
187J Cancer Res Ther - September 2007 - Volume 3 - Issue 3

Journal of Cancer Research 
and Therapeutics

Journal of Cancer Research and 
Therapeutics is indexed/listed with 
PubMed/MEDLINE, DOAJ, Health and 
Wellness Research Center, Chemical 
Abstracts, SCOPUS, Health Reference 
Center Academic, InfoTrac One File, 
Expanded Academic ASAP, ProQuest 
Databases, Genamics JournalSeek, 
and Ulrich’s International Periodical 
Directory.

The journal is offi cial publication of 
the Association of Radiation 
Oncologists of India, and issues 
are published quarterly in the last 
week of March, June, September and 
December.

All the rights are reserved. Apart from 
any fair dealing for the purposes of 
research or private study, or criticism or 
review, no part of the publication can be 
reproduced, stored, or transmitted, in 
any form or by any means, without the 
prior permission of the Editor.

The Journal and/or its publisher 
cannot be held responsible for errors 
or for any consequences arising from 
the use of the information contained in 
this journal. 

The appearance of advertising or 
product information in the various 
sections in the journal does not 
constitute an endorsement or approval 
by the journal and/or its publisher 
of the quality or value of the said 
product or of claims made for it by its 
manufacturer.

The Journal is printed on acid free 
paper.

Editorial Offi ce
Dr. Nagraj G. Huilgol
Division of Radiation Oncology
Dr. Balabhai Nanavati Hospital
S. V. Rd, Vile Parle (W), 
Mumbai - 400 056, India
Tel. 91 22 26182255 ext 618, 
Telefax (direct) 91 22 26119363
E-mail: nagrajh@vsnl.net

Publication Offi ce
Medknow Publications,
A-108/109 Kanara Business Centre,
Ghatkopar (E), Mumbai - 400075,
India.
Phone: 91-22-6649 1818 / 1816
E-mail: publishing@medknow.com
Web: www.medknow.com

Websites
http://www. cancerjournal.net
http://www.journalonweb.com/jcrt

Offi cial publication of the Association of Radiation Oncologists of India

Statistician
R Gurusamy, Mumbai, India

 Nagraj G. Huilgol Rajiv Sarin
 Editor-in-Chief Executive Editor
 Chief Radiation Oncologist,  Director, 
 Nanavati Hospital ACTREC

Consulting Editors
Hassan Awwad, Cairo, Egypt (Africa / Middle East)

Michael Brada, UK (London)
Minesh Mehta, Wisconsin, USA (America)

Yin Weibo, Beijing, China (Asia)
Kailash Narayan, Melbourne, Australia (Australia)

John Yarnold, London, UK (Europe)
GK Rath, New Delhi, India (AROI)

SK Shrivastava, Mumbai, India (ICRO)
Vikram Bhadrasain, National Cancer Inst (USA)

R Sankaranarayanan, IARC, Lyon (IARC)
Jens Overgaard, Aarhus, Denmark (ESTRO)

Consulting Editors - Specialities
Taisei Nomura, Osaka, Japan - (Cancer and Radiation Biology)
Rakesh Jalali, Mumbai, India - (Radiation Oncology (Clinical))
V Kannan, Mumbai, India - (Radiation Oncology (Technology))

Tharmar Ganesh, Delhi, India - (Radiation Physics)
Purvish Parikh, Mumbai, India - (Medical Oncology)
Rajan Badwe, Mumbai, India - (Surgical Oncology)

Van der Zee Cobi, Rotterdam, The Netherlands - (Hyperthermia)
Mhoira Leng, Scotland, UK - (Palliative Care)

