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Long-tetm non-progressor HIV nfection (LTNP-HI\| is seen in <1 percent of HlV-aflicted population
lhere are definite criteria for the diagnosis ofLTNP-HIV. Malignancies either solid flxnors or haen:atologi,cal
cancers har"e not been reported tr such population. We report here a rare case of follicular thyoid carcinoma
in LTNP-FIIV infection. She never had any opportLuristic infections. She did not receive anti-retroviral therapy
in the entire course of illness and contirued to hare good quality of life. Treatnrent of follicular thyoid cancer
was similar to otlrcr patients without HIV infbction. This could be the first case study from India.
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I-ong-tenn nonprogressol HIV rnfection (LTNP-HIV) is seen n<Iyo HIV positive population. Natural history
of this subset ofpatients is entirely diflbrent.[!] So lirr, there are no stuclies on cancers in LTNp-HIV patients
in thc lite rattu-e. Wc rcpoft herc a very rarc casc of lbllicr.rlar thyoid carcinoma in LTNP-HIV infection. This
could be the first case report fi'om India.
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A 30-year-old fbmale, doctor by profbssion, prescnted with midline painless swelling in the neck for 3 months.
It was slowly progressive but did not cause any pressrue elibcts on nearby structues. She was having HIV- I

infbction for last l0 years. She never had fever, weight loss, or any opportunistic infections dtre to HIV- I
infection. Details of-investigations done l0 years ago such as HIV- I viral load and CD4 and CD8 counts are
not availtble at present. She was never treated with prophylactic drug treatrrent for opporturistic infections or
rvith antiretroviral therapy dru'ing this periocl. She never sufferecl from thy'trid illness before. None ofher frmity
menrbers had history ofthyroid dysfi.u.rction.

Clinical examination revealed a solitary nodule of4 cnr in the left lobe of thyroid. Cervical t5zrnphadenopathy
was not fourd. Ultrasonic str,rdy of thyroid gland showccl an isoechoic solid nodule. Fine-needle aspiration
cyolo8)z reported as a cellular fbllrcular lesion. Thyronl fi,urction tests were normaL She r:nderwent left
hemithyroidectomy. Histopathological gross evahntion of left hemithyroiclectomy specimen measuring 6.3 x
6 i : 3.0 crn sho'"r'ec1 tt well-cir-ctu.tr.scrihecl l-ronxruenous, nodtilar brownish mass measuing 4.5 x 3.5 y.Z.g

cm. Adjacent nonneoplastic thyoid was nodular E-ey-whrte. Microscopy revealed a widely invasive, follicular
carcinoma demonstrating prominent capstilar and vasclllat invasion with tunor plug conpletely transregessing
the fibror"s capsule and pt'esent within a blood vesscl covered by endothelirun. No extra-thyroid extension was
sec[. Adiacent thWoid Darenchtnna shows lvrnnhor:vtic fhrrniditis l]rir:,rn-* Il Therc 1r/qc ,ln chra.^ +n ^rr^^*
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\\'klcl)' irtrrtsivc firllicLrlrr crt'cinoma of tl-ryroid' Arrorv shows capsular

invasion.InsetshowsadjacentHashimoto'sthyroiditis

completion thy,roidectomy was performed' Histopathoiogical evaluation of completion thlroidectomy

specimen showed Hurhi,,,oto,, thyroiditis. Eleven adjac.i' ryrptt nodes were free oftumor' After 4 weeks'

she rurderwent raclioactive-Iodine whole body scan that dernonstrated residml disease in the neck"

ii.itiio rtrdine ubluriurr o 1'thc r.liscasu u'as dotrc. She was trcated with levothyroxine 100 pg daily for

hypothyoidism after raclioiodine treatment and calcitul carbonate I Gllr 3 tinres a day along with week$

cholecalciibrol 60,000 IU for immediately for po'topt*ti* hypoparathyoidism' Her cD4 and cD8 cottttts

were 756 cells/n,n 
3 # ;;;;;;;i , ,"i*"ri*ly and the virar loa<, was 136 copies/ml Diagrrosis of

