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Welcome Address
by the President of EUASSO

Dear Friends and Colleagues,

It is my pleasure to invite you to the 3rd EUASSO Congress - “Innovations & New Technologies in Surgical 
Oncology”, in Tirana, Albania, on 13th -15th October 2016. 

Three years ago the European-Asian Society of Surgical Oncology (EUASSO) took the courageous decision to 
establish its own Annual surgical-oncology congress. There were strong democratic and compliance reasons 
behind our decision, and at the same time we had support from scientific colleagues. What we did not fully 
anticipate was the overwhelming demonstration of practical support that arosed from every quarter. Many 
Societies in our field declared their alignment with EUASSO. 

For the 3rd EUASSO Congress the Scientific Committee is creating a comprehensive series of keynote lectures 
covering the entire field of multidisciplinary cancer management. You will have a unique opportunity to network 
with colleagues from all over the world. These interactions will enhance research and career development. 
You will be exposed to a variety of interactive educational sessions in a stimulating environment, and you will 
have the opportunity to hear about the latest scientific research and developments in the field. As you are 
aware, all accepted abstracts will be published as a supplement in the “Gulf Journal of Oncology” (GJO) thus 
conference delegates can publish their papers in a special issue.

We look forward to welcoming you to the attractive and modern city of Tirana and encourage you to evaluate 
the meeting as an opportunity to update your knowledge. 

I look forward to welcoming you, with warm greetings, in Tirana.

Prof. Giuseppe Petrella

President of EUASSO
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Editorial
Dr. Khaled Al Saleh

Editor-in-Chief, Gulf Journal of Oncology
General Secretary, Gulf Federation for Cancer Control

Dear Colleagues,

I would like to congratulate the organizers and participants of the 3rd EUASSO Congress for the 
successful conduct of this event on 13-15 October 2016 at Tirana, Albania. We at the Gulf Journal of 
Oncology are very proud and delighted to have been chosen as partner and official publisher of the 
abstracts. We view this as an opportunity of building the bridges and opening the doors of cooperation 
between oncologists in the EU-Asian continent and our colleagues in the Gulf Area and the Middle East 
countries in general.  Again, congratulations!
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Introduction

THE NEED FOR REAL EVIDENCE IN CANCER CARE AND POLICY
Kyriakos Souliotis

Associate Professor of Health Policy & Vice Rector, University of Peloponnese, Greece 
Chair and Scientific Director, Health Policy Institute, Greece

Two months after the highly successful EUASSO conference in Tirana, Albania, and I am returning to the main 
theme that cut across most of the discussions at the conference. The need for evidence in cancer patient 
management and cancer policy. At a conference that was characterized by a cross-disciplined approach and 
participation, new techniques and methods for the management of most cancer types were presented and 
discussed. 

Nonetheless, the discussion was not limited to a strictly clinical curriculum. In line with current trends in 
cancer management and cancer policy, discussion turned to barriers faced by patients when accessing 
innovation for cancer, patient adherence to treatment and their participation in decision making. 

In such an environment of constant change and persistent challenges, clinical, ethical and financial, no 
issue appears more critical to decision makers than knowing how their patients perform when they access 
innovation for their condition. They require real life, real world evidence on treatment related indicators, be it 
demand, provision or outcomes.

Such evidence can be systematically and consistently provided by disease specific registries. Disease or 
condition registries are defined by patients having the same diagnosis, such as cancer or heart failure, or 
same group of conditions, such as a disability. A disease registry offers distinct benefits to clinicians, who 
can easily manage patient and treatment data across time, system administrators, who can readily acquire 
an on-demand picture of disease, treatment practices and outcomes, and policy makers, who are supported 
with real – life, big data to address specific policy and funding questions.

Matching need to intervention, to outcome and cost through a disease registry allows health care organisations 
to prioritize their resource allocation in an evidence based manner.

Such disease registries are even more critical in cancer care, which is characterized by expensive diagnostic, 
intervention and treatment procedures whilst being a highly sensitive issue at a societal (and thus political) 
level. This is particularly true in cases where funds for health care provision are severely stretched. In such 
cases, having a universal picture of the condition, how much it costs and what the State buys with this 
investment, is critical in legitimizing it and, thus, maintaining high access levels for patients.

Greece is the latest example to fall under this category. The introduction of a nation-wide disease registry, 
first on hepatitis C and most recently on Chronic Myeloid Leukemia, helped streamline and increase patient 
access to medications without any budget overruns. Being one of the Scientific Leads of this project, I can 
vouch for the value it can contribute to finding a balance between meeting need and managing a tight budget.

In the new era of healthcare, it is critical to base any decision, be it a policy decision on the macro-level or an 
individual decision on the care-level, on solid evidence. If indeed such evidence derives from real world big 
data, it will optimize scientific, social and political acceptance of any decision.
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Welcome Address
by the Executive President of EUASSO

Dear colleagues and friends,

It’s my honor to welcome you to the 3rd European Asian Society of Surgical Oncology Conference in this 
hospitable city of Tirana.

EUASSO has attracted a great number of participants in every occasion that it has met and we fully expect 
that the 2016 meeting will be a great success and further strengthen EUASSO as an excellent platform for 
the exchange of clinical and scientific knowledge on the latest developments and emerging challenges in the 
field of treatment of cancers.

The Scientific Committee has prepared a dynamic scientific program and we have worked hard to present 
an impressive roster of highly respected and internationally renowned speakers to lead it. Speakers are 
from both continents with always more interesting topics and updates. Aside from the excellent scientific 
program, join us also for a unique and memorable networking evening and meet up with experts and opinion 
leaders in the field of cancer treatment.

The faculty will represent the best of updates on treatment and researches in the field of cancer from 
diagnostic to surgical to clinical and radiation oncology and will provide an excellent opportunity for our 
fellow colleagues to contribute research data and to keep abreast developments in our field.

Albania, is a fast growing leading clinical and research center, the choice of it as center for our conference 
was because the capability demonstrated by the organizing committee to run such a great event. We hope 
that you will enjoy this excellent conference and your family will enjoy much more during their stay in this 
beautiful city, Tirana. 

Prof. Taha Al-Lawati

Executive President of EUASSO
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Welcome Address
by the Local President of the 3rd EUASSO Congress

Dear Colleagues and Friends,

As the Local President of the 3rd EUASSO Congress which will be held from October 13th to 15th 2016 in 
Tirana, Albania, I have the pleasure to invite you to take part in this scientific activity. EUASSO is now an 
organization of two continents which has gathered professors, professionals, talented researchers and 
excellent specialists from Europe and Asia, who are avant-garde in areas such as oncological and oncoplastic 
surgery, chemotherapy, radiotherapy, imaging, anatomical pathology, psycho-social support, etc. EUASSO 
Scientific Committee comes to hold this scientific activity, the first of its kind in Albania, to which lecturers and 
researchers from all over the world are invited, personalities who will bring their works in the field of oncology. 
Your participation in this scientific event will be unique and of great value, since all disciplines are combined 
in it and scientific information according to the selected agenda will boost your opportunity to be acquainted 
to the latest developments in the field of cancer treatment. Your participation in this scientific activity will be 
valuable to you, as workshops will be held in it, and you will have the opportunity to communicate directly 
with researchers and talented specialists who are inclined to be cooperative with you in the future as well.

As the Local President, I take this opportunity to thank the Scientific Committee of EUASSO, for having 
held two important scientific activities and for organizing the Third Congress in Albania because we need 
supportive and serious partners in our long scientific and practical journey. Based on the above, I have no 
hesitation to invite you to come to Tirana, our capital city, which during the past 25 years has changed 
greatly towards development by combining styles of East and West and where, among other things, your will 
experience a touch of cultural elements of people as ancient as Europe itself.

Prof. Assoc. Helidon Nina

Local President of the 3rd EUASSO Congress
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Welcome Address
by the Honorary Presidents of the 3rd EUASSO Congress

Dear All,

As an honorary President of the «3rd EUASSO Congress» which will be held from October 13th to 15th, 2016 in 
Tirana, Albania, I take great pleasure to invite you to participate in this prestigious event. 

The 3rd EUASSO Congress, “Innovations & New Technologies in Surgical Oncology”, emphasizes in the current 
efforts to affirm that innovation is an essential component of public health - with a significant impact on the 
human, social and economic capital of all countries - and that its promotion in the population requires the 
concerted action of many stakeholders, within the health sector, including those of social and environmental 
policy, education and welfare.

Those who work in and support public health, improve the health of individuals and communities. The 
greatest strength of public health is its singular focus on maximizing health so that society can achieve 
its most cherished values. The most important of all is that people are able to age with independence and 
dignity. Those who work in and support public health, have the task of improving and preserving the health 
of individuals and communities, ensuring them an autonomous and fair ageing.

Compelling data and evidence for action, broad coalitions, and effective communication generate and sustain 
the political commitment necessary for successful public health action. To improve public health programs, 
it is often essential to highlight unacceptable existing disease burdens, health outcomes, disparities, and 
threats to health. It is also useful to provide real-life examples of individuals harmed by failure to act or 
benefited by specific programs. Effective coalitions with key support and leadership from individuals and 
groups outside the government are often essential for progress. An effective and coordinated alliance of 
political, technical, and managerial leadership can increase the likelihood of the implementation of programs 
that protect and improve public health.

The «3rd EUASSO Congress» provides the key to future success in global healthcare by addressing current 
challenges and by highlighting novel solutions. The congress represents a unique opportunity for global 
networking with key opinion leaders and service providers. Convinced for the successful outcome of the 
Congress, I would like to thank the President and the members of the Organizing Committee for their kind 
invitation to be Honorary President of this event.

Good luck to your beautiful work,

Sincerely,

 

Massimo D’ Alema

Honorary President of the Congress
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Welcome Address
by the Honorary Presidents of the 3rd EUASSO Congress

Dear friends,

It is of great pleasure for me that together with my friend Massimo D’ Alema, prominent doctors and 
international partners to participate in the «3rd EUASSO CONGRESS», which will be held in Tirana on October 
13th -15th 2016.

The theme of this Congress «Innovations and New technologies in Surgical Oncology» denotes an important 
aspect of health, which has also been in the focus of our Government since day one. With all our efforts, we 
have tried to provide a healthcare service that is improving day by day. We have invested in the healthcare 
service by purchasing new equipment which has provided better opportunities of diagnosis and treatment, 
we have significantly reduced the price of drugs, applied the basic health check-up for the citizens in order to 
anticipate disease prevention and, unlike previous governments, our work is focused on the health state of 
the population and not the disease itself. Nonetheless, I am convinced that there is yet a lot more that needs 
to be done and these aspirations are exactly what inspire us in our everyday work in raising a generation 
of healthy children, caring for youngsters who will be our future generation and support to further enhance 
the work for ensuring better and healthier life standards for all Albanians, who deserve equal treatment and 
dignity in the healthcare service.

It is imperative to have solid strategies, development programs as well as a wide-ranging support not 
only from the healthcare professionals, but also from all other economic actors. We need to establish a 
successful cooperation among all relevant actors in order to be ready to face at any time the challenges 
that healthcare poses. 

The «3rd EUASSO Congress» provides a chance to give our contribution in rightly addressing the real challenges, 
where opportunities are in the same time equally unique and global, where everyone’s contribution coincides 
with the efforts of mankind to develop the healthcare system.

I would like to congratulate and wish every success to the Congress’ organizers, and I encourage their efforts 
for this important contribution to the humanity.

Honorary President of the Congress 

Edi Rama 

Prime Minister of Albania
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Friday, OctOber 14th 2016

 Scientific Session i

breast cancer: Screening - radiology/imaging - 
Pathology and Molecular profiling

tOMOSyNtheSiS: better thaN 2d MaMMOGraPhy 
FOr ScreeNiNG? 
Kyropoulos George
Radiologist, Specialist in Breast Imaging, Alexandreia, Greece
Nowadays MAMMOGRAPHY is the only approved method 
for breast cancer screening but not the “absolute method”.

Approximately 15-30% of cancers are missed at 
screening and detection of breast cancer in dense breasts 
is extremely difficult.

At 2D mammography a single image is acquired. In dense 
breasts a lesion is masked by fibroglandular tissue since 
they have the same density.

Tomosynthesis acquires multiple projection images while 
the x-ray tube moves in an arch of 15o to 50o depending on 
the vendor.

Approximately 9 to 25 low-dose images are acquired 
and are reconstructed by a dedicated software into 3D 
tomosynthesis images.

Many multicentric studies have been published so-far from 
the United States and Europe.

tomosynthesis:

• Increases sensitivity from 70% to 88%
• Finds 33% more cancers than 2D mammography
•  At screening with mammography alone 7 cancers 

are found per 1000 asymptomatic women while the 
combination of 2D mammography AND tomosynthesis 
reveals 2 additional cancers (7+2)

It must be pointed-out that tomosynthesis is another tool 
that radiologists have for early breast cancer diagnosis but 
never alone.

always in combination with other imaging modalities:

•  DBT is ready for widespread use
• Is a very promising method
• There is strong evidence that soon 2D will be 3D
• Might have a strong impact in screening
• Will certainly alter breast imaging algorithm within the 
next 5 years

A dedicated software converts 3D images into 2D images 
(synthesized mammography 2D Mammography will 
soon be replaced by Tomosynthesis and synthesized 2D 
Mammography.

FaLSe - NeGatiVe diaGNOSiS at StereOtactic 
VacUUM - aSSiSted NeedLe breaSt biOPSy
Samiya Kh., Samya S., Badriya Q.
Royal Hospital, Muscat, Oman
ObJectiVe: The purpose of this study was to determine 
retrospectively the frequency and causes of false-negative 
diagnoses of lesions evaluated with percutaneous 
stereotactic biopsy performed with vacuum-assisted probes 
with the patient prone on a biopsy table in two tertiary care 
hospitals; Sultan Qaboos University Hospital (SQUH) and 
Royal Hospital (RH).

MateriaLS aNd MethOdS: 116 stereotactic biopsy 
requests; 52 requests from SQUH and 64 requests from 
RH; were reviewed retrospectively. Only 81women; with 
median age of 48 years and age range of 31-77 years; 
underwent the biopsy. These patients were biopsied with 
10-gauge (n=25), 9-gauge (n=55) or 20-gauge (n=1) 
vacuum probes. The histologic diagnoses were malignant 
(n=12), high risk (n=4), and benign (n=63) lesions. Benign 
lesions were evaluated with repeated stereotactic biopsy 
(n=0), other biopsy (true cut biopsy=4, FNA=1) and/or 
mammographic follow up (n=33) for 24 months or longer 
(n=27) or less than 24 months (n=6). In 30 cases (47.6% 
of all benign lesions), follow up was not performed. Fisher’s 
exact tests were used to correlate patient, mammographic, 
and biopsy variables with false-negative diagnoses.

reSULtS: Of 12 lesions with final diagnosis of malignancy, 
the initial needle biopsy diagnosis was malignant in all of 
them. There was no false negative diagnosis in this study. 
The effects of gauge of the biopsy probe and specimen 
radiographic findings regarding calcifications could not 
be assessed in this study as no false negative diagnosis 
was found.

cONcLUSiON: There were no false-negative findings at 
stereotactic biopsy in this study. So, using the 9-gauge 
probes is similar to 10-gauge probes in efficiency and 
accuracy of the pathology result of the stereotactic needle 
breast biopsy with no significant difference.

PreGNaNcy-aSSOciated breaSt caNcer. the 
rOyaL hOSPitaL eXPerieNce
Salim Alrahbi, Taha Al-lawati, Shahinda Alnoor
The Breast Unit, Department of General Surgery, The Royal Hospital, 
Muscat
iNtrOdUctiON: Breast cancer is the most common 
malignancy in pregnancy. It occurs in one out of 3,000 
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pregnant women and is mostly invasive ductal carcinoma. 
Delay in the Diagnosis is common due to the physiological 
changes of the breast during pregnancy (larger, denser, 
tender, and difficult to detect abnormalities) and also 
because of the fear of radiation exposure to the fetus.

ObJectiVe: this study was conducted in order to determine 
the incidence of breast cancer during pregnancy at the 
Royal Hospital and the outcome of treatment on both the 
patient and the fetus.

MethOd: we did a retrospective analysis of all breast 
cancer patients treated at the Royal Hospital from January 
2010 to January 2016. All pregnant and lactating patients 
with breast cancer included in the analysis.

reSULtS: We found 665 newly diagnosed breast cancer 
cases in the above period. 521 (78%) patients were below 
the age of 45. Fifteen (2.25%) cases were pregnant. The 
mean age at diagnosis was 35.3 years (31-42).The mean 
follow up time was 28.13 months (10-58). Seven patients 
(47%) of those diagnosed during pregnancy had locally 
advanced breast cancer at diagnosis (T3 and T4) and 10 
patients had regional lymph node metastasis. All 15 cases 
were M0 at presentation but three of them developed distal 
metastasis on follow up. Seven (46.6%) cases undergone 
mastectomy and 8 (53.3%) cases had breast conserving 
treatment. No case had termination of pregnancy and all 
delivered babies were healthy.

cONcLUSiON: In Oman, where the population is young, 
pregnancy related breast cancer is within the international 
figures. Termination of pregnancy is not essential for the 
treatment. Breast conserving surgery is possible in early 
stage in the 2nd and the 3rd trimester. Antenatal check up 
should always include breast examination to detect any 
breast lumps during pregnancy.

hiStOLOGic tyPeS OF aGGreSSiVe breaSt caNcer

Niki J. Agnantis
Emeritus Professor of Pathology, Medical School, University of 
Ioannina, Ioannina, Greece
Despite its unique origin in the terminal duct lobular unit 
(TDLU), invasive breast cancer is a very heterogeneous 
disease concerning clinical presentation, histological 
features, expression of tumour markers, biological 
behaviour and response to treatment.

Although histopathology is our standard for giving 
information about the probable clinical course of breast 
cancer disease, there are some carcinoma types that have 

an expected aggressive behaviour. These carcinomas 
include: neuroendocrine carcinoma, poorly differentiated/
small cell carcinoma, invasive micropapillary carcinoma, 
pleomorphic lobular carcinoma, metaplastic carcinoma 
and lipid-rich carcinoma.

Neuroendocrine carcinoma, Poorly differentiated/
Small cell carcinoma: This carcinoma is similar to its 
counterpart in the lung on the basis of histological and 
immunohistological features and its diagnosis requires 
ruling out a non-mammary origin. Most patients are 60-
70 yrs old. The tumour is composed of densely packed 
hyperchromatic cells with scant cytoplasm, which express 
neuroendocrine markers (chromogranin, synaptophysin, 
NSE). Lymphatic tumor emboli are frequently present and 
more than half of the patients have lymph node metastases. 
Immunohistochemically, HER2/neu gene is typically 
negative and ER/PR are often expressed.

invasive micropapillary carcinoma. The mean age of 
patients is 52.5 yrs (25-89 yrs). Lymphatic vessel invasion 
is frequent (72-91% of the cases) and ~70% of the patients 
present with lymph node metastases. Extranodal extension 
is not uncommon (pleural fluid). Histologically, tumour cell 
clusters with irregular central spaces proliferate within 
empty stromal spaces. The vast majority of the tumours are 

ER+(66%), PR+(68%), HER2/neu+(30-50%), Bcl2+(66%), 
p53+(48%). Invasive micropapillary carcinoma is an 
aggressive tumour with poor survival; the patients develop 
local recurrence in the chest wall or skin and die of 
metastatic tumour after a mean interval of 5.2 yrs.

Pleomorphic lobular carcinoma. It is a variant of invasive 
lobular carcinoma that retains the distinctive growth pattern 
of classical lobular carcinoma, but exhibits a greater degree 
of cellular atypia and pleomorphism. Cells have abundant 
eosinophilic cytoplasm, hyperchromatic atypical nuclei, 
prominent nucleoli and are ER+(70-95%), PR+(60-70%), 
AR+(65%), HER2/neu+(30%), E-cadherin-(>80%). The 
patients have worse recurrence-free survival than those 
with classical lobular carcinoma.

Metaplastic carcinoma. A heterogeneous group 
of neoplasms characterized by an admixture of 
adenocarcinoma with dominant areas of squamous 
cells, spindle cells and/or of cells with mesenchymal 
differentiation. The mean age of the patients is 55 yrs. 
The tumour is commonly diagnosed as T2 disease with a 
mean size 3-4 cm. Most cases are of high grade, ER-, PR-, 
HER2/neu±, EGFR +, p53 +. The majority of carcinomas are 
associated with local or distal recurrence.
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Lipid-rich carcinoma. By definition, 90% of neoplastic 
cells contain abundant cytoplasmic neutral lipids. The age 
of the patients is 33-81 yrs. The tumour cells have large, 
foamy to vacuolated cytoplasm, round nuclei and prominent 
nucleoli. They are ER-(100%), PR-(100%), HER2/neu+ 
(71.4%), Ki67 proliferation activity+(55%). Lymph node 
metastases are present in 80% of the cases. The disease is 
of advanced stage at the time of diagnosis.

Recent molecular studies, based on gene expression 
profiling using DNA microarrays, have defined molecular 
subtypes of breast cancer (molecular classification). 
Thus, breast cancers have been divided into molecular 
subgroups with distinct biological features, such as 
metastatic propensity, prognosis and response to therapy. 
In this molecular classification, there are distinct ER+ and 
ER- groups of breast carcinomas. The HER2 and basal-like 
molecular subtypes are associated with an aggressive 
clinical behaviour and shorter survival. The prognostic 
significance of apocrine, interferon and claudin-low 
molecular phenotypes is yet undetermined. While invasive 
carcinomas of no special type (NST) and invasive lobular 
carcinomas contain all molecular breast cancer types 
(luminal, basal-like, HER2), histological special types 
are more homogeneous and belong mainly to one or two 
molecular subtypes. Micropapillary and pleomorphic 
lobular carcinomas are preferentially of HER2 or luminal 
phenotypes, metaplastic carcinomas are preferentially of 
basal-like phenotype, but some may display a claudin-low 
phenotype. When metaplastic carcinomas were compared 
to basal-like invasive carcinomas NST, it was found that 
metaplastic carcinomas have a dysfunctional BRCA1 
pathway genetic activation of the Wnt pathway, higher 
expression of genes related to epithelial-mesenchymal 
transition, downregulation of PTEN and Topo2A genes. 
These findings may explain the poor response of metaplastic 
carcinomas to chemotherapy.

in conclusion, specific histologic types of breast 
carcinomas account for approximately 20-25% of all 
invasive breast malignancies. They have some distinct 
morphological and molecular characteristics. Some of 
them have indolent course and good prognosis, some 
others are aggressive and are associated with poor 
prognosis. Understanding these specific histologic types 
is not an academic exercise but may lead to a better 
understanding of the biology and the clinical behaviour of 
breast cancer and therefore, to planning better therapeutic 
approaches.

MOLecULar cLaSSiFicatiON OF breaSt caNcer
Goussia Anna
Associate Professor of Pathology, Medical School, University of 
Ioannina, Ioannina, Greece 
Studies based on gene expression analysis have identified 
several intrinsic molecular sybtypes of breast cancer with 
significant differences in terms of incidence, risk factors, 
age at diagnosis, prognosis and response to treatment. The 
seminal class-discovery studies revealed that ER-positive 
and ER-negative breast cancers are fundamentally distinct 
diseases in molecular terms. Furthermore, hierarchical 
cluster analysis revealed the existence of the five main 
intrinsic subtypes of breast cancer: luminal A, luminal B, 
HER2 positive, basal-like and normal-like subgroups.

Luminal A tumours show high expression of ER and related 
gene networks, have lower proliferation rates, tend to be 
of low histological grade and have the best prognosis. 
Luminal B tumours show lower expression of ER networks, 
are more often of higher histological grade, have higher 
proliferation rates and a worse prognosis than luminal A 
tumours. HER2 positive and basal-like tumours are typically 
associated with aggressive clinical behaviour and the 
former show overexpression and amplification of HER2. 
However, a significant proportion of HER2-positive tumours 
is ER positive, and clusters with the luminal B subgroup. 
Basal-like tumors show gene expression signatures 
similar to that of normal basal/myoepithelial cells of 
the breast. They express cytokeratin 5/6, cytokeratin 
14, P-cadherin, nestin and EGFR, and are mostly triple 
negative by immunohistochemistry. Histologically, basal-
like tumours have pushing borders, high histological grade 
and proliferation rates, extensive areas of necrosis and 
dense lymphocytic infiltration. Tumours arising in germline 
BRCA1 mutation carriers have basal-like features. 

In the past decade, new multigene classifiers have 
emerged, with the aim of minimizing heterogeneity within 
defined subgroups. The newer classifiers have helped 
to define three new subgroups: claudin-low, molecular 
apocrine and interferon (still unclear). Claudin-low subtype 
show HER2 negativity and low activity of the proliferation 
genes associated with poor outcome. There is also low/
absent expression of luminal differentiation and cell to 
cell adhesion genes (E-cadherin and claudins), and strong 
representation of mesenchymal and mammary stem cell 
signatures. Further, androgen receptor (AR) protein status 
has been identified as a potentially dichotomous stratifier, 
similar to ER status.The molecular apocrine group (mApo) 
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is estimated to account for 10-15% of invasive breast 
cancers, including the ER negative cases that do not fall 
into the basal-like category (split between luminal B and 
HER2 positive). It is characterized by expression of AR and 
AR-associated genes.

Despite the enthusiasm for molecular methods to predict 
outcomes for individual patients, the continued importance 
of standardised histopathological analysis of tumours 
should be emphasised. Microarray studies reaffirmed the 
importance of accurate assessment of tumour size, lymph-
node metastasis, and standardised analysis of histological 
grade as important independent prognostic variables. 
Furthermore, efforts should be made to standardise 
Ki67 immunohistochemical assessment, because this 
proliferation surrogate might constitute a useful prognostic 
marker and predictor of benefit from chemotherapy in ER-
positive disease. 

the SUrGeON’S rOLe iN caNcer PreVeNtiON
Ibrahim F. Al-Sheneber
Consultant General Surgeon & Surgical Oncologist 
Director of Medical Affairs, Saudi Cancer Foundation, Al Khobar, 
Saudi Arabia
bacKGrOUNd: Cancer is a very serious public health 
issue, the incidence is increasing and inspite of advances 
in healthcare overall 5 yrs survival is only 50%. It is globally 
agreeable that the best approach in the fight against cancer 
is prevention. Measures reducing incidence of cancer are 
numerous but unfortunately not much emphasis is made on 
the surgeon’s role in primary prevention of cancer.

MethOdS: Review of literature and analyzing situations 
where surgical interventions eliminate or reduce the risk 
of cancer incidence. The magnitude of risk reduction and 
mechanisms for that were studied.

reSULtS: Extirpation of organs at risk in hereditary cancer 
like breast, ovary, medullary thyroid hereditary gastric 
cancer and colorectal cancer. Prophylactic extirpation is 
associated with better outcome than surveillance. 

Morbid obesity is strongly linked to the development of 
cancer like breast, colon endometrium and esophageal 
cancer increasing the relative risk about 1.5%. Bariatric 
surgery reduce the risk of developing cancer significantly 
especially in females resulting in 20% reduction in cancer 
related deaths.

Another example of risk factor modification is liver 
cirrhosis which is associated with about 1-6% annual risk 

of developing hepatocellular carcinoma. This risk can be 
abolished by liver transplant.

