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Oncologic and Functional QOutcome of Frontolateral Hemilaryngectomy in
Trang Hospital
Tulakan Mukkun
Abstract Objective: To demonstrate the oncologic and functional outcome of laryngeal cancer

patients who underwent front lateral hemilaryngectomy in Trang Hospital. Material and Method:
A retrospective study of fourteen patients with squamous cell carcinoma of glottis who underwent
front lateral hemilaryngectomy in Trang Hospital between 2010 and 2020. Results: Fourteen
patients underwent frontolateral hemilaryngectomy with a mean age of 61.28 years old, and all
were male. After surgery, thirteen patients (92.85%) could be decannulated the tracheotomy tube
within ten days. Only one could not be decannulated because of post-radiation laryngeal fibrosis.
All patients could swallow orally for ten days without aspiration. Thirteen patients had good
speaking without a tracheostomy tube after discharge. The five years overall survival rate in our
study was 100%. Conclusion: Frontolateral hemilaryngectomy is still a practical option for treating
T1b and T2 glottic cancer. The laryngeal functions could mostly be preserved with a reasonable
survival rate. (Thai Cancer J 2021;41:57-64)

Keywords: Frontolateral hemilaryngectomy, Glottic cancer, Functional outcome

Trang Hospital, Thailand
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Introduction

In Thailand, laryngeal cancer is the third
common head and neck malignancy in men'. The
incidence of laryngeal cancer is estimated at 2.76
cases/year per 100,000 populationz. The pre-
valence of laryngeal cancer 14.33 cases/year per
100,000 populationsz. The overall mortality rate
of laryngeal cancer is 1.66 deaths/year per
100,000 populationsz. The laryngeal cancer is
classified according to American Joint Committee
for Cancer into 3 subsites, supraglottis, glottis and
subglottis3. The Tla glottic cancer is confined to

true vocal fold without anterior commissure

involvement, which is well-responsed to radio-
therapy4.The T1b (tumour that involved both
vocal cords3) and T2 glottic cancer (tumour that
extends to supraglottis or subglottis, or with
impaired vocal cord mobility3) are high-risk for
recurrence after radiotherapy”, However the
oncologic and functional outcomes of surgery and
radiation are comparables_9. Frontolateral hemi-
laryngectomy was first described by Leroux-
Robert in 1948". It is an effective treatment
modalities for glottic cancer which involved
anterior commissure (T1b) or impaired vocal fold

mobility (T2) "2 This study aims to demonstrate
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the oncologic and functional outcome of larynx-
geal cancer patients who underwent frontolateral

hemilaryngectomy in Trang Hospital.
Materials and Methods

This is a retrospective study of patients
with glottic cancer who underwent frontolateral
hemilaryngectomy in Trang Hospital during
October 2010 - September 2020. All the patients
were operated by the author. The patients were
scheduled for surveillance follow-up according to
the AAO-HNS guideline. The demographic data,
staging, tissue pathology, postoperative laryngeal
function (decannulation of tracheotomy tube,
deglutition and phonation), resection margin,
second primary, tumour recurrence, distant
metastasis and survival after surgery were

reviewed and analysed.

Results

Fourteen patients underwent frontola-
teral hemilaryngectomy with mean age of 61.28
years-old. All were male. Ten patients (71.42%)
were T2 glottic cancer and 4 patients (28.57%)
were T1b glottis cancer. All the patients were re-
examined the extension of tumour before the
operation. The tumour was widely excised with
margin  3-5 mm. After frontolateral
hemilaryngectomy was performed, the larynx
was reconstructed with sterno-hyoid bi-pedicle
muscle flap. The histopathological reports were

free resected margin in 13 patients (92.85%).

Only one patient had margin closed to tumour 1

mm. and was sent for postoperative radiation.
Eight patients (57.14%) had well-differentiated
squamous cell carcinoma, 6 patients (42.85%)
had moderately-differentiated squamous cell
carcinoma. There were 2 patients who had
positive node and underwent modified radical
neck dissection together with postoperative
radiation. (Table 1)
Oncologic outcome

All the patients were followed-up for
surveillance of second primary tumour,
locoregional recurrence and distant metastasis.
The frequencies of follow-up were scheduled
according to AAO-HNS guideline. There is no
demonstrated second primary, locoregional
recurrence or distant metastasis during the
surveillance period. The five years overall
survival rate in our study were 100%.
Functional outcome

After surgery, 13 patients (92.85%)
could be decannulated from tracheotomy tube
within 10 days after direct visualization of larynx
for airway adequacy. The mean duration of time
to decannulation was 7.5 days (7-10 days). Only
one patient (7.14%) who underwent postoperative
radiotherapy could not be decannulated because
of post radiation laryngeal fibrosis.

