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some amount of a referral bias in the patient population and a 
limited sample size. Larger prospective studies are needed to 
draw conclusions.
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Letter to the Editor
Myoepithelial carcinoma of the breast: Case 
report of a rare entity and its response to 
chemotherapy
dOi: 10.4103/sajc.sajc_75_17
Dear Editor,
Myoepithelial carcinoma refers to lesions consisting almost 
exclusively of tumor cells that exhibit a dual epithelial and smooth 
muscle differentiation.[1] These tumors arise commonly in salivary 
glands and very rarely in skin, soft tissue, retroperitoneum, breast, 
vulva, stomach, and lung.[2‑7] Myoepithelial carcinoma of the breast 
is extremely rare, and <40 case reports have been published in 
English literature. Most of the reports lay emphasis on diagnosis 
and pathology and very few mention of the chemotherapy regimen 
used and its response.[8‑10] Herein, we present a case of metastatic 
myoepithelial carcinoma of breast with differential responses to 
two different chemotherapy regimens.
A  57‑year‑old female presented with lump in her left breast for 
4 months. She had undergone lumpectomy at her native place. 
Histopathology was reported as infiltrating carcinoma with 
basaloid appearance, showing focal squamous differentiation 
within basaloid nests along with marked myxoid stroma. 
Cut margins were positive. On immunohistochemistry, tumor 
cells expressed p63 and were negative for S100, calponin, 

(Continue on page 189...)

Figure 2:  Positron emission 
tomography‑computed tomography 
image post six cycles of paclitaxel 
and carboplatin chemotherapy 
showing near‑complete metabolic 
resolution at left beast and complete 
metabolic resolution at right 
paratracheal lymph node

Figure 1: Positron emission 
tomography‑computed tomography 
image at baseline before start of 
therapy demonstrating lesion in 
left breast and right paratracheal 
lymph node

smooth muscle actin (SMA), and CD10. C‑Kit was weakly 
expressed. The tumor was negative for estrogen receptor (ER), 
partial response (PR), and Her2/neu expression. Final 
report was myoepithelial carcinoma of breast, intermediate 
grade. Three‑week postsurgery, she had noticed a new 
lump in her breast adjacent to previous incision. Positron 
emission tomography‑computed tomography (PET‑CT) 
scan [Figure 1] showed multiple ill‑defined nodular 
masses in left breast parenchyma, largest nodule measured 
2.1 cm × 2 cm. A 1.6 cm × 1.5 cm heterogeneously enhancing 
fluorodeoxyglucose (FDG) avid right paratracheal node was 
seen. Also noted was complete collapse of D1 vertebral 
body with FDG avid lytic areas in bilateral pedicles and left 
transverse process.
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due to the unfavorable patient–bed ratio. Adult medical oncology 
department in the studied center has only 29 inpatient beds on 
general side for all purposes (inclusive for hemato‑oncology 
and solid tumor medical oncology). With a daily outpatient 
load of 500–700 patients with 200–250 day‑care chemotherapies 
have been delivered daily, these beds are grossly inadequate. 
Assuming conservatively that 1% of patients postchemotherapy 
required admission, we would have 20–25 patients daily for 
admissions. At present, patients requiring admissions, who are 
unable to get admitted are managed in emergency itself. The 
option of indoor admissions at centers around the hospital is 
provided. However, these patients do congest the emergency 
services hampers its effective functioning. There is evidence 
suggesting that such congestions lead to an increase in the 
emergency and inpatient mortality rate.[15,16] The steps suggested 
by the investigators to decrease suggestions congestions were
1. To increase the inpatient beds
2. Liaison with community practitioners and hospitals so that 

patients requiring inpatient care can be provided the same.

Conclusion
The current study identified potentially correctable lacunae in 
our emergency services. A proportion of visits to emergency 
services can be curtailed. There is a need to address patients 
who require inpatient admission.
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She presented to our hospital with these reports and complaint of 
recent onset upper back ache. Palliative radiotherapy to C7–D2 
vertebra was given. She received chemotherapy with paclitaxel 
175 mg/m2 and carboplatin area under the curve 5 every 3 weeks 
along with zoledronate. After three cycles, she had 50% 
reduction in size of breast lump and 70% reduction in back pain. 
Post six cycles, no mass was palpable in breast. She tolerated 
chemotherapy well. Repeat PET‑CT scan done post six cycles 
of chemotherapy [Figure 2] revealed near‑complete metabolic 
resolution of breast lesions and complete metabolic resolution of 
right paratracheal lymph node. There was sclerosis in bilateral 
pedicles and left transverse process of D1 vertebra. Thus, there 
was PR at primary and nodal sites as per RECIST criteria.
Since the patient had residual disease postcompletion of 
standard therapy, she was started on oral metronomic 
maintenance therapy along with continuation of monthly 
zoledronate. After 4 months of this therapy, she again noticed a 
lump in her left breast. CT scan showed multiple lesions in left 
breast parenchyma (maximum size 4.2 cm × 6.6 cm × 5.5 cm) 
and right paratracheal nodes. The patient was not keen 

(Letter to the editor continue from page 185...)