Excision of premalignant conditions, examples include 
premalignant colonic polyps, porcelain gallbladder which 
is associated with 5% incidence of gallbladder cancer, and 
barret esophagus clearly prevent cancer development.

cONcLUSiON: Cancer prevention is the best strategy to 
fight cancer and the surgeon has a very important role in 
this aspect through different mechanisms like significant 
risk reduction surgery, prophylactic organ removal or 
excision of premalignant conditions. 

the rOLe OF SUrGery iN NeOadJUVaNt 
treatMeNt OF breaSt caNcer
Helidon Nina
Chief of Oncological Surgical Unit at Service of Oncology, University 
Hospital Center “Mother Teresa” Tirana, Albania
Breast cancer occupies first place in the general classification 
of malignant disease affecting women, in Albania, is about 
25% of all malignant tumors affecting female se. Annually 
there are about 550 new cases of BC, but those data are not 
exact, because in our country is not function the registry of 
cancer. By stage the patients are presented: stage I-14%, 
stage II-55%, stage III-25%, stage IV-6%. High incidence 
of LABC is correlated with: educational status, poverty, 
age and missing of screening mammography programs. In 
populations that receive regular screening mammography, 
the percentage of patients with locally advanced disease is 
less than 5%.

Neo-adjuvant chemotherapy is: chemotherapy given as first 
line of treatment for non-metastatic breast cancer in locally 
advance breast cancer. Aim of neo-adjuvant chemotherapy: 
to transform non-operable breast to operable disease and to 
enable breast conserving surgery instead of mastectomy. 
Surgical reasons for neo-adjuvant chemotherapy prior to 
surgery are: 1. Change an inoperable breast cancer into an 
operable one, in case where we have: skin or chest wall 
invasion, unable to achieve margins, inflammatory breast 
cancer; 2. To achieve more conservative and reconstructive 
surgery. To start the Neo-Adjuvant Chemotherapy it is 
necessary a multidisciplinary team discussion for: extent of 
tumors (operability, multicentricity), tumor characteristics 
and likelihood of response (invasive lobular carcinoma) 
and patient preferences. Surgery after neo-adjuvant 
chemotherapy: a) for the breast: mastectomy with or without 
reconstruction; lumpectomy with or without oncoplastic 
reconstruction; b) for the lymph node: if it was clinically 
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LN Negative, LNSB prior neo-adjuvant chemotherapy; for 
LN positive convert in to negative, LNSB after neo-adjuvant 
chemotherapy; for LN positive: axillary dissection.

Key wOrdS: Breast, Cancer, Neo-adjuvant

Scientific Session ii

Oncology - radiotherapy and Varius

the ONcOtyPe dX® aSSay iN the cONteMPOrary 
MaNaGeMeNt OF iNVaSiVe earLy-StaGe breaSt 
caNcer iN the OMaNi POPULatiON
Taha Al-Lawati, Salim Al Rahbi, Ibrahim Al Waili, Bassim Al 
Bahrani
Breast Cancer Unit Royal Hospital, Muscat, Oman
It helps in Understanding and treating the underlying 
tumor biology, Cancer genetic studies demonstrate the 
transition of basic research to clinical application (i.e. BRCA 
testing). Targeted cancer therapies developed based on the 
unique tumor genetic characteristics (i.e. tamoxifen and 
trastuzumab).

Sequencing of the human genome,Gene expression 
profiling shown to predict clinical outcome. So it was 
thought Does the test deliver what patients, physicians, 
regulators, and payers need?

•  Most importantly, tests must be “Fit for Purpose” with 
evidence relevant to that specific purpose

•  Consistent results across multiple well-designed studies 
are required to provide evidence for analytic performance, 
clinical validity, and clinical utility (see Roadmap to 
Establish Clinical Utility)

•  Test must be shown to have value beyond traditional 
measures

•  Has the test been brought to a standardized 
implementation? And has the evidence which supports its 
use been obtained in that standardized implementation?

  The Oncotype DX® gene panel was developed based on 
clinical trial evidence.

•  In the first step of the gene selection process (candidate-
gene approach), 250 cancer-related candidate genes 
were selected from microarray data, genomic databases, 
cancer literature, and molecular and cell biology 
experiments.

•  The 250 cancer-related genes were selected from a 
variety of sources, including the scientific literature, 
microarray data and genomic databases were analyzed 
in a total of 447 patients from 3 separate studies: 

 -  The National Surgical Adjuvant Breast and Bowel Project 
(NSABP) B-20 study: A multicenter study in which tissue 
was analyzed from 233 patients in a homogeneous 
patient cohort characterized by having histologically 
negative nodes, estrogen receptor-positive tumors, and 
treatment with tamoxifen and no other intervention.

 -  Rush Presbyterian - St. Luke’s Hospital: A single-site 
study in which tissue was analyzed from 78 patients, all 
characterized by having >10 positive nodes and treatment 
predominantly with chemotherapy and/or tamoxifen. 

 -  Providence St. Joseph’s Hospital: A single-site study 
in which tissue was analyzed from 136 patients 
who were either node positive or negative, ER 
positive or negative, and treated with tamoxifen or 
chemotherapy.

•  The expression levels of these 250 genes where 
correlated with relapse-free interval using univariate 
models across 3 independent studies of 447 breast 
cancer patients with known clinical outcome data. In 
addition to the 5 references genes, obtained from these 
3 studies, the 16 cancer related genes which correlated 
most strongly with relapse-free interval, consistently 
across the study populations, were selected and were 
used in the development of the 21-gene profile and an 
algorithm for calculating a Recurrence Score® result.

We illustrate in our presentation the results of Oman with 
this test for the last 12 months with the test and the financial 
saving over the patient treatment cost. 

cONcLUSiON:

•  In this prospectively designed analysis, the Recurrence 
Score® result is predictive of the risk of DR beyond 5 
years (5-15 years) in higher ER expressing patients.

•  Clinical implications of these results suggest that:
•  Extending tamoxifen beyond 5 years may be most beneficial 

in patients with high (and intermediate) Recurrence Score 
results with higher quantitative ER expression.

•  There is likely limited benefit in patients with low 
Recurrence Score results due to the proportional benefit 
of extended tamoxifen being on the order of 1-2%.

•  The Recurrence Score result has provided clinically 
actionable information to patients with ER+ breast cancer 
for over 10 years, and:

•  Is the only molecular assay that identifies patients with 
higher DR risk that will benefit from chemotherapy after 
initial diagnosis.

•  Can identify patients with higher ER expression and risk 
of DR beyond 5 years who may benefit from extended 
tamoxifen therapy.
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•  With Oncotype DX® testing we have saved in Oman on 
financial resources by more than 60% with same outcome.

iMMUNOtheraPy FOr breaSt caNcer
Christos Emmanouilides
Interbalkan Medical Center, Thessaloniki, Greece
Immunotherapy for cancer has been an active field 
of research over the last 50 years, with limited so far 
efficacy. On the other hand, passive immunotherapy 
with monoclonal antibodies has met with considerable 
success in treatment of Her-2 (+) disease, as trastuzumab 
and pertuzumab - based approaches have benefited a 
large subpopulation of patients.

Other “classical” approaches with vaccines, immnune 
stimulants, or T-cell adoptive therapies were not that 
successful. In the last years, a revolution in oncology 
therapeutics has occured based on the clinical application 
of checkpoint inhibitors. The importance of the PD-1/PDL-
1 interaction for the promotion or inhibiton of immune-
surveillance at its last step of tumor cytotoxity has become 
apparent. Inhibitory antibodies for PD-1 or PDL-1 have been 
approved for the treatment of lung cancer, melanoma, renal 
cancer, Hodgkin lymphoma, bladder cancer; the indications 
seem to keep expanding. In breast cancer, several studies 
have demonstrated the efficacy of several such antibodies 
in breast cancer. In unselected populations with metastatic 
breast cancer, clinical benefit is derived by approximately 
one third of study participants. 

The activity seems to be higher among the more adverse 
group of patients with triple-negative breast cancer, 
presumably due to increased mutagenic load leading to 
increased immunogenicity. For instance, the response 
rate of pembrolizumab in TNBC is nearly 20% but the 
duration of response is surprisingly long. It appears that 
immunotherapy may benefit a minority of patients with 
breast cancer with long-lasting effects. Clinical studies are 
ongoing and we may soon have another option available in 
the management of high-risk breast cancer. 

iMPact OF breaSt caNcer SUbtyPe iN radiatiON 
treatMeNt
Elvisa Kozma, Agim Sallaku
University Hospital “Mother Teresa”, Service of Oncology, Tirana, Albania
bacKGrOUNd: Radiotherapy is an important component 
of the multimodality treatment of breast cancer. It is used to 
enhance local control after breast conservative surgery or 

mastectomy. Even though, the individual tumor response 
to radiation is different, reflecting the intrinsic properties 
of the tumor and its microenvironment. Local recurrences 
after radiotherapy have encouraged research to understand 
their causes and find the ways how to overcome them. Our 
purpose is to show the impact of breast cancer subtype in 
radiation treatment.

MethOdS aNd MateriaLS: We did a review of the 
literature that reports the impact of breast cancer subtype 
in radiotherapy treatment and emphasizes its importance in 
the light of the most recent publications.

reSULtS: Different studies have examined the importance 
of estrogen receptor (ER), progesterone receptor (PR), 
human epidermal growth factor receptor 2 (HER-2) 
in local control and overall survival after radiotherapy 
treatment. A significantly improved overall survival after 
PMRT was seen in patients with good prognostic markers 
such as hormonal receptor-positive and HER-2 negative 
patients and no significant overall survival improvement 
after PMRT was found in patients with poor prognosis, the 
hormonal receptor-negative and HER-2positive or negative 
patients. This suggests that breast cancer subtype may 
be predictive of locoregional recurrence and survival after 
radiotherapy. 

cONcLUSiON: Recognition of the mechanisms that 
influence radiosensitivity of breast cancer will help us to 
design more effective radiation treatments.

FertiLity PreSerVatiON iN 2016
Scotto Di Frega Antonio
Director of the Fertility and Sterility Center, Nuova Villa Claudia Clinic, 
Rome, Italy
The new surgical and pharmacological strategies have 
made that survival after a diagnosis of cancer is greatly 
increased. For this reason, more and more talk of 
fertility preservation in this category for male and female 
patients. As well as the right and sudden become strategic 
information from the oncologist to be given to these patients 
in order to route them on the most appropriate procedures 
by presenting the advantages and disadvantages of the 
various methods. This assay is a quick overview on what 
are the strategic possibilities for the preservation of female 
fertility, explaining the most used when procedures and the 
chances of success in the prospect of a pregnancy for those 
women who after remission from the disease would like to 
try to take this process.
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SrS Or wbrt iN braiN MetaStaSiS. the debate iS 
StiLL OPeN 

Xhumari Artur
X-Knife Unit, Service of Neurosurgery, University Hospital Center 
“Mother Teresa”, Tirana, Albania
In the current era of personalized medicine, this is an 
appropriate attempt to renew interest in a subset of patients 
who may derive a survival benefit from WBRT using 
prospectively gathered data. However, the landscape of 
managing multiple brain metastases is complex and rapidly 
changing. The decision to use WBRT revolves around its 
impact on 3 interrelated components: (1) overall survival, 
(2) intracranial control, and (3) neurocognitive sequelae.

It is well established that WBRT improves total intracranial 
control, but this role is being challenged by more effective 
systemic therapies that have intracranial penetration. For 
example, brain metastases from melanoma were once 
notoriously difficult to control with either WBRT or systemic 
therapy. Recent data suggest that ipilimumab and other 
checkpoint inhibitors may afford an intracranial response 
rate that is similar to extracranial responses.

While WBRT is believed to negatively affect neurocognition, 
measuring its true impact is not straightforward. Recently, 
the RTOG has concluded 2 RCTs that attempt to mitigate 
the late neurocognitive sequelae of WBRT.

Our recommendation is to view the choice of WBRT not as 
a binary decision to achieve intracranial control but rather 
as 1 of several options in a growing armamentarium. It is 
often the most appropriate therapy in properly selected 
patients when the threat of disease progression on survival 
and neurocognition outweighs the toxic effects of therapy. 
In cases of wild-type EGFR and ALK NSCLC, there are 
few effective systemic options, and therefore WBRT may 
have a more prominent role. When WBRT is used, there 
is encouraging evidence of strategies to mitigate late 
neurocognitive toxic effects.

Scientific Session iii

Lung cancer and Primary cardiac tumors

tNM StaGiNG OF LUNG caNcer: FiNdiNGS OF 
MULtidetectOr cOMPUted tOMOGraPhy
Arben Mitrushi¹,³, Eni Mehmeti², Fatmir Çaushi³, Sokol Bilali², 
Afrim Piraçi²
¹  Department of Morphology - Faculty of Medicine - Medical University 

of Tirana, Albania

² University Hospital Center of Tirana, “Mother Teresa”, Albania
³ University Hospital “Shefqet Ndroqi”, Sauk, Tirana, Albania
bacKGrOUNd aNd PUrPOSe: Tumor, Node, and 
Metastasis (TNM) staging of Lung Cancer is an essential 
process to improve the prognostic relevance of its 
descriptors. The purpose of our imaging analysis is to 
review and illustrate a spectrum of characteristic of multi-
detector computed tomography (MDCT) findings in the 
assessment of the updated criteria especially on such 
issues as the subdivision of T1 and T2 disease according to 
size cut points; the review of T and M categories according 
the mutual and bilateral location of the malignant pulmonary 
nodules; involvement of pleural disease to metastatic 
dissemination; and introduction of intra and extra-thoracic 
metastatic disease. 

PatieNtS aNd MethOdS: The staging classification was 
reviewed by a prospective study that was conducted on a 
sufficient database of patients with lung cancer hospitalized 
at different Departments of the University Hospital “Shefqet 
Ndroqi”, in Tirana, from January 2015 to June 2016. 

Cases were subjected to clinical evaluation and radiological 
assessment of the chest using multi-detector computed 
tomography (128 slice - 64 detectors - dual sources, 
SIEMENS, Germany).

reSULtS aNd cONcLUSiON: 

-  CT and remains an important player in T-staging; it is widely 
available and provides very detailed imaging information 
of the tumor and its extent. Real time imaging is helpful 
especially to guide interventional diagnostic procedures 
such as transcutaneous biopsy

-  MD-CT scanners provide images with significant 
details, decisive for an essential improvement of TNM 
staging process of Lung Cancer. The advantages can be 
summarized in detailed 2D or even 3D images of the tumor 
and its extent; confident presentation of tumor invasion 
(fissure/chest wall/mediastinum) determining respective 
indication; new applications such as volume rendering, 
virtual bronchoscopy; significant detection of more small 
pulmonary nodules due to the increased image quality. 
MD-CT scanners determine the posibilities of histological 
diagnosis through bronchoscopy. 

-  Despite the advantages, the MD-CT technique has its 
limitations. It is confirmed in the surgical pathologic TNM 
staging that nearly in 30% of cases, MD-CT-based clinical 
staging is not able to exactly delineate the tumor and its 
perifocal extent. 
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a PreSeNtatiON OF the 8th editiON OF the NON 
SMaLL ceLL LUNG caNcer cLaSSiFicatiON aNd itS 
iMPact FrOM the POiNt OF View OF a SUrGeON
Fatmir Caushi, Ilir Skenduli, Alban Hatibi, Eljana Shima, Fari 
Kokiqi, Rinald Kertoci
Department of Thoracic Surgery of University Hospital “Shefqet 
Ndroqi”, Albania
The newly revised 8th edition of the tumor, node, and 
metastasis (TNM) classification of lung cancer will improve 
the precision of staging and provide physicians with new 
data with which to treat patients.

The revisions will be based on data collected by the 
International Association for the Study of Lung Cancer 
(IASLC) Staging and Prognostic Factors Committee. IASLC 
has collected an extensive, international database of lung 
cancer case information from 94,708 patients diagnosed 
between 1999 and 2010, including tumor sizes, lymph 
node involvement, and metastasis. 

By analyzing the data, was found that T size is an even 
more important prognosticator than we used to believe, 
It was confirmed that invasion of the diaphragm has poor 
prognosis, a T4 prognosis. Now, by incorporating tumors 
larger than 7 cm as T4 and invasion of the diaphragm as T4, 
was found statistically significant differences in T3 and T4.

The proposals also reflect analyses of prognostic 
significance of tumor burden in hilar and mediastinal lymph 
nodes, and the prognostic impact of number and anatomic 
location of metastatic tumors. The proposed changes 
include classification of a single metastasis in a single 
distant organ as M1b and classification as M1c cases 
involving multiple metastatic lesions, whether metastases 
occur in one or multiple distant organs

LiMited reSectiONS aS cUratiVe reSectiONS 
FOr caNcer iN SeLected PatieNtS. (SUbLObar 
reSectiONS VS LObectOMy)
Skenduli Ilir
Department of Thoracic Surgery, University Hospital “Shefqet Ndroqi”, 
Tirana, Albania

Sublobar resections (segmentectomy and wedge resection) 
are also performed as curative resections for cancer in 
selected patients.

These are patients with physical contraindications and 
patients with limited disease who otherwise would tolerate 
lobectomy.

There are two major groups of patients:
1.  The first group consists primarily of patients with limited 

pulmonary reserve and is not an area of controversy.
2.  The second group is about segmental resections for 

patients who would tolerate a larger resection remains 
an area of debate.

A number of single and multi – institutions retrospective and 
prospective studies in Japan, have put forth data in favor of 
segmental resections for small, peripheral tumors. (T

1
 N

0
M

0
 

or tumors less than 2 cm). In these studies, comparable 
survival results were seen in earlier stage 1 lung cancer. 

Others – also reported the absence of statistically significant 
differences in overall lung cancer. Specific 5-years survival 
between lobectomy and segmental resections groups for 
stage 1 tumors less than 1 cm.

Lobectomy was shown to correlate with better survival in 
patients with tumors larger than 3 cm. 

On the other hand, sublobar resections might not be suitable 
for all NSCLC patients with tumor size less than 3cm, but 
might be more suitable for NSCLC with smaller size for 
patients with high risk factors as “compromised” option.

cheSt waLL aNd SterNaL reSectiON FOr PriMary 
Or SecONdary tUMOrS, OUr eXPerieNce iN SiNGLe 
UNit iN aLbaNia
Shk. Fadil Gradica, Lutfi Lisha, Dhimitraq Argjiri², Shk. Alma 
Cami¹, Fahri Kokici¹, Zef. Perduka³, Shk. Y. Vata4, V. Demko5

¹ University Hospital of Lung Disease “Shefqet Ndroqi” Tirane Albania.
Thoracic Surgery Service; Anestesie-reanimation Service; Visceral 
Surgery Service4; Pneumology²; Pneumology Service Rreshen 
District³; Image Service Nattional trauma Center University Ηospital5

iNtrOdUctiON: Chest wall resection involves resection of 
the ribs, sternum, costal cartilages and the accompanying 
soft tissues and the reconstruction strategy depends on the 
site and extent of the resected chest wall defect.

MethOdS: From December 2003, to December 2015, 60 
patients underwent chest wall resection and reconstruction 
with prosthetic material at the University Hospital of Lung 
Disease, thorax surgery division. There were 60 patients (36 
male and 24 female ,rate M/F 2:1). The median age was 
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57 years and ranged from 16 to 70 years. The indication for 
resection was primary chest wall and sternal malignancy in 
35 patients (58.3%) (15 patients osteosarcom; 6 patients 
condrosarcom; 4 solitary plasmocitoma; 3 desmoidal tumor; 
1 patient liposarcoma; 2 patients Ewing sarcoma; 1 patient 
hemangiopericitoma; rabdomyosarcoma 2 patients; 1 patient 
malignant non Hodgkins limfoma); secondary (solitary chest 
wall metastase )and recurrent chest wall malignancy in 6 
patient (10%), contiguous lung cancer (NSCLC) in 11 patient 
(18.4%), breast cancer recidive in 8 patients (13.3%).

reSULtS: Skeletal reconstruction was achieved 
with prosthetic material alone in 21 patients (35%) 
and with Prosthetic materials covered by flaps of 
myocutaneous or muscle tissue were used (Prolen 
mesh and methylmethacrylat sandwich plastica) in 26 
patients (43.3%), myocutaneous or muscle flaps alone 
in 13 (21.7%). Soft tissue coverage was achieved with 
transposed muscle in 38 (63.3%) patients, local tissue only 
in 22 (36.6%) patients.

cONcLUSiONS: Our experience demonstrates that sternal 
and chest wall resection is a safe and effective treatment, 
which may improve the patient survival and quality of life.

cardiac MyXOMa.  
a 25 yearS SUrGicaL eXPerieNced
Edvin Prifti¹, Efrosina Kajo¹, Massimo Bonacchi², Gabriele 
Giunti², Arben Baboci¹, Klodian Krakulli¹, Altin Veshti¹, Albana 
Fico¹, Edlira Rruci¹
¹  Division of Cardiac Surgery, University Hospital Center of Tirana, 

Albania
² Division of Cardiac Surgery, Policlinicco Careggi, Florence, Italy
iNtrOdUctiON aNd ObJectiVe: The aim of this study 
was to analyze the clinical forms of presentation of cardiac 
myxoma, the postoperative outcome, and the possibility of 
recurrence and tumoral embolism. 

MateriaLS aNd MethOdS: Between 1991 and 2016, 
110 patients were operated for cardiac myxoma. 12 
patients (11%) presented pulmonary embolism, 4 patients 
(3.6%) presented cerebral embolism, 4 patients (3.6%) 
coronary embolism and acute myocardial infarction, 
one patient (0.9%) presented embolism of the inferior 
mesenteric artery, and 11 patients (10%) femoral artery 
embolism. In 74 cases the cardiac myxoma originated 
from the left atrium, in 6 patients from the mitral valve and 
in 2 patients from the left ventricle. The cardiac myxoma 
originated from the right atrium in 19 cases, 2 patients from 
the tricuspid valve. 

reSULtS: There was no hospital mortality. 34 patients 
underwent surgical resection of the cardiac myxoma 
through the left atrium. Concomitant surgical procedures 
included mitral valve replacement in 9 patients, tricuspid 
valve replacement in 2 patients, coronary artery bypass 
grafting in 13 patients. There were 12 recurrent cardiac 
myxoma. Four patients had an extracardiac recurrence (3 
cerebral metastases and one in the superior caval vein. The 
actuarial survival at 10 years follow-up was 93% and free 
recurrence survival was 78%. The Cox model revealed the 
previous embolism (p=0.033), atypical forms (p=0.004) 
and grape-like appearance (p=0.007) as strong predictors 
for recurrent cardiac myxoma at follow-up. 

cONcLUSiONS: The surgical resection of a cardiac myxoma 
is a safe and effective treatment, with excellent early 
postoperative outcome. With a very low recurrence incidence 
in patients with typical forms of cardiac myxoma. 

PathOLOGiSt’S rOLe iN MOderN tarGeted 
treatMeNt iN LUNG caNcer
Daniela Xhemalaj¹, Mehdi Alimehmeti², Elona Hila¹, Gisela 
Pumo², Asela Hasa³
¹ University Hospital ”Shefqet Ndroqi”, Tirana, Albania
²  Head of Department of Pathology, University Hospital Center 

“Mother Teresa”, Albania
³ University of Tirana, Faculty of Natural Sciences, Albania
Lung cancer is the second most frequently diagnosed 
cancer and the first cause of cancer mortality.

The principles of correct treatment of lung cancer includes: 
right patient, right drug, right time, right doctor (clinician 
and pathologist).

Clinicians have a great role in assisting pathologists 
in proper examination by providing them with clinical 
information. Team work with communication, consultation 
and collaboration.

Lung carcinoma has undergone a massive expansion of 
knowledge in recent years, particularly in regard to the 
most common lung carcinoma, adenocarcinoma. Histologic 
patterns have been found to correlate to some degree with 
mutational status (EGFR, K-RAS, EML4-ALK; HER2,BRAF, 
MEK, PI3K, mTOR). Histology and mutational status play a 
role in treatment selection.

Pathologists play a pivotal role in diagnosis and in report of 
pathological features related to prognosis. Pathologist role 
is concern with:
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1)  diagnosis (Small vs. non-small cell carcinoma, Subtype of 
non-small cell ca, Primary vs. metastasis, post-treatment 
histologic evaluation) 

2) Prognostic factors: to determine the stage and grade. 
3) molecular markers.

Pathology Report for Modern Therapy requires: Particular 
attention should be paid to accuracy of classification of 
small specimens - diagnosis of non-small cell should be 
avoided if possible. Attention should be paid to subtype of 
adenocarcinoma. Molecular testing results.

references
1. Jemal A, et al. Cancer Statistics, 2010 CA Cancer J Clin 

2010,60:277-300
2. Journal of Thoracic Oncology. Volume 6, Number 2, February 

2011 (p244-285

NeOadJUVaNt cheMOtheraPy iN OPerabLe 
NScLc. cUrreNt aPPrOach aNd OUr eXPerieNce 
with thiS treatMeNt MOdaLity
Kreka Bledi, Tarifa Dhurata
University Hospital Center, Oncology Service, “Mother Teresa”, Tirana
iNtrOdUctiON: Lung cancer, due to widespread smoking 
habit and other cultural and occupational factors remains 
a big problem for healthcare structures in Albania. During 
last decade we have seen a slow but steady increase 
in quality of treatment and management of lung cancer 
patients which is attributable to such factors like better 
drug coverage , better technology with relation to imaging 
and radiation therapy and better collaboration with thoracal 
surgery service.

aiM: This presentation is a short review of current guidelines 
about role of chemotherapy as induction treatment in 
operable Non small cell lung cancer and will be focused 
on our experience with patient treated during period 2010 
-2015 in our service.

reSULtS: In collaboration with UH of Lung Diseases 
patients were diagnosed and clinically staged in UH of 
Lung Diseases and then send to our Oncologic service 
where the neoadjuvant cisplatin based chemotherapy was 
administered according already established protocols. The 
evaluation of treatment efficacy was performed ,usually 
after three cycles of chemotherapy by imaging, and 
thereafter the patients went to surgery team. There were 
9 patients planned for this modality. An objective response 
(CR+PR) rate was attained in 5 of 9 patients. 3 patients had 
stable disease. One patient progressed under treatment. 
A complete resection were performed in 8 patients. 

Postoperative infection observed in one patient. 3 patient 
still without evidence of relapse.The longest disease free 
interval 30 months. 

cONcLUSiON: Neoadjuvant chemotherapy prolongs survival 
without compromising planned surgery in operable NSCLC.

SatUrday, OctOber 15th 2016

Scientific Session i

Peritoneal carcinomatosis

MaNaGeMeNt OF PeritONeaL MetaStaSiS – 
baSic cONcePtS
Piero Rossi
Department of Sperimental Medicine and Surgery, University of Rome 
Tor Vergata
Peritoneal carcinomatosis is caused by the implantation 
of exfoliated cells from the primary tumor or by seeding 
during the section of the lymphatics or blood vessels during 
surgical dissection.

Today we must consider the peritoneum as an organ, with 
its own structure, function, blood supply and disposition. 
So we can imagine a loco-regional approach to peritoneal 
carcinomatosis by cyto-reductive surgery and HIPEC.