All patients (100%) could swallow orally
by 10 days without aspiration. The mean duration
of time to decannulation was 7.5 days (7-10

days).
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Table 1: Demographic data and outcomes of frontolateral hemilaryngectomy

Sex Age at Histopathology Staging Operation  Margin  Postoperative Postoperative Postoperative Tumour Second Distant 5 year Notice
operation date status date of date of Oral date of recurrence primary metastasis  survival
Decannulation feeding Speaking tumour

Male 68 Moderately-differentiated T2NOMO 18-10-2010  Free 8 8 8 No No No Yes -
SCCA

Male 54 Moderately-differentiated T2NOMO 07-06-2011  Free 7 7 7 No No No Yes -
SCCA

Male 52 Moderately-differentiated T1bNOMO 12-06-2012  Free 7 7 7 No No No Yes -
SCCA

Male 61 Well-differentiated T2NOMO 25-12-2012  Free 7 7 7 No No No Yes -
SCCA

Male 57 Well-differentiated T2NOMO 13-08-2013  Free 8 8 8 No No No Yes -
SCCA

Male 66 Well-differentiated T2NOMO 19-11-2013  Free 7 7 7 No No No Yes -
SCCA

Male 67 Well-differentiated T1bNOMO 04-03-2014  Free 7 7 7 No No No Yes -
SCCA

Male 59 Well-differentiated T2NOMO 16-05-2014  Free 7 7 7 No No No Yes -
SCCA

Male 58 Moderately-differentiated T2NOMO 26-08-2014  Free 7 7 7 No No No Yes -

SCCA
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Table 1: Demographic data and outcomes of frontolateral hemilaryngectomy

Sex Age at Histopathology Staging Operation Margin Postoperative Postoperative Postoperative =~ Tumou Second Distant 5 year Notice
operation date status date of date of Oral date of r primary metastasis survival
Decannulation feeding Speaking recurre tumour
nce
Male 63 Well-differentiated T2NOMO 10-02-2015 Close 1 No 7 7 No No No Yes RT
SCCA mm
Male 56 Moderately-differentiated T2N1Mo 01-09-2015  Free 10 10 10 No No No Yes ND+RT
SCCA
Male 63 Well-differentiated T1bNOM 09-02-2016  Free 9 9 9 No No No Yes -
SCCA 0
Male 69 Moderately-differentiated T2N1MO 02-08-2016  Free 7 7 7 No No No Yes ND+RT
SCCA
Table 2 Types of Conservation Surgery of Larynx
External Approach Endoscopic Approach

Vertical Partial Laryngectomy ?

-Standard vertical laryngectomy

-Anterior frontal laryngectomy

-Frontolateral laryngectomy

-Extended frontal laryngectomy

Horizontal laryngectomy

-Supraglottic laryngectomy16

-Supracricoid laryngectomy17

Laser Surgery
-Endoscopic laser microsurgery]8
-Endoscopic vertical partial 1aryngectorny19

-Endoscopic supraglottic laryngectomy20

Non-Laser Surgery

-Endoscopic radiofrequency ablation”
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Thirteen patients (92.85%) had satisfactory
speaking without tracheotomy tube after
discharge. Only one patient (7.14%) could speak
with tracheotomy tube.
Discussion

The frontolateral hemilaryngectomy was
aimed to resect one side of larynx involved by
tumour together with anterior commissure. The
defect was simultaneously reconstructed by
sternohyoid bi-pedicle muscle flap. According to
the literatures'*"’, this treatment modality has
good oncologic and functional outcomes. While
the rates of local control after radiation in stage I
and II laryngeal cancer were 75.3% and 69.4%".
The rate of functional preservation of larynx after
radiation were 88.9% in stage I and 75%in stage
1", More than ninety percent of patients in this
study could be decannulated within 10 days after
surgery and could speak satisfactorily after
decannulation. Only one patient (7.14%) has
failed to be decannulated because of post-
radiation laryngeal fibrosis but could speak with
tracheotomy. All the patients (100%) could eat
orally within 10 days. According to Sureepong P
and Metheetrairut C, 87.8% had been success
fully decannulated within 14 days, 96% of the
patients resumed oral feeding within 22 days and
96% had grade 1 subjective functional speech
during hospitalizationlz.