Editorial Board Members 

Ahmed Mansoor, Kentucky, USA
A. K. Anand, Delhi, India

Billimagga R, Bangalore, India
Buffalo ER, USA

Bulakova EB, Moscow, Russia
Chul Koo Cho, Seoul, Korea

Datta NR, Lucknow, India
Deshpande DD, Mumbai, India

Dinshaw K, Mumbai, India
Dwarakanath BS, Delhi, India

Dobrowski Werner, UK
Giri GV, Bangalore, India
Gupta T, Mumbai, India

Hurtwiz Mark, Massachusetts, USA
Kampinga HJ, AV Groningen, Netherlands 

Kataria Tejinder, Delhi, India
Kaushal Vivek, Haryana, India
Kumarswamy, Bangalore, India
Kumar Shaleen, Lucknow, India

Lim Gerard, Kuala Lumpur, Malaysia
Manjunath N, Roshindale, USA

Marotta F, Milano, Italy

Martinez Alvaro, MI, USA
Mishra KP, Mumbai, India

M. Babaiah, Secunderabad, India
Negi PS, Delhi, India

Ohnishi T, Nara, Japan
Patel F, Chandigarh, India
Pillai RK, Trivandrum, India

Prabir Kumar Sur, Kolkata, India
Raina V, Delhi, India

Rajan Bal, Trivandrum, India
Rao Koteshwar, Manipal, India

Rana P. Singh, USA 
Sathiyanarayan VK, Mumbai, India

Kouloulias E Vassilis, Athens, Greece
Sethi VK, Singapore

Sharma SC, Chandigarh, India
Sohartati Gondhowiardjo, Jakarta, Indonesia

Tanaka Y, Tokyo, Japan
Uma Devi, Bhopal, India

Vidyasagar MS, Manipal, India
Ye Xiong Li, Beijing, China

Nagathihalli S. Nagaraj, USA



188 J Cancer Res Ther - September 2007 - Volume 3 - Issue 3

Journal of Cancer Research and Therapeutics
 July-September 2007 | Volume 3 | Issue 3

CONTENTS

The copies of the journal to members of the association are sent by ordinary post. The editorial board, association or publisher will not be 
responsible for non-receipt of copies. If any of the members wish to receive the copies by registered post or courier, kindly contact the journal�s 
/ publisher�s ofÞ ce. If a copy returns due to incomplete, incorrect or changed address of a member on two consecutive occasions, the names 
of such members will be deleted from the mailing list of the journal. Providing complete, correct and up-to-date address is the responsibility 
of the members. Copies are sent to subscribers and members directly from the publisher�s address; it is illegal to acquire copies from any 
other source. If a copy is received for personal use as a member of the association/society, one cannot resale or give-away the copy for 
commercial or library use.

CONTENTS
Editorial     

Denying open access to published health-care research: WHO has the password?
Rajiv Sarin .........................................................................................................................................................133  

Original Articles
Methods of intervention in reducing the psychosocial impact while dealing with cancer as a 
disease: A clinician’s point of view

S Trivedi, J Petera, S Fillip, Z Hrstka ................................................................................................................135

On the transit dose from motorized wedge treatment in Equinox-80 telecobalt unit
Rajesh A Kinhikar, Sachin Patkar, Chandrashekhar M Tambe, Deepak D Deshpande ...................................140

Salvage abdominal irradiation for refractory non-Hodgkin’s lymphoma
Riad Akoum, Emile Brihi, Michel Saade, Therese Hanna, Georges Chahine ...................................................143

Treatment outcome and cost-effectiveness analysis of two chemotherapeutic regimens 
(BEP vs. VIP) for poor-prognosis metastatic germ cell tumors

Venkata Satya, Suresh Attili, Rama C Chandra, G Anupama, Loknath D, PP Bapsy, Hemant K Dadhich, 
Govind K Babu ..................................................................................................................................................150

Case Report
Synchronous dual malignancy: Successfully treated cases

Rashi Agrawal ...................................................................................................................................................153

Review Article
Brain metastases from breast cancer:Management approach

Tabassum Wadasadawala, Sudeep Gupta, Vaishali Bagul, Namrata Patil ......................................................157

Brief Communications
Can pomegranate prevent prostate cancer? 