Primary tumors including mesothelioma and primary peritoneal 
carcinoma are rare, secondary PM are more common: 
colorectal, ovarian, gastric, pancreatic, appendiceal. 

In the past, peritoneal surface malignancies, regardless of 
primary tumor type, have always been a lethal condition. 
Treatment has been aimed at short term palliation.

Now CRS and HIPEC are the standard of care for the 
treatment of peritoneal pseudomyxomas and peritoneal 
mesotheliomas and also, recently have become so for 
the treatment of colorectal PM with limited peritoneal 
extension. The procedure is undergoing evaluation but is 
useful for selected patients affected by ovarian cancer and 
gastric cancer. Very interesting is the use in the prophylactic 
setting in patients with high risk to developing PM.

The rationale of HIPEC is based on the possibility of 
using high doses of antineoplastic drugs, the increased 
penetration of drugs, the concept of barrier peritoneum 
plasma, the use  of hydrophilic molecules with high 
molecular weight and their slow clearance.

Finally, the hyperthermic condition is cytotoxic itself, 
increasing the cytotoxicity of some drugs and their 
penetration into the layers of neoplastic cells.
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Mitomycin C, Cisplatin, oxaliplatin and doxorubicin are the 
main chemotherapeutic agents used. Doses, perfusion 
time, and temperature are established. 

Patient selection must be very careful, firstly regarding the 
disease itself, the histopathology, imaging evaluation with 
PCI assessment, and secondly the patient’s overall status. 

Diagnostic work-up should include endoscopic evaluation and 
a CT scan of the chest, abdomen and pelvis or PET-CT scan. 

MRI is more accurate in detecting small nodules; it can 
be useful both in the pre-operative and surveillance 
setting. Laparoscopic exploration allows a more accurate 
diagnosis compared to imaging techniques, and with 
better selection of patients. Cyto-reductive surgery is an 
ordered sequence of maneuvers in order to removal gross 
tumor and involved organs. 

The HIPEC perfusion technique can be closed or open, the 
latter being known as coliseum.

CRS and HIPEC is a long and complex procedure, which 
needs careful anesthetic management and a post-operative 
period of hospitalization in intensive care. The procedure 
requires a long learning curve and an adequate hospital.

We must keep in mind a high morbidity, a significant mortality, 
and a fair amount of toxicity from chemotherapy drugs.

CRS and HIPEC procedure involves risks to the safety 
of personnel concerning smoke developed and 
chemotherapeutic agents used.

Several studies have been performed. The actual risks 
associated and the long term consequences are not well 
known.

Safety measures, such as ventilation, temperature, and air 
filtration are mandatory. With regard to the surgical staff, 
appropriate garments and, double/triple pairs of gloves are 
fundamental.

Unfortunately, reimbursement for this complex procedure 
is not adequate. 

Necessary corrective measures would include this 
procedure in the official list and determine its specific cost 
for reimbursement.

Professional and scientific bodies should exert pressure on 
legislators and the Health Services in order to resolve this 
problem.

hiPec: whO, what, wheN, where, why aNd hOw
Murtadha Al Qubtan
Colorectal Unit, Unit Royal Hospital, Muscat, Oman
Many surgeons and oncologists have regarded peritoneal 
Carcinomatosis (P.C.) as a terminal event with fatal 
consequences, whereby, there is spread and implantation 
of cancer cells across peritoneal surfaces both parietal 
and visceral peritoneum and may be associated with so-
called malignant ascites. P.C. may be a primary peritoneal 
malignancy such as primary peritoneal carcinoma and 
peritoneal mesothelioma or it may be more commonly 
metastatic secondary to cancers from colorectal, ovarian, 
gastric, pancreatic or appendicular origins. Cytoreductive 
surgery combined with hyperthermic intra operative intra 
peritoneal chemotherapy perfusion is a feasible technique 
carrying acceptable complication rates with good survival 
and represent a potential cure for selected patients.

So, Who will do it?

What he will do?

When is the right time?

Where it showed be done?

Why it has to be done?

And, How it is done?

cytOredUctiVe SUrGery & hiPec FOr PeritONeaL 
carciNOMatOSiS: iMPrOViNG OUtcOMeS with 
MULtidiSciPLiNary aPPrOach
Rashid Mohammed Alalawi
Colorectal Consultant, Oman 
Over the past decades, the multidisciplinary team 
management of many medical conditions especially cancers 
has increasingly taken a prominent role in patient management 
in many hospitals and medical centres in the developed 
countries. Many studies have clearly showed improved 
outcome with adoption of the multidisciplinary approach. 

Peritoneal carcinomatosis has been classically considered 
as a pre-terminal condition with a poor prognosis (median 
OS of 6 months with the best palliative treatment. The 
work up of those patients with such advanced conditions 
demands lots of sophisticated investigations as well as 
highly specialized expertise in order to stratify patients and 
recruit them for the optimal management. Then, different 
surgical specialties are usually needed to give the best 
surgical resection with the least morbidities.

In my presentation, I will give an overview about the 
different specialties that are engaged in the management 
of peritoneal carcinomatosis.
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PeritONeaL carciNOMatOSiS UPdate aNd FUtUre
John Spiliotis
Director and Chairman, 1st Department of Surgery, Metaxa Cancer 
Hospital, Piraeus, Greece
Peritoneal carcinomatosis (PTC) represents advanced 
malignant disease and has generally been associated with 
a grim prognosis. Peritoneal surface malignancy is often the 
major source of morbidity and mortality; it is of major concern 
in cancer management. Although PTC is categorized as 
metastatic disease, it represents a special disease pattern 
considered to be a locoregional disease limited to the 
abdominal cavity. The combination of cytoreductive surgery 
(CRS) and intraoperative hyperthermic intraperitoneal 
chemotherapy (HIPEC) has successfully been used as 
locoregional treatment for selected patients with PTC from 
gastric, colorectal, and ovarian cancer; with mesothelioma; 
and with Pseudomyxoma peritonei. In the prophylactic 
setting, HIPEC can also be used to prevent PTC in high-
risk patients, and the first results of the “second-look” 
approach are promising. Patient selection-in which the 
risks of perioperative morbidity and mortality, which are 
analogous to those for any other major gastrointestinal 
surgery, are assessed-is of utmost importance. Those risks 
have to be weighed against the anticipated survival benefit, 
which depends mainly on tumor biology, extent of disease, 
and probability of achieving complete CRS. The present 
review discusses the principles of CRS and HIPEC, the most 
significant recent clinical data, and current perspectives 
concerning the application of this treatment modality in 
various malignancies. Ongoing trials and future directions 
are noted. It appears that the combination of CRS and HIPEC 
is an indispensable tool in the oncologist’s armamentarium.

Key wOrdS: Peritoneal carcinomatosis, Peritoneal 
mesothelioma, Pseudomyxoma peritonei, Cytoreductive 
surgery, Hyperthermic intraperitoneal chemotherapy, HIPEC

Scientific Session ii

colorectal cancer - Genetics, chemotherapy and 
radiotherapy Pancreatic cancer and Management 
of Liver metastasis in colorectal cancer

are we ready FOr NeOadJUVaNt theraPy iN 
PaNcreatic caNcer?
Joana Millo¹, Jonida Tula², Dhurata Tarifa³
¹  Medical Oncologist, University Hospital Center, “Mother Teresa”, 

Tirana, Albania

² Medical Oncologist, University Hospital Shefqet Ndroqi, Tirana, Albania
³ Head of Chemotherapy, University Hospital Center, “Mother Teresa”, 
Tirana, Albania
bacKGrOUNd: Pancreatic cancer has an extremely poor 
prognosis and prolonged survival is achieved only by 
resection with macroscopic tumor clearance. There is a 
strong rationale for a neoadjuvant approach, since a relevant 
percentage of pancreatic cancer patients present with non-
metastatic but locally advanced disease and microscopic 
incomplete resections are common. The objective of the 
present analysis was to systematically review studies 
concerning the effects of neoadjuvant therapy on tumor 
response, toxicity, resection, and survival percentages in 
pancreatic cancer. 

FiNdiNGS: Surgery by itself is a poor option as the 5 year 
survival rates for surgery alone are ~10%. This doubles 
with adjuvant chemotherapy. There are no prospective, 
randomized data that radiation changes this outcome. 
Post-op Adjuvant Therapy is largely unsuccessful. The vast 
majority of the patients die. 5-year survival is just over 20%. 
5-year disease free survival or PFS is <20%. And these are 
the best patients who recover from surgery in time for trials. 
>20% of patients do not recover for adjuvant therapy.

The Rationale for neoadjuvant Therapy is that: a) closer 
to 100% of patients can be treated, b) Thepatients are 
healthier, c) May shrink tumors so it can improve surgical 
margins (R0), d) Reduce operative difficulty e)Abundant 
tissue for correlative studies can be obtained and better 
understanding of biology.

cONcLUSiONS: Post-operative adjuvant therapy helps but its 
success is limited. Its applicability is limited due to patients 
not recovering in time for post-op therapy. Pre-operative 
therapy may reduce unnecessary surgeries in patients with 
aggressive disease, reduce R1 resection rate, has significant 
hope for learning more about biology and testing new agents, 
has hope for improving long-term outcomes.
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Scientific Session iii

Surgical techniques and Surgical advances

rOLe OF SUrGery ON the treatMeNt OF GaStric 
caNcer
Xheladin Draçini, Arvin Dibra, Etmont Celiku, Myzafer Kaci, 
Drini Shehi
1st Service of General Surgery University Hospital Center “Mother 
Teresa”, Tirana, Albania
The incidence of the gastric cancer is rising and in the last 
years was noticed an increase of the number of the cases 
operated at our Clinic. The study aims to give a complete 
overview of the surgical treatment of gastric cancer in the 
First Service of General Surgery UHC “Mother Teresa” in 
Tirana, Albania.

Our study presents extensive evidence of 138 patients, 
divided in 104 (75%) males and 34 (25%) females operated 
in the First Service of General Surgery UHC “Mother Teresa” 
in Tirana, Albania with the diagnosis of gastric cancer in the 
timeframe January 2015 - July 2016. The study analyses 
demographic, clinic, operative and patologic data of the 
patients obtained from clinical, operative and pathologic 
records.

Survival of patients with gastric cancer remains poor, with a 
slight better outcome for females and antral tumor location. In 
our patients, gastric tumors were more common in the antral 
and lesser curve region. In the curative surgical treatment of 
gastric cancer, the procedure of choice is closely associated 
with the localisation of tumor. In the gastric antrum and 
pylorus localisations the procedure of choice is subtotal 
gastrectomy; otherwise in the gastric corpus localisations the 
most performed operation is total gastrectomy.

Key wOrdS Gastric Cancer, Subtotal Gastrectomy, Total 
Gastrectomy

LaParOScOPic tOtaL GaStrectOMy FOr GaStric 
caNcer beNeFitS aNd LiMitatiONS
Al Hadhrami Badar
Royal Hospital, Muscat, Oman
iNtrOdUctiON: Gastric adenocarcinoma is the fourth 
leading cause of cancer deaths in the United States and 
affects roughly 22,000 patients in the United States per 
year, with more than 14,000 deaths annually.

Despite advances in multimodality therapy for gastric 
cancer, along with resection for curative intent, recurrence 
and mortality remains high. This may in part be due to the 
late stage at which the diagnosis is made. In countries 
such as Japan, South Korea and China, death rates 
from gastric cancer range between 38-55 patients per 
100,000 population. In the United States the incidence 
of gastric cancer is lower but remains at 1:100,000 per 
year. Japanese and Korean investigators developed both 
screening techniques and minimal access approaches to 
treatment of early gastric cancers. In the United States, 
much fewer patients present with early stage disease.

Laparoscopic approaches for gastric cancer, in particular, 
have been more slowly accepted, largely due to the lower 
incidence of gastric cancer in the West and the presentation 
at more advanced stages. Therefore, although the role of 
laparoscopic gastric surgery in the West has developed with 
general acceptance for the treatment of benign conditions 
such gastroesophageal reflux and morbid obesity, the role 
of laparoscopic surgery for the treatment of malignant 
gastric disease remains less clear.

MethOdS: Case-match retrospective study analysis of 
single institute’s experience in National Cancer Center East, 
Chipa, Japan. TLDG between Aug 2010 and Jul 2012. This 
procedure was compared with ODG as control between 
Aug 2008 and Jul 2010. 100 patients in each group, case-
matched with staging and gender. Age for TLDG was 62.9 
(±11.1) and 65.4 (±10.7) for ODG. M: F ratio in each group 
was 62:38. Early gastric cancer was considered for any 
patient with stage 1a, 1b & 2a. BMI for the first group was 
22.5 (±2.6) and second group 22.6 (±3).

OUtcOMeS: Operation time, Blood loss, number of 
harvested lymph node, postoperative hospital stay, clinical 
pathway, postoperative complications

reSULtS: No difference in the mean age, BMI, gender. 
Significant differences (P<0.001) present between the two 
groups in blood loss, operation time & postoperative hospital 
stay. Estimated blood loss for TLDG group was 17.9 (±21.8) 
ml and ODG was 234 (±257.7) ml. Operation time for TLDG 
was 173 (±30.5) min. and ODG was 204 (±42.7). Post-
operative hospital stay for TLDG was 8.5 (±2.4) Days and 
for the ODG 11.2 (±9.5). No conversion from laparoscopy to 
open surgery. No difference in complication rate between 
two groups.

cONcLUSiON: When skilled surgeon is available TLDG 
is more efficient and feasible compare to open distal 
gastrectomy. Significant reduction in blood loss, post-
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operative hospital stay & operation time can be gained in 
TLDG, and contribute to the patients’ quality of life. This 
study has limitations of retrospective study, therefore a 
prospective study should be conducted in near future. 

MaNaGeMeNt OF earLy cOLOrectaL caNcer: 
eNdOScOPic aNd SUrGicaL aPPrOach
D. Venditti, V. De Felice, C. Iafrate, G. Petrella
Department of General Surgery, University of Rome Tor Vergata, Italy 
Early rectal cancer (ERC) is defined as invasive neoplasia 
that doesn’t involve the colonic wall beyond the mucosal 
and submucosal layers; tis and t1 according to current 
American joint committee on cancer TNM classification. 
Incidence rate: 3-9% of all resected colorectal cancers 
(CRC); recurrence rate: 3-4% with an overall 5y survival 
more than 90% and global LNM rate of 13%. Relying on 
the submucosal (SM) depth invasion T1 tumors are divided 
in SM1, SM2 and SM3 and here you can see the different 
risk rate of linph-nodal involvement. SM1 to 15%, SM2 to 
25%, SM3 to 38%.

We can affirm that today the endoscopist plays a primary 
role in the diagnosis and prediction of optimal treatment of 
T1 tumor. The diaGNOSiS is based on the synthesis that 
endoscopist must performe of parameters that are defined as:

MOrPhOLOGicaL, GLaNdULar and VaScULar PatterNS.

treatMeNt: the risk of lymph-node metastasis is 
low in Tis and T1 Sm1 due to the regional absence of a 
rich lymphvascular network. LNM rate in ERC is higher 
than in colonic ERC (13% vs 10%). The management of 
ERC does not provide neoADJ therapy and R0 resection is 
essential. Is based on the synthesis that endoscopist must 
perform (morphological, glandular and vascular patterns). 
Treatment options are: local excision (Parks, STARR, TEM, 
TAMIS) or TME surgery (TEM, TAMIS). Today role of Trans 
Anal Surgery is only like a palliative surgery (obese 
patients with severe comorbidities). The risk of a piece-
meal resection could cause realase of cancer cells into 
the circulation with a metastatic potential favored by local 
trauma of the surgery.

EMR + ESD are emerging as important and safe treatment 
options for lesion without linph-nodal involvement. Today 
we consider teM only as a valid alternative treatment to 
ESD in the management of ERC (stage i: t1N0M0). taMiS 
today represents a safe and valid surgical approach in Le 
(local excision) as an alternative treatment to eSd and 
teM but tMe, as elective or salvage surgery, it’s oncologic 
effectiveness allows us to consider TAMIS as a surgical 

option and/or treatment of choise for ERC stage IIIa. Surgical 
options in comparative to VLS TME is treatment of choise 
for ERC IIIA. Considering TAMIS a potential advantages 
Facilitation of the rectal dissection regard less of the patient 
body-habitus (BMI >30, Narrow pelvis with bulky tumors).

cONcLUSiONS: Standard tMe and tatMe represent 
today the GOLd StaNdard treatment for ERC with high 
risk rate of limph-nodal involvement (STAGE IIIa) but further 
studies we need to confirm these data and establish the 
role of eSd, teM and taMiS in local excision of stage i 
rectal tumors. 

cONSerVatiVe treatMeNt OF the aNaStOMOtic 
LeaKaGe aFter cOLOrectaL SUrGery:  
PerSONaL eXPerieNce aNd aNaLySiS OF the 
eUrOPeaN reSULtS
Milito G.1, Lisi G.2, Aronadio E.1, Campanelli M.3, Grande M.1
1  Department of Surgery, University Hospital of Tor Vergata, Rome, Italy
2  Department of Surgery, University Hospital of Borgo Roma, Verona Italy
3  Department of Surgery, University Hospital of Modena, Italy
bacKGrOUNd: The most important surgical complication 
following rectal resection with anastomosis is symptomatic 
anastomotic leakage. The clinical leakage rate after anterior 
resection varies from 2.8 to 20% and is associated with a 
6-22% mortality rate and with a 10-80% risk of permanent 
stoma. Endoluminal vacuum therapy using Endosponge is 
an endoscopic method to treat extraperitoneal anastomotic 
leakage following low anterior resections or Hartmann’s 
stump leakage in the lesser pelvis, at an early stage and 
with no reintervention. This tool consists of an open-pored 
sponge inserted into the cavity. A drainage tube fixed to 
a low vacuum drainage system is then connected to the 
sponge through the anus. Thus, it is realized a continuous 
drainage of the secretion and the sponge cleans away the 
fibrin coatings, reduces in size and cleans the cavity. When 
the cavity is approximately 1x0.5 cm large the Endosponge 
treatment is ended.

MethOdS: Between January 2005 and December 2014, 
14 patients with anastomotic leakage following low anterior 
resection were treated with transrectal VAC therapy at 
the University Hospital of Tor Vergata, Rome, and were 
prospectively evaluated. In all patients a CT-scan with 
rectal contrast was performed. All patients received an 
intravenous antibiotic therapy with piperacillin+tazobactam 
(4.5 g, 3 times/daily). Complete healing was defined as 
endoscopically proven closure of the insufficiency cavity with 
achievement of the normal mucosa level. No assessment 
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of quality of life by specific questionnaires was performed 
during or after the treatment.

reSULtS: Stapled straight end to end colorectal anastomoses 
were performed in all patients between 3 and 7 cm above 
the anal verge, a protective loop ileostomy was performed 
in every patients. The diagnosis of anastomotic leakage was 
performed after a median interval of 14 days (range 7-21), 
the median size of the cavity was 81x46 mm. Fluid collection 
was drained, percutaneosly in 10 cases, surgically in 4 
patients, three of these presented with a median size cavity 
of 80x55 mm and one patient a cavity of 15x15mm. The 
median duration of therapy was 35 days (range 16-51), with 
3-14 sponge exchanges for each patient. Median healing time 
was 37 days (range 19-55). No intraoperative complications 
were recorded. The Endo-VAC device was well tolerated by all 
patients and specific side effects during or after the therapy 
was not observed. However we found 5 cases of mild anal 
pain successfully treated medically.

cONcLUSiON: In summary, considering the European 
experience and our results, the Endosponge seems 
an effective minimally invasive procedure to treat 
extraperitoneal anastomotic leakage without reintervention, 
reducing morbidity and mortality among patients. However 
prospective randomized studies are needed to confirm 
these promising results.

rOLe OF the cObaLt radiOtheraPy VS LiNear 
acceLaratOr theraPy ON aNaStOMOSiS LeaK 
aFter rectaL LOw aNteriOr reSectiON
Devid Belalla, Arben Gjata, Nikollaq Kacani
Service of General and Digestive Surgery, University Hospital Center 
“Mother Teresa”, Tirana, University of Medicine, Tirana, Albania
bacKGrOUNd: Anastomose leak is one of the most 
important early complications after rectal cancer surgery, 
associated with high morbidity and mortality, as well as 
an increased local recurrence. The predisposal factors are 
numerous, and the role of some of them is still controversy.

aiM OF the StUdy: Evaluation of pre-operative radiation 
therapy, as a risk factor for anastomotic leakage.

PatieNtS aNd MethOdS: There were selected 327 
patients who had an anterior resection in elective surgery 
for a rectal carcinoma. All the patients were operated 
in IIIdClinic of Surgery at “Mother Teresa” Hospital from 
January 2003 to December 2015. 135 of them had a low 
anterior resection (LAR) and the other 192 had an anterior 
resection. This is a retrospective study. Chi squared test 
was used to evaluate statistical differences, and the P 

values <0.05 were considered statistically significant. 

reSULtS: 126 patientshad radiotherapy before surgery, 
50 of which had a LAR. In the other 201 patients, surgery 
was the first treatment modality, 83 of which had a LAR. 
We had an overall anastomose leakage of 7.95% or 26 
patients. The anastomose leak was found in 14 patients 
with LAR, 9 of which had radiation therapy before surgery. 
From the 12 patients with AR who had an anastomose leak 
6 had radiotherapy before surgery.

diScUSSiON aNd cONcLUSiONS: Radiation therapy may 
affect anastomotic healing and increase the risk of leak. 
This risk is higher in low anterior anastomoses where a 
protective stoma may be considered. A better evaluation 
and support of patients with preoperative radiotherapy 
is needed in order to diminish as much as possible the 
concomitant risk factors.

rectaL caNcer with SyNchrONOUS reSectabLe 
LiVer MetaStaSeS: what tO dO?
Arvin Dibra
Departement of Surgery, Faculty of Medicine, University of Medicine, 
Tirana, Albania
Patients with synchronous/metachronous colorectal liver 
metastases are approximately 30% of patients with rectal 
cancer disease. Several treatment options are available to deal 
with the various complications that may afflict these patients

Surgical resection is the procedure of choice in the curative 
treatment of liver metastases. The decision about the 
resection of liver metastases should consider the general 
operability of the patient, the intent for an R 0 situation, 
neoadjuvant chemotherapy or alternatives, the ability to 
eradicate extrahepatic tumour manifestations. Standard 
attentions should be reserved to the liver resection in terms 
of remnant volume, adequate vascular inflow and outflow 
as well as biliary drainage. Extrahepatic disease does not 
contraindicate hepatectomy for colorectal liver metastases 
provided a complete resection of both intra- and extrahepatic 
disease is feasible. Even in bilobar colorectal metastases in 
the liver, a complete tumour resection has been described. 
The type of resection (enucleation or anatomic resection) 
does not influence the recurrence rate. The surgeon’s 
experience influences the results significantly. Therefore, 
patients with colorectal liver metastases should be treated 
in centres with experience in liver surgery.

Literature shows that sex, age, stage of primary colorectal 
cancer, synchronous or metachronous appearance of 
metastases, or number of metastases could not predict 
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long-term prognosis. The predictive value factors seem to be 
the tumor size, a free resection margin, and no extrahepatic 
tumor. If it is possible to do a curative resection, liver surgery 
as it is the only treatment that can demonstrate long-term 
survival for approximately one-third of the patients, and it is 
the only possibility of a cure.

Scientific Session iV

Various

the rOLe OF brachytheraPy iN LOcaLLy 
adVaNced cerVicaL caNcer
Enes Hafizi, Agim Sallaku, Silvana Celiku, Orges Spahiu, 
Euglent Hoxha, Elvisa Kozma, Fatjona Kraja
Radiation Oncologist,Oncological Service, University Hospital Center 
“Mother Teresa”, Tirana, Albania
PUrPOSe: The purpose of this study was to determine 
locoregional control (LRC), disease-free survival (DFR), 
and toxicity of HDR BT in the treatment of locally advanced 
cervical cancer.

MethOdS aNd MateriaLS: Between May 2009-January 
2013, 140 patients with cervical cancer were treated: 
of these 119 (85%) patients had advanced disease (Figo 
Stage IIB-IVA). 21 patients had stage IB, 69 had stage II, 
40 had stage III and 10 had stage IVA disease. All patients 
were treated with a combination of external beam radiation 
therapy (EBRT) cobalt or linear accelerator to the pelvis 
50.4 Gy and 3 applications tandem-ring of HDR BT with 7 
Gy in high risk clinical tumor volume (HR CTV).

reSULtS: Clinical LRC was achieved in 98 (70%) patients. 
Three Year DFS rates were 75%, 67%, 61%, and 52% for 
patients with stage IB, II, III, and IVA disease respectively. 
Acute and late toxicities were within acceptable limitis.

cONcLUSiON: Locally advanced cervical cancer patients 
achieve excellent LRC and DFS with a combination of EBRT 
and HDR BT with acceptable toxitity.

ePideMiOLOGic PrOFiLe OF MaLiGNaNt MeLaNOMa 
iN aLbaNia, iN the PeriOd 2005-2013
Xhiliola Doçi1, Agim Sallaku2, Ermira Vasili3, Sonela Xinxo4, 
Irena Savo5

1 Department of Pathology, Durres Regional Hospital, Albania
2  University Hospital Center, “Mother Teresa”, Oncological Hospital, 

Tirana, Albania
3,4  University Hospital Center, “Mother Teresa”, Service of Dermatology, 

Tirana, Albania

4 Institute of Public Health, Tirana, Albania
5 American Hospital II, Department of Dermatology, Tirana, Albania
iNtrOdUctiON: Malignant melanoma of the skin (MM) 
derives from the malignant transformation of melanocytes. 
This very aggressive form of skin cancer, with a high 
capacity to metastasize aze It causes the highest rate 
of mortality related to skin cancers although this cancer 
represents only 2% of all tumours. In the recent decades 
the incidence of skin tumours and Malignant Melanoma 
has been in a steady rise in Europe and worldwide. Until the 
beginning of the 2000s, the incidence of MM in Europe has 
been rising in all age groups. In Albania MM registration has 
improved in the last decade. Aiming to project the profile 
of Malignant Melanoma in Albania, we conducted a study 
expanded in 9 years, from 2005 until 2013. The study was 
done with cooperation of the statistics departments of 
Oncologic Hospital. 