In the lituratures, the 5-year survival rate
after frontolateral hemilaryngectomy for T1 was

91% and 86% for T2 tumour’". In this study, the

S-year survival rate after frontolateral

hemilaryngectomy was 100% for T1b and T2
glottic cancer. Despite the small number of cases
in this study, the factors which might contributed
for 5-year survival were the early detection of
early staged cancer and the short waiting time for
surgery. This make the 5-year survival higher
than the literatures. According to Sureepong P
and Metheetrairut, the 5-years overall survival
rates was 100% in T1 patients, and 75% for T2".
Conclusion

Frontolateral hemilaryngectomy is still
the effective options for the treatment of T1b and
T2 glottic cancer. The laryngeal functions could
mostly preserved with good survival rate.
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Expression of metastasis suppressorl is associated with clinical data and
overall survival of breast cancer patients

by Nuntana Meesiripan , Anong Tepsuwan
Division of Research and Academic Support, National Cancer Institute,
Bangkok

Abstract Metastasis suppressor 1 or MTSS1 is a protein that plays an important role
In cancer suppressor to metastasis. It is not currently known how MTSS1 controls
cancer cells. Therefore, this study aimed to determine the association of MTSS1
gene expression with sex, age, pathological characteristics, cancer stage,
metastasis, and overall survival. The expression of the MTSS1 gene was studied in
118 female fresh tissue samples with breast cancer aged 34-82 years (mean
53.2+9.8 years). Pathological characteristics of fresh tissue samples were; invasive
ductal carcinoma as 105 samples (88.98%) of all fresh tissue samples by TagMan
real-time PCR technique. Survival of patients was monitored from medical
records, and civil registry. An analysis of the association with various variables
showed that MTSS1 gene expression increased from 0.003-19.284 times compared
with beta-actin (internal control) gene. In 84 samples, MTSS1 expression increased
as 1.83£2.89 fold, and fresh tissue samples from patients with stage 3 and 4 cancer
showed a 1.98+3.65 times increase in MTSS1 gene expression. The expression of
the MTSS1 gene was slightly greater in patients with advanced cancer (stage 3 and
4) than in the first stage (stage 1 and 2), but there was no statistically significant
difference (P=0.899).Cancer metastasis as 19 samples (16.10%) increased MTSS1
expression than the group without metastasis. However, there was no statistically
significant difference (P=0.413). The MTSS1 gene expression was found in
patients with less than or equal to 60-month survival rate and more than 60-month
survival rate. There was a statistically significant difference (P=0.048), so it was
concluded that MTSS1 expression was not associated with age pathological
characteristics and cancer metastasis, but correlated with overall survival. This
result may be used to predict further or prognosis the survival rate of breast cancer
patients.(Thai Cancer J 2021;41:65-77)

Keywords: MTSS1 gene expression, breast cancer, overall survival
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Characteristics n Means+SD/(%) Range Unit
Gender Female 118 (100%) cases
Age 53.194£9.75 34-82 Years
Histopathology Invasive ductal 105 (89%) Cases
carcinoma
Invasive lobular 3 (2.5%) Cases
carcinoma
Ductal carcinoma in 2 (1.7%) Cases
situ
Mixed Type 4 (3.4%) Cases
Others 4 (3.4%) Cases
Staging Stage I 3 (2.5%) Cases
Stage II 81 (68.6%) Cases
Stage III 33 (28.0%) Cases
Stage IV 1 (0.9%) Cases
Metastasis No 99 (83.9%) Cases
Yes 19 (16.1%) Cases
Overall survival Overall 118 66.97+£19.04 16-134 Months
Survive 93 67.59+17.55 33-134 Months
Sensor 25 64.64+24.07 16-93 Months
97757\7771’ 3 msuﬁmaaﬂmaﬁu MTSS1 1‘14@?’1‘!!,%@“3!,%%@9{114%
Variable N Means=S.D P
MTSS1 expression 118 1.86+3.11 -
Age <60y 94 1.85+3.3 0.953
>60y 24 1.89+2.28
Histopathology IDC 105 2.63+8.03 0.999
DCIS 2 1+1.39
Mucinous 2 2.15+2.76
Metaplastic 1 0.09
ILC 3 1.89+1.07
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~ = 2 tﬂy <3 Y 1
AITNN 3 NITUTAIDDNVOIYU MTSS! sluﬂlfumamlﬂmmu (919)