LTNP-HIVinfectionwascorsideredaspertlrecturentcriteriaofLTNP-HIV'
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HIV_ r infection is common viral infection in India. There are subsets of HIV- 1 infection in which the viral load

is not very high T cell subpopulations (helper/suppressor) cells are srlerrtrv reduced and patients can survive

nrore than B years in tt.,e atsence of ardiretro*'uiit'"'"py for HIV- 1 intbction' This subset is seen in onty < l%

of HlV-positive population. we considered LTNp-Htv i,-,fe.tion rather than elite controller as the vi.al load

was more than 100 Hlv-RNA copies/ml and helper T cellcount was stable over the past l0 years' in the

absence of antiretrovtraltherapy in this case ,*0, ,1,. cliagnostic criteria of LTNP-HIV inclrrde: (r) Helper

e cll popuLirron 1CD.l ..[".1 ,rr" than 500 tt['i',," ] (') 'i'ut 
ioad <1000 copies/rnl (iii) stable disease over a

period of 8 years without antiretroviraltherapy for HIV infection' Prevalence ofLTNP ls <loh ofHIV-

positive patients in clinicalpractice'[!] Most of the paticnts are asyrptonratic'

lncidence of cancers either AIDS-defning cancers (ADc, or non-AlDS-defining cancers Q'{ADcs) in

LTNp_Hrv infection has not been reported earrier. prevalence of cervical lesions inLTNp-Hrv patients was

studied in Aliica.[1] Thyroid invohement in HlV-positive patients nray have variety of causes. It rnay be

irri'olvutl eluc to irri.-:e ticlns ()t. t,lierc r.:ou]d be clrugrel..tecl tlryoid dysflrrction in HIV infectiorLl3] but prinrary

malignancy ofthyoid in LTNP-HIV- I patients-is not known' Etiology of the NADCs and ADCs is not well

understood. Most of the patients with NDs-associatecl cancers have viral etiology. Hunan papillonravirus is

resporsibre for orar and cervical cancers, Epstei,-Bar-r vir.m is related to non-Hodgkin s rymphonra (NHL)

ancl human herpes viru.s B for I(aposLs ""o*u 
(KS)' No strch viral etiolory is attrfoutecl in the pathogenesis

of thyro id rnalignancY. ['l]

III\r,,\lDSrclltcrlcilnccrs.cithcrAIDSclcfrninsmalignancics(ADMs)ornon-ADMsOIADMs)areolten
secn in HIV infbctio, with advanced srage. witt-,iignry uctive antiretroviraltherapy, the prevalence of KS and

N HL has declined significantly. Thyoid cancers in I-Ilv/AlDs are an uncolrlrnon and unusual type of NADM'

[i] Mbulaitey e et nlrepofied rising incidence of canccrs of thyoid' kidney' and utens and of conjurctiva in

HIV/AIDS in Aflica.[[] whether genetic factor(s) pray any role i, the patrrogenesis ofthyroid cancers in HIV-

positi'e patients is notllear.[1] Papillary thyroid carcinonra[Z] and medullary thyoid carcinonn[8] were

reported in advanced HIV positive patients. They were receiving antirefroviral therapy for HIV infection,nlike

otr Patlent.

Pathogenesis of LTNP-HIV infection is a rnystery' viral, genetic and host-related factors have been

poshrlatecl in t'e trevelopment of LTNP-HIV infection. patients with HIV-1 i,fection progress ifthey have

abnornnrities 'f 
nef gene or have high rever of beta-2-microgrob,lin. while sorne genes protect against the

progession.[-l-] CCfu is a co-receptor for transmission of HIV- I ffiction' Mutation of CCR5 gene is the

most conaron abnonnality in LTNP-HIV' Such mr$ation can be seen in Indian ftmilies as well[!] usually'

ir,.liii.lLuiL \\irli holiroz)gois de [a ]2 allelc atc rcsistaut to 
'IIV 

infecticrn in spite of rnuhiple exposures to

HIV-infected percons while those with heterorygors clelta 32 nrutation have lesser viral replication and slower

progrcssion of HIV intbction.I l 0] We havc ,-.,ot .',,l'nt.d oLr patient fbr molecrrlar markers. Until date, patierrt

has got good ciulity lifc lollowing total thyroiclectorrry' l{orv long will she remain LTNP-HIV or will she

nroor€tss in lirture ls not known'
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Laparoscropic Surgery

