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recovery. Similarly, a poor response was considered if 
there was mild (1+) or no change. 

Patients presenting within one year of onset of lesions or 
reactions fared better. Patients with fewer nerve trunks’ 
involvement (<5) responded better. Approximately 
two-thirds of patients treated with 20 mg of steroid had 
good response as compared to lesser dosage (Figure), 
without worsening of the motor response even after 
two months of completion of steroid therapy. Among 
the patients who responded, 55% responded in first 
two months and 75% did so in the first four months of 
therapy. Response in patients with BT/ BT with reaction 
was better. Pure neuritis patients had the poorest 
response [Figure 1]. Patients with lateral popliteal nerve 
and ulnar nerve involvement responded more favorably 
than median nerve. 

Nerve damage may occur before anti-mycobacterial 
treatment, during treatment and even in patients who 
are released from treatment labeled ‘cured’ by leprosy 
programme.[5] Patients with disease duration of less 
than six months had good chances of recovery and 
greater than one year had poor response.[6] Similar 
finding were noticed in our study. The initial dose 
of steroid was usually not more than 40 mg and the 
crucial dose seemed to be between 15-20 mg.[3] In our 
study it was found that 20 mg of steroid provided 
favorable response in the majority of patients. Though 
statistical significance was not present with regard to 
this data, a prospective study with a larger sample size 
may be of benefit.

Ulnar nerve was the most commonly involved nerve 
as seen in other studies. Common peroneal nerve 

responded better, followed by ulnar and median. This 
may probably be due to the fact that patients with foot 
drop presented early for treatment as compared to 
claw hand.

To conclude, early initiation of steroid therapy in 
dosage as small as 20 mg results in favorable motor 
recovery in patients with recent nerve damage.
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Cutaneous metastases in 42 
patients with cancer 

Sir,
Cancer metastases are considered as the most 
devastating phase of malignancies.[1] Metastasis 
is defined as a neoplastic lesion arising from a 
malignant tumor which is not in contiguity or in close 
proximity with the same tissue.[2] Although there are 
many frequent locations, the incidence of cutaneous 
metastases is rare and account for nearly 0.7-9% of 
all tumoral implants[3] and in approximately 80% of 
the cases skin metastases (SM) are developed in the Figure 1: Summary
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subsequent evolution of the primary tumor.[3] In few 
cases, they are the first evidence or a sign of recurrence 
of a known tumoral disease. This fact implies that 
although there are several morphological types of 
SM, in current clinical practice, it is not generally 
performed confirmatory biopsies. In these cases, the 
diagnosis is based on clinical appereance. Although 
the most common lesions are multiple or solitary 
infiltrating papules and/or nodules which might be 
easy to diagnose, there are also other variants which 
are rare such as alopecia neoplastica, zosteriform 
pattern or chest armor or the interesting variants 
mimicking radiation dermatitis which have been 
reported barely and they could be difficult to diagnose 
without histopathological study. These variants have 
a poorer prognosis and are due to the spread of the 
malignant cells along the subcutaneous lymphatics 
leading to blockade of the lymph ducts.

Generally all these lesions are considered a grave 
prognostic sign[3] due to coexistence with visceral 
lesions (lung, liver or other multiple organs). The most 
common sites affected are the head (50%) followed 
by the trunk (40%) and extremities (10%).[4,5] These 
lesions are the result of skin infiltration by a distant  
neoplasia.[1-3] Although melanoma is the most common 
origin, it is preceded by other tumors, being the most 
frequent correlated with the most common cancer 
in each sex.[6] Globally, breast cancer is the second 
etiology of SM and these lesions usually occur in the 
skin overlying or proximal to the area of the primary 
tumor.[7]

With this background, we can conclude that it could 
be relevant to know the incidence and most common 
pattern of these lesions in our institution to facilitate 
the rapid recognition and the prompt treatment of SM 
and the global neccessity of diagnostic biopsies. 

With this aim we have conducted recently a descriptive 
retrospective analysis of clinical and histopathological 
data of all patients diagnosed with skin metastases 
between January 2005 and December 2008 in our 
department. We tried to describe the most frequent 
origins of these lesions in our environment, to describe 
its clinical appereance and the necessity of diagnostic 
biopsies. 

We detected 42 patients out of 700 revised (6%) (male 
28, female 14) with a median age of 54 years (range, 
31-76 years). The most common primary tumor in 

men was melanoma (32%) followed by gastrointestinal 
adenocarcinoma (26%). In women the most common 
primary tumor was breast cancer (41%), followed 
by melanoma (33%). In 4 patients it was impossible 
to identify the primary tumor. In these cases skin 
metastases were the only evidence of malignant 
disease. 

Although there are several variants of cutaneous 
metastases based on its appereance, the most common 
clinical presentation in our study was asymptomatic 
subcutaneous solitary nodule (34%), followed by 
multiple painful and/or burning nodules (13%). One 
patient had multiple and painful/burning papules 
and nodules occupying the whole area of the primary 
breast cancer and the skin over the contralateral 
breast prosthesis following a prior breast cancer  
[Figure 1a and 1b] and another had a metastasis 
mimicking radiation dermatitis eighteen months after 
she had ended adjuvant radiotherapy for breast cancer 
[Figure 2].[8] These two patients presented multiple 
lung and mediastinal nodes metastases and the last 
one also bone metastases. In both of these patients SM 
were the first sign of recurrence. Only in 3 patients the 
SM were the first sign of tumor disease. 