Variable N Means+SD P
Mix type 4 0.68+1.15
Forming mass 1 4.87
Staging I 3 0.49+0.65 0.899
II 81 1.89+2.95
11 33 1.9143.65
v 1 2.01
Metastasis No 99 1.82+2.85 0.724
Yes 19 2.09+4.32
Overall survival <60 mo 42 1.13+3.03 0.048
>60 mo 76 2.28+3.10

MINA 4 ANUFURUTVOIMIUAAIDDAVBIIU MTSSI AU TA

MTSS1 Expression

Variable N
Odds ratio 95% CI P
Age < 60 years 94 1
> 60 years 24 0.442 0.165-1.080 0.072
Staging I 3 1
I 80 2.354 0.188-28.233 0.508
11 34 3.104 0.227-42.464 0.396
Histopathology IDC 105 1 0.034-29.807 1
ILC 3 0.98 0.133-7.228 0.985
IDC grade well diff. 15 1
moderated diff. 42 1.773 0.528-5.953 0.354
poorly diff. 48 1.164 0.486-2.787 0.733
Metastasis No 99 1
Yes 19 1.543 0.545-4.368 0.413
Overall survival <60 months 42 1

>60 months 76 18.79 3.991-90.074 <0.001
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MTSS1 expression

(fold beta actin)
Variables n P
Means+SD
Normal Cancer
Total 38 2.94+3.26 2.09+£3.61 0.145
Age <60y 33 3.17+3.37 2.07+£3.64 0.118
>60y 5 1.04+0.70 2.26+3.85 0.224
stage 1+2 32 2.66+3.18 2.204+3.79 0.305
3+4 6 4.714£3.53 1.494+2.59 0.057
Metastasis no 30 2.74+£2.75 1.77£2.42 0.114
yes 8 3.66+4.84 3.31+6.54 0.454
Overall <60 mo 5 1.44+1.61 3.78+8.19 0.247
Survival >60mo 33 3.18+3.39 1.84+2.49 0.067
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The Study of Clinical Practice Guideline for Prevention of Postoperative Nausea
and Vomiting (PONV) in Lopburi Cancer Hospital

by Worapat Pancharoen
Lopburi Cancer Hospital

Abstract Postoperative nausea and vomiting (PONV) are one of the most common
complications after anesthesia that causes patient discomfort and may lead to a
prolonged hospital stay. Therefore, Lopburi Cancer Hospital developed the
clinical practice guideline (CPG) for PONV prophylaxis, but the effectiveness has
not been investigated. This study aimed to determine the incidence of PONV based
on PONV prophylaxis guidelines. The PONV in patients receiving ondansetron
and metoclopramide were compared. This retrospective cohort study enrolled 365
patients undergoing general anesthesia for surgical procedures in Lopburi Cancer
Hospital from August 2018 — May 2020. Retrospective data were collected from
anesthetic records and medical records. According to the CPG, each patient was
assessed for PONV risk by the simplified risk score and received prophylaxis
medications. The overall incidence of PONV was 15.9%. In relation to PONV
prophylaxis guideline, 91.3% received optimal prophylaxis. The incidence of
PONV was 16.2% with optimal prophylaxis, which was no significant difference
compared with the suboptimal & suboptimal prophylaxis groups. No significant
difference in PONV prophylactic effect between ondansetron and metoclopramide
was observed (OR 0.91, 95% CI 0.56-1.48). The incidence of PONV in Lopburi
Cancer Hospital was high despite PONV prophylaxis usage following guidelines.
This PONV prophylaxis guideline should be adjusted to improve PONV outcomes
and suit our context. (Thai Cancer J 2021;41:78-89)

Keywords : Postoperative nausea and vomiting, Clinical practice guideline,
Ondansetron, Metoclopramide
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Simplified PONV prophylaxis é’ﬂmﬁﬁmaz PONV P
PONYV scores according to guideline n (%)
Suboptimal (0) 0
1 Optimal (37) 2(5.4)
Supraoptimal (1) 0(0.0)
Total (38) 2(5.3) 1.00
Suboptimal (0) 0
2 Optimal (12) 1(8.3)
Supraoptimal (20) 1(5)
Total (32) 2(6.2) 1.00
Suboptimal (9) 2(22.2)
3 Optimal (152) 28 (18.4)
Supraoptimal (0) 0
Total (161) 30 (18.6) 0.675
Suboptimal (1) 1(100.0)
4 Optimal (79) 22 (27.8)
Supraoptimal (0) 0
Total (80) 23 (28.8) 0.287

