACISINDAN ARASTIRILMALIDIR.

| Tdm over karsinomlarinin %2.4'iinden azi miisin6z
karsinomdur.



Gynecologic Cancer InterGroup (GCIG) Consensus
Review for Mucinous Ovarian Carcinoma

Jonathan A. Ledermann, MD, FRCP.* Daniela Luvero, MD,* Aaron Shafer, MD,7
Dennis O 'Connor, MD.,  Giorgia Mangili, MD,§ Michael Friedlander, MBChB, FRACFE, PhD,//
Jacobus Pfisterer, MDY Mansoor R. Mirza, MD.# Jae-Weon Kim, MD,** Jerome Alexandre, MD,7 T
Amit Oza, MD, FRPCPC, MBBs,## and Jubilee Brown, MDS$§

Abstract: Mucinous carcinomas of the ovary can be primary or metastatic in ongin. Improvements
i the pathological diagnosis have increased the ability to distinguish between primary and metastatic
ovanan cancers and shown that primary mucmous carcinomas are a rare subtype of ovarian cancer.
Most tumors are diagnosed at an early stage, and the prognosis after surgery is good. Advanced
or recurrent mucinous carcinoma of the ovary responds poorly to current cytotoxic treatments, and
the prognosis i1s poor. Here, we review the guidelines for surgery and the results of treatment
of advanced and recurrent disease. Chemotherapy with platinum and paclitaxel is currently used to
treat advanced disease, but the effect of these drugs is modest, and new treatments are needed.

Key Words: Mucinous ovarian cancer, Mucinous tumor

Received May 1, 2014, and in revised form September 2, 2014.
Accepted for publication September 2, 2014.

(Int J Gynecol Cancer 2014:24: S14-S19)
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Psédomiksoma Peritonei




omiksa Peritonei










Peritoneal yayilim +
Bilateral multiseptali over
Kistleri







Misinoz Adenokarsinom Primer GIS?
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Misin6z Karsinom Bilateral Over




IHK her zaman dnemli bir yardimci yontem ANCAK....

* Histolojik degerlendirme ve ayirici
tani yap

* Uygun ve bir THK paneli olustur

* Her zaman negatif ve pozitif

kontroller kullan
* Yanhg pozitif ve negatif sonug y

" Bas s “Reviewers have asked him to reproduce the experiment.”
olabilecegini unutma

www.VADLO.com




Omentectomy for Gynecologic Cancer
How Much Sampling Is Adequate for Microscopic Examination?

Alp Usublitin, MD; Havva Solak Ozseker, MD; Cigdem Himmetoglu, MD; Serdar Balci, MD; Ali Avhan, MD

Arch Pathol Lab Med—Vol 131, October 2007




Ovary, Fallopian Tube and Primary Peritoneal Carcinoma
Histopathology Reporting Guide @b

Note 7 - Macroscopic description of omentum (Required)

Reason/Evidentiary Support

blocks of omentum is suggested. For grossly negative omental specimens the sampling recommendations are
variable — sampling of 3-5 blocks is recommended in one study, other studies suggest 1 block for every 67
mm of maximal dimension of omentum® or at least 1 block for every 20 mm of maximum omental
dimension.”” Taking 4-6 blocks in cases where the omentum is grossly negative in patients with an ovarian

carcinoma or borderline tumour is recommended.

Int ] Gynecol Cancer 16:36-40.

36 Usubtitan A, Ozseker HS, Himmetoglu C et al (2007). Omentectomy for gynecologic cancer: how
much sampling is adequate for microscopic examination? Arch Pathol Lab Med 131:1578-1581.

37 Seidman JD, Soslow RA, Vang R et al (2004). Borderline ovarian tumors: diverse contemporary



@ RCP Ovary, Fallopian Tube and Primary Peritoneal Carcinoma
- j & Hist thol R rting Guid &
The Royal College of Pachologis of Australasa ls opa o ogy epo lng UI e a‘b

Chemotherapy Response Score (CRS)
Score Criterion TRG

INTERNATIONAL COLLABORATION 1 Mainly viable tumour with minimal No or minimal tumour response
ON CANCER REPORTING regression-associated fibro-inflammatory

changes* limited to a few foci

2 Multifocal or diffuse regression associated Partial tumour response
PRIOR CHEMOTHERAPY (Note 2) fibro-inflammatory changes‘, with viable
() No chemotherapy administered () Not known tumour ranging from diffuse sheets, streaks
(") Prior chemotherapy administered ’ or nodules, to extensive regression with
7 multifocal but easily identifiable residual
RESPONSE TO NEOADJUVANT THERAPY tumour.
3 Mainly regression, with few irregularly Complete or near-complete

scattered individual tumour cells or cell response
‘ groups (all measuring less than 2 mm), or no
residual tumour identified.

Data set for reporting of ovary, fallopian tube

and primary peritoneal carcinoma:

recommendations from the International
MODERN PATHOLOGY (2015) 28, 1101-1122 Collaboration on Cancer Reporting (ICCR)

© 2015 USCAP, Inc All rights reserved 0893-3952/15 $32.00
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Regresyon iligkili fibroinflamatuar degisiklik

* Fibrozis, kopuk hiicreleri de igeren makrofajlar, mikst
inflamatuar hiicreler ve psammom cisimleri ile iligkili

* Tumor ile iligkili desmoplazi ve inflamatuar
degisikliklerden ayrilmal
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Skor 2 (Parsiyel yanit)




Skor 2 (Parsiyel yanit)
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Skor 3 (Tam yada tama yakin yanit)




