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Also, patients in the younger age group had bigger spleens as 
compared to old  (65% vs. 42%). 11 patients also had significant 
lymphadenopathy, most commonly involving the inguinal group.
Hemoglobin  (Hb) level was in the range of 5.5–13.0 g/dl 
(9.4 ± 4.8). Mean Hb levels did not differ much among the three 
phases [Table  2]. Average platelet count in younger group was 
significantly higher than in the older age group (mean 3.63 × 105/
µl ± 1.99 vs. 2.62 × 105/µl ± 1.40; P = 0.01) [Table 2].
Available data suggest that the epidemiology of CML is different 
in the Indian subcontinent and in other developing countries from 
that of the rest of the world.[3] In our study, the median age was 
35 years  (range 11–70 years) which is significantly lower than 
reported in European[4]  (median age 55  years) and American 
literature[5]  (median age 66 years). In the study by Bhutani et al., 
the median age of onset is 38 years in India[2] while in a regional 
study in Pakistan mean age was 37.87 years which is quite less 
than the age of presentation in west.[6] Shorter life expectancy, 

Table 2: Peripheral blood findings in patients according 
to phases
Value CP (n=39) AP  (n=10) BC  (n=19)
Hb  (g/dl) range 5.5-13.0 6.1-12.0 5.6-11.3

Mean±SD 9.4±4.8 8.6±4.1 8.9±2.6
Number of patients with Hb

<10 g/dl 27 09 17
>10 g/dl 12 01 02

Platelets  (×105/µl) range 0.6-6.2 1.0-5.0 0.1-4.4
Mean±SD 3.21±1.9 2.76±1.8 2.14±2.2

Number of patients with platelets
<1.5 03 01 05
>1.5 36 09 14

Hb=Hemoglobin, SD=Standard deviation, CP=Chronic phase, AP=Accelerated phase, 
C=Blast crisis
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common malignancy among benign thyroid swelling.[3] Careful 
evaluation of the benign looking thyroid swelling is a necessity. 
Both papillary and follicular malignancy are 2.5  times more 
common among women.[1]

The objective of this study was to know the frequency of 
malignancies in clinically benign thyroid swellings. In this 
descriptive study, patients were chosen from among the 
ward patients of our teaching hospital; from January 2011 
to July 2012. Patients with benign looking thyroid swellings, 
who would undergo surgery, were picked up. One hundred 
and fifty-five such patients were studied. Of which, 100 were 
clinically diagnosed to be MNG and 55 were clinically SNT. 
Patients underwent fine‑needle aspiration cytology (FNAC) 
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Dear Editor,
Thyroid being an endocrine gland, its involvement is a diverse 
issue from a meager cosmetic problem to a more concerned 
malignancy. Appropriate diagnosis and proper treatment is 
the need of the hour. A  benign looking thyroid swelling in 
a regular surgical outpatient department has to be evaluated 
and managed accordingly. Solitary nodule of thyroid  (SNT) 
is of greater concern than of multinodular goiter  (MNG), but 
a dominant nodule or a nodule that grows rapidly in a MNG 
seeks greater attention.[1,2] Follicular thyroid carcinoma is the 

Table 1: Frequency of three phases of CML with age 
and gender distribution
Age Male Female CP AP BC
0-10 ‑ ‑ ‑ ‑ ‑
11-20 9 4 7 3 3
21-30 5 10 8 4 3
31-40 5 9 7 2 5
41-50 10 3 7 ‑ 6
>50 3 10 10 1 2
Total 32 36 39 10 19
CML=Chronic myeloid leukemia, CP=Chronic phase, AP=Accelerated phase, 
BC=Blast crisis

under diagnosis in older people or a high prevalence of chronic 
infection in this population may be some of the reasons for 
younger age at presentation.[7] The frequency of all three phases of 
CML that is, CP, accelerated phase and BC in our study was 57%, 
15% and 28% respectively as compared to 96.8%, 2.2% and 0.9% 
respectively in a French study.[3] The western literature describes 
bleeding manifestations to be more common in comparison to 
thrombotic events.[7] There are significant differences in age and 
phases at presentation in comparison to west.
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Table 1: Profile of the patients with SNT, diagnosed 
with malignancy
Patient Age 

