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Muzykoterapia dla seniora
Music therapy for seniors
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Streszczenie

Mugzykoterapia jako jedna z metod wspomagajgcych terapie medycyny konwencjonalnej wciqz pozostaje dziedzing, ktora
nie zostata w petni zglgbiona. Glownym zalozeniem terapii muzykq jest niwelowanie napigé, lekow oraz przeciwdziatanie
negatywnym skutkom stresu zwigzanego z trudami Zycia codziennego. Na catym swiecie podejmowane sq badania nad
wptywem muzyki na pacjentow cierpigcych z powodow roznych jednostek chorobowych. W przypadku senioréw, znaczna
czeS¢ badan skupia si¢ na przeciwdziataniu depresji oraz tagodzeniu objawow demencji i tagodnych zaburzer poznaw-
czych. Niestety wigkszoS¢ opisanych prob zostato przeprowadzonych na matych grupach badanych (MCI), przez co nie
mogq stanowic¢ dowodu na skutecznos¢ proponowanych rozwiqzan dla ogotu populacji. (Gerontol Pol 2018; 26; 226-228)

Stowa kluczowe: muzykoterapia, senior
Abstract

Music Therapy is still not fully explored as one of the methods assisting in conventional medicine. still is a discipline that
is not fully explored. The main assumption in Music Therapy is to eliminate tension, fears and to prevent consequences of
daily stress. All over the world research is undertaken to find out the influence of Music Therapy on patients suffering from
different diseases. In case of elderly patients, the main point is to try to counteract depression and to alleviate symptoms of
dementia and mild cognitive impairment (MCI). Unfortunately, most studies were administered in small cohorts, and can
not be considered a proof of effectiveness for the general public. (Gerontol Pol 2018; 26; 226-228)
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Cho¢ dziatania zwigzane z uzyciem muzyki byly znane
ludzkosci od zarania dziejéw, dziS osoby proponuja-
ce zajecia muzyczne nie dzialaja wyltgcznie intuicyjnie.
Muzykoterapia stata si¢ odrgbng galezig nauki, ktéra g-
czy w sobie wplywy psychologii, medycyny, psychote-
rapii i pedagogiki z szeroko pojeta kultura.

Muzykoterapi¢ mozemy podzieli¢ na receptywng (shu-
chanie muzyki) oraz czynng (Spiew oraz gra na instru-
mentach). W kontekscie odbiorcy w wieku senioralnym,
zachgta do czynnego muzykowania nie zawsze jest ta-
twa, lecz wiaczenie do swiata dZwigkéw poprzez udzial
w roli stuchacza nie powinno stanowi¢ wigkszej trudno-
sci.

Zaréwno muzykoterapie aktywng, jak i receptywng
mozemy taczy¢ z innymi formami arteterapeutycznymi,
takimi jak choreoterapia, terapia zajgciowa czy relaksa-
cja. Wsréd metod znajdujacych zastosowanie w pracy
z pacjentem w wieku senioralnym szczegélnym powo-
dzeniem cieszg si¢ Spiew, gra na prostych instrumentach
czy komponowanie piosenek.

Zajecia muzyczne mogg by¢ stosowane w formie spo-
tkait indywidualnych jak i grupowych. Te drugie, poza
walorem terapeutycznym posiadajg réwniez wymiar so-
cjologiczny, wspomagajacy integracje w grupie rowno-
latkéw. W kwestii doboru materialu muzycznego, moz-
na wyr6zni¢ podzial na utwory relaksacyjne oraz akty-
wizujace [2].

Galiriska, wybitna specjalistka w dziedzinie muzyko-
terapii, podzielita dziatania muzykoterapeutyczne na sie-
dem grup w zaleznosci od zastosowania [3]. Wyrdznita
takie interwencje jak treningowe, aktywizujace emocjo-
nalnie, kontemplacyjne, komunikatywne, kreatywne, re-
laksacyjne oraz aktywizujagce. Wydaje si¢, ze szczegdlng
role pelnig techniki aktywizujace emocjonalnie, ktore
prowadzg stuchacza do przezycia katharsis dzigki za-
stosowaniu muzyki jako katalizatora odczué. Na kolej-
nych pozycjach nalezy umiescic¢ funkcje kontemplacyjne
i aktywizujace. Proponowane wyréznienie niektérych
elementéw jest podziatem subiektywnym, wynikajacym
z obserwacji poczynionych podczas muzycznych spo-
tkari z seniorami.