MethOdOLOGy: In the study were included included 
297 individuals diagnosed with Malignant Melanoma in 
the period 2005-2013, in Albania. The information was 
obtained from the Statistic Department of the Oncologic 
Hospital in the University Hospital Center “Mother Teresa”, 
during 2011-2014. To analyze the data of this cross 
sectional study was used SPSS 16.

reSULtS: The mean age of the patients diagnosed with 
Melanoma was 53.5 years, from which 163 were males 
(54.8%) and 134 (45.2%) were females. The disease was 
more frequent in males in all age groups, except the group 
age under 20, in which the disease predominated in females. 
The youngest age in which melanoma was diagnosed was 
10 years old, and the oldest 84 years old. In more then 70% 
the patients had reported an outdoor occupation. Melanoma 
was more often located in the thoracic, dorsal and scapular 
region, and less often in the scalp or other regions. A high 
percentage of the patients were diagnosed in the 2nd and 
4th stage of the disease. Surgical excision and excision + 
chemotherapy are the most often used therapeutic protocols 
used in the period 2005-2013.

diScUSSiON: Mean age of patients diagnosed with 
Malignant Melanoma in our study was 53.4 years old, 
without important differences among sexes. This finding 
is in concordance with results from other intrenational 
studies. In our study more then 80% of the patients 
diagnosed with Malignant melanoma are over 40 years 
of age which is found also in other relevant studies. In our 
study MM was more frequent among males (55%) then 
among females, whereas in studies from other countries 
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this trend is variable. Moreover the sex distribution of te 
disease varies according to age, with a predominance 
of the disease in females until 40 years, and a threfold 
predominance of the disease in males after 75 years of age. 
We believe that the rising incidence may be attributed to 
changes in people behaviour towards sun exposure, with 
more preferred recreational activities under the sun, or a 
rise in the frequentation of tanning salons but also partly to 
a better and earlier detection of melanoma.

cONcLUSiONS: Prevention is the best therapeutic 
approach for Malignant Melanoma. It very important to 
raise the awereness on negative sun exposure behaviours 
and positive protection behaviours. To raise the efficacy of 
prevention programmes more should be done to educate 
the population and chain of medical proffessionals in 
detecting this aggresive cancers in the early stages which 
profit more from the treatment. 

eVaLUatiON OF derMOScOPic criteria iN baSaL 
ceLL carciNOMa. a StUdy OF 172 caSeS
E. Shkodrani, E. Vasili, L. Kuneshka, A. Xhaja 
Clinic of Dermatology, University Hospital Center “Mother Teresa”, 
Tirana, Albania 
iNtrOdUctiON: Basal cell carcinoma (BCC) is the 
most frequent of all skin cancers in the white population. 
Dermoscopy is a method that improves diagnosis in 
pigmented and non-pigmented skin lesions, allowing early 
diagnosis, especially of incipient lesions. The classical 
dermoscopy algorithm for the diagnosis of BCC includes 
lack of pigment network and the presence of at least one of 
the following criteria: ulceration, maple-leaf like structure, 
blue-gray globules, blue-ovoid nests, arborizing vessels and 
spoke-wheel structures. The non-classical dermoscopic 
features of BCC include some criteria more frequently seen 
in superficial BCC such as pink-white areas, concentric 
structures, multiple erosions, multiple in-focus blue-gray 
dots and fine vessels.

aiM: The aim of this retrospective study was to evaluate 
the dermoscopic criteria of pigmented and non pignmented 
BCC, also to investigate the incidence of these criteria in 
different clinical and histopathological subtypes. 

MateriaL aNd MethOd: We undertook a retrospective 
study of the patients with the preeliminary diagnoses 
of BCC, without knowledge of the dermopathological 
diagnoses. 172 cases from April to November 2015 
entered the study. The evaluation of the dermoscopic 
criteria was performed by the dermoscopists at the 

Dermoscopy Unit at the Clinic of Dermatology of the 
University Hospital Center of Tirana. 

reSULtS aNd cONcLUSiONS: Based on the data of our 
study we concluded that the specific morphologic criteria 
used by Menzies et al valuable mainly for non pigmented 
Basal Cell Carcinoma, can also be seen in other clinical 
and histopathological subtypes of BCC. Blue globules, 
mapple leaf like pattern, blue-gray ovoid nests and blue-
grey areas were more commonly seen in pigmented BCC. 
Vascular structures and ulceration were observed in all 
dermatopathological subtypes but except fibrosing BCC.

the rOLe OF derMOScOPy iN the diaGNOSiS OF 
MeLaNOMa aNd diFFereNt NaiL diSOrderS
Monika Fida, Ermira Vasili
University Hospital Center “Mother Teresa” Tirana. Medical University 
of Tirana, Albania
iNtrOdUctiON: Dermoscopy is a non-invasive method 
very useful during the everyday practice in dermatology. 
It is also used for the evaluation of the nail apparatus 
alterations, which is often a diagnostic challange for 
dermatologists. A growing interest in the diagnosis and 
treatment of nail disorders transformed an area previously 
neglected by physicians into an attractive and necessary 
field of knowledge for dermatologists and resulted in the 
rapid progress of onychoscopy in the development of 
criterias for a well-founded assessment of nail diseases.

aiM: The aim of this presentation is to emphasise the role 
of dermoscopy in the diagnosis of Melanoma of the nail 
apparatus and nail disorders and to discuss their specific 
dermatoscopic features.

MethOdS: Some different case reports of patients who 
presented Melanoma and nail disorders. These cases were 
studied clinically and by dermatoscopy. Dermatoscopy was 
performed either to follow up. In cases in doubt diagnosis 
the biopsy was performed. 

reSULtS aNd diScUSSiON: Different pathologies of 
nails were detected and followed up by dermatoscopy: 
hemorrhagia, infection(onychomycosis, bacterial hiper-
pigmentation, subungual HPV infection) inflamatory hiper-
pigmentations, lentigo, onychotilomania, glomus tumor 
and melanoma. Specific dermoscopic features were 
observed in different nail disorders. Longitudinal brown to 
black parallel lines with irregular coloration and spacing, 
as well as Hutchinson sign were seen in nail matrix 
melanoma; “Jagged edge with spikes” and longitudinal 
striae of different colors were observed in the onycholytic 
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nail plate; a structureless zone with red to black dots and 
lines (hemorrhage) were seen in the subungual warts; 
longitudinal erythronychia, triangular onycholysis and 
blue spots were observed in glomus tumor. A pattern of 
clods is evident in subungual bleeding; brown or back 
lines are attributable to a nevus or if they are irregular, not 
parallel lines the diagnosis goes for melanoma.

cONcLUSiON: Dermatoscopy is very usefull during the 
everyday practice for the diagnosis of nail diseases and 
the early diagnosis of Melanoma. Used by an expert of 
dermatoscopy it can minimise the number of unneccesary 
biopsys and can make the correct follow up of the lesions.

aLbaNiaN terMiNaL PatieNt iN FrONt OF SOciaL 
aNd heaLth NetwOrK
Klara Mergo, Rudina Rama
Department of Social Worker and Social Policies, Faculty of Social 
Sciences, University of Tirana
Oncological diseases in Albania occupy the second place 
– after cardio-vascular diseases – of the population’s 
vulnerability. For this category of patients, the medical 
support policy is free of charge. The patient’s referral 
system begins with the family doctor and ends at “Mother 
Teresa” University Hospital Center in Tirana, near the 
specialized medical oncologists. The purpose of the 
article is to explore the civil service system towards 
the oncology patient up to the terminal stage of the 
disease. The used methodology is the qualitative one, by 
conducting interviews with key persons who provide with 
services, those who receive services and the intermediary 
institutions, as well as the literature review, including the 
legal framework. The processing of the data showed that 
medical care for the oncology patients takes different 
dimensions, but from the perspective of the patient it is 
not free of charge. The World Health Organization (WHO), 
with the term “health” defines “a state of complete 
physical, mental and social well-being and not merely 
the absence of ailment or weakness”. In our country 
there is a network of health services for patients with 
tumors which supports and treats them, but providing 
these services to them is still far from meeting the WHO 
definition. The policy of implementation programs for the 
oncology patient can rely on the philosophy of strengths 
and weaknesses because only in this way it will be able to 
grow, creating stories beginning “so we started.”

Key wOrdS: Oncology patient, Free of charge, Need for 
services, Refund, Health insurance

ecONOMic aNd SOciaL bOUNdarieS iN  
ONcOLOGy NUrSiNG MaNaGeMeNt deVeLOPMeNt 
iN aLbaNia
Ana Luca1, Artan Shkoza2, Helidon Nina3

1  General Head of Nursing, Service of Oncology, University Hospital 
Center “Mother Teresa”, Tirana, Albania

2  Department of Biomedical Sciences, Faculty of Medicine, University 
of Medicine, Tirana, Albania

3  Head of Surgery Unit, Service of Oncology, University Hospital 
Center “Mother Teresa”, Tirana, Albania

bacKGrOUNd: There are 28 member countries in 
European Union and 5 others are candidate to join the 
EU, where Albania is one of them. Albanian Ministry of 
Integration is focused on improving the legal and institutional 
framework in compliance with the membership criteria 
and recommendations of the European Union to improve 
the quality of health services. According to the Munich 
Declaration urged all relevant authorities “to strengthen 
nursing and midwifery by improving initial education 
and access to higher education” and called for “the 
establishment of the necessary legislative and regulatory 
framework”. One way of getting there is achieving 
compliance with European Union (EU) requirements for 
nursing and midwifery education. 

ObJectiVe: Understanding the situation of economic and 
social boundaries and what can be done in this regard. 

MethOdS: Through comparative data derived from 
studies, papers, documents, related to the development of 
nursing in European Union. 

reSULtS: A weak representation of Albanian Nursing 
among EU countries, A lack of nurses (women) 
empowerment as a result of low profile into society and the 
most important issue: Lack of Post-Registration Education 
and Career Paths; Specialist education, Advanced 
nursing practice, Masters, doctoral programs, Education, 
management, research in Oncology Field. 

cONcLUSiONS: The linkages between nurse associations, 
academic centers, and even individual health care 
institutions, create a framework of communication, 
exchange and mutual growth and development, which 
break down barriers and ignorance. 

PrOPOSaL: It’s a need to establish a Master Program in 
Nursing Oncology; Specialization in Nursing Oncology and 
raise the salary of nurses.
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NUrSiNG care MaNaGeMeNt iN OVariaN caNcer
Ana Luca1, Blerina Cenameri2, Adriatik Fype2, Marsela Bylyku3, 
Anila Dine4, Roland Jorgo5

1  General Head of Nursing, Service of Oncology, University Hospital 
Center “Mother Teresa”

2  Head of Nursing, Surgery Unit, Service of Oncology, University 
Hospital Center “Mother Teresa”, Tirana Albania

3  Head of Nursing, Gynecology Unit, Service of Oncology, University 
Hospital Center “Mother Teresa”, Tirana Albania

4  Head of Nursing, Chemotherapy Unit, Service of Oncology, 
University Hospital Center “Mother Teresa”, Tirana Albania

5  Head of Nursing, Radiotherapy Unit, Service of Oncology, University 
Hospital Center “Mother Teresa”, Tirana Albania 

bacKGrOUNd: Ovarian cancer is diagnosed annually 
in nearly a quarter of a million women globally, and is 
responsible for 140,000 deaths each year. In Albania 
according to the statistics there is rising data from year 
2013-2016. What a nurse actually do is giving the right 
nursing care throughout the time in hospital based on 
Nursing Assessment and Diagnosis, Patient Goals and 
Nursing Interventions. 

ObJectiVe: To bring awareness of the early warning signs 
of the disease that could save lives, through prevention 
campaigns.

MethOdS: Through comparative data took from the 
nursing files of the Gynecology Unit of the Oncology Service. 

reSULtS: Mostly of the women diagnosed with ovarian 
cancer did not took part any in prevention way, whether 
from their decision, or from the lack of medical campaigns 
in the place where they live. 

cONcLUSiONS: Awareness of the symptoms of ovarian 
cancer may enable women to receive an earlier diagnosis, 
when the disease is more easily treatable. 

PrOPOSaL: To announce a week of awareness including 
8th of May, the World Ovarian Cancer Day at midterm (three 
years), to create a project of women awareness through the 
primary care education implemented by nurses and led by 
doctors of the Oncology Service in collaboration with Health 
Ministry and other stakeholders. 

LUNG caNcer - tiMe tO diScUSS NUtritiON
Fico Albana A.1, Gerta Kacani2, Narvina Sinani3, Joana Hoxha4 
¹ Faculty of Medicine, University of Medicine, Tirana, Albania
² Faculty of Dentistry, University of Medicine, Tirana, Albania 
³ Pharmaceutical Division, University Hospital Center “Mother Teresa”, 
Tirana, Albania 

4 Oncology Department, University Hospital Center “Mother Teresa” 
Tirana, Albania 
Cancer poses a major threat to public health worldwide, 
with an increase of incidence rate especially in developing 
countries.

In 2013, TBL cancer was the leading cause for cancer death 
in men and women worldwide. 

Dietary factors have been proven to be related to the 
development of lung Ca despite important risk factors like 
smoking, air pollution, exposure to heavy metals etc. 

Dietary patterns with different constituents are closely 
related to different type of cancers. Vegetable, fruit, beef, 
and butter consumption have been implicated in lung 
cancer development.

In various multivariate analyses is shown that fruits, vegetable 
and sunflower oil remained as a protective factor, while 
rice, bread, liver, butter, white cheese, beef etc. remained 
as a risk factor for lung cancer. The mechanisms by which 
fruit and vegetable may act are not clearly understood yet. 
Vegetables and fruits consist of micronutrients that can 
interfere with detoxification enzymes and immune system, 
inhibit cell proliferation, induct cell differentiation, inhibit 
oncogene expression, induct cell-cycle arrest, apoptosis 
etc. These compounds consist of antioxidant micronutrients 
such as carotenoids as well as other anti-carcinogenic 
agents. In addition, flavonoids in vegetables, which scavenge 
free radicals, have been added to the list of protective 
compounds. Recent studies showed that phytoestrogens 
and glucosinolates hydrolysis products are other potential 
micronutrients in vegetables and fruits that may be preventive 
against cancer.

cONcLUSiONS: Up to date studies show that there is 
a consistency in the effect of nutrition with lung cancer 
development. 

Key wOrdS: Lung Ca development, Nutrition, Dietary factors

ONcOPLaStic breaSt aNd recONStrUctiVe 
SUrGery: the ONcOLOGicaL aNd aeSthetic 
PerSPectiVeS, FrOM cUrreNt KNOwLedGe tO 
New hOriZONS
Dimitrios Varvaras, Oreste Claudio Buonomo, Giuseppe 
Petrella
Division of Surgical Oncology, Department of Surgery, Tor Vergata 
University Hospital, Rome, Italy 
Early diagnosis and multi-modality treatment has resulted 
in prolonged survival of many patients with carcinoma 
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of breast. Improved survival means that they will live for 
much longer with the physical defect and the psychological 
problems of mastectomy. Mastectomy affects body image 
and feelings of attractiveness, leading to poor self-esteem, 
low self-confidence and introversion. A woman subsequently 
has to cope with the indignity and inconvenience of breast 
prosthesis, which serves as a constant reminder of the loss 
of her breast and resulting deformity(1). 

Breast reconstruction (BR) can help a women to feel whole 
again, re-establish body symmetry, eliminate the external 
prosthesis, diminish anxiety, increase wardrobe flexibility 
and the feeling of sexual attractiveness and improve sexual 
functioning. BR therefore plays a significant role in the 
woman’s physical, emotional and psycological recovery 
from breast cancer(2).

Historically, the goals of the BR were to improve the 
appearance when clothed and to avoid an external 
prostesis. Surgical advances and increased patient 
expectations have modified these goals. The current 
aim is to produce symmetry (of volume, of shape, of the 
submammary fold, of the nipple areola complex, in dynamic 
activities, during aging and weight changes) that satisfies 
the patient’s wishes within the limits of technical feasibility, 
while matching the remaining breast in terms of its contour, 
dimension and position. This may involve the use of own 
tissues, breast implants and the use of corrective surgery 
of the opposite breast. The evolution of the breast cancer 
surgery is focused on optimization of the balance between 
the oncologic radicality and the maximization of the 
cosmetic outcomes. The final goal of the BR is to achieve 
a pleasant and attractive breast that matches as much as 
possible what is considerated a “normal breast”.

It is on these concepts that we can better understand and 
explain the advances of breast cancer surgery from the 
radical mastectomy to the conservative mastectomies such 
as a Skin Sparing Mastectomy (SSM), Nipple-Areola Sparing 
Mastectomy (NAC-SM) and Skin Reducing Mastectomy 
(SSM tipy IV or SRM)(3).

Oncoplastic techniques for BR are becoming a new standard 
of care in the management of breast cancer patients. 
Immediate breast reconstruction (I-BR), at the time of the 
mastectomy, has become an accepted and oncologically 
safe procedure and offers is facilitated by SSM, NSM or SRM. 
They allow removal of the breast while preserving the skin 
envelope and the inframammary fold and thus ease breast 
reconstruction, provide a better cosmetic result without 
compromising the oncological result, and offers women 

a reprieve from the deforming effects of mastectomy(4,5,6). 
An immediate procedure also offers psychological, social, 
financial, and time-saving advantages. The ideal patient for 
an I-BR is a women with early stage breast cancer (Stage-I) 
undergoing conservative mastectomy the will likely not 
require radiation therapy.

There are many reconstructive methods available, using 
either autologous tissue (pedicled or free flap) flap or 
breast implants, each with its unique set of indications, 
contraindications, advantages, disadvantages and 
complications(7). Although contemporary techniques provide 
numerous options for postmastectomy reconstruction, 
the majority of women will elect to pursue implant-based 
reconstruction who involves a two-stage procedure 
using expanders and implants. I-BR using expanders or 
prostheses is less time-consuming than autologous tissue 
reconstruction and does not result in donor-site morbidity. 
Implant reconstruction may be applied in women with small 
or medium-sized and non-ptotic breasts but provides an 
inferior long-term cosmetic result while requiring a greater 
number of re-operations over the years. 

Recent advances in device assisted BR using biological 
matrices (Acellular Dermal or Pericardium Matrix), derived 
from the human dermis, porcine dermis, bovine dermis or 
bovine pericardium have facilitated total coverage of the 
implant without the morbidity of the muscle dissection, 
while controlling the submuscular pocket against device 
migration laterally, superiorly, or inferiorly. The use of the 
biological matrices permits surgeons to create a modified, 
dual-plane approach to give patients excellent aesthetic 
outcomes with natural appearing breast ptosis and stable, 
allows the use of a large implant volume, improves lower 
pole projection, defined inframammary folds, while covering 
the implant with vascularized tissue in the inferolateral 
aspect to prevent implant exposure in the event of wound 
dehiscence. The key element to success using a biological 
matrix in the lower pole is to use material that does not 
elicit a negative reaction in the patient, such as abnormal 
inflammation or a foreing body response that may lead to 
subsequent device associated complicaations, including 
capsular contracture or device exposure and extrusion(8,9). 

BR after mastectomy is oncologically safe and is associated 
with high satisfaction and improved psychosocial 
outcomes(10,11,12). It is important that the surgeons who 
handle breast malignancies look at the psychological and 
cosmetic aspects without compromising the oncologic 
principles of surgery in carcinoma of the breast. The use 
of Acellular Dermal or Pericardium Matrix for coverage 
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of the lower pole in I-BR rappresents a versatile and valid 
option in patients undergoing conservative mastectomies, 
if not radiated or planned for radiotherapy, with very good 
aesthetic results, low complication rates, and high patients 
satisfaction(13,14,15). 

Subspecialist training in breast surgery should incorporate 
oncological surgery as well as reconstructive and esthetic 
surgery. For several reasons, the present author prefers the 
individual surgeon who is ex- perienced in both disciplines 
(e.g. availability, preoperative planning). However, not 
all surgeons are trained in oncological and plastic breast 
surgery, close collaboration thus being necessary between 
oncological and reconstructive surgeons.
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abStract 
PUrPOSe: The aim of this study is to analyze tissue reaction 
after implantation of three different types of mini-silicone 
sub-cutaneous round prosthesis (smooth, texturized and 
polyurethane) with and without an envelope of APMs, using 
a rat experimental model.

MethOdS: One hundred eighty six female Wistar rats 
divided into 13 groups went through an experimental 
procedure split into three phases: the 1st phase consisted 
of implanting and controlling of APMs; the 2nd one involved 
implanting smooth, texturized, polyurethane silicone 
prostheses; the 3rd and last phase included the use of APMs 
completely enveloped with silicone prostheses. 

reSULtS: At 3, 6 and 24 weeks postoperatively, the 
samples were explanted and subjected to clinical, 
histological and immunohistochemical evaluation with 
excellent outcome.

cONcLUSiON: Our subcutaneous biological complete 
wrapping approach perfectly met the criteria of efficacy and 
safety in our animal model. 
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Key wOrdS: Breast Reconstruction, Implants, Total wrapping 
of implants, Acellular Pericardium Matrix, Subcutaneous 
approach, Capsular contracture

introduction
Breast cancer (BC) remains the most frequent diagnosed 
malignancy in Western and developed countries and is a 
major cause of illness in women, with an estimated incidence 
of 300.000 new cases diagnosed in 2013(1,2). In recent years 
BC was the most common cancer amongst Italian women, 
with 48.000 new diagnosed cases(3). Approximately 
35-40% of women diagnosed with BC undergo a total 
mastectomy, a trend that is in constant increase. Less than 
33% of the patients who meet the criteria undergo breast 
reconstruction (BR) after mastectomy(4). 

Early detection and identification of subjects at high risk for 
developing cancer in familial-hereditary status have largely 
contributed to increase life expectancy (overall survival – 
OS) and the disease-free survival (DFS). Oncological and 
breast studies are now moving their efforts on how to 
ameliorate the patients’ quality of life (QoL). This is quite 
a delicate process is closely connected to the patient’s 
individual body image and integrity; not to mention that, BC 
treatment often leads to mutilation and destruction of breast 
shape, with additional consequences on self-esteem. For 
this reason, in women treated with mastectomy, BR has 
become an essential element of the entire therapeutic 
procedure, being requested by an increasingly large number 
of patients, as the goal of BR is to restore the patient’s body 
image, to improve femininity and maintain the QoL without 
affecting the prognosis or the detection of recurrences. 

BR can be performed with the use of either implants 
or autologous tissue. The choice of either technique is 
dictated by a variety of factors but the final decision is often 
made in accordance with the patient’s preference. The 
first option for an implant-based BR (IB-BR) includes a two-
stage reconstruction with a tissue expander, followed by a 
permanent implant and most of the time with intervening 
adjuvant therapy - a process referred as delayed breast 
reconstruction (D-BR). Another alternative is an immediate-
at the time of the mastectomy- single stage reconstruction 
with an implant (IIB-BR) and the last one is a reconstruction 
with the combination of implant and autologous tissue. 
Immediate breast reconstruction has been in constant 
increase since 2005 with an associated rise in implant-
based reconstruction(5). Prosthetic BR has the advantages 
of shorter procedure time, hospital stay and recovery as 
well as being less expensive(6) and more importantly it 

does not set the requirement to get an additional donor site 
associated with an autologous reconstruction(7). The IIB-
BR, compared to the reconstruction in two stages, allows 
an immediate aesthetic result, improving the patient’s 
compliance, and attains total restoration of mammary 
volume and shape(8); nevertheless, it is appropriate for a 
small number of patients with a smallbreast and absence 
of ptosis, good quality of skin and muscle tissue, that will 
definitely allow an immediate placement of the implant. The 
disadvantage of the IIB-BR approach is that the aesthetic 
outcome does not tend to be as good as after a two-stage 
reconstruction and, in a many cases, a second procedure 
may be necessary. 

Biological meshes are medical devices designed for local 
implantation, which provide soft tissue reinforcement. 
Surgical breast reconstruction (BR) is a standard 
approach typically performed in women after mastectomy 
treatment for breast cancer (BC). While autologous BR is 
still considered the procedure of choice for immediate BR 
(I-BR), there has been a shift towards implant-based BR 
(IB-BR) during the past few years. The proven safety of 
silicone breast implants and the development of biological 
matrices have contributed to the growing popularity of the 
immediate IB-BR (IIB-BR) approach. In IB-BR, the implant 
is typically sited in a sub-pectoral pocket; no tissue from 
the pectoral muscle is usually available in the lower lateral 
part to provide additional cover or to support the implant 
itself. This can lead to increased implant palpability with a 
lack of support and subsequent skin erosion and capsular 
contracture (CC). CC is described as the formation of a 
fibrous capsule around the implant, which may contract 
and compress the implant as it progressively thickens, 
resulting in a hard breast with deformed contouring of the 
surrounding skin. The introduction of a biological mesh 
into breast surgery has contributed to resolve surgical 
restrictions in IB-BR, as it allows the surgeon to cover the 
implant even when native skin cover is insufficient. Based 
on clinical and experimental data, the use of a biological 
mesh as a sheath around implants may lead to lesser 
capsular contracture acting. 

Breast implants are two types, saline and silicone gel; 
they have an outside shell made from solid silicone and 
can be either smooth or textured. Each type of implant 
can be round shape or anatomically adaptive. The human 
body’s immune response to a surgically installed foreign 
object-breast implant is to contain it with scar tissue 
capsules of tightly bonded collagen fibers, in order to 
maintain the integrity of the human body by isolating the 
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foreign object, and so to tolerate its presence. This normal 
capsular tissue cover is the key point of the treatment in 
terms of actual treatment. It closes off and grants the 
right position onto the body. Unfortunately, the body 
reaction can be aggressive and form stiffer and thicker 
capsules. In some cases, this may be associated with 
pain, soft tissue irritation via capsular contracture (CC) 
and lead, from a cosmetic point of view, to an undesirable 
appearance to the breast(9). CC is the most common 
complication associated with IB-BR after mastectomy 
for cancer (21.8% at 1 year and 34% at 5 years)(10) and 
its occurrence is multifactorial. CC rates in IIB-BR have 
been reported to oscillate between 20%(11) to 40.4%(12). 
Additional corrective surgeries may be required to remove 
the capsule, resulting in amplified costs for the patient and 
the healthcare system. Based on clinical and experimental 
data, the use of acellular pericardial matrices (APMs) for 
IB-BR appears to be associated with a lower incidence of 
CC compared to standard reconstruction. APMs are made 
of extracellular matrix (ECM) proteins and they work as 
a useful structure for migration, adhesion and cellular 
proliferation. It follows the developing of connective 
tissue(13,14). 

Methods
Animals

One hundred and eighty-six adult female Wistar rats, 
each of them weighing 180-220 g, were purchased from 
the “Harlan Laboratories, Italy”. The rats were randomly 
numbered and divided into thirteen groups, twelve study 
groups of 15 rats each and one control group of 6 rats. 

Implantation materials

For this study, three different types of biological meshes 
were used. Bioripar “Dry” (BRD) and Bioripar “Wet” 
(BRW) - was fabricated by ASSUT-EUROPE (Rome, Italy). 
Tutomesh (TM) was fabricated by Tutogen Medical Gmbh 
(Neunkirchen am Brand, Germany) and were purchased 
from ASSUT-EROPE (Rome, Italy). In total, we used five TM, 
five BRW and two BRD meshes. The BRD mesh has been 
abbandoned and not been utilized during phase 3 because 
of its reduced practicality (increased rigidity-low flexibility 
make hard surgical maneuvers) (Table 1 and Figure 1). For 
this study, one hundred thirty five silicone gel-filled mini-
prosthetic devices, fabricated by SILIMED-TM (Company, 
São Paulo, Brazil) and purchased from VEDISE-HOSPITAL 
(Rome, Italy), we used. The prostheses were of three 
different types: smooth (S), textured (T) and polyurethane 
(P) (Table 2 and Figure 2). 

brand Name/
Manufacturer

bioripar 
“dry” 

(aSSUt 
europe, 
rome, 
italy)

bioripar 
“wet” 

(aSSUt 
europe, 
rome, 
italy)

tutomesh® 
(tutogen 
Medical 
Gmbh, 

Nümberg, 
Germany)

Species of 
Origin

Xenogenic Xenogenic Xenogenic

animal 
and tissue 
Source 

Adult 
Bovine 

Pericardi-
um

Adult 
Bovine Peri-

cardium

Adult Bovine 
Pericardium

collagen I

decellulariza-
tion process-
ing

a.

a.

n.a.

cross-linker None None None

Need for 
refrigeration 

NO NO NO

rehydrata-
tion require-
ment

Yes NO Yes

Sterilization 
method

Salt  
solution

g-irradiation g-irradiation

thickness 0.2-0.6mm 0.4-0.7mm 0.5 mm

a.: available, n.a.: not available, mm: millimeter

table 1: Overview of biological meshes used.