Melisa Pereira ...................................................................................................................................................166

Serum total glutathione-s-transferase levels in oral cancer
Krishnananda Prabhu, Gopalakrishna P Bhat ..................................................................................................167

Transient asymptomatic bradycardia in patients on infusional 5-fl uorouracil
K Talapatra, I Rajesh, B Rajesh, B Selvamani, J Subhashini ...........................................................................169

Synchronous malignancies of breast and thyroid gland: A case report and review of 
literature

Dwarka P Agarwal, Tej P Soni, Om P Sharma, Shantanu Sharma ..................................................................172

Book Review

Scientific Abstracts

 ...................................................................................................................................................174

 .................................................................................................................................175



153J Cancer Res Ther - September 2007 - Volume 3 - Issue 3

Synchronous dual malignancy: Successfully 
treated cases

ABSTRACT
The occurrence of a second malignancy in a patient with a known malignant tumour is not uncommon. Synchronous primary malignancies 
are still unusual We are presenting two cases treated successfully at our centre. Case report 1-A 70 year old female presented to 
us with lump in right breast for two years and bleeding per vaginum for two years.Histopathology of cervix showed squamous cell 
carcinoma (large cell non keratinizing) and clinical stage was IIIB. HPE mastectomy specimen showed infiltrating duct carcinoma and 
stage II. Patient was treated with external beam radiotherapy for carcinoma cervix and breast simultaneously and chemotherapy as 
required. Patient is on regular follow up and clinically no evidence of disease. Case Report 2 -A 40 year old female presented with 
mild headache off and on for one year, projectile vomiting for three months and right side facial swelling for three months. HPE brain 
tissue showed astrocytoma grade II and HPE parotid tumour showed low grade muco-epidermoid carcinoma. Patient was treated with 
surgery first then radiotherapy. Patient is in regular follow up,having no complain,clinically no neurological dysfunction and no evidence 
of disease at right parotid and neck region. Thus it was concluded that patients responded well to treatment. Treatment strategies in 
case of synchronous double malignancy depend on treating the malignancy that is more advanced first or sometimes both could be 
treated simultaneously. In our case we concluded that synchronous double malignancy may be treated successfully. Both sites should 
be treated fully as if they were occurring separately considering toxicities.
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INTRODUCTION

The occurrence of a second malignancy in a patient 
with a known malignant tumor is not uncommon. 
It has been observed that a person with a malignant 
tumor may be more prone to develop another 
malignancy than would be expected by mere 
chance alone. Metachronous primary malignancies 
are becoming increasingly frequent because of 
an increase in the number of elderly patients 
and improvements in diagnostic techniques. 
However, synchronous primary malignancies are 
still unusual. Data regarding treatment and its 
outcome in such cases is sparse. We present two 
cases treated successfully at our center. 

CASE REPORTS

Case 1
A 70-year-old female presented to us with a lump 
in her right breast for two years and bleeding per 
vaginum for two years. On examination, the right 
breast had a 4 × 4 cm lump in the upper outer 
quadrant. The axillae and neck regions were free of 
any adenopathy. The clinical stage was T2N0M0. On 
pelvic examination, there was an ulceroproliferative 
growth arising from the cervix, involving all the 

Case Report

fornices and extending to the lower third of the 
vaginal walls. It had involved the parametrium 
bilaterally up to the lateral pelvic wall�stage IIIB. 
A modified radical mastectomy (MRM) was done 
on 08.09.2004 for the right breast lump. She was 
thoroughly investigated. Complete blood count, 
liver function tests, renal function tests, X-ray 
chest PA view, and ultrasound (whole abdomen) 
were within normal limits. Histopathological 
examination (HPE) of the mastectomy specimen 
(09.10.2004) showed that the breast tumor was 
an infiltrating duct carcinoma and was 5 × 4 × 
4 cm in size. Pathological staging was pT2N0M0. 
Lymph node showed chronic lymphadenitis [Figures 
1 and 2]. 