Praktyczne zastosowanie muzykoterapii

Muzykoterapia jako metoda wspomagajgca leczenie
farmakologiczne moze by¢ stosowana m. in. w przypad-
ku depresji, demencji oraz tagodnych zaburzeri poznaw-
czych (MCI). W chorobie Parkinsona gra na instrumen-
tach wptywa na motoryke i ptynnos¢ ruchu. Stuchanie
muzyki oraz czynny udzial w jej tworzeniu w znacznym
stopniu poprawia jakos¢ zycia, nastrdj i zmniejsza nie-
pokéj. Spadek napigcia zaobserwowano réwniez u pa-
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cjentéw, ktérzy podczas operacji stuchali muzyki. Juz
w latach 70. XX wieku dr Maciej Kieryl, anestezjolog
1 muzykoterapeuta, zastosowal muzyke podczas zabie-
géw operacyjnych. Stworzyt on réwniez pojecie MRM
(Mobilna Relaksacja Muzyczna), ktéra dziala w opar-
ciu o akronim OZURA (Odreagowanie, Zrytmizowanie,
Uwrazliwienie, Relaksacja, Aktywizacja) [4].

W Polsce bardzo duzg popularnoscig cieszy si¢ wy-
korzystanie muzyki podczas rehabilitacji, ale nie jest to
jedyna forma terapii muzyka, z ktérej korzystaja specja-
lisci réznych dziedzin. Coraz wigksze znaczenie majq
treningi relaksacyjne z uzyciem muzyki stosowane w le-
czeniu pacjentow narazonych na duzy stres. Szczegdlnie
poszukiwane sg zajecia muzyczne i arteterapeutyczne
dedykowane pacjentom onkologicznym. W Chinach sto-
sowano muzykoterapi¢ jako wsparcie dla pacjentek po
mastektomii. U grupy, ktéra poza leczeniem farmakolo-
gicznym otrzymata dodatkowy bodziec w postaci muzy-
ki obserwowano mniejszy poziom bélu niz w przypadku
tej, w ktdrej ograniczono si¢ do zastosowania srodkéw
przeciwbdlowych [5].

Natanson, uznawany za ojca polskiej muzykoterapii,
twierdzit, iz zastosowanie muzyki wptywa ,na catos¢
psychosomatycznego ustroju czlowieka”. Muzyka jest
stosowana réwniez w ginekologii, geriatrii, neurofizjolo-
gii oraz innych dziatach medycyny [6].

Terapie muzyka wykorzystuje si¢ do oddzialywan
na rézne uklady ludzkiego organizmu. W sferze po-
znawczej poprawia nastrdj psychofizyczny, wptywa na
ksztattowanie kompetencji spolecznych oraz poprawe
proceséw myslowych i pamieciowych. Oddziatuje row-
niez na poczucie wilasnej wartosci, a poprzez terapi¢
grupowg redukuje poczucie izolacji. Nie mozna pomijac
wymiernych skutkéw muzykoterapii na redukcje pozio-
mu kortyzolu, aktywizacj¢ uktadu limbicznego czy spa-
dek cisnienia krwi przy zastosowaniu odpowiednio do-
branych utworéw.

Muzykoterapia pacjenta starszego

Podczas pracy z pacjentem w starszym wieku najcze-
Sciej stosuje si¢ muzyke do celéw aktywizacyjnych bagdz
uspokajajacych. Przy zastosowaniu aktywnych form
muzykoterapii zaobserwowano utrwalanie sprawnosci
psychofizycznej przy regularnym powtarzaniu ¢wiczen.
Wedtug popularnego w Skandynawii pojecia geronto-
transcendencji, cztowiek moze si¢ rozwija¢ na kazdym
etapie zycia, co idzie w parze z zalozeniami gerontope-
dagogiki.

W przypadku seniorow trzeba wzig¢ pod uwage, ze
stanowig grup¢ niehomogeniczna, od catkowicie spraw-
nych, po pacjentéw dotknigtych wielochorobowoscig.
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Najczgstszg przyczyng interwencji muzycznych w tej
grupie wiekowe;j jest przeciwdziatanie skutkom depresji,
demencji, otepieniu typu alzheimerowskiego oraz defi-
cytom w zyciu spotecznym [2,7-10].

