
Prabhash: Indian consensus statement update for the treatment of advanced NSCLC

South Asian Journal of Cancer ♦ Volume 8 ♦ Issue 1 ♦ January-March 2019 17

130.	 Baik CS, Myall NJ, Wakelee HA. Targeting BRAF‑mutant non‑small cell 
lung cancer: From molecular profiling to rationally designed therapy. 
Oncologist 2017;22:786‑96.

131.	 Inoue A, Kobayashi K, Maemondo M, Sugawara S, Oizumi S, Isobe H, 
et al., editors. Final overall survival results of NEJ002, a phase III trial 
comparing gefitinib to carboplatin (CBDCA) plus paclitaxel (TXL) as the 
first‑line treatment for advanced non‑small cell lung cancer  (NSCLC) 
with EGFR mutations. ASCO Annual Meeting Proceedings; 2011.

132.	 Planchard  D, Besse  B, Groen  HJM, Souquet  PJ, Quoix  E, Baik  CS, 
et  al. Dabrafenib plus trametinib in patients with previously treated 
BRAF(V600E)‑mutant metastatic non‑small cell lung cancer: An 
open‑label, multicentre phase 2 trial. Lancet Oncol 2016;17:984‑93.

133.	 Cappuzzo F, Bemis L, Varella‑Garcia M. HER2 mutation and response 
to trastuzumab therapy in non‑small‑cell lung cancer. N  Engl J Med 

2006;354:2619‑21.
134.	 De Grève J, Teugels E, Geers C, Decoster L, Galdermans D, De Mey J, et al. 

Clinical activity of afatinib (BIBW 2992) in patients with lung adenocarcinoma 
with mutations in the kinase domain of HER2/neu. Lung Cancer 2012;76:123‑7.

135.	 Li  BT, Shen  R, Buonocore  D, Olah  ZT, Ni  A, Ginsberg  MS, et  al. 
Ado‑trastuzumab emtansine in patients with HER2 mutant lung cancers: 
Results from a phase II basket trial. J Clin Oncol 2017;35S: ASCO#8510.

136.	 Moro‑Sibilot D, Le Deley MC, Zalcman G, Bota S, Sabatier R, Souquet PJ, 
et al. Activity of crizotinib in MET amplified NSCLC: Preliminary results 
of the AcSé trial. J Thorac Oncol 2015;10:S178.

137.	 Camidge  DR, Ou  SH, Shapiro  G, Otterson  GA, Vil laruz  LC, 
Villalona‑Calero  MA, et  al., editors. Efficacy and safety of crizotinib 
in patients with advanced c‑MET‑amplified non‑small cell lung 
cancer (NSCLC). ASCO Annual Meeting Proceedings; 2014.

Letter to the Editor
Giant Solitary Fibrous Tumor: A Rare Case 
Report
DOI: 10.4103/sajc.sajc_204_18
Dear Editor,
Solitary fibrous tumour of pleura (SFTP) is a very rare 
benign spindle cell mesenchymal tumour, first described in 
1931.[1]  Most commonly originates from pleura and represents 
5% of tumors of pleura.[1‑4] However, 10%–20% of these 
tumors are locally aggressive or malignant.[2,3] Complete en bloc 
surgical resection with free resection margins is the treatment 
of both benign and malignant types of SFTP.[1‑3,5]

A 56‑year‑old man, nonsmoker with no comorbidities presented 
with a cough for 5  months and left‑sided heaviness and 
dyspnea for 1  month. He had no other positive history, and 
his general examination was normal. Examination of lungs 
revealed decreased breath sounds throughout the left chest. 
Chest X‑ray  [Figure  1] showed a large, left hemithorax mass 
with no visible lung parenchyma and shift of mediastinum to 
the right. Contrast‑enhanced computed tomography  (CECT) 
scan of the thorax  [Figure  2] confirmed the presence of a 
large lobulated heterogeneous pleural‑based mass measuring 
approximately 20  cm  ×  20  cm  ×  10  cm within left pleural 
space with gross pleural effusion resulting in complete collapse 
of left lung toward the hilum. Laboratory investigations were 
within normal limits other than low hemoglobin of 10  g/dl. 
His pulmonary function test showed poor forced expiratory 
volume 1 values  (39%) and forced vital capacity  (34%). 
CT‑guided tru‑cut biopsy of the mass revealed spindle cell 
neoplasm with low mitotic index and mild cytologic atypia. 
Immunohistochemistry  (IHC) showed positivity for Vimentin, 
BCL2, CD99, and MIB  (16%) confirming low‑grade spindle 
cell sarcoma pleuropulmonary origin.
The patient underwent left posterolateral thoracotomy with vertical 
extension of the incision transecting three ribs. En mass excision 
of the tumor (measuring 32  cm  ×  26  cm, weighing 3.8 kg) 
was done with a small sliver of the lung  [Figure 3]. Lung was 
found to be normal though collapsed intraoperatively hence 
was conserved. Post‑operative recovery was uneventful other 
than delayed removal of the intercostal drainage tube to allow 
complete expansion of lung. The patient was discharged on 
the 10th  postoperative day. Chest X‑ray at discharge showed a 
fairly expanded left lung with shift of mediastinum to normal 
position  [Figure 4].