Laparoscopic Surgery for Malignancy

PJ Shukla*, PV Chitale*, CS Ravichand*

lntroduction and Background
Since the first report of laparoscopic
cholecystectomy by Mouret in 1987 there is an upsurge of laparoscopic procedures for benign diseases such as
laparoscopic cholecystectomy, Nissen's fundoplication, inguinal hernia repair and appendicectomy. 1 The initial
successful and wide spread application of laparoscopictechnique in benign diseases resulted in maturity of
surgical skill and confidence in laparoscopy among the surgeons. This subsequently made surgeons apply
laparoscopic technique for resection of malignant diseases.

Technological advances took rapid strides in last 20 years. With refinement in instrumentation and availability of
newerenergy sources laparoscopic resections in malignancy have become more successful and with fewer
complications.

The main advantage of laparoscopic surgery over an open procedure is that it requires smaller incision, which
translates into less pain, less pain medication, better cosmesis, earlier ambulation and quicker recovery.

Role of Laparoscopy in Malignancy
Laparoscopy is used in cases of malignancy as - diagnostic and staging procedure, therapeutic procedure,
palliative procedure.

Laparoscopy is used either as
1) complete laparoscopy or as
2) hand assisted laparoscopy

Laparoscopy in Diagnosis and Staging of Malignancy
Despite the advances in imaging technology, conventional imaging techniques have been found to be
inadequate in diagnosing and staging the disease in oncology.

Most important benefit of laparoscopy is to diagnose advanced disease without subjecting the patient to major
exploration, associated pain and longer hospitalization. A nontherapeutic laparotomy adds cost, creates patient
discomfort and delays alternative therapy till healing occurs, This is especially true in cases of peritoneal
carcinomatosis which is easily missed on imaging. Ability of laparoscope of viewing deep and intricate
structures, facility of laparoscopic biopsy and laparoscopic aided imaging (as laparoscopic ultrasound, doppler)
is helpful in diagnosis and staging of retroperitoneal adenopathy, pancreatic tumours, adnexal masses,
mesenteric tumours and the occult diseases in abdomen.

Ca Esophagus
Presence of distant nodal metastases and carcinomatosis contradicates the oesophageal resection. Non
invasive imaging is found to overstage the disease in considerable proportion of patients, bereaving them of the
curative resection. Thoraco-laparoscopy offers facility of accurate staging of lymph nodal disease by lymph
node biopsy.

Gastric Cancer
The dismal prognosis associated with gastric cancer makes it essential to select the early cases in which a

curative resection can be offered. Laparoscopy aids in the staging of gastric cancer by detecting peritoneal



nodules, gastric serosal infiltration, adherence to adjacent structures, presence of lymph node metastases,
presence of liver metastases, ascites and cytological evaluation of peritoneal washings.2 The laparoscopic
staging accuracy in gastric cancer is about g0% and laparoscopy has been found to predict resectability in 87%
of cases.

Hepato-Biliary and Pancreatic Tumours
Laparoscopic staging of liver tumours (primary and secondary) has low yield as compared to imaging. But
Laparoscopic ultrasound (LUS) may prove to be helpful in deciding resectability of hepatic tumours.3
Laparoscopy is most accurate for identifying peritoneal disease and additional hepatic disease thereby
preventing non therapeutic laparotomies. However, metastatic lesions below the capsule of liver and tumour
invasion of the retroperitoneum and portal vein are the main considerations when determining local resectability.
Laparoscopy combined with LUS is more specific in defining local resectability of pancreatic tumour.4

Laparoscopy in Treatment of Malignancy
Cancer surgery poses some unique challenges for the application of laparoscopy in oncology - a) relationship
of a tumour to the tissues that surround it is critically important in cancer staging, specimens or whole organs
should be removed intact (en bloc) so that the pathologists can properly 

"rjmine 
them and measure and

document the depths and margins of tumour invasion ind resection, bi lack of evidence or improvinl outcomes
of resections such as decreased hospital stay, decreased pain, early recovery, decreased costs, anj earlier
returns to work and c) any negative impact on survival e.g. induction of carcinomatosis, port site recurrences.