on palliative mastectomy, and hence, she was planned for 
palliative chemotherapy with doxorubicin (60 mg/m2) and 
cyclophosphamide (600 mg/m2) (AC) every 21 days. Post 
two cycles of chemotherapy, she had progression of disease. 
She also developed weakness in her left lower limb with 
decreased sensations and urinary retention. CT scan revealed 
breast lesions, T1 and T2 vertebral collapse, T9 lytic lesion 
with soft tissue component, and paratracheal nodes. She 
received palliative radiotherapy to T9–T11 spine. In view of 
good response in the past, she was restarted on paclitaxel and 
carboplatin. However, she developed Grade IV oral mucositis, 
febrile neutropenia, and thrombocytopenia after first cycle itself. 
On recovery, she was not keen for further therapy and expired 
2 months later (20 months after initial diagnosis).
The WHO classification of breast tumors (4th edition) has 
included myoepithelial carcinoma under category of “metaplastic 
carcinoma of no special type.”[11] Myoepithelial carcinoma of 
breast is an extremely rare tumor. It is seen in women aged 
25–81 years (mean, 54 years).[9,10] Commonly used myoepithelial

(Continue on page 193...)
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Conclusion
RT is commonly employed to address symptoms in patients 
with cancer. Hypofractionated treatment delivers palliation 
that is time‑efficient, cost‑effective, and minimally toxic. With 
regard to different therapeutic goals, different dose concepts, 
and fractionation schedules, single‑ versus multi‑fraction PRT 
should be adapted individually. Evidence suggests that the 
reluctance of radiation oncologists to provide single fraction 
treatment acts as a barrier to referrals from palliative care 
professionals. In the absence of well‑defined national guidelines 
for use of PRT, every institute should formulate its own 
protocol best suited to the patients’ requirements.
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markers such as S100, high molecular weight cytokeratins, 
calponin, and SMA are neither highly sensitive or specific 
myoepithelial markers and were negative even in our case. 
The tumor expressed p63 which has been found to be highly 
sensitive and specific myoepithelial cell marker.[7,12,13] The tumor 
was negative for ER, PR, and Her2/neu as has been reported.[11]

Myoepithelial cancer is treated by surgery (wide local 
excision/mastectomy with regional lymph node excision) 
and radiotherapy to prevent recurrence. [9,10] The role of 
chemotherapy and choice of agents has not been defined 
for this entity. To the best of our knowledge, we could 
come across only three case reports of myoepithelial cancer 
who had response to chemotherapy, among which two had 
site of primary in breast and one in vulva: a 52‑year‑old 
female with metastatic breast cancer (MBC) who had PR 
to paclitaxel and carboplatin;[8] a 61‑year‑old female with 
MBC who had stable disease post three cycles of paclitaxel 
and carboplatin,[10] and a 37‑year‑old female with metastatic 
carcinoma vulva who had complete response to the same 
chemotherapy regimen.[3] One case report had shown 
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progressive disease following neoadjuvant TAC (docetaxel, 
doxorubicin, cyclophosphamide) chemotherapy.[9] Our patient 
had PR to paclitaxel and carboplatin chemotherapy but had no 
response to AC chemotherapy.
We suggest multimodality treatment for this aggressive disease. 
The chemotherapy regimen should include platinum analogs and 
paclitaxel since only this regimen has been reported to have 
some efficacy in myoepithelial carcinoma. Since this tumor is 
hormone receptor negative, it may warrant treatment on the 
lines of triple negative breast cancer.
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Letter to the Editor
Triple primary malignancies in 
head‑and‑neck region: A report of 
four cases
dOi: 10.4103/sajc.sajc_225_17 
Dear Editor,
Patients presented with head and neck malignancy after being 
treated are in high risk to develop multiple cancers. The 
frequency of double primary cancers found in an individual 
has been increasing. However, synchronous or metachronous 
triple primary cancers have rarely been reported. Meta‑analyses 
show the frequency of second primary tumor as 3%–5%, a 
third tumor as 0.5%, and a fourth tumor (QT) as 0.3%.[1,2] A 
better overall and prolonged survival due to early diagnosis and 
improved treatment are one of the known possible reasons for 
rising incidence of multiple primary tumors, and other reason 
could be the persistent carcinogenic influence on the mucosa, 
genetic instability, chemoradiotherapy, and prolonged survival 
after some primary tumors.[3]

Four patients with triple primary malignancy of head‑and‑neck 
region were included in this study. Patients were diagnosed and 
treated at Max Super Speciality Hospital, Delhi‑NCR, having a 
biopsy‑proven first and subsequent primary tumor. A thorough 
clinical, radiological, and histopathological means were used to 
exclude a metastasis from first primary tumor. The Warren and 
Gates criteria have been used to designate a case as multiple 
primary tumors. The data collected and analyzed with respect to 
location of primary tumor, histopathology, time elapsed between 

Figure 1: First Case : First primary 
in Buccal Mucosa Figure 2: Second Case: First primary 

in Tonsil

Figure 3: Third Case: First primary 
in Vallecula Figure 4: Fourth Case: First primary 

in Buccal Mucosa

two tumors, treatment received, and the outcome for the all 
primary tumors [Figures 1‑4].
Earlier in this group of patients’ palliative systemic 
chemotherapy was treatment of choice because reirradiation 
and resurgery were not considered to be feasible. Patients 
managed with systemic chemotherapy had a median survival 
of only about 6–8 months, and a cure was unlikely.[4] 
Hereby, we are treating our patients with intensity‑modulated 
radiotherapy/image‑guided radiotherapy) and concurrent 
chemotherapy with or without surgery. Two of the four 
patients were on follow‑up 2 and 3 years after the treatment 
of third malignancies and then lost to follow‑up. One patient 
developed metastatic disease 4 years after the treatment of 
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