Najwazniejszym aspektem dziatania muzycznego jest
podniesienia jakosSci zycia odbiorcy. Celem interwencji
jest gléwnie poprawa samopoczucia oraz zmniejszenie
poziomu odczuwanego lgku. Podczas dobierania utwo-
réw proponowanych seniorom, wazne jest wzigcie pod
uwage ich preferencji muzycznych. Znaczna czgs¢ pozy-
tywnie reaguje na utwory muzyki klasycznej oraz szla-
giery pamigtane z lat mtodosci. Najlepiej przyjmowane
sg utwory o pogodnym charakterze i tagodnie ksztatto-
wanej melodyce [6].

PiSmiennictwo

Senior jako adresat badan
muzykoterapeutycznych — podsumowanie

W licznych opracowaniach dotyczacych badaid nad
wplywem muzyki na podniesienie jakosci zycia pacjen-
tow w wieku 60+ mozna wyrdznié kilka gtéwnych kie-
runkéw zainteresowan. Badacze na calym swiecie sku-
piaja si¢ gtéwnie na prébach niwelowania stresu oraz
tagodzeniu objawéw wystepujacych wraz z czgstg u tej
grupy wiekowej depresjg oraz zaburzeniami funkcji po-
znawczych. Naukowcy zajmujacy si¢ analizowaniem
dotychczas przeprowadzonych badani dotyczacych uzy-
cia metod muzykoterapeutycznych w pracy ze starszym
pacjentem zgodnie twierdzg, iz bardzo duza cz¢s$¢ z nich
zostala opracowana na matych grupach, przez co nie
mogg by¢ uznawane za miarodajne dla ogétu populacji.
Wpltyw muzyki na poprawe jakosci zycia czlowieka sta-
nowi dziedzing, w ktdérej wciagz pozostaje wiele do od-

krycia.
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Coexistence of primary renal clear cell carcinoma
with primary breast invasive lobular carcinoma:
a literature review and case report
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Abstract

Introduction. The concept of concomitant co-existing malignancies has been expanding since the report from Warren and
Gates in 1932, and its aetiology remains controversial. Despite it being a rare occurrence, the frequency of Multiple Pri-
mary Malignant Neoplasms (MPMNs) is increasing. MPMNs are considered synchronous when they present simultane-
ously or within 6 months of one another. If the second cancer has been diagnosed after six months, they are known as me-
tachronous. Case report. In this paper we present a case of synchronous primary breast invasive lobular carcinoma and
renal clear cell carcinoma in a 75 years old patient. (Gerontol Pol 2018; 26; 229-235)

Key words: renal clear cell carcinoma, breast invasive lobular carcinoma, nephrectomy, wire-guided wide local excision,

oestrogen, letrozole

Introduction

The diagnosis of two or more origin independent pri-
mary cancers with unrelated histopathological features
in a patient, is called Multiple Primary Malignant Neo-
plasms (MPMNSs). The term MPMNs was first used by
Billroth in 1889, before being defined by Warren and
Gates in 1932 [1].

MPMNs are considered synchronous when they
present simultaneously or within 6 months of one an-
other. If the second cancer has been diagnosed after six
months, they are known as metachronous.

The co-existence of different primary malignancies is
rare. This implies important diagnostic and therapeutic
challenges, as the different cancers could be misdiag-
nosed as one disease progression.

The MPMNs detection rate is rising, most likely due
to an increase in the aging population, more clinician
awareness of MPMNSs, better reporting facilities and im-
provement in diagnostic techniques. Most synchronous
multiple primary tumours are seen in the genitourinary
system and gastrointestinal system [2], although they
may also be seen in other organs.

As breast cancer is the most common cancer in fe-
males [3], it has been reported to be diagnosed with
other primary cancers. The sites of reported synchronous
or metachronous cancers associated with breast cancers
are the contralateral breast [4], thyroid [5,6], prostate [7],
colon [8,9], kidney [10-12], lung [13], skin [1,13,14],

lymphoma [1], oesophagus [15,16], stomach [17] and
urinary bladder [14].