(years)
Sex Duration Size 

(cm)
FNAC HPE

1 34 Female 6 months 3×4 PC Follicular 
variant PC

2 65 Female 4 years 5×5 PC PC
3 21 Female 1 month 2×3 Suspicious PC PC
4 40 Female 2 months 3×3 FN FC
5 23 Female 2 months 2×3 PC with 

cystic change
PC

6 55 Female 2 years 4×3 FN FC
SNT=Solitary nodule of thyroid, FNAC=Fine needle aspiration cytology, 
HPE=Histopathological examination, PC=Papillary carcinoma, FN=Follicular 
neoplasia, FC=Follicular carcinoma

Table 2: Profile of the patients with MNG, diagnosed 
with malignancy
Patient Age 

(years)
Sex Duration Size 

(cm)
FNAC HPE

1 34 Female 1 year 2×3 FN FC
2 50 Female 1 year 5×6 Colloid goiter with 

cystic change
PC

3 23 Female 3 years 6×4 Colloid goiter with 
cystic change

PC

MNG=Multinodular goiter, FNAC=Fine needle aspiration cytology, 
HPE=Histopathological examination, FN=Follicular neoplasia, FC=Follicular 
carcinoma, PC=Papillary carcinoma

Table 3: Comparison between the two groups SNT 
and MNG

SNT MNG Total
Malignancy

PC 4 2 6 9
FC 1 1 3

Benign 49 97 146
Total 55 100 155
SNT=Solitary nodule of thyroid, MNG=Multinodular goiter, PC=Papillary carcinoma, 
FC=Follicular carcinoma

Table 4: Analysis of the two groups SNT and MNG
Groups Malignant Benign P value
SNT 6 49 0.068*
MNG 3 97
Total 9 146
*Fisher’s exact test  ‑  no statistically significant difference in distribution among 
groups is seen  (P<0.05 is considered as significant). SNT=Solitary nodule of thyroid, 
MNG=Multinodular goiter

for preoperative pathological diagnosis. Appropriate surgery 
was done. Thyroid specimens subjected to histopathological 
examination.
Profile of the patients with SNT is tabulated in Table  1; the 
youngest patient diagnosed with malignancy was 21  years 
and the oldest patient was 65  years. Surprisingly, all the 
patients were female. The size of the thyroid swelling 
ranged from 3 to 5  cm and duration ranged from 1  month 
to 4  years. Of the six patients, who were confirmed to have 
malignancy on histopathological evaluation, three were 
confirmed and the other three were found suspicious on 
FNAC. The proportion of malignant cases among SNT is 
depicted in Figure  1.
As shown in Table 2, among MNG patients, the youngest patient 
with malignancy was 23 years and oldest 50 years. As seen with 

SNT, all patients were female. The size of the swellings ranged 
from 3 to 6  cm and patient complaint duration varied from 1 
to 3  years. Of the three patients diagnosed with malignancy 
one was found suspicious on malignancy (follicular neoplasia) 
and the other two were found to be benign. The proportion of 
malignancy among MNG was shown in Figure 2.
As could be inferred from Table  3, six patients were found to 
have papillary carcinoma  (PC). Three patients were diagnosed 
to have follicular carcinoma  (FC). Malignancy in SNT was as 
high as 10.9%, as against 3% in MNG. Overall, the benign 
thyroid swellings were associated with 5.8% of carcinomas. 
Figure  3 shows the overall malignancy among clinically 
benign thyroid swelling. PC was the most common malignancy 
detected followed by FC in both groups. Interestingly, all the 
patients with malignancy in this study were females. Huge 
variations in the age group, size, and duration of presentation 
were not analyzed statistically because of the smaller number 
of malignant cases.
As analyzed from Table 4, proportion of malignancies is higher 
among the SNTs compared with MNGs. When analyzed by 
Fisher’s exact test, the difference is not statistically significant 
(P  value 0.068) and this may be due to smaller number of 
patients in this study. From this study, both groups are in good 
risk for malignancy.
Ur Rehman et  al.[4] reported 3.87% incidence of malignancy 
among MNG patients and 11.5% among SNT. Nanjappa 
et  al. [5] reported 12% malignancy among SNT and 8% 
among MNG. Both the above groups reported PC among 
the common presentation followed by FC as in the present 
study. Altae et  al.[6] reported thyroid malignancy incidence 
to be of 5.5% among MNG. Hanumanthappa et  al.[7] quoting 
malignant incidence of 10%, Anwar et  al.[8] quoting incidence 
of malignancy among MNG to be 14.37%, Imad et  al.[9] 
reporting a 11.2% malignancy among MNG, most common 
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Figure 3: Total proportion of malignancy among both the groups