Figure 1: Biological APMs used. (A) Tutomesh®; (B) 
Bioripar® “Dry”; (C) Bioripar® “Wet”.
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brand Name/
Manufacturer

SiLiMed-tM  
(company, São Paulo, brazil)

Type Smooth Textured Polyurethane

Round-based 
|<__>|

2.0 x 0.85 
cm

2.2 x 0.85 
cm

2.3 x 0.85 cm

Volume (VOL) 2 cm3

table 2: Details of Gel Filled mini prostheses used.

Figure 2: SILIMED Gel Filled mini-prosthesis used. (A) 
Smooth; (B) Textured; (C) Polyurethane.

Experimental groups

As previously described, thirteen groups of rats were 
evaluated in this study:

1.  One Control Group: 6 animals were randomized to receive 
one surgical procedure only;

2.  Three Mesh Groups: 45 animals were randomized to 
receive only a biological mesh - divided in three groups 
each of which consisted of 15 rats (Mesh Group BRD, 
Mesh Group BRW and Mesh Group TM);

3.  Three Prosthesis Groups: 45 animals were randomized 
to receive only a silicone gel-filled mini-prosthesis –
divided into three groups each which consisted of 15 
rats (Smooth Prosthesis Group (SPG), Texture Prosthesis 
Group (TPG) and Polyurethane Prosthesis Group);

4.  Three Prosthesis-Bio-repair “Wet” Groups: 45 animals 
were randomized to receive silicone gel filled mini-
prosthesis with an overlay of a Bio-repair “Wet” 
biological mesh, divided into three groups each of which 
consisted of 15 rats (Smooth Prosthesis-Bio-repair “Wet” 
Group, Texture Prosthesis-Bio-repair “Wet” Group and 
Polyurethane-Bio-repair “Wet” Group); 

5.  Three Prosthesis-Tutomesh Groups: 45 rats were 
randomized to receive silicone gel filled mini-prosthesis 
with an overlay of a Tutomesh biological mesh-divided 
into three groups each of which consisted of 15 rats 
(Smooth Prothesis-Tutomesh Group, Texture Prothesis-
Tutomsh Group and Polyurethane-Tutomsh Group). 

Each group of animals was randomly split into three 
subgroups of 2 rats for the Control Group and 5 animals 

for the experimental groups. The animals were sacrificed at 
the following time: 3, 6 and 24 weeks.

Surgical Procedures
All surgical procedures were performed under general 
anesthesia. Each animal was anaesthetized by intra-
abdominal injection of tiletamine/zolazepam (50 mg/Kg) 
(Zoletil 100, Virbac, Italy) associated to xylazine (15mg/
Kg) (Rompun, Bayer, Italy). Under anesthesia, each animal 
was placed in the prone position. After epilation of the 
dorsum, the skin was disinfected with a povidone-iodine 
solution. The surgical sites were located 3 cm above the 
hind limbs insertion in the lumbar region. After making a 4 
cm transverse skin incision, a tunnel was created above the 
panniculus carnosus, up to the shoulder blades. The fascia 
was kept intact. The defects were randomly assigned to 
receive mesh or mini-prosthesis or mini-prosthesis and 
mesh. A 7x3 cm mesh was placed into the tunnel, in the 
rats of mesh groups. In the rats belonging to the groups 
of mini-prosthesis, with or without mesh, the device was 
inserted through the incision and placed into a pocket 
between scapulae, approximately 3 cm apart from the 
incision. The overlying subcutaneous tissue and skin were 
closed using skin staplers (ApposeTM -Single Use Skin 
Stapler- COVIDIEN PRODUCTS by Medronic, Regular Staple 
-width/crow 4.8 mm and leg length 3.4 mm) (Figure 3). 

Figure 3: Surgical procedures. (A) epilation on the dorsum; 
(B) surgical site located 3 cm above the lumbar region; (C) 
placement the mesh in the panniculus carnosus of the rats 
of mesh groups; (D) the overlying subcutaneous tissue and 
skin were closed using skin staplers.

ethics Statements
This study was performed at the Station for Animal 
Technology (SAT) of the Tor Vergata University of Rome, 
Italy. The experimental protocol was approved by the 
Institutional Animal Care and Use Committee in according 
to the Legislative Decree (L.D.) 116/92. All surgical 
procedures and animal handling were conducted in 
accordance with the guidelines of the Guide for Care and Use 
of Laboratory Animals – 8th Edition, released by the Institute 
for Laboratory Animal Research (National Academies 
Press, 2011) and according to the ethical principles of the 
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National Committee of Bioethics (Comitato Nazionale per la 
Bioetica - CNB) Veterinarian security & safety management, 
according and due to art. 6 of the L.D. 116/92.

Postoperative care
Animals were housed under standard cage condition 
of light-dark cycles (12/12h) and food-water access ad 
libitum. Ambient temperature was of 20-/+2°C, relative 
air humidity was approx. 5.5%. Gross visual observations 
were made daily recording general condition parameters 
(appearance, attitude, appetite, and hydration), body weight 
and food consumption, as well as the surgical incision 
site for clinical signs of infection, seroma, hematoma, 
staples breakdown, wound dehiscence, position of the 
implants, mesh rejection, erosion and exposure of the mini-
prostheses. After 14 days we evaluated the incision healing 
process and we removed the staple using an appropriate 
skin staple remover (removal staple time: 14 days). 

Experimental Time Table 

The interventions have been chronologically set up into 
three phases. 

Phase 1 - Control Group and Implanting of APMs alone 
(Figure-4):
•  Group 1: Control Group - 6 rats;
•  Group 2: Mesh A Group (BRD) - 15 rats;
•  Group 3: Mesh B Group (TM) - 15 rats;
•  Group 4: Mesh Group C (BRW) - 15 rats.

Figure 4: Control Group and Implanting of APMs alone. (A-C) 
Implant sequence of the single biological mesh.

Phase 2 - Implanting of Silicone Prostheses only (smooth, 
texturized and polyurethane silicone prostheses) (Figure-5):
•  Group 5: Smooth silicone prostheses Group - 15rats;
•  Group 6: Texturized silicone prostheses Group - 15 rats;
•  Group 7: Polyurethane silicone prostheses Group - 15 rats.

Figure 5: Implanting of polyurethane silicon prostheses 
alone. (A-C) Implant sequence of the single prostheses.

Phase 3 - Implanting of Silicone Prostheses totally covered 
with Type B & C Biological Mesh: Groups 8, 9, 10, 11, 12, 
13 (Figures 6 and 7).
•  Group 8: Smooth silicone prostheses Group totally 

covered by mesh B - 15 rats;
•  Group 9: Texturized silicone prostheses Group totally 

covered by mesh B -15 rats;
•  Group 10: Polyurethane silicone prostheses Group totally 

covered by mesh B - 15 rats.
•  Group 11: Smooth silicone prostheses Group totally 

covered by mesh C - 15rats;
•  Group 12: Texturized silicone prostheses Group totally 

covered by mesh C - 15 rats;
•  Group 13: Polyurethane silicone prostheses Group totally 

covered by mesh C - 15 rats.

Figure 6: Representative diagram of groups with silicone 
prostheses covered entirely with APMs.
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Figure 7: Implanting of silicone prostheses covered entirely 
with APMs. (A) Silicone prostheses totally covered with 
APMs before the implantation; (B) placement the prostheses 
in the dorsal region of the rats.

All animals/group were sacrificed at 3, 6 and 24 weeks 
after surgical procedure.

Macroscopic examination
Before sacrifice, each animal was examined by inspection for 
evidence of epidermal ulceration and dermal inflammation. 
At the time of sacrifice, rats were examined for evidence 
of seroma and eventual implant infection before sampling. 

histopathologic examination 
For tissue evaluation, biological mesh or silicone 
prostheses alone or covered by mesh were removed “en-
bloc” including overhead skin. For sampling, the mesh, 
together with at least 3 cm of surrounding tissue, the 
fascia-capsule and the skin-capsule, were harvested 
and stored for histopathological processing. Retrieved 
samples with a 2-cm piece of surrounding tissue were 
trimmed and fixed in neutral buffered formaldehyde for 
48 hours and then embedded in paraffin for histological 
evaluation (Figure 8).

Figure 8: Silicone prostheses covered by mesh removed “en-
bloc” including overhead skin at 24 weeks of explanation. 
(A) dorsal region before the removal; (B) dorsal region after 
the removal; (C) the samples including the mesh, graft host 
tissue interface and adjacent host tissue with panniculus 
carnosus, subcutaneous tissue, skin and silicon prostheses.

Rats were dissected, skin and fascia were removed, 
and the axillary lymph nodes (AxLNs) were obtained for 
histopathological processing.

The purpose of this trial was to evaluate the development of 
phenomena, such as: 

•  Epidermal and dermal changes (epidermal ulceration, 
epidermal thickness, dermal inflammation, dermal 
collagen changes);

•  Nature of host response (incorporation, encapsulation, 
resorption, rejection and mixed response);

•  Inflammatory reactions, both acute and chronic, of a 
foreign body;

•  Peri-prostheses capsule changes (composition, capsule 
thickness);

•  Vascular changes and Neovascularization. 

blood collection from the Orbital Sinus
In this study we also evaluated the blood reaction referred to 
the different types of mesh and implants (single biological 
mesh, single silicone prostheses, silicone prostheses 
totally covered by biological mesh). For this reason, blood 
collection was obtained after retro-orbital sinus puncture 
under general anesthesia.

For determination of haematological parameters, 20 μl of 
whole blood was collected in K2EDTA micro-vacutainers 
(Boston, Dickinson and Company, USA) and the samples 
were analysed using the commercially available automated 
cell counter “Drew3” (BPC BioSed, Italy). For cyto-
morphological examination, each sample from peripheral 
blood smears was prepared using the differential staining 
Diff-Quick (Dade SpA, Italy) and analysed under optical 
microscopy. For serum protein electrophoresis blood 
samples were collected in SST micro-vacutainers (Serum 
Separator Tube; Boston, Dickinson and Company) and 
centrifuged in a micro-centrifuge (5415R model; Eppendorf, 
Italy) at 13.000 rpm for 7 mins so as to isolate the serum 
and applied to cellulose polvacetate electrophoresis strips, 
for the automatic analyser Simply Phor (BPC BioSed, Italy). 

discussion
The aim of this in vivo protocol was to study, in a prospective 
way, the feasibility, tolerability and safety of a single BR 
treatment, using a biological mesh totally covering a 
silicone prostheses positioned under skin and over muscle. 
To the best of our knowledge, this is the first report on an 
experimental complete wrapping of three different types 
of silicone gel-filled implants with a two different types of 
APMs. The acellular matrices are opening the way for a new 
approach to I-IBBR and the customization of treatment. 
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trial Status: This study has been completed.
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iMMediate breaSt recONStrUctiON with 
biOLOGicaL MeSh tOwardS twO-StaGe 
recONStrUctiON with tiSSUe eXPaNder: 
reSULtS cOMPariSON
Buonomo O.C., Varvaras D., Novelli G., Granai A.V., Vanni G., 
Orsaria P., Petrella G.
Department of Experimental Medicine and Surgery, University of 
Rome Tor Vergata Rome Italy.
abStract 
ObJectiVe: Nipple-sparing mastectomy with immediate 
breast reconstruction may minimise body image disturbance 
in oncological patient treated for breast cancer. We 
assessed and compared immediate breast reconstruction 
using definitive prothesis and biological mesh with breast 
recontruction using tissue expander in terms of oncological 
safety, surgical complications, final aesthetic outcomes, 
quality of life and overall wellness. Further, we assessed the 
biological mesh safety considering the tissue inflammatory 
response and the tissue integration.

MethOdS: We enrolled 40 patients in our study. All 
patients enrolled were monitored by review of medical 
records, photografic evaluation, MRI and surgical biopsy (in 
patients included in the OTP protocol - 20 patients). They 
further completed the BREAST-Q-(1,2). 

reSULtS: The patients treated according to the OTP 
protocol did not present metastasis and/or local recurrence. 
OTP protocol has not statistically significant difference 
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of surgical complications compared to DTP protocol and 
demostrated higher aesthetic outcome, overall satisfaction 
without increasing periprothesic inflammatory response.

cONcLUSiONS: Immediate breast reconstruction with 
definitive prosthesis and acellular biological mesh (ADM), 
turns out to be a good therapeutic alternative to breast 
reconstruction with expander. Through careful selection of 
patients is a safe protocol from the oncology point of view 
and that provides good aesthetic results without increasing 
the rate post-operative complications and inflammation 
nonspecific in periprosthetic tissues.

introduction
Breast cancer is the most common cancer among women 
with a lifetime risk of one in eight(3).

One of the main aspects of this cancer is that it affects a 
visible part of the body, emblem of three fundamental roles 
of a woman’s life: femininity, sexuality and motherhood. 

What we aim to do is to set our sights on the psychological 
impact.

Patients face mastectomy with the awareness to see 
mutilated their body shape. Such a change, in addition to 
the impairing quality of life, the sexual intimacy and not least 
the fear of cancer itself, could create a clinical depression 
and no confidence in future.

Currently, oncological safety associated with an optimum 
aesthetic result is the goal of modern breast surgery(4). 

The best combination of oncological results, aesthetic 
outcomes and psychological impact outcome seem to be 
the immediate breast reconstruction after conservative 
mastectomy. This could be done using a biological 
mesh (ADM - Acellular dermal matrix) as extension of 
pectoral muscle to create a fold to position the definitive 
prosthesis(5). 

This technique is well described in literature, however the “level 
of evidence” of its safety and efficacy remain insufficient(6).

Our purpose is to analyse the outcome of two different 
therapeutic approaches. 

The first one is the reconstruction in two stages through the 
use of tissue expander and definitive prosthesis. 

The second one is the immediate breast reconstruction 
with final prosthesis using biological meshes as expander 
of pectoral muscle. 

We need to assess which one turns out to be the most 
effective for the overall healing process for the women 
undergoing a breast reconstruction considering the 
above factors: oncological safety, surgical complications, 

subjective perception of reconstructed breast and overall 
psychological wellness.

Methods - Objectives of the study
The first objective of our study was the comparison of two 
different techniques in the immediate breast reconstruction 
(OTP protocol - One Time Projection). We used a biological 
mesh (ADM) Surgimend® or Tutomesh® in NAC-Sparing 
Mastectomy, compared with the second stage breast 
reconstruction, after positioning a tissue expander in 
Modified Radical Mastectomy and replacing it in a second 
surgical time with the definitive prosthesis (DTP protocol - 
Dual time Projection).

We evaluated and compared the oncological safety, 
surgical complications, final aesthetic outcomes of breast 
reconstruction, quality of life and overall wellness.

The second objective was to evaluate the mesh safety 
considering the tissue inflammatory response and the 
tissue integration (Host to Implant Interaction).

eligibility criteria
Inclusion criteria

• Breast cancer at Tis-T1-T2 stage (<3cm)
• Patients aged between 20 and 65 years old
• BMI <30
•  Patients who have signed the consent for all the 

procedures related to the study

Exclusion criteria

• Smoking
• Diabetes mellitus
• Systemic connective tissue disease 
• BMI ≥30
• Patients undergoing chest radiation therapy 

Patients that reflected the eligibility criteria were enrolled 
for modified radical mastectomy with second stage 
reconstruction and NAC-Sparing Mastectomy with 
immediate breast reconstruction performed in Policlinico 
Tor Vergata, from February 2013 to December 2015.

02 ABSTRACTS.indd   38 1/3/17   9:40 AM



Supplement, January 2017

39

We enrolled 40 patients stratified into two groups:

Group 1: DTP protocol. Two-stage breast reconstruction. 
Modified radical mastectomy and tissue expander.

Group 2: OTP protocol. Immediate breast reconstruction. 
NAC sparing mastectomy and definitive prosthesis.

This group was further stratified:

• Arm 1: Biological Mesh Surgimend® (7 patients)

• Arm 2: Biological Mesh Tutomesh® (13 patients)

All patients enrolled in the study were monitored with regard 
to oncologic relapse, incidence rates of short and long term 
surgical complications, aesthetic outcome.

The follow-up was based on review of medical records, 
MRI and surgical biopsy of mesh in a minimum time of six 
months since surgery.

Second surgery in local or general anaesthesia has been 
reported as complication.

The aesthetic outcome assessment was based on both 
pre and postoperative photographic evidence to analyse 
either the symmetry between the reconstructed breast 
and the controlateral or the symmetry between the two 
reconstructed breasts, the nipple-areola complex and 
breast anterior projection.

We measured the inframammary fold, the symmetry of the 
nipple-areola complex, the profile of the upper/lower pole.

Furthermore we had to evaluate the breast ptosis and 
the filling of the lower pole, so we analysed the aesthetic 
outcome considering the MRI angle between the chest wall 
and the lower edge of the prothesis in a sagittal projection 
through the nipple.

Moreover we considered further comparative parameters 
between the two protocols, such as the overall satisfaction 
regarding the treatment, aesthetic surgical outcome, 
quality of life and overall psychological wellness of women 
undergoing breast reconstruction post-mastectomy 
through completing the BREAST-Q-(7,8).

In patients included in the OTP protocol, the MRI follow-
up allowed us to evaluate the presence of a possible non-
specific inflammatory response induced by additional 
foreign body (ADM). We compared only the implants through 
the analysis of the periprosthetic tissue and hyperintensity 
on T2-weighted sequences and SPIR.

A surgical mesh biopsy was performed in a minimum time 
of 6 months to assess the inflammatory infiltrate. 

Surgimend® tutomesh®
controlli 

(dtP)

Total patients 7 13 20

Unilateral(%) 40 20 66,66

Bilateral(%) 60 80 33,33

Total Reconstruction 10 18 28

Mean values

Age 49,00 52,00 50,80

BMI (Kg/m2) 25,37 24,55 25,06

Breast (cc) 295,00 299,50 302,50

Implant (cc) 405,83 424,17 325,30

Operating time(min) 280,00 240,83 230,00

Postop recovery 6,50 7,03 7,10

Drainage at 3rd day 280,00 240,83 215,50

Hb at time of admit 
(mg/dl)

440,00 262,50 251,40

Hb at discharge 
(mg/dl)

14,78 12,30 13,29

Diabetes (%) 12,00 10,15 10,89

Hypertension (%) 0,00 16,66 0,00

Smoking status

Current smokers 0 0 5,1

Fomer Smokers 20 14,28 20,3

Never smokers 80 85,72 74,6

Mean follow-up time 4,75 5,16 7,02

results
The mean age was 50.8 years (range between the different 
groups from 29 to 79 years).

Mean BMI (Body Mass Index) was 24 kg/m2.

Prophylactic mastectomy was performed in 4.5% of 
cases and 95.5% in the therapeutic in OTP protocol, and 
therapeutic in 100% cases in DTP protocol.

The operating time was in OTP protocol was a mean 
value of 260.42 min and an 230 minutes in DTP Protocol. 
Time of the postop recovery was mean value 6.5 days in 
Surgimend® group; 7.03 days in Tutomesh® group and 
7.10 days in the control group (DTP protocol).

The amount of drainage was significantly higher in the OTP 
protocol, particularly in Surgimend® arm (440 cc at 3rd day).

The average loss of hemoglobin was 2.44 mg/dl in different 
study groups.
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Oncological Safety

The patients treated according to the OTP protocol did not 
present metastasis and/or local recurrence at a minimum 
follow-up of 6 months.

Patients treated according DTP protocol, have presented 
local recurrence in two patients (1.3% of patients).

Surgical complications

We’ve found, mainly in patients with more comorbidities, 
infections, surgical wound dehiscence, hematoma, delayed 
removal of drainages and malposition of implant.

Cases of dehiscence/infection with bilateral implant 
exposure were seen in all groups: 1 case in Surgimend® 
group, 3 cases in Tutomesh® group and 2 cases in the 
control group (DTP protocol) 6 cases in total that cause 
loss of implant.

Minor wound dehiscence with healing within one month 
was observed in 1 case in Surgimend® group, 3 cases in 
Tutomesh® group and 3 cases in the control group - DTP for 
a total of 7 patients.

Mean value of surgical postop complications was 8% in OTP 
protocol against 2.2% in the DTP protocol, non-statistically 
significant (p-value=0.28).

The implant removal rate was similar in the groups.

Cases of haematomas have been reported 1 case in 
Surgimend® group, 2 cases in Tutomesh® group and 1 
case in the control group - DTP for a total of 4 cases.

5 patients in the control group - DTP showed asymmetry of 
the inframammary fold.

At the moment, no cases of Seroma or Capsular contracture 
has been reported in our cases.

94.6% of patients undergoing immediate reconstruction 
removed the postoperative drainage, both intra- and extra 
tascal over 20 days, compared to 8.6% of the patients 
threated with DTP protocol.

Speaking of other complications, there have been fewer 
revision surgeries for implant malposition or asymmetry in 
the OTP protocol than the DTP protocol (2.7% versus 8.3%, 
respectively; p-value=0.05)

The mean follow-up was 36.2±5.2 months. The difference 
between the two groups was not statistically significant 
(log rank test, p-value=0.53) considering global surgical 
revision rates.

Aesthetic outcome

The mean implant volume compared to initial volume of the 
breast was significantly higher in the protocol OTP instead of 
DTP Protocol (about 415cc against 325cc; p-value=0.01).

The rate of symmetrization procedures on the contralateral 
breast was lower in the protocol OTP compared to DTP 
protocol (46% vs. 61%; p-value = 0.1).

To standardize the final aesthetic surgical outcome we 
used postoperative photographic evaluation analyzing:
• Symmetry between breasts
• Symmetry of the nipple areola complex
• Rappresentation of upper and lower pole

Surgeon assigned a judgement, on a scale from 1 (very 
poor) to 5 (very good), for each reconstruction evaluating 
these parameters and simultaneously we asked the patient 
to give his opinion regarding easier parameters, such as:
• Symmetry
• Volume
• Form

The scores we obtained were converted to percentage and 
compared in two different protocols.

In surgeon judgement, on average, 56% of cases the result 
was very good in immediate breast reconstruction against 
31% of the DTP protocol.

In patient judgment, on average, in 73% of cases the result 
has been very good in the OTP protocol against 40% in DTP 
protocol.

Surgeon 
judgement

Symmetry 
between 
breast

Symmetry 
of the nipple 

areola 
complex

rappresentation 
of upper and 
lower pole

OTP 
Protocol

3 (satisfying)= 
12% 

4 (good)= 
16% 

5 (very good)= 
72%

3 (satisfying) = 
12% 

4 (good) = 36% 
5 (very good)= 

52% 

3 (satisfying)= 
20% 

4 (good)= 37% 
5 (very good)= 

43%

DTP 
Protocol

3 (satisfying)= 
23% 

4 (good) = 
45% 

5 (very good)= 
32% 

3 (satisfying)= 
14% 

4 (good) = 45% 
5 (very good)= 

41%

3 (satisfying)= 
20% 

4 (good)= 61% 
5 (very good)= 

19%
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Patient 
judgement

Simmetry Volume Form

OTP 
Protocol

3 (satisfying)= 
3% 

4 (good)= 
22% 

5 (very good)= 
75%

3 (satisfying)= 
7% 

4 (good)=32% 
5 (very good)= 

61%

3 (satisfying)=2% 
4 (good)=14% 
5 (very good= 

84%

DTP 
Protocol

3 (satisfying)= 
17% 

4 (good)=48% 
5 (very good)= 

35% 

3 (satisfying)= 
11% 

4 (good)= 37% 
5 (very good)= 

52% 

3 (satisfying)= 
22% 

4 (good)=44% 
5 (very good)= 

34%

We compared in RMI the angle between the chest wall and 
the lower edge of the prosthesis with an ideal angle of 90°, 
the result has been achieved, with a difference of ±10°, in 
78% of patients treated with the OTP protocol against the 
66% of patients treated with DTP protocol.

OtP Protocol dtP protocol

Angle 90°±10° 78% 66%

Quality of life and overall wellness of the patient

Calculated results of the BREAST-Q® test was 88.1 in 
patients threated with DTP protocol and 96.3 with OTP 
protocol.

The mean score of all patients enrolled in our study was 
92.2.

Although the scores are higher in the OTP protocol, results 
demonstrates a general satisfaction of patients we threated, 
regardless of the protocol, very high and a good quality of 
life reported.

Second objective of the study: Integration of biological 
tissue mesh with periprosthetic tissues.

From the percentages of positivity of the parameters 
considered as nonspecific inflammation indices we 
demostrate that the introduction of additional extraneous 
material (biological mesh - ADM) in OTP protocol, does not 
involve a significant increase of periprosthetic inflammation 

compared to the group with only the prosthesis - DTP 
protocol. (periprothesic enhacement 75% mesh vs 72% 
no-mesh / T2 hyperintensity 43% mesh vs 47% no-mesh)

OtP Protocol dtP Protocol

Periprothesic anhancement 75% 72%

T2/SPIR Hyperintensity 43% 47%

Biopsy preliminary results show, at the moment a chronic 
inflammatory infiltrate with lymphocytes and macrophages 
moderate entity, not to the whole thickness of the arm 
where it was used biological Surgimend® mesh compared 
to the DTP protocol.

We’re waiting for the definitive histological results.

discussion
The comparative analysis of the two protocols has shown for 
the OTP protocol oncological safety and similar rates of post-op 
surgical complications compared to the DTP protocol.

We have to consider that cases of surgical complications 
occurred mainly in patients with history of smoking 
(smokers or smokers for short periods), latent diabetes, 
hypertension or higher BMI.

Therefore, for an optimal surgical and aesthetic outcome 
it would not only be appropriate to evaluate and carefully 
select the patients to enroll in OTP protocol more strictly, 
but also, during the operation, try to prevent the onset of 
complications through the excision of necrotic flaps, ensure 
a consistent thickness of cutaneous free flap to allow an 
optimal vascularization, the appropriate choice of the 
prosthesis volume according to the skin mantle to avoid 
excessive tension of flaps that may hesitate in necrosis.

Furthermore, really good aesthetic outcomes thanks to the 
preservation of the nipple-areola complex, the smaller size 
of the surgical scar, optimal expansion of the lower pole, a 
good definition of inframammary fold.

We have to highlight that the RMI analysis of aestetic 
outcome is an arbitrary parameter and indirect index of 
aesthetic evaluation. According to our judgment goes to 
evaluate the filling of the lower pole of the breast ptosis and 
represents a good surgical control of the inframammary 
fold. The data in this evaluation are still insufficient, 
probably in the future will be a more reliable evaluation 
index of mammary prosthetic reconstruction compared 
perhaps to the linear distance between the chest wall and 
nipple, index of the frontal projection.