Case report

A female patient aged 75 years, presented with a re-
cent history of a painful right breast lump. She had
longstanding breast asymmetry, but no risk factors for
breast carcinoma apart from her age. She underwent a
hysterectomy and bilateral oophorectomy at age 51 for
benign fibroids. She suffered from vertigo and hyperten-
sion only. Clinically she had obvious breast asymme-
try where the right was larger than the left. There was a
clinically palpable lump measuring about 6 x 5 cm in the
right breast upper outer quadrant (P3), but there was no
associated lymphadenopathy.

Mammogram showed right breast soft tissue density
with spiculated margins, in addition to benign calcifica-
tions (figures 1 & 2). This was reported as an M5 score
in the BIRAD System (Breast Imaging Reporting and
Data System).

In the right breast ultrasound, there was an irregular
hypoechoic lesion measuring 50 x 34 x 34 mm. It was
suspicious of malignancy (Figure 3) and a BIRADS
score of U5 was given.

An imaging guided biopsy revealed an invasive mam-
mary carcinoma. Staining for E-Cadherin was negative,
in keeping with lobular type carcinoma and Ki-67 pro-
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Figure 1. Right mammogram — MLO view, showing soft
tissue density with spiculated margins

Figure 2. Right mammogram — CC view, showing soft
tissue density with spiculated margins in the upper
outer quadrant area

liferation index was 10%. The oestrogen receptors (ER)
and progesterone receptors (PR) were positive, with both
scores 8/8. Her-2 receptor status was borderline (2+).
After FISH (Fluorescence in situ hybridization) testing,
Her-2 was not amplified, so this case was regarded as
negative for Her-2 overexpression.

The patient also had a staging CT chest abdomen pel-
vis, and breast MRI, in addition to a whole body scan.
The breast MRI confirmed unifocal right breast disease
and no suspicious areas in the contra-lateral breast. The
CT reported a large left kidney nonhomogeneous mass
lesion in the mid-pole area measuring 50 x 63 x 46
mm (figures 4-6). Imaging guided left renal mass bi-
opsy showed sheets of cells with clear cytoplasm, com-
partmentalized into solid acinar structures by delicate,
vascularized septa. The tumour cells were positive for
CD10, vimentin and negative for MELA-A. The mor-
phology and immune-profile were in keeping with renal

clear cell carcinoma (Furhman grade 1).

Figure 4. Coronal view abdomen CT scan, showing a
large nonhomogeneous mass lesion in the mid-pole area

Figure 3. Right breast ultrasound, showing an irregular hypoechoic lesion measuring 50 x 34 x 34 mm; it was

suspicious of malignancy

GERONTOLOGIA POLSKA, 2018, 3
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Figure 5. Sagittal view abdomen CT scan, showing a
large nonhomogeneous mass lesion in the mid-pole
area

Figure 6. Axial view abdomen CT scan, showing a
large nonhomogeneous mass lesion in the mid-pole
area

231

The multidisciplinary team recommended commencing
hormonal manipulation of breast cancer with aromatase
inhibitor letrozole. This was followed by laparoscopic left
nephrectomy. The postoperative histopathology revealed
50 x 30 x 20 mm grade 2, clear cell carcinoma without
involvement of the renal vein, renal pelvis or ureter (fig-
ure 7). There was also no small vessel lympho-vascular
invasion. One lymph node removed was free from cancer
cells. After 6 months from the initial diagnosis and hor-
monal manipulation of the right breast cancer, a repeat
right breast ultrasound was consistent with a possible par-
tial radiological response. The tumour measured only 19
mm in maximum diameter. The patient underwent wire
guided wide local excision of the breast cancer with sen-
tinel lymph node biopsy (figure 8). The postoperative his-
tology results were consistent with 25 mm grade 2, inva-
sive lobular carcinoma admixed with invasive lobular car-
cinoma in situ (figure 9). The abnormality was completely
excised and no lympho-vascular invasion was detected.
Three removed lymph nodes were free from metastatic
disease. The patient had an uneventful recovery and is

currently under surveillance.