P <0.05 statistical significance

Wenuguifatenlinanonisiia PONV 1da
Wy wudasimsia PONV ludilen 145
81 metoclopramide $puay 189 daué’ﬂaaﬁ

14511 ondansetron tAia PONV S§p8ay 21.4

Tag hinuanuuanaegiiisdingniedna

FLHI1991 2 BUAY (OR 0.836, 95% CI = 0.43,

1.62, P =0.595) (715199 4)

{ A 4 1
M3 4 nlieuMeugliannsal PONV 52471981 metoclopramide 18 ondansetron

an PONV Crude OR Adjusted OR 95% CI P
No Yes
Metoclopramide 103 (81.1) 24 (18.9) 0.854 0.836 0.43,1.62 0.595
Ondansetron 88 (78.6) 24 (21.4) 1

P <0.05 = statistical significance
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Primary Cerebellar Lymphoma in an Immunocompetent Host:

A Case Report

Somchai Insiripong1

Patchara Ninigsarn2

Abstract Primary central nervous system lymphoma (PCNSL) has been rarely
found, viz. it accounts for 2- 4 % of all primary brain tumors. Furthermore,
PCNSL of the cerebellum is much more rarely reported than that of the cerebrum,
particularly in immunocompetent patients. Herein we presented a case of Non-
Hodgkin’s lymphoma (NHL) confining within the cerebellum in an
immunocompetent Thai man. He was a 62-year-old Thai patient who complained
of gradually progressive headache and ataxia for two months without fever or
weight loss. The physical examination found only ataxic gait, positive finger-to-
nose test of the right side, no peripheral lymphadenopathy, and no
hepatosplenomegaly. The computerized tomography (CT) and the brain’s
magnetic resonance imaging (MRI) showed a 2.5x3.0 cm. mass in the left
cerebellum with obstructive hydrocephalus. The chest and abdomen CT showed
only a few sub-centimeter lymph nodes in the chest and abdomen. The HIV
antigen/antibody was tested negative. He was treated with the operation; the
tumor mass was nearly entirely removed. The microscopic pathology of the mass
resected was diffuse large cell lymphoma, but its specific immunophenotype could
not be concluded because the study was not performed. Six courses of CHOP
chemotherapy without high-dose methotrexate, and rituximab administration
were the further treatment. He could tolerate chemotherapy well and survive
without residual cerebellar mass. Finally, he was regularly treated with aspirin,
simvastatin, and phenytoin and clinically followed for years till the date of this
report writing. (Thai Cancer J 2021;41:90-97)

Keywords: Non-Hodgkin’s lymphoma, Cerebellum
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Introduction considered the rare entity, its incidence is found

The central nervous system (CNS) may
be involved by Non-Hodgkin’s lymphoma
(NHL), one of common neoplastic diseases of the
lymphoid tissue. It can be one part of
disseminated disease, secondary CNS lymphoma,
or can be found as the only one site of the extra-
nodal NHL, the so called primary central nervous
system lymphoma (PCNSL) which is responsible
for less than 3% of all extra-nodal NHL'
meanwhile it accounts for 2-4% of all primary

brain tumors”. Although PCNSL is generally

gradually increased in the elderly, aged more than
65 years although it remains stable in other age
groups and it can be found in either
immunocompetent or immunocompromised
hosts”. Its clinical and neurological presentations
are non-specific, vary greatly depending on the
location of primary lesion’, around 50-70% may
have personality change and cognitive
impairment and less than half of cases may have
symptoms and/or signs of increased intracranial

pressure such as headache and Vomitingé. PCNSL
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generally has low tendency for systemic
dissemination’ but it rapidly progresses and has
overall survival of 1.5 months if untreated
compared with 2.2 months of the secondary CNS
lymphoma after the diagnosiss. The most
common location of PCNSL within the brain is
the cerebrum especially the frontal regiong and
other less common sites include the basal ganglia,
corpus callosum, and fornix'’. In contrast,
PCNSL confining within the cerebellum in
immunocompetent patients has been occasionally
reported worldwide™ " including in Thailand',
Herein we reported another case of PCNSL
diagnosed in the cerebellum of a Thai patient who
could survive more than five years after the
diagnosis.
Case Report

A 62-year-old Thai man complained of
gradually progressive headache, occasional
vomiting and ataxia for two months. He had no
fever, no weight loss, and no convulsion. The
general physical examination revealed BP 180/95
mmHg, the temperature 37.1 degree Celsius, no
palpable peripheral lymphadenopathy and no
hepatosplenomegaly. The neurological exam-
ination showed ataxic gait and impaired finger-to-
nose test of the right side but no nystagmus.