Better quality of life and higher overall wellness:

Immediate breast reconstruction is, in patient’s point of view, 
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more accepted than the mastectomy and reconstruction with 
tissue expander.

The patient no longer undergoes to a mutilating surgery, 
but in most cases solves the oncological disease and 
maintains unchanged her femininity. Moreover, due to 
less invasive surgery presents a post-operative recovery 
of daily activities almost total and in much shorter time. All 
these factors contribute to a minor physical, psychological 
and social impact of oncological patients treated with 
immediate breast reconstruction.

Not increase of nonspecific periprothesic inflammatory 
response.

We have shown that there is not a significant increase in 
non-specific inflammation index in periprosthetic tissues 
even after the addition of an additional foreign material, 
biological mesh. To confirm this, the preliminary histological 
data show a chronic inflammatory infiltrate of moderate 
size comparable in the single implants group and prosthetic 
group and mesh.

In conclusion, immediate breast reconstruction with 
definitive prosthesis and acellular biological mesh (ADM), 
turns out to be a good therapeutic alternative to breast 
reconstruction with expander. Through careful selection of 
patients is a safe protocol from the oncology point of view 
and that provides good aesthetic results without increasing 
the rate post-operative complications and inflammation 
nonspecific in periprosthetic tissues.
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RECURRENCE RISK AND FACTORS IN NODE-NEGATIVE 
BREAST CANCER: A RETROSPECTIVE ANALYSIS
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Tirana, Albania
Introduction
In the last decades, breast cancer mortality has been declining 
especially in Western countries. Much of this decline has 
been attributed to early detection and to the use of adjuvant 
systemic therapy(1). Adjuvant systemic therapy has greatly 
improved survival in early breast cancer not only in node-
positive but also in node-negative disease(2). There is no single 
factor for choosing the type of adjuvant chemotherapy in node-
negative disease. It is important to address the relative risk-
to-benefit ratio of administering chemotherapy. If the risk in 
terms of disease progression is greater than the potential side 
effects of chemotherapy, the trend is to give chemotherapy to 
all patients to ensure the highest possibility for cure. This is in 
the absence of adequate, universal predictive factors(3). The 
treatment decisions should be based primarily on the degree 
of endocrine responsiveness and on HER2 (Table  1). Endocrine 
treatment is advised in endocrine-responsive patients even 
with a low risk of disease recurrence. Chemotherapy is the 
only option in cases that are both endocrine receptor negative 
and HER2 negative (so-called triple-negative cases). The St. 
Gallen consensus panel stated that chemotherapy should be 
given with or preceding trastuzumab for patients with HER2-
positive disease, and may be used for patients with endocrine-
responsive disease in cases where the sufficiency of endocrine 
therapy alone is uncertain. In HER2-negative patients who are 
highly or incompletely endocrine responsive, chemotherapy 
should be considered according to the level of risk.

Highly endocrine 
responsive

Incompletely 
endocrine 
responsive

Endocrine 
non-

responsive

HER2 - 
Negative

ET (consider 
adding CT 

according to risk)

ET (consider 
adding CT 

according to 
risk)

CT

HER2 - 
Positive

ET + trastuzumab 
+ CT

ET + 
trastuzumab 

+ CT

trastuzumab 
+ CT

ET, Endocrine therapy; CT, chemotherapy

Table 1: Choice of treatment modalities St. Gallen 2007.

Indeed, in order to avoid over- as well as undertreatment, it 
is still advisable to select the appropriate treatment strategy 
on the basis of a careful risk assessment for each individual 
patient. In the last years, TNM staging, Her-2 and hormonal 
receptor status, tumor grading, and lymphovascular invasion 
have been routinely considered in stage I breast cancer 
treatment decision, but, unfortunately, there is no general 
agreement on the magnitude of benefit from adjuvant 
systemic treatments, and clear guidelines are lacking in 
this patient subset(4,5,6). The aim of the present retrospective 
study was to evaluate recurrence risk in patients diagnosed 
with node-negative breast cancer, accordingly to some 
immunohistochemically and biological factors.

Patients and Methods
We retrospectively identified node negative breast cancer 
patients who received surgery between 2010 and 2015 in 
Tirana University Hospital Center. Tumor staging was based 
on TNM system (WHO). Eligibility criteria included complete 
surgical resection or breast conserving surgery; no lymph 
node metastasis; patients with history of previous breast 
cancer or other malignancies were excluded. All patients 
received locoregional treatment, with mastectomy or breast 
conservative surgery with axillary lymph node dissection 
or sentinel node biopsy, and postoperative radiotherapy 
whenever appropriate; systemic adjuvant treatment was 
given accordingly to stage and biological characteristics. 
Pathologic data were obtained by collecting and reviewing 
pathology reports on tumor size, lymphnode involvement, 
histologic subtype, modified Bloom-Richardson histologic 
grade. Immunohistochemical data for hormonal receptors, 
Her-2 and Ki-67 were also collected. Significant expression 
of hormonal receptors was defined as estrogen and/or 
progesterone receptor immunostaining of more than 10 % of 
invasive cells. Her-2 receptor expression level 3+ staining by 
immunohistochemistry (DAKO Herceptest) was considered 
positive, and FISH (fluorescence in situ hybridization), or 
SISH (silver in situ hybridization) evaluation was performed 
in Her-2 2+ staining. The Ki-67 threshold value was 15 %. 
Histologic grade and biological features were evaluated on 
the invasive component of the tumor. We defined 5 different 
cohorts: Luminal A; Luminal B-Her2 – positive (+); Luminal 
B-Her2 – negative (-); Triple Negative (TN); Her2 Positive. 5 
year survival analysis was performed for patients surgery 
treated until December 2010.

Statistical Analysis
Disease free survival was calculated as the time from 
surgery to recurrent disease (local, regional or distant site); 
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for patients who remained alive and disease free, data were 
censored at the last follow-up. The associations between 
variables were tested by the Pearson’s chi-square test 
or Fisher’s exact test, when appropriate. Kaplan–Meier 
method was used to estimate survival curves. The hazard 
ratio (HR) and the 95 % confidence intervals (95 % CI) were 
estimated for each variable by the Cox univariate model. 
The assessment of interaction among significant variables 
was taken into account when developing the multivariate 
model. The SPSS software was used for all statistical 
evaluations.

Results
From January 2010 to December 2015, we identified a total 
of 289 women with surgery-treated node negative, invasive 
breast cancer from Tirana University Hospital Center. The 
distribution of patients in the five cohorts was as follows: 
148 (58.7%) Luminal A; 29 (11.5%) Luminal B –Her2 (+); 
36 (14.3%) Luminal B – Her2 (-); 20 (7.9%) Triple Negative 
(TN); 17 (6.7%) Her2 Positive. The remaining 38 tumors 
were lacking of complete data for being included in the five 
cohorts but have been analyzed for other parameters. 

Main patient and tumor characteristics on the whole series 
of 289 patients are reported on Table 2. As tumor size 
concerns, pT1, T2, T3, T4 were 46.2%, 50.5%, 3 %, 0,5% 
respectively. Ductal, lobular and other histopathologic types 
were recorded in 63%, 22.5% and 14.5% of the tumors.

Characteristic (N:289) N (%)

Age 
Median 
Range

55 
24-82

Menopausal Status 
Pre 
Post

198 (68.5) 
91 (31.5)

Histology 
Ductal 
Lobular 
Other

182 (63) 
65 (22.5) 
42 (14.5)

Tumor Size 
T1 
T2 
T3 
T4

134 (46.2) 
146 (50.5) 

8 (3) 
1 (0.5)

Grading 
G1 
G2 
G3 
Unknown

36 (16.3) 
126 (57) 
59 (26.7) 
59 (20.3)

Molecular Subtypes 
Luminal A 
Luminal B – Her2 (+) 
Luminal B – Her2 (-) 
Her2 (+) 
Triple Negative (TN)

148 (58.7) 
29 (11.5) 
36 (14.3) 
20 (7.9) 
17 (6.7)

Ki67 
>15 
<15 
Unknown

54 (42.2) 
74 (57.8) 
162 (56)

Table 2. 

Breast conservative surgery was performed in 81 patients 
(28%). Postoperative radiotherapy was given to 88 (30.4%) 
of patients.

High histologic grade (G3) was recorded in 19.3% of the 
tumors, closely related to TN 50% (p<0.008) and Her2 
(+) 52.9% (p<0.002) subtypes. At multivariate analysis, 
histologic grade resulted independent prognostic factor. 
Grade 1 versus 3 resulted in the multivariate analysis 2.34 
(1.18-5.17) (p<0.009).

Adjuvant endocrine treatment (tamoxifen or aromatase 
inhibitors) was given to 76.8% of the patients.

Overall adjuvant chemotherapy was delivered to 55.2%, 
66.3, 80%, 100% of pT1, T2, T3, T4 patients, respectively. 
In Luminal A cohort, chemotherapy has been administered 
to 80 (54%) patients. In Luminal B - Her-2 (+) subset, 
chemotherapy alone has been delivered to 6 (20.6%) 
patients, whereas chemotherapy plus trastuzumab was 
given to 17 (58.6 %) patients. In the Luminal B – Her2 (-) 
chemotherapy has been delivered to 25 (69.4%) patients. In 
the TN cohort, chemotherapy has been administered in 15 
(75 %) patients. In Her-2 (+) subset, chemotherapy alone has 
been delivered to 6 (35.3 %) patients, whereas chemotherapy 
plus trastuzumab was given to 11 (64.7%) patients.

Ki-67 was higher than 15 % in 45 % of TN tumors, whereas 
in Her2 (+) subtype, this issue was recorded in 29.4% of the 
tumors (p<0.004). At multivariate analysis, Ki-67 resulted 
independent prognostic factor (Ki67 >15 versus <15 
resulted 2.59 [1.37–4.83] p<0.001).

Overall, patients with small, node-negative breast cancer 
have an excellent prognosis, but, as expected, Her-2+ and TN 
appear to have a higher recurrence rate than the other cohorts. 

5-year OS was 81,8%, performed for patients surgery 
treated until December 2010.

Conclusions
Early detection from mammographic screening and greater 
societal awareness of breast cancer risks have resulted in 
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an increasing number of women being diagnosed with early 
stage breast cancer. At the same time, the indications for 
adjuvant chemotherapy have broadened to include patients 
with node-negative disease in the presence of other adverse 
features such as tumor size >1 cm, high grade, lack of 
estrogen receptor (ER) expression, and human epidermal 
growth factor receptor 2 (HER2) overexpression(7). For patients 
with hormone receptor–negative breast cancer, systemic 
chemotherapy improves the odds of disease-free and overall 
survival to the same relative degree as it does for patients with 
lymph node–positive disease, whereas hormonal therapy 
such as tamoxifen is not helpful for patients with receptor-
negative disease. Although adjuvant systemic therapy has 
greatly improved survival of patients with early-stage breast 
cancer(8), the decision-making process of recommending 
chemotherapy is complex, involving assessment of the risk 
of recurrence versus the risk of treatment-related adverse 
effects. It is important to take the patient’s perspective into 
consideration during this process. 

The results of our study appear to suggest the need of systemic 
treatment even in small, node-negative breast tumors in the 
subset of Her-2 positive or triple negative tumors.

Other tumor characteristics are certainly involved in 
prognosis definition, even in very small tumors, such 
as histologic grading, proliferative index, or young 
age.  Regarding histologic grade concerns, some 
evidences indicate that tumors ≤1 cm, grade 3, have 
higher risk of relapse without adjuvant systemic 
treatment(9) or with treatments in a small percentage of 
patients(10); our analysis is compatible with these results, 
resulting tumor grade an independent prognostic factor 
at a multivariate analysis. The same concern goes for a 
high proliferation index, which also resulted a negative 
prognostic factor.

Several limitations of the present study should be 
considered when interpreting results; it is a small sample 
sized retrospective evaluation, with heterogeneity in 
systemic treatments, and lacking of some data.

Additional prognostic markers are needed to tailor 
adjuvant systemic treatment particularly for patients 
at “low-risk”. Certainly, the gene expression profiling 
technology like Mammaprint and Oncotype Dx. has 
revolutionized breast cancer research and has been 
widely expected to improve prognosis, and hopefully, it 
will be largely available in clinical setting, particularly 
in indeterminate risk group, such as node-negative and 
small breast cancers. Awaiting the largely availability of 

molecular technologies, the use of classical prognostic 
and predictive parameters may help us to define a real 
recurrence risk in different tumor subsets
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ABSTRACT 
INTRODUCTION: Cytoreductive surgery (CRS) followed 
by Hyperthermic Intraperitoneal Chemotherapy (HIPEC) is 
associated with prolonged survival in selected patients with 
peritoneal surface disease. It still remains a controversial 
issue for the treatment of peritoneal carcinomatosis from 
rectal cancer due to its retroperitoneal location.

PATIENTS AND METHODS: We retrospectively analyzed 
our database of 260 cytoreductive surgery and HIPEC 
procedures. Site of primary tumor location, patient’s age 
and performance status, PCI, cc score, complications and 
overall survival were reviewed.

RESULTS: Eight patients with peritoneal metastases from 
rectal cancer and 56 patients with peritoneal disease from 
colon cancer were treated with cytoreductive surgery and 
HIPEC. Cytoreduction score cc0 was achieved in 63% of 
the patients with rectal cancer and in 60% in patients with 
colon cancer.

Morbidity and mortality were 50% and 0% respectively 
for rectal cancer cases, whereas it was 45% and 1,8% in 
patients with colon cancer. Median survival was 16,4 months 
for rectal cancer patients versus 20,8 months for colon 
cancer patients. The 3 year survival rate was 28% for rectal 
cancer patients versus 31% for colon cancer patients.

CONCLUSION: In our study there are no statistically 
significant difference in survival, morbidity and mortality 
rates, between patients with colon and rectal cancer. 
Selected patients with rectal cancer should not be excluded 
from CRS and HIPEC procedure.

Introduction
When patients present with primary colon cancer there is 
approximately 8,5% incidence of peritoneal metastases 
observed at the time of diagnosis or at the time of colon 
cancer resection.

The incidence of peritoneum involvement is higher with 
rectal cancer and is estimated at around 25%(1-3).

These poor-prognosis patients are not usually approached 
with a curative treatment option but they either undergo a 

palliative surgical procedure or/and then they are given a 
systemic chemotherapy treatment.

At a few peritoneal surface oncology centers globally, a special 
management plan that includes cytoreductive surgery (CRS) 
and Hyperthermic Intraperitoneal Chemotherapy (HIPEC) 
may be proposed at the time of primary or secondary tumor 
resection.

The aim of our study was to investigate the role of 
CRS+HIPEC in the treatment of peritoneal metastases from 
rectal cancer that arises anatomically below the peritoneal 
reflection and whether the efficacy of this method was 
similar for rectal and colon cancer.

Materials and methods
A retrospective analysis of our ten past years data in our 
institution concerning CRS plus HIPEC was reviewed.

From November 2005 to November 2015 a total of 950 
CRS plus HIPEC procedures for peritoneal metastases were 
performed.

Of these, 64 were performed in patients so as to treat 
peritoneal metastases with colorectal origin.

This group included 58 patients who underwent cytoreduction 
for primary colon PM and eight for rectal cancer.

The colon and rectal groups were similar concerning the CC 
score, the PCI score as well as the follow up.

Results
Median follow up was 28,1 months for the rectal group and 
46,1 months for the colon group, respectively (p<0,01, x2 test).

The PCI and the CC score was equal in both groups.

All patients in our study presented with metachronous 
disease in the peritoneal cavity.

The typical peritonectomy procedures were performed in all 
patients.

Table 1 presents the clinical characteristics. Post-operative 
data demonstrates similar and not statistically significant 
difference between hospital stay, ICU stay, morbidity and 
mortality (Table 2).

Median survival was 16,4 m for rectal cancer and 20,8 m 
for colon cancer (Table 3).

There is not statistically significant difference in the 3-year 
survival rate but a survival difference was observed in the 
5-year survival rate between colon and rectal cancer,26% 
vs 18% (p<0,02).

This difference is due to the significance of node-positive 
rectal patients where the 70% of them died within 23 m 
after surgery.
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Discussion
The results of this study revealed that in patients with either 
colon or rectal peritoneal metastases, CRS plus HIPEC 
achieved an appreciable long term survival with acceptable 
morbidity and mortality rates(4,5).

The most important information is that in colon PM more 
than 40% of patients are treated with CRS + HIPEC, while 
the number for rectal PM treated with the same method, 
reported in the literature, ranges between 7-17%(6,7).

Some studies recently revealed similar survival rates for 
rectal and colon PM treated with CRS+HIPEC(8).

In our study, the two main selection criteria for treating 
rectal PM with CRS+HIPEC, were total volume of disease as 
described by PCI and according to PCI mapping described 
by our group(9,10).

A PCI score of more than 17 or disease in the porta hepatis or 
regions 9, 10 and 12 are less favorable to improve survival.

On the other hand, meticulous cytoreduction of PCI region 
6, which is a challenging anatomic site for the surgeon, can 
improve long term survival(10).

One of the limitations of our study is the small number of 
patients and that this study is based on a single’s surgical 
team experience.

In summary, the survival benefit of CRS plus HIPEC depends 
on mainly two factors, the biological behavior of the tumor 
and the surgical team expertise and ability to perform a 
complete cytoreduction(11).

In our study, the primary tumor location of either colon or 
rectal cancer, revealed no impact on survival as long as all 
macroscopic tumor disease can be removed.

Rectal cancer with low tumor volume disease and negative 
lymph nodes, showed an improved survival.

In conclusion, rectal cancer peritoneal metastases should 
not be excluded from attempting CRS plus HIPEC in selected 
patients.

Rectal n = 8 Colon = 56

Mean Age 68,3 69,4

Sex (Man / Woman) 5/3 41/15

Mean PCI 14,3 13,8

CC score CC-0 (63%) CC-0 (60%)

Table 1: Patients’ Characteristics.

Rectal Colon

Mean ICU Stay 2,1 +- 1,2 d 2,8 +- 1,4 (p<0,4)

Mean Hospital Stay 13 +- 4,1 d 15 +- 6,2 d (p<0,2)

Morbidity 50% 45% n.s.

Mortality 1,8% 0% n.s.

Table 2: Postoperative outcome.

Rectal Colon

Median Survival 16,4 m 20,8 m n.s.s.

3 Year Survival 28% 31% n.s.s.

5 Year Survival 18% 26% p<0,02

Table 3: Survival Rates.
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ABSTRACT 
INTRODUCTION: CPFE is a recently identified syndrome 
characterizedby upper lung predominant emphysema and 
lower lung predominant fibrosis. All patients are smokers or 
ex-smokers and thus at high risk of developing lung cancer.
CPFE patients with lung cancer are with poor prognosis and 
lower survival time.

METHODS: We retrospectively reviewed the medical 
records of patients who were diagnosed as CPFE, based on 
HRCTfindings from January 2010 through March 2016 in 
our hospital and in some of thelung health centers in Tirana. 
Chest HRCT images were analyzed by two pulmonologists 
and radiologists independently.

RESULTS: In total 18 (N=18) cases with CPFE, 11 (61%) 
males and 7 (39%) females. All patients are current or ex 
heavy smokers, predominates males. Lung cancer is present 
in 4 (22%) CPFE male patients.They are all peripheral primary 
lung cancers.The biopsies was obtained by trans parietal 
fine needle aspiration procedure. The distribution of the 
histological types is 3 cases with squamous cell carcinoma 
and 1 case with small cell carcinoma. Two patients with lung 
cancer have died. Their mean time of survival was 2 years. 
These 4 patients have higher unit pack-years (UPY) smoking 
values, lower pulmonary functional state and higher values of 
pulmonary hypertension (HTP) than the other CPFE patients.

DISCUSSION AND CONCLUSION: Lung cancer in patients 
with CPFE syndrome represents a specific entity with a poor 
prognosis, that further poses the most characteristic and 
severe model of tobacco-related diseases. The high incidence 
of CPFE in patients with primary lung cancers in this study 
may reflect a high smoking exposure however the number of 
patients is small and further studies are necessary to elucidate 
whether CPFE isan independent risk factor for lung cancer.

KEY WORDS: Lung cancer, Combined Pulmonary Fibrosis 
and Emphysema

Introduction
Cottin et al(1), recently described that combined pulmonary 
fibrosis and emphysema (CPFE) is a distinct syndrome 

associated with upper lobe emphysema and lower lobe 
fibrosis (IPF). The patients with this syndrome were also 
current,heavy smokers and were mostly male(2).There are 
several published papers in literature that report that CPFE 
is more prevalent than fibrosis in patients with lung cancer 
and patients with CPFE has a poor prognosis(3).Kitaguchi 
et al(4) reported that 46% of patients with CPFE have lung 
cancer and the most frequent histological type of lung 
cancer in CPFE is squamous cell carcinoma.

Methods
Subjects

The medical records ofeighteenpatients diagnosed with 
CPFE in the time period of January 2010 till March 2016 
in our hospital and in some of the lung health centers in 
Tiranawere reviewed retrospectively. We havecollected 
also some demographic and clinical data of the patients 
such as: age, gender, smoking history.Some physiologic 
dataincluding forced vital capacity (FVC) and FVC%, the 
mean partial pressure of oxygen (PaO2) were checked 
too.The informed consent to perform chest HRCT scans, 
to describe the findings of chest HRCT images and to 
perform the biopsies, was previously obtained from each 
patient.The ethics committee of Tirana Medical University 
approved the study.

HRCT and Biopsies Assessment

The diagnosis of CPFE syndrome was made through 
multidisciplinary discussion between the pulmonologists 
and the radiologists based on chest high resolution 
computed tomography (HRCT) findings. According to 
ATS/ERS criteria were evaluated the HRCT scan imaging 
patterns(5). All CPFE patients showed the coexistence 
of emphysema on chest HRCT with upper lung field 
predominance and diffuse parenchymal lung diseases 
with significant pulmonary fibrosis with lower lung field 
predominance(6). Lung cancer patients after the HRCT had 
undergo the biopsies which were obtained by transparietal 
fine needle aspiration (TPNA) and blinded trans bronchial 
needle aspiration (TBNA) procedures. The samples further 
were sent for histopathological screening.

Statistical analyses

Clinical data are presented as mean±SDs or medians range 
according to their allocation. EViews 7 program was used 
for testing the significance and the relationship between 
factors. P-values <0.05 was considered as statistically 
significant.
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Results
Table 1 represents the demographic and clinical data.It is 
obvious that in our group of CPFE syndrome predominatemale 
patients.Mean age varies from 67.3±3.1.The mean values 
for UPY, FVC%, and PaO2, are 39.7±10.6, 68.5±11.4 
and 61.5±9.4 mmHg respectively and their p value <0.05 
indicates their statistical importance in this new entity.

In 18 subjects in total with CPFE syndrome we found 4 
(22%) patients with lung cancer all male (Figure 1). They 
are all peripheral primary lung cancers.Two patients with 
lung cancer have died.Their mean time of survival was 
approximately around two years from the time of diagnosis.

Figure 2 shows that in the group of CPFE syndrome and lung 
cancer patients the histological type was mainly squamous 
cell carcinoma (3 cases) and (1 case) small cell carcinoma.
Several reports have mentioned smoking to be associated 
with the appearence of lung squamous cell carcinoma(7,8).

In Figure 3, Figure 4 and Figure 5 we present the chest 
HRCT findings of our patients.We found that primary lung 
cancers in patients with CPFE were dominantly located in 
the emphysematous lesions of the peripheral lung fields.

Figure 6 and Figure 7 describe the histologic features 
of squamo cellular carcinoma and small cel carcinoma, 
respectively, that are seen in pathological samples obtained 
through biopsy.

Discussion and Conclusions
In our study lung cancer in CPFE occurred more frequently 
in the sub pleural area.We could not get any information 
about the genetic background from the histological tissue 
samples. Given that smoking is known as a major risk 
factor,IPF and emphysema are also known as independent 
risk factors for lung cancer occurrence after all(9,10).However 
there are some limitations in this survey; this is a small 
group of patients and it is a retrospective collection of data.

Lung cancer in patients with CPFE syndrome represents a 
specific entity with a poor prognosis, that further poses the 
most characteristic and severe model of tobacco-related 
diseases.

We think that the relatively high incidence of primary lung 
cancers in CPFE patients in this study may reflect a high 
smoking exposure however further studies are needed in 
future in this aspect.
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Appendix

CPFE (N=18)  p value

Sex m/f % 11 (61%) / 7 (39%)

Age, years, mean ± SD 67.3 ± 3.1

UPY, mean ± SD 39.7 ± 10.6 0.006

FVC, % mean ± SD 68.5 ± 11.4 0.009

PaO2 , mean ± SD 61.5 ± 9.4 mmHg 0.0006

Table 1: Demographic and clinical data.

Figure 1: The distribution of patients.
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Figure 2: Histologic types.

Figure 3: HRCT findings in a patient with CPFE (shows 
combined bilateral, paraseptal and centriacinar emphysema 
closed to the fibrosis area with a thicked wall cyst in left 
posterior lung field).

Figure 4: Lung cancer in CPFE patient (squamous cell 
carcinoma in emphysematous lesions).

Figure 5: Lung cancer in CPFE patient (squamo cellular 
carcinoma in fibrosis area of the lung).

Figure 6: Histologic findings of squamo cellular carcinoma 
(malign and solid proliferation pattern of epithelial cells 
with intercellular link-ups keratotic pearl forming).

Figure 7: Histologic findings of small cell carcinoma 
(malign epithelial cells infiltrates with solid pattern with 
hyperchromatic nucleus and with reduced cytoplasm).

E-POSTER PRESENTATIONS

PO4

SOME CLINICAL AND EPIDEMIOLOGICAL DATA OF 
SOFT TISSUE SARCOMAS AND BONE SARCOMAS 
TREATED IN ONCOLOGY SERVICE, U.H.C. “MOTHER 
TERESA”, TIRANA, ALBANIA, DURING THE YEARS 
2010-1015
Tahiri Fatmir, Kozma E., Pema A., Rapushi E., Doçi B.
Oncology Hospital, University Hospital Center, “Mother Teresa”, 
Tirana, Albania
RESULTS: The study founded that there is a slightly 
predominance of male and there are very few cases from 
Cosovo. The lower extremities are the most anatomical 
location of the primary tumor. The majority of the cases are 
in the age-related group 51-60 and 61-70. The clinical stage 
of the disease is realized in around 80%. The incisional 
biopsy and wide excisions are the predominant surgical 
treatment of the diseases. The histological grade of the 
tumor is confirmed in around 45% of cases. The recurrence 
of the disease happens in around 15%.

CONCLUSION AND RECOMMENDATIONS: The soft tissue 
sarcomas and bone sarcomas are the diseases that remains 
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the challenge for health professionals in early diagnose and 
treatment according to the best practices in the world. The 
system chains should be functional as a whole to ensure 
a rapid diagnose and treatment without breaking the 
established protocol of treatment of these diseases. The 
median follow-up period remains very low and the number 
of cases in higher stages of disease remains high and is the 
challenge of the professionals in our country in coming years.