Figure 7. Clear cell renal carcinoma

Figure 8. Lumpogram of a wire guided wide local
excision of right breast cancer, showing the removed
breast cancer with good radiological resection margins

GERONTOLOGIA POLSKA, 2018, 3
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infiltrated by a lobular

Figure 9. Breast tissue
carcinoma

Discussion

The coexistence of two or more primary carcinomas
simultaneously or within six months of each other are
known as synchronous tumours. If the tumours develop
consequently after six months, they are called metachro-
nous [18]. Up to eight primary malignancies have been
diagnosed in a single patient, two were synchronous and
the other six were metachronous [19].

Although there are no clear answers yet behind mul-
tiple malignancy aetiology, there are some theories that
have been discussed. Exposure of multiple organs to car-

cinogenic factor is one of those theories [9]. This is seen
in the relationship between smoking and lung, nasopha-
ryngeal, oesophageal, colorectal [20], breast [21] and
bladder cancer [22].

The second theory is the genetic predisposition to
BRCA1 and BRCA2 mutations, which are associated
with breast and ovarian cancer [10,23] (see table I).
This is known as Hereditary Breast and Ovarian Cancer
syndrome (HBOC). Another example is MEN2 or Sip-
ple’s syndrome, which is characterised by the presence
of medullary thyroid carcinoma, pheochromocytoma,
and parathyroid adenoma [24]. Patients with Lynch syn-
drome, also called hereditary non-polyposis colorectal
cancer (HNPCC) are at high risk of developing endo-
metrial ovarian, stomach, small intestine, pancreatic, re-
nal, brain, and biliary tree cancer. Lynch syndrome can
be caused by a mutation in any of the MMR (Mismatch
Repair Genes), including MLH1, MSH6,PMSI and
PMS?2 [25]. Li-Fraumeni syndrome is a rare hereditary
autosomal dominant cancer disorder. It is due to a ger-
mline mutation in TP53. The patients may develop sar-
coma, leukaemia, brain cancers, adrenal cortex cancers
and breast cancers [26].

The third theory is the effect of a single primary can-
cer treatment. Chemotherapy and radiotherapy in breast
cancer treatment results in an increased risk of develop-
ing acute non-lymphocytic leukaemia [27]. Solid organs
of metachronous malignancy usually take longer to de-

Table I. Hereditary MPMNs (Multiple Primary Malignant Neoplasms)

Hereditary conditions Related cancers

Neurofibromatosis type 1(NF1)

Breast cancer
Pheochromocytoma

PTEN
Phosphatase and Tensin homolog Gene
/Cowden syndrome

Breast cancer
Renal cell carcinoma
Thyroid cancer

Lynch syndrome

Colonic cancer
Endometrial cancer
Gastric cancer
Renal cancer
Pancreatic cancer

Multiple Endocrine Neoplasia Type Il [MEN2] [Sipple’s Syn-
drome]

Pheochromocytoma
Thyroid Medullary carcinoma
Parathyroid adenoma

Li-Fraumeni syndrome

Endometrial cancer
Ovarian cancer

Gastric cancer

Pancreatic cancer

Renal cell carcinoma

Bile duct adenocarcinoma

Breast and Ovarian Cancer syndrome (HBOC).
BRCA1 & BRCA2 mutation

Breast carcinoma
Ovarian cancer
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velop, such as a breast secondary angiosarcoma after
lumpectomy and radiotherapy [28-30]. Theodor Billroth
(1829-1894) is a German surgeon. In 1863 he reported
for the first time, the presence of multiple primary ma-
lignancies in the same patient [14]. Multiple Primary
Malignant Neoplasms (MPMNs) may involve a single
organ or multiple different organs [31]. The co-existence
of renal cancer with other primary cancers has also been
reported. The sites of such malignancies are the ova-
ries [32,33], colon [9,34], lymphoma [ 35], breast [11],
prostate [31], pancreas [36] and urinary bladder [31,37].
Hereditary conditions known to have MPMN are neuro-
fibromatosis type 1 (NF1), which is associated with an
increased risk of breast cancer [38] and pheochromocy-
toma, [39,40] and Cowden syndrome (CS), associated
with renal and breast cancer [41].

The sites of reported synchronous or metachronous
cancers associated with breast cancers are the contralat-
eral breast [4], thyroid [5,6,42], prostate [7], colon [8],
kidney [10-12], lung [13,43], skin [1,13,14] , lymphoma
[1], oesophagus [15,16], stomach [17], urinary bladder
[14], uterus [19] and adrenal pheochromocytoma [40].