The blood investigations included: Hct
44.0 %, WBC 12,500/mm’, N 82.9%, L 11.6%,
M 5.2%, platelet 377,000/mm’, FBS 98.0 mg%,
BUN 15 mg%, creatinine 0.89 mg%, AST 36

U/L, ALT 44 U/L, alkaline phosphatase 64 U/L

(normal 35-110), albumin 4.3 g%, globulin 3.1
g%, Ca 9.7mg%, P 4.3 mg%, LDH 397 U/L
(normal 240-480), HIV antigen /antibody, anti-
HCV and HBsAg-all negative, CA 19-9 8.4 U/mL
(normal 0-37), CEA 0.63 ng/mL (normal 0-15),
alpha fetoprotein 2.41 ng/mL (normal 0-12)

The computerized tomography (CT) of
the brain revealed a 2.5x3.0 cm hypodense mass
in the left cerebellar hemisphere with pressure
effect and shift of the fourth ventricle to the right
side and the obstructive hydrocephalus, low grade
tumor is possible. And the magnetic resonance
imaging (MRI) of the brain confirmed the ill-
defined mass occupying at the left cerebellum
which showed low signal intensity on TIW,
isosignal intensity on T2W, restriction on density
DW1 and homogeneous enhancement on post
Gd, measured about 3.1x4.1x2.4 cm. The medial
portion of this mass showed low signal intensity
on T2W, DWI and susceptibility artifact on SWI,
suspected of hemorrhage. Pressure effect of this
mass to the 4" ventricle and the brain stem was
seen. Obstructive hydrocephalus was noted.
Impression: Suspected of bleeding tumor,
possibly primary brain tumor or single brain
metastasis at the left cerebellum, causing pressure
effect to the 4" ventricle and brain stem.

The suboccipital craniectomy with
ventriculostomy was performed and the nearly
entire tumor mass could be removed. The
microscopic pathology of the tumor was found to

be non-Hodgkin’s lymphoma (NHL), diffuse
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large cell type. However the immunophenotyping
study was not performed, hence specific subtype
of NHL could not be stated.

The CT of the chest and the abdomen
showed few small subcentimeter lymph nodes at
the AP window, pre-carinal and peri-aortic
regions, no hepato-splenomegaly. The diagnosis
of primary cerebellar NHL was finally concluded.
After the tumor mass was nearly totally removed,
six courses of intravenous chemotherapy regimen
containing  cyclophosphamide, doxorubicin,
vincristine and prednisolone (CHOP), without
high-dose ~ methotrexate = and  rituximab
administration were sequentially added. He could
tolerate the regimen well. After treatments, the
patient could walk much better whereas the
residual tumor mass completely disappeared on
the new CT scan. He was followed with regular
oral medications including aspirin, simvastatin,
and phenytoin. He could walk without headache,
ataxia or convulsion. No relapse of a tumor mass
at the old location or new lesion on the successive
CT brain scans was detected, peripheral lymph
nodes or hepatosplenomegaly were not found on
the physical examination and the serum LDH was
within the reference level thorough the long
course of follow-up. He was still alive up to five
years after the diagnosis till the date of this report
written.

Discussion
The cerebellar ataxia in our case was

presumed to be directly associated with the tumor

mass of lymphoma in the cerebellum itself, it is
not just the paraneoplastic cerebellar
degeneration due to various auto-antibodies
against antigens on neurological cells that are also
presented by tumor cells. It has been hardly found
in a case of NHL of the stomach'’ and the neck
lymph node'*. And the patient clinically had good
recovery after the tumor mass removal followed
by systemic chemotherapy. And although the
immunophenotyping study was not performed in
our case, NHL was much more likely than
Hodgkin’s lymphoma because almost all cases of
primary cerebellar lymphoma are NHL, opposed
to Hodgkin’s lymphoma that has been hardly
found in the cerebellum'””.