We decided to administer external beam radiation 
therapy with cobalt-60 for both cervix and breast 
malignancy at the same time. The chest wall and the 
supraclavicular fossa were treated with a radiation 
dose of 45 Gy in 22 fractions. The duration was 4½ 
weeks with five fields from 19.10.04 to 17.11.04. For 
the pelvis, 45 Gy was given in 22 fractions. For this 
also the duration was 4½ weeks with two fields, 
AP-PA, from 19.10.04 to 17.11.04. On 27.11.04, a 
pelvic examination showed an ulceroproliferative 
lesion reaching up to the upper 2/3rd of the vagina; 
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the parametrium was bilaterally free. CT scan of the lower 
abdomen revealed a heterogeneously enhancing cervical 
mass measuring 4.13 × 2.32 cm, with hematopyometra 
and bilateral parametrial lymphadenopathy; there was no 
hydroureteronephrosis. Phase II radiation to the pelvis was 
planned. A radiation dose of 26 Gy in 13 fractions was given in 

2½ weeks by four fields between 07.12.04 and 23.12.04. After 
completion of radiotherapy, the patient reported on 02.02.05 
with complaints of continuing discharge per vaginum. On 
examination, the chest wall, axillae, neck, and opposite 
breast were within normal limits but the pelvic examination 
showed a proliferative lesion involving the cervix and the 

Agrawal: Synchronous dual malignancy

Figure 1: HPE mastectomy specimen

Figure 2: Histopathology cervix squamous cell carcinoma

Figure 3: Plain and contrast CT scan brain shows large

Figure 4: USG neck revealed right parotid mass with we

Figure 5: HPE brain tissue—astrocytoma grade II

Figure 6: HPE parotid tumor—low grade muco-epidermoid 
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vaginal walls; the parametrium was bilaterally free. In view 
of the residual disease in the cervix and pending adjuvant 
chemotherapy for carcinoma of the breast, 6 cycles of cisplatin 
70 mg day-1, doxorubicin 70 mg day-1, and cyclophosphamide 
700 mg day-1, repeated 3-weekly, were delivered between 
03.02.05 and 04.08.05. On 03.09.05, the patient again reported 
with complaints of continuing discharge per vaginum. On 
examination, her chest wall, axillae, neck, and opposite breast 
were within normal limits but the pelvic examination showed 
a proliferative lesion involving the cervix and vaginal walls; 
the parametrium was bilaterally free.

She was advised surgery for the local lesion; on 08.11.05, 
she had a total abdominal hysterectomy with bilateral 
salpingo-oophorectomy done at the government hospital. 
Histopathological examination of the specimen showed 
myometrium lined by nonsecretory endometrium, with benign 
cystic hyperplasia and endometrial polyps.

Patient is on regular follow up and clinically there is no 
evidence of disease.

Case 2
A 40-year-old female presented with mild headache off and 
on for one year, projectile vomiting for three months, and 
right-sided facial swelling for three months. 

On examination, the patient had intact higher functions. 
There was no sensory or motor deficit and no facial nerve 
involvement. Bladder and bowel functions were within 
normal limits. The right parotid was enlarged, 3 × 3 cm, 
firm, mobile, and nontender. Plain and contrast CT scan of the 
brain revealed a large low-attenuating lesion on the left side, 
involving the frontoparietal region and crossing the midline 
frontal horns and the anterior part of the corpus callosum; 
the mass was ~53 × 48 mm in size [Figure 3]. USG of the 
neck revealed a right parotid mass�a well-defined mixed 
echogenic lesion 3.1 × 3.4 cm in size, with anechoic areas 
[Figure 4]. Histopathological examination of the brain tissue 
showed astrocytoma grade II [Figure 5 and 6]. 

The initial treatment was for the astrocytoma. Decompression 
of the malignant mass was done by the surgeon on 27.06.05. 
External beam radiotherapy with cobalt-60 was delivered by 
two lateral opposed fields to the local area between 01.08.05 
and 16.09.05. 