SNT
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Figure 1: Proportion of malignancy among the 
patients with solitary nodule of thyroid

MNG
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Benign

Figure 2: Proportion of malignancy among 
the patients with multinodular goiter
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being PC followed by FC which is comparable to the present 
study. When Matesa et  al.[10] compared thyroid malignancy 
in SNT and MNG, they noticed 5% malignancy among 
both SNT and MNG and all the patients detected to have 
malignancy were females. Malignancy of thyroid is more 
common among female.[1] Interestingly, in this study also 
all the patients found to have malignancy were females 
probably due to the small sample size and smaller incidence 
of malignancy.
To conclude, it is not unusual to have a diagnosis of thyroid 
malignancy in a clinically benign thyroid swelling. Incidence 
of such malignancies is significant. Hence, the patients being 
treated conservatively for benign thyroid diseases should 
be followed‑up regularly. Patients who opt out of surgery 
should be put on diligent screening of the swelling and 
any suspicious change in the swelling has to be tackled 
aggressively.
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Mucosal gastric metastases: A very rare site 
of metstasis from germ cell tumour
DOI: 10.4103/2278-330X.173172
Dear Editor,
Secondary gastric cancer is a rare event identified in  <2% of 
cancer patients. However it may be involoved by hematogenous 
spread from a distant primary  (most commonly breast, 
melanoma and lung) apart from contiguous spread from an 
adjacent malignancy. Metastasis from testicular germ cell 
tumours  (GCTs) to the stomach is even rare.
A 29‑year‑old male patient presented with history of orchiectomy 
in July, 2012 for undecended left tesicle and histopathology was 
suggestive of nonseminomatous GCT  (NSGCT)  (embryonal 
with yolk sac element), for which he took no treatment. 
Computed tomography  (CT) chest and abdomen done after 
3  months showed liver and lung lesions along with multiple 
left paraaortic lymphnodes. Serum beta‑human chorionic 
gonadotropin  (HCG) was 27650  mIU/ml and serum alpha 
fetoprotein  (AFP) was 115 ng/ml. After 4  cycles of bleomycin, 
etoposide and cisplatin based chemotherapy till February 2013, 
repeat scanning showed partial response with normal tumour 
markers. After 4 months patient again presented with progressive 
lesions on positron emission tomography‑CT with very high 
level of beta‑HCG  (24000  mIU/ml) and AFP level of 2.79. 
Patient was started on paclitaxel, ifosfamide and cisplatin  (TIP) 
based chemotherapy but after 3  cycles of chemotherapy he 
developed brain metastasis, progressive lung and liver lesions 
with elevated tumour markers  (Beta‑HCG 2, 26, 220  mIU/
ml and AFP 1.88  ng/ml). Whole brain RT was given for brain Figure 1: Microphotograph showing submucosa of gastric biopsy infiltrated by a metastatic 

germ cell tumor (arrow) with areas of haemorrhage (H and E, ×100)

metastases. After 2 weeks he presented with hematemesis. Upper 
gastrointestinal  (GI) endoscopy showed multiple gastric lesions 
suggestive of metastasis. Gastric biopsy was suggestive of 
metastasis from NSGCT [Figure 1]. In view of progressive disease 
he was started on gemcitabine and oxaliplatin based chemotherapy.

Discussion
The involvement of the stomach by metastases is rare with 
the most common reported primaries include breast and lung 
cancer. The estimated incidence of gastric metastases at autopsy 
in individuals with a known malignancy varies from 1.7% to 
5.4%.[1] Most of the individuals harboring such metastases are 
symptomatic, most commonly with bleeding, pain, vomiting and 
anorexia.[2]

It is estimated that half of the patients with testicular GCTs will 
have metastases at diagnosis; most common destinations being 
brain, lymph nodes, liver, and lung.[3] Metastases are relatively 
uncommon to the stomach, adrenals and spleen.
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