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was considered. The patient was started on anti‑edema 
measures and anti‑epileptics. The patient underwent left 
parieto‑occiptial craniotomy and total decompression of 
the lesion. Intraoperatively, there thick dark color clotted 
blood with tumor tissue. The patient was kept on elective 
ventilation and could be weaned off on day 2 post-surgery. 
The patient became conscious, and his power improved 
to almost normal.  Histopathology showed metastatic 
carcinomatous deposit showing dispersed tumor cells 
having hyperchromatic nuclei of varying sizes, prominent 
eosinophilic nuclei, cytoplasm was showing brown to black 
pigment [Figure 1a-c, lower row].
High neurotropism of malignant melanoma cells makes the 
brain one of the frequent site of metastases.[3] It has been 
postulated that neurotrophins or chemokines co‑ordinate with 
receptors on melanoma cells which create an environment for 
their survival.[3] Once tumor cells arrive into the target brain 
circulation, they are seized in the capillary bed depending 
on the size, few tumor cells cross the endothelial barrier 
and interact with astrocytes and microglia, and establish 
neovascularization which is necessary for sustained tumor 

Figure 1: (Upper row) Well-defined hyperattenuating hemorrhagic mass in 
the left parieto‑occipital region with adjacent vasogenic edema and mass 
effect as described, lower row (a) Hemorrhagic material with dispersed 
tumor cells (H and E, ×100), (b) tumor cell having hyperchromatic nuclei and 
cytoplasm with brown‑black pigment (H and E, ×400) and (c) Hemorrhagic 
material with dispersed hemosiderin‑laden macrophages (H and E, ×400) 
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Ablatio mammae like Angelina: Fad or a wise 
decision?
DOI: 10.4103/2278-330X.155706 
Sir,
The articles entitled “Angelina’s choice”[1] and “Counterpoint: 
Angelina’s choice - or the choice of anyone else in her place” 
are very interesting.[2] These articles represent two sides of the 
same coin. Goel has criticized Angelina’s choice of undergoing 
prophylactic bilateral mastectomy after being detected to be 
at high risk of developing breast cancer whereas Parikh has 
supported and scientifically reasoned out Angelina’s bold 
decision. In our opinion, every decision/choice needs to be 
evidence based and uninfluenced.
Goel has rightly said that the celebrity’s choice has the power 
to influence and impact the healthcare trends and decisions. 

growth.[4] Clinical symptoms include frequent headaches and 
other symptoms of raised intracranial pressure, seizures, and 
focal neurological deficits.[1,3] Although magnetic resonance 
imaging is the gold standard in diagnosing metastases from 
melanoma as it can differentiate amelanotic pattern from the 
melanotic pattern of metastases and metastases with tumoral 
hemorrhage, CT brain with contrast can detect melanoma 
metastases of approximate size of 1 cm and most hemorrhagic 
lesions.[1] Variegated appearance, heterogeneous enhancement 
should help us diagnosis tumoral hemorrhage.[1] Prime role of 
surgery is to do debulk the tumor and reduce vasogenic edema, 
mass effect, local recurrence can be treated with surgery and 
adjuvant whole brain radiotherapy.[3] MBM’S have extremely 
grave prognosis and the reported median survival rate for 
patients treated with surgery and radiotherapy is 8.9 months.[5] 
Recently, novel treatments such as monoclonal BRAF inhibitors 
and immunotherapies have been introduced, and they have been 
showing good improvement in survival rates.[3,6]

Although approximately 50% of MBM turn hemorrhagic but 
melanoma presenting with neurological deficits and focal 
weakness is an uncommon first manifestation. In such cases, 
removal of intracranial mass may not increase the survival; 
however, it can improve the quality‑of‑life of the survivors.
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However, this is not the 1st time when the issue of celebrity’s 
decision influencing others has been raised. Earlier in 1987, 
when first lady Nancy Reagan underwent a modified radical 
mastectomy after a cancerous lesion was discovered on one 
of her breasts; a gigantic debate was prompted. Nattinger 
et al. conducted a comprehensive study on this matter and 
concluded that celebrity role models can influence decisions 
about medical care, and the influence appears to be strongest 
among persons who demographically resemble the celebrity, 
and those of lower income and educational status.[3] In fact, 
this perception has led to the use of celebrity endorsements 
for promoting health behaviours such as safe sex and avoiding 
illegal drugs.[3]

The decision to put the feminine twin assets under the scalpel 
is not an easy one for anyone then, be it Angelina Jolie or 

Article published online: 2020-12-31

Administrator
Rectangle



Letters to Editor

South Asian Journal of Cancer ♦ April-June 2015 ♦ Volume 4♦ Issue 2 103

Himanshi Aggarwal, Pradeep Kumar
Department of Prosthodontics, Faculty of Dental Sciences, King George’s 

Medical University, Lucknow, Uttar Pradesh, India
Correspondence to: Dr. Pradeep Kumar, 

 E‑mail: drpradeepkmr@gmail.com

References
1. Goel NS. Angelina’s choice. South Asian J Cancer 2013;2:285-7.
2. Parikh PM. Counterpoint: Angelina’s choice-or the choice of anyone else 

in her place. South Asian J Cancer 2014;3:71-3.
3. Nattinger AB, Hoffmann RG, Howell-Pelz A, Goodwin JS. Effect of Nancy 

Reagan’s mastectomy on choice of surgery for breast cancer by US 
women. JAMA 1998;279:762-6.