Oesophageal Cancer
During standard oesophageal resections, mobilization of oesophagus with mediastinal dissection is done
thoracoscopically and gastric mobilization and resection is done la-paroscopically. Avoidance of thoracotomy is
thought to result in less pain and reduced respiratory complications

Gastric Cancer
Minimally invasive procedures include gastrectomy via laparoscopy and hand-assisted resections, Laparoscopic
D'1 gastrectomy seems ideal for early gastric cancer. A total D2 gastrectomy is advisable for middle- third and
upper third lesions, but distal gastrectomy is sufficient for antral lesions.

Laparoscopic gastric resections are - a) Laparoscopic partial or total gastrectomy with internal reconstruction of
upper Gl tract b) Assisted laparoscopic partial or total gastrectomy - reconstruction is through minilaparotomy.

Pancreatic and Hepatobiliary Cancer
Pancreaticoduodenectomy, distal pancreate-ctomies, and liver resections are reported to be done
laparoscopically. For liver malignancies, laparoscopic radiofrequency ablation and cryoablation under
laparoscopic ultrasound guidance allow detection and treatment of small metastases.

Colorectal Cancer
All types of colonic and colorectal resection as anterior resection, abdominoperineal resection and total
mesorectal excision are done laparoscopically. The laparoscopic procedure does not deviate from the steps of
the traditional radical excision as it also includes high ligation of the vessels, adequate length of the distal
margin from tumour, adequate lymphadenectomy ind mesorectal excision. The resection 

-margins 
and lymph

node yield is not lower in laparoscopic procedure.5 The results of clinical outcome of surgical therapy (CbSf)
trial suggest that laparoscopically assisted colectomies are equivalent to open colectomies in terms of
recurrence and overall survival and have advantage of faster perioperative recovery.6

Laparoscopy in Palliation of Malignancy
Palliative procedures which are done laparoscopically are Gastro-Jejunostomy, lntestinal Bypass, Colostomy,
lleostomy, Feeding Jejunostomy / Gastrostomy.

Complications
Case selection is most important to reduce number of complications and conversion rate.

lnjury to Adjacent Structures
ln cancer patient infiltration of important structures by tumours makes such structures more susceptible for
injury.



Port Site Herniation
Despite poor nutritional status and hypoalbuminaemia, the postoperative herniation through trocar site is not
frequent in cancer patients. Closure of fascia at port site when it is of size more than 0.5 cm ensures this.

Gomplications related to the Learning curve
Laparoscopy is more than a new technique; it is a completely different way of operating. The visualization is
different, the instruments are different, and the tactile aspects are very different. lntracorporeal suturing, for
example, is a skill that requires a great deal of practice.

Port Site Recurrence
Port site metastasis (PSM) is recurrence of tumour at small wounds created for placement of ports during
laparoscopy. The initial reported incidence of such recurrence ranged from 0to21%.lmproved understanding
of the mechanism of port site recurrences has prompted the surgeons to take appropriate precautions as e.g.
use of plastic retrieval bag and use of non{ouch technique during delivery of the specimen. This has reduced
the incidence of port site recurrences to as low as less than 1%.

Conclusion
Over the past two decades laparoscopy has emerged as a valuable tool in the diagnosis and management of
malignancy. The evolution of technology at hectic pace continues to confound the surgeon as we peruse the
literature. There is no doubt that technological feasibility of executing major oncological procedures by
laparoscopy has been established. Although long term oncologic safety is yet to be established in all
laparoscopic procedures, short term outcomes are favourable and the issue of 'port site' recurrence seems to
be waning.
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