First described in 1931 by Klemperer and Rabin,[1] SFTP 
is a very rare benign spindle cell mesenchymal tumor most 
commonly originating from the pleura and it represents 5% of 
the tumors of the pleura.[1‑4]

The peak incidence of diagnosis of SFTPs is the fifth and sixth 
decades of life with equal sex predilection.[1,2,4]

Our patient was a 56‑year‑old man with no comorbidities.
SFTPs are usually asymptomatic, diagnosed incidentally and 
clinical course of the disease is unpredictable.[1,2,4] However, 
patient can present with various respiratory symptoms such as a 
cough, chest pain, and dyspnea.[2,4] This tumor is usually benign, 
but up to 20% of cases can be malignant.[1] Patients with benign 
tumors are symptomatic in 54%–67% of the cases, whereas 
malignant tumors are symptomatic in around 75% of cases.[4]

Our patient had symptoms of a cough and breathlessness since 
few months.
Preoperative diagnosis of the tumor is a difficult challenge. 
Chest X‑ray is the first modality of the investigation. However, 
CECT of the thorax is considered to be the most important 
examination.[1,2,4] CT scans usually demonstrate a well‑defined 
and occasionally lobulated mass with soft tissue attenuation 
appearing on the pleural surface, and displacement of the 
surrounding structures.[4] On CT, SFTP can be detected to arise 
from the parietal pleura, lung fissure or visceral pleura. As per 
literature size of SFTPs range from a few millimeters to tens 
of centimeters  (0.8–26  cm).[4] Signs which may lead to the 
suspicion of a tumor malignancy can be the existence of clinical 
symptoms, mean tumor diameter  >10  cm, fibrous adherences, 
pleural effusion and positive histology for Ki67 10% or greater.[2]

Image‑guided tru‑cut biopsy is useful for the preoperative 
diagnosis.[2,4,5] IHC plays a key role regarding the distinction 
of SFTP from mesotheliomas and sarcomas.[2] Both benign and 
malignant varieties of SFTP are CD34, CD99, Vimentin, and 
BCL‑2‑positive.[1‑4]

CECT Scan of our patient showed the left hemithorax 
completely occupied by tumor  (20  cm × 20  cm × 10  cm) with 
the complete collapse of the left lung and mediastinal shift to 
the right. Tru‑cut biopsy showed it to be spindle cell neoplasm 
and IHC showed positivity for Vimentin, bcl‑2, CD99, and 
MIB  (16%) confirming low‑grade spindle cell sarcoma of 
pleuropulmonary origin.
Majority of SFTs of the thorax are benign, whereas 10%–20% 
are locally aggressive or malignant.[2,3] Complete en bloc
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complete surgical resection can range from  <2% in benign 
SFTP to 63% in malignant forms.[5]

Final histopathology and IHC in our report confirmed it to be 
solitary fibrous tumor.
Adjuvant chemotherapy is usually not a part of the management 
of SFTP. However, it could be used in incompletely resected 
tumors, malignant sessile SFTPs or in cases of chest wall 
invasion and concurrent pleural effusion.[2] Treatment for 
recurrence after surgical treatment is resurgery.[2]