For PCNSL, patients mostly were found
to have hyper- or iso-attenuated lesions on the
computerized tomography while our patient
showed hypodense lesion. In contrast, on MRI,
our case was found to have the lesion with low
signal intensity on T1 weighted, and isosignal
intensity on T2 weighted with homogeneous
enhancement that was consistent with the
findings of lymphoma mass. And in
immunocompetent patients, 70 % of cases with
PCNSL have single lesion on imagingzz.
However, the definite diagnosis always needs
tissue pathology of the lesion that is considered
the standard for the diagnosis of PCNSL”. In
most cases of PCNSL, the pathology is diffuse
large B-cell lymphoma, opposed to T cell

4-28

lymphoma that has been rarely found™*™. With
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the chemotherapy, the median survival of the
patients with PCNSL was found increased from
12.5 months in 1970 to 26 months in 2010
particularly in the group with less than 70 years
of agezg. Our patient could survive up to five years
after the operation and chemotherapy although
the regimen contained only CHOP, not including
high-dose methotrexate™ or rituximab’ .

In the study of 87 patients with PCNSL
in Southern Thailand, only one had a lesion in the
cerebellum. And their overall median survival
was 7 months whereas their 1-, 2-, and 5-year
survival rates were 29%, 21.5%, and 4.6%,
respectively. In addition, the median survival in
the palliative group was 1 month compared with
2, 7 and 15 months in the chemotherapy, brain
radiotherapy and the combined treatment group,

respectivelyn. In another study, the median

Figure 1

(@

survival was 17 months for a group of
chemotherapy which consisted of high-dose
methotrexate with/without cytarabine33. Our case
seemed to survive quite long after treatment with
CHOP regimen. However it needs further
controlled studies before making any conclusion.
Conclusion

A case of diffuse large cell lymphoma
exclusively confining in the cerebellum in an
immunocompetent Thai man was reported. It is a
very rare entity and found far less commonly than
lymphoma in the cerebrum. The tumor mass was
nearly entirely removed with surgery followed by
six cycles of CHOP chemotherapy without high-
dose methotrexate. He was able to walk with

normal gait and survive up to five years until this

report was written.

The imaging showed a solitary mass occupying a half of the left cerebellar hemisphere.
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Noninvasive Breast Carcinoma Detected on Screening as Sonographic

Focally Thick Duct: A Case Report with Histological Correlation
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Abstract Most non-invasive breast carcinoma or ductal carcinoma in situ (DCIS) of the breast

is detected by imaging on screening. It is usually viewed as fine, linear, and pleomorphic mi
crocalcification in mammography. The sonographic feature of DCIS is not established in the
BI-RADS synopsis. The authors report a case of DCIS that was operated due to a focally thick
duct with two branching on ultrasound images and malignant cells revealed in aspiration bi
opsy cytology. The abnormality was noted in the upper outer quadrant of her left breast. She
was 64 years old at the onset. Left mastectomy was done, and histopathology proved that the
focally thick duct image was DCIS of high grade. The patient had an uneventful consequence
and doing well until present at the time of report for more than four years. The taken messages
are as follows. Non-invasive breast carcinoma could manifest primarily as focally thick duct
lesions by sonography. When aspiration biopsy cytology found malignant cells from a
thickened duct lesion, DCIS entered the differential diagnosis. By correlation between ultra
sound imaging and histology, a branching duct in imaging is an array of several non-invasive
duct structures placed in fibrous band-like tissue, not a single neoplastic duct with the length
wise lumen and thick wall. Finally, breast ultrasonography is necessary for breast cancer
screenings, mainly to visualize ductal features, since mammograms and other modalities can
not demonstrate the morphology of thickened ducts. (Thai Cancer J 2021;41:98-103)
Keywords: DCIS, ductal carcinoma in situ, focally thick duct, ductal changes, breast, sono-

graphy, ultrasound, fine needle aspiration, FNA
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Introduction
Ductal carcinoma in situ (DCIS) is accepted
as a precursor to develop invasive breast cancer in
the future'. Therefore, it has been aimed to search
in breast screening but can only be occasionally
found at this stage. Most breast screenings dis-
close breast cancers as small invasive carcinoma.