The relationship between primary tumor and clinical 
type of metastases are described in Table 1. 

Biopsies were performed in those 12 patients (28,5%), 
whose pathological findings were positive for 
melanoma followed by carcinoma. Whereas, in 31 
patients SM were associated with visceral and lymph 
node metastases. 

In our study, we obtained a mortality rate at three 
and six months after diagnosis of SM of 18% and 
36%, respectively. The most usual type of treatment 
is systemic therapy according to the histopathological 
type of tumor disease and the overall prognosis 
depends on the pathology and biological behavior of 
the primary neoplasm and its response to the treatment. 
However, as a rule it is established that the expected 
survival is less than 1 year after the diagnosis.

The SM usually appear in advanced stages of cancer 
or as a mode of recurrence of a known tumor disease 
making relatively easy the diferential diagnosis based 
on clinical appereance. In very few cases they are the 
first evidence of neoplasm. 
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Although generally they have poor prognosis, we 
have obtained a very low survival rate, poorer than 
the survival reported in other studies,[3,5] probably 
because of the multiplicity of lesions and associated 
visceral injuries in the population studied. Other 
studies have reported an overall survival at 1, 3 and 5 
years of 50%, 20% and 0%, respectively. This overall 
survival rate varies with the presence or the absence of 
disseminated disease. 

Despite of these results, we are convinced with the 
relevance to start early treatment in order to avoid 
complications such as ulceration, pain, infection or 
others which could deteriorate the quality of life of 
these patients. 

Table 1: The relationship between primary tumor and clinical 
type of metastases

Hombres Mujeres Predominant type of 
metastases

Melanoma 9 5 Multiple subcutaneous 
nodules

Gastrointestinal 
adenocarcinoma

7 1 Asymptomatic 
subcutaneous solitary 
nodule

Breast carcinoma 0 6 Multiple subcutaneous 
nodules

Unknown primary 
tumor

2 2 Multiple subcutaneous 
nodules

Genitourinary 
tumors

4 0 Asymptomatic 
subcutaneous solitary 
nodule

Lung carcinoma 6 0 Multiple painful and/or 
burning nodules

Figure 2: Image showing a metastasis mimicking radiation 
dermatitis after adjuvant radiotherapy for breast cancer
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Figure 1: (a and b) Image showing multiple papules and nodules occupying the whole area of the primary breast cancer and the skin 
over the contralateral breast prosthesis following a prior breast cancer
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Prescribing and dispensing of 
isotretinoin: A survey 

Sir,
Since the thalidomide disaster in the 1960s, physicians 
and patients have became aware of the teratogenic 
effects of drugs used during pregnancy. Isotretinoin 
is one such teratogenic drug and pregnancies exposed 
to isotretinoin are at severe risk of serious congenital 
malformations and have resulted in spontaneous or 
elective abortions, risk of depression, suicide, and 
liver damage.[1] 

Several risk-management strategies like iPLEDGE have 
been implemented in the US to prevent pregnancy in 
females during the course of isotretinoin treatment.[2]

In India, isotretinoin is widely prescribed by the 
dermatologists as well as general practitioners Hence, 
this study was done to find out whether care is 
taken while prescribing and dispensing teratogenic 
drugs like isotretinoin by healthcare professionals 
and pharmacists in one large and small city in 
Maharashtra. Package inserts of various companies 
marketing isotretinoin in India were assessed for their 
completeness of information.

This was a survey-based study carried out during the 
period from November 2008 to January 2009 in which 
a survey of physicians and pharmacists and analysis 
of package inserts were undertaken. Dermatologists 
and general practitioners were randomly selected by 
personal contact and were personally interviewed. 
A questionnaire was also circulated to them from 
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which they were asked to tick the answer they thought 
appropriate and were assured anonymity.

The questionnaire was completed by a total of 38 
healthcare professionals (28 dermatologists and 10 
general practioners) from two different cities and their 
response is mentioned in Table 1.

The dispensing practices of pharmacists were assessed 
by sending ten female dummy patients of childbearing 
age, 10 married female patients with visible indicators 
of being married (like wedding chain in the neck) and 
10 visibly pregnant women to pharmacies; they asked 
for isotretinoin without prescription and surprisingly, 
it was dispensed readily by the pharmacists to all 
patients without prescription and without giving any 
instructions about its teratogenic effect. 

Package inserts of six different pharmaceutical 
companies marketing or manufacturing isotretinoin 
in India was assessed for their contents regarding 
precautions to be taken while on treatment.

All mention the need for a pregnancy test to be carried 
out twice before putting a female patient on this 
medication but the patient information sheet did not 
mention anything about double contraception i.e. one 
hormonal and one barrier method to be followed to 
avoid any remote chances of pregnancy. 

Earlier, such studies have been carried out in the 
developed countries, which showed that prescriptions 
for teratogenic medicines are given to women of 
childbearing age without any documentation of 
contraceptive counselling.[3] Such studies are very 

Table 1: Prescribing practices of dermatologists and general 
practitioners while prescribing isotretinoin

Dermatologists GP
Total number of healthcare 
professionals interviewed

28 10

Number of healthcare professionals 
who prescribe isotretinoin

20 5

Number of healthcare professionals 
who do complete documentation 
of pregnancy tests with proper 
instructions

2 0

Number of healthcare professionals 
who do initial pregnancy test with 
instructions but no follow-up with 
further counselling

15 3

Number of healthcare professionals 
who don’t do pregnancy test, only 
give instructions

3 2
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