PO5

A GIANT CARDIAC MALIGNANT PERIPHERAL 
NERVE SHEATH TUMOR PRESENTED WITH TOTAL 
OBSTRUCTION OF THE SUPERIOR VENA CAVA 
Edvin Prifti, Majlinda Ikonomi, Arben Baboci
Division of Cardiac Surgery, University Hospital Center of Tirana, 
Albania
INTRODUCTION: Here we present a case with superior vena 
cava and brachiocephalic venous trunk obstruction due to 
a giant malignant peripheral nerve sheath tumor (MPNST), 
who underwent a successful complete surgical resection. 

CASE PRESENTATION: A 16-year-old boy, with a month 
history of dyspnea, facial swelling, cyanosis and fatigue was 
admitted at our hospital. Transthoracic echocardiography 
and contrast enhanced computed tomography revealed a 
giant mass on the right atrium extending and obstructing 
totally the superior caval vein. The patient was referred for 
surgical treatment. The right atrium was opened and a giant 
mass was identified. The tumor was resected en bloc from 
the atrial wall. After short periods of intermittent circulatory 
arrest, the superior caval vein and the brachiocephalic 
trunk were opened and the tumor was removed totally. 
The patient had an uneventful postoperative course. He 
was referred to the oncology service, where was treated 
with 7 cycles of adjuvant chemotherapy with ifosfamide 
and doxorubicine and local radiotherapy. The preliminary 
histologic evaluation revealed clear margins of a lobulated 
mass with brown areas and soft zones with a myxoid like 
consistency. The imunohistochemical examination showed 
intense expression for Vim and focal positivity for CD57 
making possible the diagnosis of MPNST.

CONCLUSION: This is the first reported case of a giant 
MPNST causing total obstruction of the superior caval vein 
and the brachiocephalic trunk, who underwent successful 
surgical correction. Full histological examination is required 
to confirm diagnosis. Complete resection associated with 
adjuvant chemotherapy and radiotherapy seems to offer 
excellent mid-term outcome. 

PO6

UNUSUAL LOCALIZATION OF A PRIMARY PLEOMORPHIC 
MALIGNANT FIBROUS HISTIOCYTOMA ON THE MITRAL 
VALVE. A CASE REPORT AND LITERATURE REVIEW
Edvin Prifti, Klodian Krakulli, Majlinda Ikonomi, Edlira Rruci, 
Merita Zeka
Division of Cardiac Surgery, University Hospital Center of Tirana, 
Albania
INTRODUCTION: It has been reported that cardiac 
malignant fibrous histicytoma occur more frequently in the 
left side of the heart, especially in the left atrium, but rarely 
invades the mitral valve. We present a case with a giant 
malignant fibrous histicytoma with an unusual localization 
involving almost the entire left atrium, mitral valve and left 
superior pulmonary vein. 

CASE PRESENTATION: The present report describes 
the case of a 54-year-old female from Kosovo admitted 
in emergency due to dyspnea. A tronsthoracic 
echocardiography demonstrated a giant mass localized 
on the left atrium. The patient underwent emergent 
total surgical removal of the mass. The mass extended 
between the the left superior pulmonary vein, extended 
to the left atrium and the posterior mitral valve leaflet. A 
surgical plan was prepared between the mass and the 
endocardium. A total removal was performed and the left 
side pulmonary veins were entirely free. Then a mitral 
valve replacement was performed. Differential diagnosis 
had to be made with other masses in the left atrium, such 
as thrombi, vegetations, and cardiac tumors. Postsurgical 
histopathologic results showed pleomorphic malignant 
fibrous histiocytoma. Six follow-up monthly cardiac and 
abdominal sonographic examinations revealed no tumor 
recidivism. 

CONCLUSION: A series of other 90 cases with malignant 
fibrous histicytoma reported in the literature were reviewed. 
Our case was especially unusual because of the primary 
location in the mitral valve, pleomorphic variant, dimensions 
and extension. Complete surgical resection is mandatory to 
ameliorate symptoms and to obtain histologic information. 

PO7

PRIMARY CARDIAC SYNOVIAL SARCOMA 
ORIGINATING FROM THE MITRAL VALVE CAUSING 
LEFT VENTRICULAR OUTFLOW TRACT OBSTRUCTION
Altin Veshti, Edvin Prifti, Majlinda Ikonomi, Arben Baboci
Division of Cardiac Surgery, University Hospital Center of Tirana, 
Albania
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INTRODUCTION: The aggressive nature of the synovial 
sarcoma makes its early detection difficult, and patients 
usually present with symptoms of local obstruction. Here, 
we report a very rare case of a child with primary cardiac 
synovial sarcoma originating from the antero-lateral 
papillary muscle undergoing successful surgical resection. 

CASE PRESENTATION: An 11-year-old boy was transferred 
to our institution for evaluation for recurrent episodes of 
sincope, and dyspnea. Echocardiogram revealed a mass of 
2x4 cm protruding in the left outflow tract and originating 
from the mitral subvalvular apparatus and creating a 
gradient of 65 mm Hg in the left ventricle outflow tract. The 
patient underwent sternotomy and the mass was totally 
resected through an aortotomy. The postoperative course 
was uneventful. The histology, immunohistochemistry 
and cytogenetics confirmed the synovial sarcoma. At 6 
months from the operation we detected a small mass in 
the left ventricle 1x1 cm. The patient was scheduled again 
for surgery and the and was performed a wider resection 
of all subvalvular apparatus with valve replacement. At 1 
year from this operation the patient is doing well performing 
Echocardiograms every month. The patient has undergone 
ifosfamide and adriamycine chemotherapy.

CONCLUSION: As conclusion, we believe that primary 
cardiac synovial sarcoma is a very rare cardiac tumor, with 
a very high recidivant probablity. The presence of such a 
tumor should be taken into consideration and a radical 
surgical procedure associated with adjuvant chemotherapy 
should be the first line treatment. 

PO8

SURGICAL EXCISION OF A GIANT CALCIFIED 
AMORPHOUS TUMOR OF THE RIGHT VENTRICLE AND 
PULMONARY ARTERY
Edvin Prifti, Majlinda Ikonomi, Efrosina Kajo, Arben Baboci
Division of Cardiac Surgery, University Hospital Center of Tirana, 
Albania
INTRODUCTION: Calcified cardiac amorphous tumor 
(CCAT) is a rare cardiac tumor with a clinical presentation 
similar to other cardiac masses. The tumor may be an 
incidental finding on imaging, or can be associated with 
various symptoms related to the location. Here we report 
a case of a giant CCAT, located simultaneously in the right 
ventricle(RV) and right pulmonary artery(RPA). 

CASE PRESENTATION: A 32-year-old male was admitted 
due to progressive dyspnea, cough and edemas. The 
tranthoracic and transesophageal echocardiography 

demonstrated a large hyperechogenic and calcified mass 
in the RV, based at the tricuspid valve papillary muscles 
extending into the RV infundibulum and pulmonary 
valve, prolapsing during every contraction into the main 
pumonary artery and severe tricuspid regurgitation. 
Contrast enhanced computed tomography demonstrated 
a 4x10 cm calcified mass into the RV, dilated pulmonary 
trunk, total occlusion of the RPA. The patient underwent 
surgery. A transverse right ventriculotomy was performed 
and a giant calcified, rough and fragile mass was identified. 
The mass was totally removed as multiple pieces. A total 
RPA endarterectomy was performed. The pulmonary valve 
was replaced with a Stentless prosthesis. Histopathologic 
examination revealed a homogenous eosiophilic largely 
acelular lesion with extensive areas of dystrophic 
calcification and amorphous fibrin-like material hyaline 
formation and in some areas there were extravasated 
erythrocytes, spumous cells and mild inflamatory cells The 
diagnosis of CCAT was determined. 

CONCLUSION: Surgical removal remains the only curative 
procedure, if the lesion is large or symptomatic. However 
recurrence has been reported in 3 out of 40 reported 
cases, not undergoing complete resection. All recurrences 
had a CCAT on the right side of the heart associated with 
pulmonary embolism. Our patient is still doing well one 
year after total surgical excision and non tumoral growth is 
identified. Such patients should be monitored with repeated 
cardiac imaging after excision. 

PO9

PAPILLARY FIBROELASTOMA OF THE ANTERIOR 
LEAFLET OF THE MITRAL VALVE MIMICKING 
VEGETATION
Altin Veshti, Edvin Prifti, Majlinda Ikonomi, Klodian Krakulli, 
Arben Baboci
Division of Cardiac Surgery, University Hospital Center of Tirana, 
Albania
INTRODUCTION: The papillary fibroelastoma (PFE) is a 
rare and benign primary cardiac tumor, and the mostly 
frequently found tumor occurring in cardiac valves. 

CASE PRESENTATION: We describe a 52 year old 
female presenting a history of 2 weeks of fever due to 
wound infection after breast’s surgery. A preoperative 
echocardiography demonstrated a mass >1 cm2 originating 
from the anterior leaflet of the mitral valve mimicking 
vegetation. The patient underwent successful surgical 
removal of the PFE. The histologic evaluation demonstrated 
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a PFE. With the introduction of echocardiography, the 
diagnosis of these tumors in living patients has been 
reported sporadically. PFE have been found most often on 
valve leaflets, chordae tendineae, and both ventricles. The 
differential diagnosis of PFE includes other cardiac tumors, 
thrombus, vegetation, and Lambl’s excrescences.

CONCLUSION: To summarize, we report a PFE of the 
anterior leaflet of the mitral valve. The diagnosis was 
confirmed by histopathological examination after surgical 
removal. Finally, careful echocardiographic analyses during 
evaluation of valvular masses are strongly recommended 
for differential diagnosis.

PO10

INTERVENTIONS DESIGNED TO PROVIDE EDUCATION 
AND SUPPORT TO CANCER SURVIVORS AND THEIR 
FAMILY CAREGIVERS
Artan Shkoza1, Mirlinda Likmeta2, Ana Luca3

1  Department of Biomedical Sciences, Faculty of Medicine, University 
of Medicine, Tirana, Albania

2  Head of Oncology Pharmacy in UHCT, Department of Pharmaceutics 
and Biopharmacy, Faculty of Pharmacy, University of Medicine, 
Tirana, Albania

3  General Head of Nursing, Service of Oncology, University Hospital 
Center “Mother Teresa”, Tirana, Albania

BACKGROUND: Research indicates that cancer survivors 
and their family caregivers need more information and 
support, but these needs are seldom addressed by health 
professionals. Cancer survivors receive medical care, but 
little help dealing with the detrimental effects of the illness 
on their mental and physical quality of life (QOL). 

OBJECTIVE: Specific aims of this study were (1) to test the 
effectiveness of the FOCUS Program on cancer survivors’ 
and their family caregivers’ QOL (primary outcome) and 
perceived benefits of illness, dyadic communication, social 
support, and self-efficacy (intermediary outcomes). 

MATERIALS AND METHODS: Participants were oncology 
department cancer survivors 18 years or older, mentally and 
physically able to participate as determined by the intake 
social worker, and able to speak and read Albanian and had a 
family caregiver willing to participate in the program. A nurse-
delivered, home-based program, was developed for cancer 
survivors and one of their family caregivers (ie, pairs or dyads). 
Quality of life was measured with the Functional Assessment 
of Cancer Therapy-General (FACT-G) Quality of Life instrument.

CONCLUSIONS: Survivors and caregivers who have more 
positive appraisals of the illness/caregiving, who are able 

to find meaning and purpose in the illness experience, and 
who can identify possible benefits of the illness/caregiving 
in their lives (eg, draws family closer together) report higher 
life satisfaction and QOL. 

IMPLICATIONS FOR PRACTICE: It is essential that nurses 
and other health professionals advocate for evidence-based 
programs such as FOCUS in their own practice settings 
(eg, ambulatory clinics) to address the unmet needs of 
survivors and their family caregivers. In addition, because 
nurses have expertise in symptom management, they need 
to form partnerships with community agencies and help 
deliver programs that address symptom management and 
improve QOL.

KEY WORDS: Cancer survivors, Caregivers, Evidence-
based program, Quality of life, Self-efficacy
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THE FINANCIAL IMPACT OF THE CENTRALIZED 
PREPARATION OF THREE MONOCLONAL ANTIBODIES
Mirlinda Likmeta1, Artan Shkoza2

1  Head of Oncology Pharmacy in UHCT, Department of Pharmaceutics 
and Biopharmacy, Faculty of Pharmacy, University of Medicine, 
Tirana, Albania

2  Department of Biomedical Sciences, Faculty of Medicine, University 
of Medicine, Tirana, Albania 

BACKGROUND: In our oncology service of “Mother Teresa” 
University Hospital Centre (UHC), all antineoplastic drugs 
and monoclonal antibodies (MAB’s) for inpatient therapies 
used to be prepared by nursing staff. To increase the 
pharmaeconomic benefit, a pharmacy based centralized 
unit is implemented, which allows residual amounts of 
unused drugs to be reused by patients whose treatments 
are elaborated in the same working day. 

OBJECTIVES: We calculated in a comprehensive manner 
the financial impact of the centralized preparation of three 
monoclonal antibodies through the number of spared vials 
(flasks) generated from residual amounts of the same working 
day and, its consequent therapeutic and/or economic benefits. 
We did not take into account prescribed drug dosages that 
fitted exactly with doses contained in a vial.

METHOD: Comparison of the required number of vials 
of MAB’s when prepared centrally to the number of vials 
needed when prepared decentrally where residues cannot 
be reused. After the deduction of the preparation costs 
incurred the total drug costs and the resultant net savings 
were calculated.
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SETTING: Observation period: January 2016 - June 2016. 
Number of patients: 171. Number of vials used: 1475. 
Medication: Bevacuzimab, Rituximab, Trastuzumab. 

RESULT AND DISCUSSION: Our analysis confirms that how 
a relatively simple policy of drug waste reduction through a 
centralized unit, leads to a significant reduction of drug costs 
compared to a former decentral compounding. The total 
savings after the deduction of preparation costs amount to 
119.814,5 Euro within a period of six months. Additional 
advantages of a centralized unit of drug processing are: 
prescription monitoring (control of application rate and 
dosage), controlled hygienic standards (sterility assurance 
tests), and reduction of hazardous waste.

PO12

PERITONEAL CARCINOMATOSIS FROM ENDOMETRIAL 
CANCER: SHOULD WE TREAT WITH CYTOREDUCTIVE 
SURGERY AND HIPEC?
J. Spiliotis, N. Kopanakis, V. Manou, Vassiliadou, C. Sidira, E. 
Vafias, E. Efstathiou
1st Department of Oncologic Surgery, Metaxa Cancer Hospital, 
Piraeus, Greece
OBJECTIVE: We investigated the role of cytoreductive 
surgery and hyperthermic intraperitoneal chemotherapy 
in the treatment of peritoneal carcinomatosis from 
endometrial cancer.

PATIENTS AND METHODS: We performed a retrospective 
analysis in 40 patients with peritoneal carcinomatosis from 
endometrial cancer, divided in 2 groups. The first group 
(Group A: 20 patients) received CRS+HIPEC+post-operative 
systemic chemotherapy while the second group (Group 
B: 20 patients) was treated with CRS and post-operative 
systemic chemotherapy. Preoperative, intraoperative and 
post-operative data were collected.

RESULTS: Both groups had similar PCI score and cc score. 
Morbidity and mortality rates were similar without statistical 
significant differences. Median survival for group A was 36 
months versus 15 months for group B (p<0.001). The use of 
hyperthermic intraperitoneal chemotherapy (HIPEC), low PCI 
and cc0 were good prognostic factors for prolonged survival.

CONCLUSION: Patients with peritoneal carcinomatosis 
from endometrial cancer may benefit from cytoreductive 
surgery followed by HIPEC procedure with acceptable 
morbidity and mortality rates. Prospective randomized 
clinical trials are necessary in order to confirm the above 
preliminary concept.

PO13

INDICATIONS OF MRI IN DIAGNOSIS, TREATMENT 
PLANNING AND FOLLOW-UP OF BREAST CANCER- AN 
UPDATE OF LITERATURE AND OUR EXPERIENCE
I. Allajbeu, B. Koza, E. Huti, B. Cekrezi, A. Shahini
American Hospital, Tirana, Albania
LEARNING OBJECTIVES: This presentation is a review 
of the role of MRI in diagnosis, local staging, treatment 
planning and follow-up of Breast cancer based on our own 
clinical experience and literature.

BACKGROUND: Breast magnetic resonance imaging (MRI) 
now has an accepted place in screening younger women 
at high risk of breast cancer, and is increasingly used in a 
number of other settings including assessment of response 
to neo-adjuvant therapy and local staging of cancer. 
Although the evidence for its general use in these settings 
is very limited, in highly selected patients, especially where 
discordance with conventional measurements occurs, MRI 
can have a place in assessing extent of disease, both whether 
operable and how operable, and guiding surgery. Studies 
have shown that MRI is more accurate than mammography 
and ultrasonography in defining the extent of tumor 
burden as characterized by tumor size and multifocality 
or multicentricity. Preoperative MRI also has been shown 
to change therapeutic decisions when additional disease 
was detected and then proven by image- guided biopsy. 
MRI also is useful in identifying and differentiating tumor 
recurrence from postsurgical or postradiation scar when 
conventional imaging is indeterminate.

CONCLUSION: Breast MRI is highly sensitive for cancer 
detection, staging, problem-solving and postreatment 
surveillance based on the latest literature updates and our 
experience. In highly selected patients, MRI as part of a 
multi-disciplinary work-up by an experienced team can have 
a place in assessing extent of disease, whether operable 
and how operable, and guiding surgery. This should be 
considered if discordance with conventional measurements 
occurs, perhaps especially in younger women with lobular 
cancer and/or increased breast density. MRI can be useful 
in the diagnosis of occult malignancy, in assessing response 
to neo-adjuvant therapy and in follow-up of high-risk women. 
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PO14

SELECTION OF PLASTIC SURGICAL TECHNIQUES FOR 
RECONSTRUCTION OF DEFECTS FOLLOWING THE 
EXCISION OF SOFT TISSUE TUMORS 
Gjergji Belba
Department of Surgery, Service of Burns and Plastic Surgery, 
University Hospital Center “Mother Teresa”, Tirana, Albania
INTRODUCTION: During the last 6 year period we have 
found an increase in the cases of patients with soft tissue 
tumours which needed plastic surgical procedures.
Selection of plastic surgical procedures for reconstruction 
of defects depends on the depth, exposer of anatomic 
structures, localization of tumour as well as from availability 
of heatlth tissue to be transferred as a flap.

AIM: To present plastic reconstructive surgical techniques 
for wound closure after excision of tumours, especially 
when we are fronting big defects.

MATERIAL AND METHODS: During the last 6 years (2010-
1015) in our service are treated 6584 patients which 
needed plastic surgery procedures. Approximately 24% of 
patients were diagnosed with basal and spine carcinomas; 
25% of patients were diagnosed with benign tumours; the 
other 24% were patients with burns and the last group 
(27%) consist in patients diagnosed with burn sequele, 
trauma, congenital diseases etc.

RESULTS: Our surgical protocols divided the interventions 
in three categories, the first one consists of severe cases 
with big defect which needed flaps under general anesthesia 
(33% of the total), the second consists of patients with 
moderate defects which nedeed skin graft under regional 
or intravenous anesthesia (22%) and the third category 
consists of patients with small defects which nedeed 
local flaps under local anesthesia with or without sedation 
depending on the case (44%). Recurrence is observed in 
2% of the patients. All the patients have completed the 
follow-up near Oncologic department.

CONCLUSIONS: Surgical treatment consists on large 
excision of the pathology depending on clinical observation 
as well as on partial biopsy. In superficial and large 
defects we recommend the use of full thickness or split 
thiskness skin graft; in cases when are exposed underlying 
anatomic structures we have used arterialised flaps (fascio 
cutaneous or musculo cutaneous flaps). Generally we think 
firstly about simple techniques going toward to advanced 
surgical plastic procedures.In order to have a good result, 
it is necessary working in staff together oncologist with 
plastic surgeon, anatomo-pathologist and dermatologist. 

PO15

SECOND PRIMARY LUNG CANCER: FIVE YEARS OF A 
SINGLE CENTER EXPERIENCE IN ITS DIAGNOSIS AND 
TREATMENT
Fatmir Caushi, Danjela Xhemalaj, Hasan Hafizi, Jona Shkurti, 
Ilir Skenduli, Arjan Mezini

AIMS AND OBJECTIVES: Second primary lung cancer 
(SPLC) constitute an important dimension of the burden 
of cancer survivorship that needs to be taken into account 
when defining strategies for surveillance, prevention and 
counseling. In last three decades the incidence of SPLC 
in patients that had a history of a prior cancer out of the 
respiratory system is estimated 2-8%. Relative risks of 
SPLC may be smaller than previously reported may benefit 
from increased surveillance. The goal of this study was 
to give an overview of SPLC regarding patients’ primary 
malignancy, their stage of lung cancer presentation and 
bringing to the light some possible risk factors. Such data 
will be helpful in calculation of the risk for SPLC as well as 
handling of risky patients for a better survival.

METHODS: This is a retrospective study for a period of 5 
years where all the data that was gathered from clinical 
cartels of patients with lung cancer were analyzed using 
Pearson Chi-Square.

RESULTS: SPLC represents 2% of all lung cancers 
diagnosed during the period of study. The prior diagnose 
of cancer for this patients was breast cancer in 46% 
of cases, cervix cancer in 40% of cases and the other 
diagnosis 14% of cases. All the patients have been under 
oncologic treatment with radio or chemotherapy. 20% of 
these patients have been smokers prior to first malignancy. 
The average age of the patients with SPLC was 55 years 
old. The ratio male to female was 1:10. The most frequent 
hystotipe found was adenocarcinoma in 60% of cases 
meanwhile in all cases with a prior squamous cell cancer 
of cervix was found squamous cell carcinoma as SPLC. 
The average period of time from the prime cancer to the 
SPLC was 3.7 years. 73% of cases with SPLC underwent 
an anatomical resection of the tumor.

CONCLUSION: This study shows that patients with the 
higher risk for a SPLC are premenopausal women with breast 
cancer and cervical cancer. Changes in the prevalence of 
risk factors and diagnostic techniques may have affected 
more recent risks. The relative risk of developing SPLC 
in smokers is unclear. SPLC after oncologic treatment is 
an issue that raises many questions. Careful review by a 
multidisciplinary tumor board, considering all available 
information, is recommended.
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PO16

THE NASOLABIAL ISLAND MUSCULOCUTANEOUS 
FLAPS IN THE NASAL ALAR RECONSTRUCTION AFTER 
NEOPLASMECTOMIA
Gëzim Xhepa¹, Helidon Nina², Artur Hafizi³
¹  Department of Plastic and Burn Surgery, University Hospital Center 

“Mother Tereza”, Tirana, Albania
² Institute of Oncology, University Hospital Center “Mother Tereza”, 
Tirana, Albania
³  ECHO Doppler Cabinet of Internal Medicine Clinic, University 

Hospital Center, “Mother Tereza”, Tirana, Albania
In this presentation, our attention is drawn by the neoplastic 
corruption of the nasal alar region, because of the serious 
morpho-functional problems of its reconstruction after the 
skin cancer excision. The problems of this area surgical 
reconstruction are: (a) this region has major angular 
breaches and rigid deep grooves in the anatomic and 
esthetic aspect; while (b) in the functional aspect, it is a 
respirator valvular portion of the nasal pyramid. Under this 
point of view, the random skin flaps, which are used in the 
correction of this area, not only eliminate the anatomic 
grooves of it, but, on the other hand, they don’t give any 
durability functional assurance because of the great 
contractile possibilities of these flaps in such circumferential 
areas. Beyond these, it couldn’t be neglect the esthetic 
problem of the long scars of the random flaps in the skin 
envelope of the nose. In front of these problems of our 
clinic practice, we pay attention to the skin anatomy of the 
nasolabial groove, and its morphologic nutritive peculiarity 
of its supporting on the crossing point of three potential 
muscles, which are m. orbicularis oris, m. levator labii sup. 
alaque nasi and m. levator labii sup. These muscles promise 
not only a variable island pedunculation of this skin, but 
and a great possibility of its rotation in a wide angle. We 
would like to present here, in this congress, three variants 
of our clinic cases with skin island pedunculation in each 
of three muscles of this anatomic area, selected from the 
distance of alar defect and the angle of peduncle rotation. 
Although supported in a modest applicative practice, this 
surgical reconstructive approach is presented as a hopeful 
therapeutic alternative with competitive values in front of 
other reconstructive random flaps for the region, such as: 
frontal advanced flaps, buccal rotative flaps, bilobar dorsal 
flaps, etc. The solidity of the anatomic projection of these 
flaps and the potential muscular pedicles are the assurance 
of the reconstructive success and the flap safety.

PO17

TAMOXIFENE VERSUS LETROZOLE USE IN BREAST 
CANCER PATIENTS IN ALBANIA DURING 2004-2014
Kakariqi Laerta1, Vito Sonila2

¹  Department of Biomedical and Experimental Subjects, Pharmacology 
Section, Faculty of Medicine, University of Medicine, Albania

² Pharmacy Department, Albanian University, Albania
AIM: To compare the the out-of-hospital use patterns of 
Tamoxifene and Letrozole for breast cancer patients in 
Albania during the period 2004-2014. 

METHODS: All data were collected from Health Insurance 
Institute (HII) and analysed reflecting the ambulatory and 
outpatient use for the period 2004-2014. The data about 
the consumption of drugs were expressed as a number of 
Defined Daily Dose (DDDs) /1000 inhabitants/day. 

For all the period under study 2004-2014, there were 
collected and analysed the data of import and domestic 
production of drugs, which altogether represent the real 
consumption of drugs in the country. These data were 
subsequently included in a comparative analysis with the 
utilization data according to the HII.

RESULTS: The drug with the highest values of consumption 
is Letrozole 0.05-0.37 DDD/1000 inhabitants/day 2004-
2014). The consumtion of Tamoxifen is reduced through 
these years with values 0.32-0.17 DDD/1000 inhabitants/
day 2004-2014. 

Figure 1: Consumption of the two drugs in different regions 
and at the national level.

Figure 2: Annual average value of consumption of the two 
drugs: consumption based on import versus consumption 
based on HII.
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The “Import” item includes the consumption based on 
import data: this represents the factual consumption.

CONCLUSIONS: It is evident that a non-small part of the 
patients remain untreated under the scheme. There is 
noted a shift in use of endocrine therapy from tamoxifen 
to aromatase inhibitors. This trend is consistent with major 
international clinical guidelines that recomend preferential 
use of aromatase inhibitors in post-menopausal women.

PO18

USING HDR BRACHYTHERAPY AS A REIRRADIATION 
IN PATIENTS WITH LOCALLY RECURRENT CERVICAL 
CANCER
Enes Hafizi, Gazmore Bardhi
Radiation Oncologist,Oncological Service, University Hospital Center 
“Mother Tereza”, Tirana, Albania
PURPOSE: To assess the outcome for patients with 
postradiation locally recurrent cervical cancer treated with 
High Dose Rate Brachytherapy.

MATERIALS AND METHODS: 19 patients with postradiation 
recurrent cervical cancer were treated with HDR 
Brachytherapy.All patients were treated with External beam 
radiation therapy with dose 45-50.4 Gy at least 6 months ago 
and had biopsy-proven recurrence.They were treated with 
4 fractions HDR Brachytherapy with 7 Gy per fraction,one 
fraction per week.