Metastases from SFTP have been observed to bones, brain, 
lungs, and intra‑abdominal lymph nodes.[2,4] Malignant and 
larger SFTP are more likely to develop metastases mandating 
a long‑term follow‑up in these patients.
We report here a rare giant SFTP with complete curative 
excision of the tumor and complete reexpansion of the lung 
alleviating the patient’s symptoms completely. Patient has been 
asymptomatic at the end of 6 months follow‑up.
To the best of our knowledge, an SFTP of these dimensions 
and weight has not been reported in the literature.
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Figure 1: Large mass left hemithorax 
with complete collapse of left lung 
and mediastinal shift to the right

Figure 2: Contrast enhanced 
computed tomography thorax: 
Large lobulated mass in left 
hemithorax with pleural effusion 
and mediastinal shift to right

Figure 3: En Toto excision of 
mass with sliver of lung tissue 
(32 cm × 26 cm) weighing 3.8 kg

Figure 4: Postoperative day 7 Chest 
X-ray showing fairly expanded lung 
with mediastinum in normal position

surgical resection with free resection margins is the treatment 
of both benign and malignant types of SFTP.[1‑3,5] As these 
tumors are not primary lung tumors, lung parenchyma 
resection should be kept as minimal as possible with 
clear margins for oncological safety. A  lobectomy or 
pneumonectomy could be carried out in larger tumors or in 
intraparenchymal tumors. If the tumor arises from the parietal 
pleura, a thoracic wall resection could be considered for 
complete curative resection.[2]

Our patient underwent in toto excision of a large parietal 
pleural based tumor weighing around 3.8 kg and measuring 
32  cm × 26 cm with a small sliver of the lung.
Definitive diagnosis of SFTP is histologically made after 
the surgical resection of the tumor. Risk of recurrence after 
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Letter to the Editor
M u c o s a l  m e l a n o m a  o f  t h e 
head‑and‑neck region: A  single 
institutional clinical experience
DOI: 10.4103/sajc.sajc_326_18
Dear Editor,
Due to the rarity of mucosal melanoma, the scientific 
knowledge is limited compared to its cutaneous counterpart. 
Weber reported the first case of mucosal melanoma of the 
head‑and‑neck region in 1856.[1] The largest case series of 
mucosal melanoma of the head‑and‑neck region was reported 
by Bachar et  al.[2] with 61  patients over  41  years and in 
India, Gupta et  al.[3] reported 42  patients over the period of 
8  years. This is one such attempt with four cases over  1  year.
A 26‑year‑old female   patient presented with the 
complaints of epistaxis and nasal obstruction. Computed 
tomography‑scan  (CT) revealed a large expansile soft‑tissue 
mass in the right maxillary sinus extending into the nasal 
cavity, right upper alveolar arch, right orbit, and right buccal 
space. Biopsy and immunohistochemistry confirmed the 
diagnosis of malignant melanoma [Figures 1 and 2].
The patient underwent right total maxillectomy with right 
orbital exenteration and the bony margin was involved by 
tumor. Adjuvant radiotherapy of 60  Gy in 6  weeks was 
delivered. Unfortunately, 4  months after the completion of 

treatment, the patient developed recurrent right submandibular 
lymphnode, bilateral lung metastasis along with nodular lesions 
in retroperitoneal and right infrarenal region. The patient was 
started on palliative chemotherapy  (paclitaxel  +  carboplatin). 
After three cycles of chemotherapy, contrast‑enhanced CT 
scan  (CECT) showed all the retroperitoneal and infrarenal 
lesions had regressed completely, whereas there was a 
partial reduction in the right submandibular lymphnode and 
lung metastasis. In view of the good response, the patient 
was given three more cycles of the same chemotherapy 
regimen. After 1  month, the follow‑up CECT scan showed 
residual right submandibular lymph node and persisting 
bilateral lung metastasis. The patient was put on Tablet 
Sorafenib. Due to toxicity, she was shifted to an alternative 
chemotherapy regimen  (dacarbazine  +  cisplatin). After three 
cycles, positron‑emission tomography  (PET‑CT scan) showed 
the persistence of the previous disease and an appearance of 
new metastatic involving right iliac bone for which the patient 
received palliative radiotherapy. At present, the patient is put 
on tablet Imatinib and has a stable disease condition until the 
last follow‑up.
A 43‑year‑old male presented with complaint of blackish 
mass in the right buccal mucosa. The biopsy from this lesion 
confirmed melanocarcinoma. He underwent inferior partial 
maxillectomy, and the postoperative histopathology showed 
malignant melanoma. All margins were uninvolved by tumor
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