The rise in detection rate of multiple co-existing pri-
mary cancers could be related to several factors, such as
an increase in the overall cancer risk in the aging popu-
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lation, better diagnostic modalities, increased reporting
rate and more awareness of the existence of Multiple
Primary Malignant Neoplasms (MPMNGs).

Conclusion

The MPMNs detection rate is rising. This is most like-
ly related to an increase in the aging population, more
clinician awareness of MPMNs, better reporting facili-
ties and improvement in diagnostic techniques.

In the case of diagnosed cancer, any suspicious addi-
tional abnormality, especially if not responding to sys-
temic treatment, should be biopsied. Attention should be
paid to differentiate between double primary and meta-
static tumours; this will require proper clinical and path-
ological assessment.
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Please submit your papers electronically at: gerontologia@akademiamedycyny.pl

Instructions for authors
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2. In scientific investigations involving human subjects, experiments should be performed in accordance with the
ethical standards formulated in the Helsinki Declaration. Informed consent for the research must be obtained
from all participants and all clinical investigations. For papers involving human subjects, adequate documen-
tation should be provided to certify that appropriate ethical safeguards and protocols have been followed ac-
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thors without being evaluated. Articles following the below guidelines shall be registered and sent to indepen-
dent reviewers to be evaluated. A paper shall be accepted for publication based on reviewers’ positive opinions.

5. The dates of submitting and acceptance for publication are labeled at the end of each manuscript.

6. Submitted manuscripts are anonymously reviewed by two impartial experts to determine their originality (“do-
uble-blind review”), scientific merit, and significance to the field.

7. Reviewers shall remain anonymous, but their comments will be available to authors.
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9. Page proofs with reviewer’s remarks will be sent to corresponding author for examination and corrections.

10. Information about accepting the manuscript for publication will be sent to the corresponding author.

11. Corrected proofs should be returned to the Editor within seven days of posting by the Editor. Authors are re-
sponsible for obtaining the Editor’s permission for any changes in the time for returning proofs.

12. When submitted manuscripts are not accepted for publication, they will be destroyed according to the Editorial
office’s schedule.
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16. The electronic version of the text should be submitted as an MS Word 98 or above. All illustration and scan files
should be in the TIFF format. For vector graphics, the digital formats of Adobe Illustrator for version CC(2014)
and Corel Draw for version X7 are accepted; for graphs and diagrams - MS Excel or MS Word.

17.The text and figures must be uploaded as separate files. Files should be named with the corresponding Author’s
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18. The paper should be laid out as follows:

Provide the following data on the title page (in the order given): The article’s title (English and Polish), Authors’
names and institutional affiliations, the name of department(s) and institution(s) to which the work should be attri-
buted, keywords (English/Polish, maximum of 6 keywords), full postal address of the corresponding Author, an
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nego w opiece nad pacjentem. In: Kedziora-Kornatowska K, Muszalik M, editors. Kompendium pielggnowania
pacjentéw w starszym wieku. Podrgcznik dla studentéw i absolwentéw kierunku pielggniarstwo. Lublin: Wydaw-
nictwo Czelej; 2007. p. 97-114.

Quoting from electronic sources is accepted.

23. A paper ought to be brief and observe general style and spelling rules.

24. International generic rather than trade names of drugs should be used. Trade or manufacturers’ names should only
be used in brackets.

25. All abbreviations should be spelt out in full the first time they are used.

26. A paper submitted for publication should be accompanied by a Declaration of ‘Conflict of Interest’ and a ‘Cover
Letter’ with a statement by the Author(s) confirming that the paper has not been and will not be published else-
where and that there is no instance of misconduct (“ghostwriting” and “guest authorship”).

27.First Author/corresponding Author shall receive 1 copy of the issue in which the article shall be published. They
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28. No remuneration shall be paid for publication.

29. Copyrights. Submission of an article for publication implies a transfer of the copyright from the Author to the
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printing, electronic version such as CDs, the Internet and others).

Only abstracts can be published elsewhere without written permission from the publisher.

30.The Polish Gerontology has its website featuring full versions of printed papers as well as news published by the

Editorial Team.

GERONTOLOGIA POLSKA, 2018, 3



	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack
	_GoBack