RESULTS: Overall survival was better for patients who had 
stage II disease before brachytherapy than for those who 
had stage III disease. Grade 3-4 complication were seen in 
3 patients and were within acceptable limits.

CONCLUSION: Reirradiation with High Dose Rate 
Brachytherapy in recurrent cervical cancer can give a good 
chance of survival with acceptable toxicity.

PO19

THE ROLE OF ADJUVANT VAGINAL CUFF HDR 
BRACHYTHERAPY IN EARLY STAGE ENDOMETRIAL 
CANCER 
Enes Hafizi, Gazmore Bardhi
Radiation Oncologist, Oncological Service, University Hospital Center 
“Mother Tereza”, Tirana, Albania
PURPOSE: To report outcomes following adjuvant High 
Dose Rate Vaginal Brachytherapy in early stage endometrial 
cancer compared with External Beam Radiation Therapy.

METHODS AND MATERIALS: Between May 2009 - January 
2013, 78 patients with early stage endometrial cancer 
(Figo stage IA-IB low or intermediate risk) were treated 

with adjuvant Brachytherapy or External Beam Radiation 
Therapy (after hysterectomy).

30 patients were treated with Brachytherapy alone, 3 
fractions with 6 Gy in 5 mm depth.

48 patients were treated with External Beam Radiation 
Therapy alone (cobalt or linear accelerator) with dose 45Gy 
in 5 weeks.

RESULTS: The 3-year rates of Loco- regional control,Disease-
free survival and Overall survival were without significant 
difference but patients treated only with Brachytherapy had 
less side effects, so Brachytherapy was more acceptable.

CONCLUSION: Adjuvant Vaginal cuff High Dose Rate 
Brachytherapy in early stage endometrial cancer improved 
Loco-regional control,Disease free survival and Overall survival 
with less morbidity than External Beam Radiation Therapy.

PO20

PRIMARY GASTRO-INTESTINAL MALIGNANT 
MELANOMA
Duni A.1, Cekodhima G.2, Aleksi R.1, Cekodhima A.1, Naco M.3
1 Endoscopic Clinic “La Vita”, Tirana, Albania
2  Anatomopathology Service, University Hospital Center “Mother 

Teresa”, Tirana, Albania
3  Department of Surgery, 1st Clinic, University Hospital Center, “Mother 

Teresa”, Tirana, Albania
Malignant melanoma of gastro-intestinal tract (GI) is an unusual 
clinical entity(1,2). It may be either primary or metastasis. Primary 
GI malignant melanoma is considered if there are excluded 
primary cutaneous lesions or other extra-intestinal diseases. 
We report the case of a patient with a first presentation of 
gastric and small-bowel melanoma. Gastro-intestinal tract was 
considered as a primary site because of the absence of the 
concurrent lesions and no previous history of skin melanoma 
or atypical melanocytic lesions in other organs.

INTRODUCTION: Gastro-intestinal malignant melanoma 
(GIM) may present with different symptoms such as anemia, 
weight loos, abdominal pain and gastro-intestinal bleeding, 
small bowel obstruction which may require urgent surgical 
intervention(1,2,3,4). In our case, we present a 50 years-old 
woman with gastro-intestinal bleeding, anemia and weight 
loos. After a carefully history taking, physical examination 
and laboratory findings, we performed upper and lower 
endoscopic examination with biopsy and endoscopic 
ultrasound (EUS) evaluation, CT Scan and we concluded 
gastro-intestinal melanoma. 

CASE REPORT: A 50-years-old active woman presented in our 
center with digestive bleeding (melena), weakness, weight 
loss and anemia. She had a two months history and no other 
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previous important diseases in her anamnesis. Laboratory 
findings confirmed a sideropenic anemia with hemoglobin 
level 8.6 gr/dl; RBC 3.59x106/mm3; HCT 25,6%; blood group 
A(II) RhD + and no other findings in the liver and renal function, 
chest radiographic evaluation and tumor markers.

An upper gastro-intestinal endoscopy were performed, 
which detected two melanoid, ulcerated lesions located in 
the body of stomach ( the first one in the proximal part and 
the second in the distal part of gastric body). Three other 
polypoid, melanoid, ulcerated lesions are visualized in the 
descendent portion of duodenum, each one larger than 2 cm 
in diameter. Multiple biopsies were taken from the lesions of 
the stomach and descendent duodenum (Figure 1). 

Figure 1: Endoscopic images of malignant melanoma in 
stomach corpus and duodenum.

Colonic mucosa during colonoscopy results normal and 
Endoscopic Ultrasound findings demonstrated: Duodenum: 
three lesions are visualized; the largest one in the distal part: 
irregular, hypoechogenic, 20x15 mm, with clear margins, 
that involves the upper layers of duodenal wall (mucosa, 
submucosa), that infiltrates the muscularis propria layer. 
The serous layer looks intact. The other two lesions are 
located more proximally, are smaller than the first one, with 
the same sonographic features, but without involvement of 
muscularis propria layer. 

Stomach: two similar lesions located in the distal part of 
the posterior wall of gastric body and in the proximal part 
of curvature major. The lesions are hypoechoic, with clear 
margins, originating from submucosa, without infiltrating 
muscularis propria layer (Figure 2).

Figure 2: Endosonographic (EUS) view of GI melanoma.

Enhanced CT scan: the stomach is not distended. 
Thickenning of the stomach wall is noted in the antro-pyloric 
region, duodenal region. The inner contour is irregular, with 
2-3 locoregional milimetric lymphnodes. There is a folding 
of the small intestine in the left hypochondrium, that is 
accompanied with mild edema of the walls, but without 
subocclusive phenomena. At the left hypochondrium, above 
the epigastrum, at the level of soft subcutaneous tissue 
there is a 2x2.5 cm, which is contrasted inhomogeneously 
after iv contrast injection. 

After three weeks the patient underwent surgery for an 
obstructing acute intussusceptions. Macroscopically at 
laparotomy many jejunal and ileal black polipoid masses 
were found that ranged in size 5-25mm (17 polypoid black 
masses) and a segmental proximal jejunum was resected 
(Figure 3). The patient was referred for chemotherapy 
but chemotherapy and immunotherapy were considered 
ineffective in this case. 

 

 
Figure 3: Tumor appearance after resected open specimen: 
some melanoid polyps.

Histopathologic sections showed: Microscopic examination 
of intestinal mucosae after surgery reveals pigmented 
infiltrative lesion with frequet mitosis and anaplastic 
melanocitic cells. Microscopic examination reveals 
fragments of gastric mucosae with proliferation of epitheloid 
pigmented melanocitic cells (Figure 4a; 4b).

 
Figure 4. a. Histopathologic image of intestinal melanoma; 
b. Histopathologic image of gastric melanoma in our case.

DISCUSSION: When melanoma is found in gastro-intestinal 
tract, we have to choose between two options: primary 
or metastatic gastro-intestinal melanoma. In the most 
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cases gastro-intestinal melanomas are metastasis from a 
cutaneous primary tumor, but rarely primary gastro-intestinal 
melanoma can arise from mucosa of the gastro-intestinal 
tract1. An explanation exist why melanoma develops in the 
GI tract, although this organ does not contain melanocytes. 
The reason is the migration of aberrant melanotcytes from 
neural crest to the epidermis, nasopharynx and oral cavity, 
hair follicles during embryogenesis. 

There are some criteria that confirm the diagnosis of primary 
gastro-intestinal melanoma: the absence of concurrent 
lesions, the lack of a history of melanoma or atypical 
melanocytic lesion removal from the skin and other organs, 
absence of extraintestinal metastatic spread of melanoma, 
and the presence of intramucosal lesions in the overlying or 
adjacent intestinal epithelium(1,3). 

In the 40-100% of primary GI melanoma, histologically was 
reported the presence of atipycal melanocitic cells in the 
basal layer of the epithelium and extending in the pagetoid 
fashion in to more superficial epithelium. Morphology must 
be compatible with primary tumor. Our case is a solitary 
gastro-intestinal localization. 

The clinical presentation of GI melanoma is similar to those 
of other GI malignancies and includes: anemia from chronic 
blood loss, pain, loss of weight, intestinal occlusion, 
invagination etc(1,2,3,4). 

Primary GI melanoma tends to be more aggressive and 
worse prognosis than cutaneous origin(2,3), because of 
late diagnosis and rapidly growth in the rich vascular and 
lymphatic supply of the intestinal mucosa. Surgery is the 
treatement of choise in the patient of primary GI melanoma. 
Segmental resection with adequate free margins is a 
recomanded procedure(5). Systemic adjuvant therapy has a 
limited role for this disease(2).
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PO21

INTESTINAL ENDOMETRIOSIS AND CARCINOMAS: 
CASE REPORT AND LITERATURE REVIEW
E. Kurushi, Mehdi Alimehmeti, Manjola Tahiraj, Shk. Gentiana 
Cekodhima
1  Central Service of Anatomopathology, University Hospital Center 

“Mother Teresa”, Faculty of Medicine, Tirana, Albania
2  Service of Oncology, University Hospital Center “Mother Teresa”, 

Faculty of Medicine, Tirana, Albania
Endometriosis is a rare disease that affect 1% of woman 
of reproductive age and 5-15% of woman with fertility 
problems. It is classified as intra or extra pelvic, depending 
on the localization of the disease. The prevalence of 
intestinal endometriosis accounts for 5.3 to 12% of cases 
endometriosis.

The most usual clinical complaint of intestinal 
endometriosis vary from abdominal mass and pain, to 
constipation, diarrhea, symptoms of sub acute or acute 
intestinal obstruction and this symptoms only on 41% 
of cases is characterized by cyclic appearance, make it 
difficult to diagnose a neoplasic or inflammatory process 
with endometriosis.

Imaging exams can help and direct the diagnosis, 
however, none of these exams is capable of confirming the 
diagnosis per se. The gold line standart for the diagnosis is 
laparoscopy with histopathology.

When it comes to histopathological diagnosis typically 
finding the edometroid gland and stroma make the 
diagnosis clear, but with all the metaplasia, hormonal, and 
inflammatory changes that affect the endometroid tissue, 
it is difficult even histologicaly to differ an endometroid 
carcinoma involving the intestinal tissue, from pure 
endometriosis.

The diagnosis becomes more difficult when we consider the 
malignant transformation of intestinal endometriosis. The 
primar endometroid carcinoma of intestinal endometriosis, 
Myllerian adenosarcoma, endometroid stromal sarcoma, 
carcinosarcoma or other carcinoma are describe on the 
literature and must be taken into consideration when we 
made the diagnosis of intestinal endometriosis. 

We will report the case of a 27 years woman that was 
diagnosed with an abdominal mass probably neoplasic 
that involve the rectum, small intestine, ovary and Fallopian 
tube, the hystopathological exam revealed an extrapelvic 
multilocular endometriosis. 
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PO22

MACROSCOPIC QUALITY ASSESSMENT AND 
PHOTO-DOCUMENTATION OF COLORECTAL CANCER 
SURGICAL SPECIMENS: A STANDARDISED PROTOCOL 
AND INITIAL RESULTS
Manatakis D., Balalis D., Pintireki A., Korkolis D., Sakorafas G., 
Gontikakis E., Plataniotis G.
Department of Surgical Oncology, Agios Savvas Anticancer Hospital, 
Athens, Greece
OBJECT: The aim of this study was to evaluate oncological 
quality of colorectal cancer surgery through a standardised 
protocol of macroscopic specimen assessment and photo-
documentation.

METHOD: Left-sided colon and rectal cancer specimens 
between January and September 2016 were freshly 
photographed. Distance of central vascular ligation (CVL) to 
nearest bowel wall, distance of CVL to tumour and length of 
bowel resected were documented for all patients. Grading of 
the surgical plane, rate of positive circumferential resection 
margins (CRM) for rectal cancers and number of lymph 
nodes harvested were retrieved from the pathology report.

RESULTS: In total, 28 patients underwent low anterior 
resection (20 open, 8 laparoscopic) and 28 patients 
underwent left colectomy (21 open, 7 laparoscopic) during 
the study period. For rectal cancers, mean distance of 
CVL to nearest bowel wall was 11.3±2.5 cm and of CVL to 
tumour 18.6±3.6 cm, while for left colon cancers 11.9±3.3 
cm and 13.2±3.7 cm respectively. Mean resected bowel 
length was 31.7±6.9 cm for rectal and 28.6±11.5 cm for 
left colon cancers, with an average lymph node yield of 
14.9±8.1 and 14±7.8 respectively. Positive CRM in rectal 
specimens was 3.6%. Mesorectal and mesocolic surgical 
planes were achieved in 46% and 57% of cases.

CONCLUSIONS: Compared to international standards, our 
initial results are satisfactory, although rates of mesorectal/
mesocolic excisions need to increase. Closer cooperation 
with dedicated colorectal pathologists in multidisciplinary 
teams will further improve quality of surgery and long-
term follow-up of this cohort is expected to reveal potential 
impact on survival outcomes.

PO23

RISK FACTORS FOR BREAST CANCER LOCOREGIONAL 
RECURRENCE - A RETROSPECTIVE ANALYSIS
K. Qeraj, K. Mati, A. Sallaku, Dh. Tarifa, O. Manastirliu, H. Nina 
Service of Oncology, University Hospital Center “Mother Teresa”, 
Tirana, Albania

BACKGROUND: Locoregional recurrence (LRR) after 
breast cancer may occur in the surgical bed, skin, chest 
wall and lymph node basins (axilla, supraclavicular and 
internal mammary). The majority of breast recurrences 
are clinically detectable by physical examination. Even 
when the recurrence is suspected on clinical examination, 
imaging methods are important to confirm the diagnosis 
and evaluate its extent and biopsy at the end.

PURPOSE: This analysis was done to know LRR rates and 
to explore prognostic factors for LRR among women treated 
for invasive breast cancer. Even after an appropriate 
surgical treatment and adjuvant therapy, concerns of LRR 
rates are still present.

PATIENTS AND METHODS: The study population consisted 
of 839 women who were treated 74% with a modified radical 
mastectomy and 19.2% with breast conservative surgery. 
34.4% of women diagnosed with node-negative disease 
received either no adjuvant chemotherapy and/or RT and/
or ET and 65.5% of women with node-positive disease 
received adjuvant chemotherapy of at least 3 months’ 
duration and/or RT and/or ET. 40.1% of the patients were 
treated with RT. Median follow-up was 3 years.

RESULTS: 5 % of patients manifested LRR. The most 
common site of LRR in breast cancer patient was the chest 
wall (66.6%), followed by the supra/infraclavicular region 
(26.3%) and the axilla (7.1%). Tumor relapse at the internal 
mammary region was not reported. In women with node-
negative disease, factors associated with increased risk 
of LRR were vascular invasion (VI) and tumor size greater 
than 2 cm for premenopausal and VI for postmenopausal 
patients (p<0.04). Tumor type and tumor grade were not 
significant for LRR (p>0.05). The clinical stage at initial 
diagnosis, the number of histologically positive nodes, 
menopausal status, and the location of the recurrence 
were all found to have no significant effect on disease-free 
survival. On the other hand, the number of recurrences, 
the size of the largest recurrence, and the time interval 
between surgery and recurrence had definite prognostic 
significance. A single recurrence, the size of the largest 
recurrence being ≥1 cm, and a disease-free interval of 
longer than 24 months predicted a good prognosis; on the 
other hand, multiple recurrences, the size of the largest 
recurrence being <1 cm, and a disease-free interval of less 
than 24 months predicted a bad prognosis. LRR varied by 
molecular subtype as approximated using ER, PR, and HER-
2 status. Local recurrence was particularly low for HER-2 
positive and high for Luminal B (p<0.004). RT to the chest 
wall and supraclavicular fossa was performed in patients 
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with ≥4 positive nodes. With 1-3 positive nodes, chest 
wall RT was considered in patients aged <40 years with 
vascular invasion. In all LRR cases: 57.1% patients didn’t 
receive RT and 42.9% received RT.

CONCLUSION: LRRs are a significant problem after surgery 
even for some patients with node-negative breast cancer, 
as well as after surgery and adjuvant treatment for some 
subgroups of patients with node-positive disease. In 
addition to number of positive lymph nodes, predictors 
of LRR include tumor-related factors, such as vascular 
invasion and larger size. Radiotherapy in patients with 
breast cancer reduces the risk of LRR. Improvement in 
locoregional control impacts PFS.

PO24

NEOADJUVANT CHEMOTHERAPY TREATMENT OF 
BREAST CANCER
B. Malaj1, H. Nina2, Dh. Tarifa3, O. Manastirliu4, A. Sallaku5

1  Resident at Oncology , University Hospital Center “Mother Teresa”, 
Tirana, Albania

2  Head of Onco-Surgical Service, University Hospital Center “Mother 
Teresa”, Tirana, Albania

3  Head of Chemotherapy Service, University Hospital Center “Mother 
Teresa”, Tirana, Albania

4  Director of University Hospital Center “Mother Teresa”, Tirana, Albania
5  Head of Oncological Service, University Hospital Center “Mother 

Teresa”, Tirana, Albania
INTRODUCTION: Neoadjuvant therapy refers to the 
systemic treatment of breast cancer prior to definitive 
surgical therapy. The primary objective of neoadjuvant 
therapy is to improve surgical outcomes in patients for 
whom a primary surgical approach is technically not feasible 
and in patients with operable breast cancer who desire 
breast conservation, but for whom either a mastectomy 
is required or a partial mastectomy would result in a poor 
cosmetic outcome. Neoadjuvant therapy also allows for an 
early evaluation of the effectiveness of systemic therapy. 
This may permit the clinician to discontinue ineffective 
treatment. However, identification of effective regimens 
(for patients who do not respond to the original treatment) 
continues to be the subject of ongoing research. In addition 
to these clinical objectives, neoadjuvant therapy gives 
researchers the opportunity to obtain tumor specimens 
(both fresh and formalin-fixed) and blood samples prior 
to and during the preoperative treatment. This enables 
research aimed at identifying tumor- or patient-specific 
biomarkers to proceed.

METHODS: The aim of this study is to have an evidence 
of the neoadjuvant treatment of breast cancer in Albania. 
The data were collected from individual medical records 
of patients diagnosed with Breast Cancer in Oncological 
Hospital from 2010 till 2015. We were focused on clinical 
staging, chemotherapy regimens, downstaging, clinical 
and pathological response of the mass and axilla. 2128 
patients were analyzed.

RESULTS: Data processing showed that 5% of the patients 
were treated with neoadjuvant chemotherapy, and nearly 
all of them were presented with locally advanced breast 
cancer, stage III (T4 N2 M0). 56% had partial clinical 
response (cPR) and 15% had complet clinical response 
(cCR), 6% had stable disease ( SD), and 8% had progressive 
disease ( PD). Regarding axilla 44% had cPR, and 24% cCR. 
Only 30% of them had pCR, and 15% had no metastasis in 
lymph nodes (pCR), pN0. In total 10 % of patients showed a 
complet response pT0 N0.

CONCLUSION: Almost all the patients had a response 
from neoadjuvant treatment. There is a low percentage 
of patients who had pathological complete response of 
the mass and the axilla. A careful pretreatment staging is 
needed. We have to consider also neoadjuvant therapy for 
breast conservation.

PO25

CLINICAL AND EPIDEMIOLOGICAL FEATURES OF 
LUNG CANCER IN ALBANIA 2013-2015
Holta Tafa, Milda Nanushi, Daniela Xhemalaj, Sofiela Telo, 
Donika Bardhi, Hasan Hafizi

BACKGROUND: Lung cancer is the most commonly 
diagnosed cancer worldwide, and its incidence continues 
to grow. In 2012, an estimated 1.8 million new cases 
of lung cancer were diagnosed globally, accounting for 
approximately 13% of the global cancer burden. Generally, 
global lung cancer trends have followed the trends in 
smoking, with a lag time of several decades. Most Western 
countries have encountered a disturbing trend of increasing 
prevalence in younger patients and women.

THE AIM OF THE STUDY: To determine the trend of lung 
cancer prevalence and its distribution according to age 
groups. To determine clinical data and diagnosis delay of 
lung cancer. 

METHOD: 

•  Retrospective 3 year study, from January 2013 to 
December 2015 analyzing records of all patients 
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hospitalized in the University Lung Diseases Hospital, 
Tirana, with a confirmed diagnosis of lung cancer.

•  For the second objective a retrospective study of 200 
randomly selected cases out of 564 lung cancer patients 
admitted in our hospital in 2014 was carried out.

 

RESULTS:

•  Data analysis demonstrates that there is a progressive 
increase of lung cancer cases each year during 2013-
2015 timeframe.

•  In 2015 it is noticed a slight shift toward younger group 
ages compared to previous years. 

•  Male to female ratio continues to be 5/1
•  Main complaints were as follows: sputum production 

64.8%; dyspnea 76.9%; chest pain 62.8%
•  67.8% of cases had a centrally located lesion
•  71.4% of cases were smokers with an average of 30 

cigarettes/day
•  38% of smokers used to smoke >20 cigarettes /day 
•  Average age of cases was 64 years old, with a minimum 

age of 16 years old and a maximum age of 89 years with 
a SD±12,3.

•  94.9 % of cases were >45 years old
•  Time between onsets of complaints up to hospital 

admission varied from a minimum of 1 month up to 72 
months, with an average of 4.6 months, SD± 9.1. 

CONCLUSIONS: The prevalence of lung cancer continued 
to increase steadily in our country. There is a trend of 
increasing prevalence in younger patients. 

The diagnosis is done at advanced stages with small benefit 
from lung surgery as a result.

P026

CHANGING PARADIGMS IN BREAST CANCER 
SURGERY FROM HALSTED RADICAL MASTECTOMY 
TO ONCOPLASTIC SURGERY
Helidon Nina¹, Oreste Buonomo², Giuseppe Petrella², Gezim 
Xhepa¹, K. Mergo³, O. Manastirliu¹, Dimitrios Varvaras²
¹ University Hospital Center “Mother Teresa”, Tirana, Albania
²  Department of Experimental Medicine and Surgery, University 

Hospital “Tor Vergata”, Rome, Italy
³ Psychosocial Service 
In breast cancer surgery the earliest surgical treatment 
is found in what we known as the “Edwin Smith Surgical 
Papyrus,” a series of medical case presentations written 
in Egypt between 3000 and 2500 b.c. In the eighteenth 
and nineteenth centuries, several surgeons promulgated 
a more aggressive surgical approach to the treatment of 
breast cancer. Jean Louis Petit (1674-1750), Director of 
the French Surgical Academy, is credited with developing 
the first unified concept for the surgical treatment of breast 
cancer. In his writings, published 24 years after his death, 
Petit suggests that “… the roots of cancer were the enlarged 
lymphatic glands; that the glands should be looked for and 
removed and that the pectoral fascia and even some fibers of 
the muscle itself should be dissected away rather than leave 
any doubtful tissue. The mammary gland too should not be 
cut into during the operation”. The modern surgical treatment 
of breast cancer has its origins in the mid nineteenth century. 
During this period, the German pathologist Rudolf Virchow 
studied the morbid anatomy of breast cancer. He undertook 
careful post-mortem dissections, and postulated that breast 
cancer arose from epithelial cells and then spread along 
fascial planes and lymphatic channels. These studies laid 
the scientific foundation for the surgical treatment of breast 
cancer from the late nineteenth to the later part of the 
twentieth century. Halsted was appointed to the surgical 
faculty of the Johns Hopkins Hospital, where he described 
the radical mastectomy for the treatment of breast cancer 
In 1948, Patey and Dyson of the Middlesex Hospital in 
London published a brief report describing a modification 
of the Halsted mastectomy. In the past 30 years, a series of 
critical clinical trials have proved that less aggressive surgical 
resection of the breast does not in fact endanger patient lives. 
Both the Milan trials and the National Surgical Adjuvant 
Breast and Bowel Project breast conservation studies, which 
started in the 1970s and gained widespread notoriety in the 
mid-1980s, have now published long-term results with at 
least 20 years of follow-up. These results support the original 
hypothesis that breast conservation treatment is equivalent to 
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mastectomy as measured by overall survival. In recent years, 
several prominent plastic surgeons in North American and 
Europe have taken a special interest in breast reconstructive 
surgery, and made it an integral part of plastic surgery 
training programs. In recent years have been improved a lot 
of oncoplastic surgical procedure for breast cancer by very 
known surgeon in this field.

KEY WORDS: Mastectomy, Breast, Cancer

P027

INCREASING EFFICIENCY FOR NEOPLASTIC DISEASE 
TREATMENT AT ONCOLOGY SERVICE IN TIRANA 
UNIVERSITY HOSPITAL CENTER “NENE TERESA”, 
THROUGH NEW INVESTMENTS ON TECHNOLOGY AND 
INFRASTRUCTURE
Ogerta Manastirliu
CEO of University Hospital Center “Mother Teresa”, Tirana, Albania
The international growth of cancer and lack of available 
treatment is en route to become a global crisis. More than 60% 
of cancer patients needing radiation therapy at some point 
during their treatment course, the lack of available facilities 
and treatment programs worldwide is extremely problematic.

Oncology Service in Tirana University Hospital Center 
“Nene Teresa”, is the only center of reference for neoplastic 
disease diagnose and treatment in public sector in Albania. 
In 1969 was build the Cancer Center with sectors of surgery, 
pathology, chemotherapy and radiotherapy (120 beds). 
This hospital has been through the years, a reference point 
for all Albanian doctors and students, serving as a teaching 
hospital for physicians and other professional staff.

The number of patients diagnosed each year in the Service 
of Oncology at University Hospital Center is increasing, it 
was 5158 for 2015 cases according to Statistic Department 
of TUHC (Cancer Registry).

In 1965 starts the construction of Radiation Therapy 
Department, only x ray contact therapy machines, and 
in September 1965 was installed the first Cobalt 60 unit 

Jupiter-Junior F (Barazzetti) in addition to other devices 
as Röentgen therapy (x ray therapy) Shaul, Picker. In 1966 
started the treatment of some pathologies like Hodgkin 
Lymphomas and Breast Cancer. New Cobalt machine 
Alcyon II (CGR-MeV), with source radioactivity 6000 curie 
was installed and 2.5 TPS - called ROCS started to be 
used on 1991. From 2000 a Cobalt 60 machine has been 
installed and a second one at the beginning of 2005. 

Only in March this year, in this service is installed the 
first Linac and CT simulator (Linear accelerator), at the 
Radiotherapy Unit. The investment of around 3.5 million 
Euros last year by the Albanian Government has increased 
the efficiency in cancer treatment and the number of 
patients treated in this Unit is around 55 patients/day. 

In the oncology service, strategic improvements are 
made, especially in the organization of the day hospital for 
radiotherapy and chemiotherapy. In previous years, patients 
have suffered the lack of organization in this hospital. Due to 
the investments in waiting and reception areas for patient, 
as well as the day hospital infrastructure and equipment’s 
and electronic management, more patients are treated 
daily in the day hospital, assuring the standard quality and 
efficiency of the work organization.

CONCLUSION: Cancer treatment in hospitals is one of the 
main challenges of our health care sector. Early detection 
is one of the main topics reflecting directly in patient health 
and life quality. In Albania several improvements are done 
regarding the efficiency in cancer treatment regarding 
radiotherapy.

KEY WORDS: Radiotherapy, Cancer, Patient
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