The radiation dose was 60 Gy in 30 fractions; the total 
duration was 6 weeks. After this, surgery for the parotid 
tumor was planned and a partial parotidectomy was done 
on 10.12.2005. External beam radiotherapy with cobalt-60 
was delivered to the tumor bed from 27.12.05 to 31.01.06. 
The radiation dose was 50 Gy in 25 fractions delivered over 
the 5 weeks.

Patient is on regular follow-up; she has no new complaints and 

clinically there is no neurological dysfunction and no evidence 
of disease at the right parotid and neck region.

Thus, it was concluded that patients responded well to the 
treatment [Figures 7 and 8]. 

DISCUSSION

Multiple primary malignant neoplasms in a single patient 
have been well documented in the literature over the past 
hundred years. The lesions can be limited to a single organ 
or may involve multiple organ systems. These lesions 
generally fall into two categories: (1) synchronous�in which 
the cancers occur at the same time (as was the case in our 
patients) or within two months and (2) metachronous�in 
which the cancers follow in sequence (more than two months 
apart).[1]

The prevalent coincidence of microsatellite instability suggests 
that the genetic defect of mismatch repair deficiency may 
be responsible for a small subset of double cancers of the 
colorectum and stomach. Germ-line mutations of P53, tumor 
suppressor gene, were found in children and young adults 
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Figure 7: Healthy scar mark over chest wall

Figure 8: Healthy scar mark over parotid area



156 J Cancer Res Ther - September 2007 - Volume 3 - Issue 3

with a second malignant neoplasm. Kimura et al. also found 
germ-line p53 mutation in a patient with multiple primary 
cancers.[2]

Bongers et al. concluded that, in addition to external 
carcinogens, an intrinsic susceptibility may influence the risk 
for the development of second primary tumors in patients 
with head and neck squamous cell carcinoma.[3] 

It is relatively common for patients with colorectal carcinoma 
or carcinoid tumors to have more than one primary neoplasm. 
Mitchell reported a patient with five primary synchronous 
neoplasms of the gastrointestinal tract, involving the stomach, 
small bowel, and colon.[4]

Synchronous primary cancers of the breast and cervix as 
reported by us has also been reported by Verstovsek et al.[5] An 
interesting case of double malignancy�carcinoma lung and 
rhabdomyosarcoma of scapula�has also been reported by 
Masood et al.[6] These cases illustrate the need for a thorough 
search for additional neoplasms when treating patients with 
cancer.

Multiple primary carcinomas in patients with head and neck 
malignancies have been studied intensively. Grosjean et al. 
retrospectively studied patients who had been treated for 
head and neck cancer. They concluded that early diagnosis 
and treatment of second primary tumors results in a survival 
rate very similar to that of patients with a single head and 
neck cancer. This provides indirect evidence that in patients 
with curable initial head and neck cancer intensive screening 
for second primary tumors may result in an improved overall 
outcome.[7]

Di Martino et al. also retrospectively studied patients treated 
for head and neck cancer. They concluded that the treatment of 
a second primary is often less successful than that for the same 
malignancy occurring primarily. The prognosis of synchronous 
tumors is significantly lower when compared to malignancies 
of a metachronous nature, despite some encouraging 
individual results. Only the early implementation of aggressive 
treatment methods for second primaries is successful in terms 

of survival. In one study, an aggressive treatment strategy was 
employed wherever clinically appropriate and yielded the most 
favorable results, with a five-year survival rate of 66.8% and 
35.9% for index tumors and second primary malignancies, 
respectively.[8]

Thus, treatment strategies in case of synchronous double 
malignancy depend on treating the malignancy that is 
more advanced first or sometimes both could be treated 
simultaneously. In our case, we concluded that a synchronous 
double malignancy can be treated successfully. Both sites 
should be treated fully as if they were occurring separately 
considering toxicities.
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