4. Collins ED, Moore CP, Clay KF, Kearing SA, O’Connor AM, 
Llewellyn-Thomas HA, et al. Can women with early-stage breast cancer 
make an informed decision for mastectomy? J Clin Oncol 2009;27:519-25.

5. Narendra H, Ray S. Breast conserving surgery for breast cancer: 
Single institutional experience from Southern India. Indian J Cancer 
2011;48:415-22.

anybody else. However, studies have suggested that race is 
an important factor in decision role, treatment choice, and 
survival.[4] For women from the developed world, mastectomy 
was found to be the preferred choice[4] compared to those 
from developed world, where patients desire to conserve 
their breast, even after being diagnosed with cancer.[5] Further 
global studies are needed involving women from diverse 
cohorts to investigate the multitude of factors that influence 
the individual’s decision.
The role of multidisciplinary management team is crucial, and the 
manner, and the extent to which the information is provided affects 
the patient’s decision. The patient should always be involved in the 
decision‑making process and should be provided with unbiased, 
factual information so as to minimize decisional conflicts.[4]

Asynchronous cutaneous metastases of 
medullary thyroid carcinoma
DOI: 10.4103/2278-330X.155707 
Dear Editor,
Thyroid cancer as the most common endocrine malignancy 
usually appears as primary nodules within the gland but less 
frequently presents with other features such as metastases, 
which truly impoverishes the prognosis of the patient.[1,2] 
Medullary thyroid carcinoma (MTC), approximately 5-10% of 
all thyroid cancers, is an aggressive rare tumor arising from 
parafollicular cells (C‑cells) with a neuroendocrine origin that 
secrete calcitonin.[3,4] The skin metastasis usually presents as 
flesh-colored nodules that are tender; they may be itchy, and 
can be ulcerated.[2] These lesions can metastasize to regional 
lymph nodes, but may also spread hematogenously to affect 
liver, lungs, bones, and rarely brain and skin.[3,5] The skin 
metastasis of MTC is very rare and only 16 cases reported in 
English literature up to date.[1-5]

We describe here a 50-year-old woman who presented with 
two enlarging, flesh-colored, tender, subcutaneous nodules in 
the neck. In the history, MTC was diagnosed 4 years prior to 
presentation and thyroidectomy was performed subsequently. 
Two years later, radical neck dissection revealed recurrence 
of MTC at the local surgical site with nine reactive lymph 
nodes. One year after radical neck dissection, re-excision of 
the neck subcutaneous nodules revealed metastasis of the 
medullary carcinoma to skin and one lymph node. Now she 
presented with two right‑side subcutaneous nodules of the neck. 
The patient underwent external-beam radiation treatment after 
metastasis to the lymph node and skin but she died six months 
after recent metastasis.
Histopathologic examination revealed a well-circumscribed 
tumor in dermis composed of delicate trabecules, cohesive 
sheets and nests consisting of small to medium‑sized 
cells with ovoid nuclei, prominent nucleoli, and pale 
to eosinophilic cytoplasm [Figure 1]. Histopathologic 
findings were in favor of poorly‑differentiated carcinoma. 
Immunohistochemistry shows positive reactivity to 
chromogranin, synaptophysin, CD56, carcinoembryonic 
antigen, and S-100 which is suggestive of neuroendocrine 
carcinoma. Positive reaction to thyroid transcription 

factor (TTF)-1 and calcitonin and no reaction 
with thyroglobulin were consistent with metastatic 
MTC [Figure 2a and 2b]. Melanoma, merkel cell carcinoma, 
and mesothelioma were ruled out by negative reaction to 
HMB-45, CD20, and calretinin, respectively.
Metastasis of thyroid carcinoma to skin is extremely rare 
and usually occurs in the setting of disseminated malignancy. 
Cutaneous metastasis of MTC usually occurs in the late 
stage of malignancy and average length of survival after 
diagnosis of cutaneous metastasis is very low.[5] Occasionally, 
cutaneous metastasis of MTC is the first presentation of the 

Figure 1: Poorly‑differentiated carcinoma with delicate trabecules, cohesive 
sheets, and nests of small to medium‑sized cells (H and E, original 
magnification x20)

Figure 2: (a) Thyroid transcription factor‑1 staining shows nuclear 
immunoreactivity of tumor cells (immunohistochemical staining, original 
magnification x20). (b) Positive immunoreactivity of tumor cells with 
calcitonin (immunohistochemical staining, original magnification x20)
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