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there is a distinct paucity of literature as regards delayed 
radiation necrosis in diffuse astrocytomas, which is an 
issue to be addressed because of the imperativeness of 
differentiating it from relatively non-salvagable tumor-
recurrence in diffuse astrocytoma and the subsequent effect 
on prognosis.

In a prospective randomized phase three trial evaluating 
low dose (50.4 Gy/28 fractions) versus high dose (64.8 
Gy/36 fractions) radiation therapy (RT) for supratentorial 
low-grade gliomas, the 2-year actuarial incidence of grade 
3−5 radiation neurotoxicity (necrosis) was 2.5% with 
low-dose RT and 5% with high-dose RT.[3] In our case, 
the total dosage of 60 Gy of conventional external beam 
radiotherapy in 28 fractions was not expected to cause 
delayed radiation necrosis.

Positron emission tomography with fluorodeoxy-glucose, 
SPECT with thallium chloride, proton MR spectroscopy 
and stereotactic biopsy among others, can be used to 
differentiate recurrence/regrowth of malignant tumors 
from radionecrosis.[4,5] However, no single technique is a 
gold standard, as evident in our case, where there was an 
apparent discordance between MR spectroscopic findings 
and the final histopathology report.

The treatment options for intracerebral radiation 
necrosis include surgical decompression and conservative 
management with corticosteroids.[6] Our patient presented 
with worsening symptoms, so we recommended surgery 
and the patient subsequently improved.

To conclude, there is scant literature regarding delayed 
radiation necrosis in diffuse astrocytomas. Radiation 
necrosis, as evident in our case report too, is known to 
be a relatively benign entity, which can be treated with 
good outcomes, and thus, should not be missed out as 
a differential diagnosis of tumor-recurrence in diffuse 
astrocytomas, even when it occurs disproportionately 
delayed.
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Primary peritoneal 
psammocarcinoma - as 
nodular mass lesions on the 
serosa of large bowel

Sir,
Primary peritoneal psammocarcinoma (PPP) is a relatively 
newly identified entity, a subtype of primary peritoneal 
serous carcinoma, and is characterized by abnormal 
carcinomatosis of the peritoneal cavity, with minimal or no 
involvement of the ovaries.[1] PPP should be differentiated 
from papillary adenocarcinoma of the ovary and peritoneal 
mesothelioma, which has an aggressive course.

The clinical behavior of PPP is variable; majority of them 
show a relative favorable prognosis and some PPP may 
show recurrences and metastasis.

In this paper, we report a case of PPP.

The case details are as follows. A 55-year-old post-
menopausal woman presented with pain in abdomen. 
Imaging revealed an ileocaecal mass. At laparotomy, 
multiple nodular mass lesions on the serosal surface of 
the large intestine were identified, which is an unusual 
presentation. A right hemicolectomy was done.
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Gross examination: A right hemicolectomy specimen 
comprising 12 cm long ascending colon, caecum with 
appendix and 15 cm long ileum was submitted for 
histopathological examination. 

The serosal surface of the caecum and ascending colon 
were studded with multiple gray white nodular lesions 
of size ranging from 1 to 3 cm in diameter. C/S of 
the bowel segment showed intact mucosa [Figure 1]. 
Microscopic examination: Multiple sections from the serosal 
nodules showed tumor cells arranged predominantly in 
papillary patterns, gland patterns, and cystic spaces, with 
almost 75% of papillae associated with psammoma bodies. 

Individual cells are uniform looking, round to oval with 
pale scooped out nuclear chromatin and scanty cytoplasm 
[Figure 2].

Initially, primary peritoneal tumors were classified as 
mesotheliomas, because the two malignancies were 
thought to have a common ancestry. However, 
epidemiologic studies revealed significant differences 
between the two diseases; 

PPC is histologically identical to epithelial ovarian 
carcinoma. The main differentiating feature is advanced 
peritoneal involvement of tumor without gross 
involvement of the ovaries.[2]

Pathological characterizations of psammocarcinoma of 
peritoneum have been reported previously, by Gilks et al., 
who described 11 cases of psammocarcinoma, eight of the 
ovary and three of the peritoneum.

The diagnostic criteria defined for PPP are as follows.
i. No more than moderate nuclear atypia.
ii. No areas of solid epithelial proliferation except for 

occasional nests. 
iii. At least 75% of the papillary or nests associated with 

or completely replaced by psammoma bodies[3,4].

Many of these cases, which have been reported, had 
extraovarian spread and peritoneal seedling with or 
without involvement of ovaries.

In the present case, a 55-year-old post-menopausal woman 
showed extraovarian peritoneal seedling, involving serosal 
surface of the caecum and ascending colon. Ovaries 
appeared normal in size and morphology. Histology of the 
present case showed many psammoma bodies associated 
with papillae and nests of tumor cells and the individual 
cells showed low-grade cytological features.

Ovarian and peritoneal psammocarcinomas are quite 
rare and because of this, knowledge of their behavior 

is limited. However, most seem to follow an indolent 
course, similar to that of borderline lesions of the ovary.
[4] But on the other end of spectrum, a few cases with 
recurrence and distant metastases are also reported.[5]

In the present case, the patient, despite not receiving 
adjuvant treatment, is still alive 24 months after initial 
diagnosis, without the signs of metastasis or disease 
recurrence.

Decisions regarding management should be individualized, 
with a close periodic follow up for possible recurrence.

Figure 1: Right hemicolectomy specimen, with the arrows pointing, 
the serosal nodules on the caecum and ascending colon

Figure 2: Papillae and nests of tumor cells, associated with plenty 
of psammoma bodies − ×100, H and E stain
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Bilateral cystic 
pheochromocytoma: An 
incidental finding and a rare 
case entity

Sir,
Reports of cystic pheochromocytomas are sparse 
in literature. Cases of bilateral pheochromocytomas 
have been described in association with multiple 
endocrine neoplasia syndrome. Only 5.7% of 
incidentally discovered adrenal tumors are cystic. About 
one-third of pheochromocytomas have some cystic  
component.[1] However, bilateral cystic 
pheochromocytomas are extremely rare in patients 
without any overt symptomatology. We report a 
case of incidental synchronous “bilateral” “cystic” 

pheochromocytoma(s) in a young adult male.

A 19-year-old male presented to the Out Patient 
Department of our hospital with vague pain in 
abdomen and occasional headaches. On examination, 
no abdominal or neurological abnormality was found. 
The patient was referred for ultrasound examination of 
the abdomen.

On ultrasonography, a well-defined cystic mass with 
multiple thick septae was seen adjacent to segment 7 of 
liver. The imaging appearance prompted a differential 
diagnosis of either a hydatid of liver or an adrenal mass. 
On careful analysis, this complex mass was found to be 
separate from the liver with the presence of the classical 
hyperechoeic retroperitoneal fat in between them.

Doppler ultrasonography revealed that the mass was 
highly vascular with flow signals in the septations (low 

Figure 1: Thick-walled, complex mass with multiple thick vascular 
septa and hypo to an-echoic spaces. Retroperitoneal fat (arrow) 
separates the mass from the adjacent liver

Figure 2: Incidental cystic adrenal lesion on the left side
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