There are two types of DCIS; the high-grade type

often contains minute calcium particles and some-
times can be detected by mammographyz, the
low-grade type usually is disguised. As adjunct,
ultrasound has appeared as a promising modality
on breast cancer detection to detect any ductal

abnormality’. Focally thick ducts on ultrasound

image could be a sign for DCIS particularly if



3
100 5813 15N

U 41 2TUN 2 WMAL-TIKIAN 2564

happen along with microcalcification®’. The au-
thors report herein a case with this circumstance
to emphasize the importance of examining a fo-
cally thick duct lesion on sonography and to pre-
sent its correlated architecture on histology.
Case report

A 64-year-old woman had been attending
the annually mammographic screening for many
years since excisions of fibroadenomas in both
her breasts. The screenings were well till recently

that abnormal microcalcification was detected in

her left upper mid breast. The ultrasound study
found regionally thickened ducts, extent about
1.2x0.6x1.2 cm, corresponding to the area of
punctate microcalcification in the mammogram.
The sonographic focally thick duct was described
as an area of tubal structure of ducts with branch-
ing and thickened wall (Fig. 1). No feeding vas-
cularity was demonstrable, and calcification was
not clearly shown. The fine-needle aspiration bi-
opsy had been done and revealed scattered groups

and dispersal of malignant cells (Fig. 2).

S iDist . 1.23cm
oS = DIsE 0.55cm

-

|
- ADist 1.17cm

Figure I Sonography showing an area of thickened ducts without vascularity, size about

1.2x0.6x1.2 cm.
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Figure 2 Cytology revealing malignant cells with high grade nuclear pleomorphism.

(Pap stain, 600x original magnification)

She had a mastectomy as radical treat- 3). The ducts are lined with high-grade malignant
ment with uneventful consequence. The histo- cells with comedo necrosis (Fig. 4). She continues
pathology was diagnosed with high-grade DCIS follow-ups and being well by the time of this re-
manifested as groups of DCIS ducts placed in port.

branching fibrous arrays similar to the image (Fig.

¢

I
o

Amen

Figure 3 'Whole mount histology section revealing the identical configuration of the focal area

of thickened ducts.
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Figure 4 Histology illustrating high-grade DCIS with comedonecrosis and elongate duct structure

with neoplastic cells filled space. The DCIS ducts are placed in a fibrous band. (H&E, 40x

original magnification)
Discussion

Ductal carcinoma in situ (DCIS), as a
spectrum of non-invasive breast cancer, involves
the duct and/or identifiable lobules which still
surrounded by a normal basement membrane'.
According to the BI-RADS synopsis, DCIS is
manifested as pleomorphic microcalcification in
a mammogramz. However, as an adjunct tool on
breast malignancy diagnosis, ultrasound can show
a broad variety form of DCIS findings, including
abnormality in the duct, so-called focally thick
duct™. In this study, the ultrasound was able to
capture the tubular-shaped duct lesion that was
high-grade DCIS diagnosed by histopathology.
Recognition of focally thick duct lesions in ultra-

sound, thus, can seize suspected pCIs®.

The term of focally thick duct is used
herein to describe tubular structures visualized by
sonography at the peripheral area that normal
breast ducts should taper and are not visible along
its course. When an area of tubular structures, like
this reported case, is visualized outside the sub-
nipple location and/or with a diameter larger than
2 mm. should be considered abnormal’. Focally
thick duct lesions encompass sub-centimeter to
several centimeters lengthwise of breast ducts that
look thickened by using ultrasound’. For a non-
palpable breast lesion, a diagnosis needs inte-
grated criteria of sonographic imaging together
with fine-needle aspiration cytology6. At King
Chulalongkorn Memorial Hospital, radiologists

have traditionally performed fine-needle biopsy
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by vacuum-assisted at abnormal nonpalpable le-
sions with ultrasound guidance. When cytology
shows malignant cells like in this reported case, a
diagnosis as probable DCIS is merited.

Usually, it is viewed as a focally thick
duct as a single duct structure, but the presented
DCIS case has shown that it is an array of several
ducts-structures of DCIS that are placed in fibrous
band-like tissue. On correlation, the mixed echo-
genicity that contributes to the boundary or so-
called wall of the duct may be a clue for the pos-
sibility of a periductal event. To examine ductal
abnormality, high-resolution ultrasound has
gained acceptance as a standard tool that can re-
place ductography3. Notably, ultrasonography is
necessitated in breast cancer screenings since
mammograms, and other modalities cannot visu-
alize the ductal system.

In conclusion, the concept of the focally
thick duct as a ductal change in ultrasound finding
is essential to detect DCIS. Focally thick ducts
might be a manifestation of arrays of several non-
invasive carcinoma ducts-structure placed in fi-
brous band-like tissue.
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