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Distinguishing dengue and influenza by clinical features alone 
can be difficult but certain clinical clues can help in diagnosis. 
Cough, sore throat, and other URT symptoms are common in 
H1N1 while headache, myalgias, arthralgias and hemorrhagic 
manifestations are commoner in dengue. A dengue patient 
may also have hemoconcentration  (high Hb and PCV), 
leucopenia or thrombocytopenia, hypoalbuminemia, mild 
transaminitis, or mild ascites and acalculous cholecystitis. 
The diagnosis can be confirmed by serology.[6]

The management of such a co‑infection needs aggressive 
treatment of both as discussed in this case which includes 

appropriate fluid hydration, antipyretics, oseltamivir for 
H1N1, antibiotic therapy for secondary bacterial infection, 
oxygen support and aggressive critical care support. Both 
dengue and H1N1 influenza are potentially fatal diseases 
and a high index of suspicion is necessary among the 
treating physicians for early diagnosis and best outcomes.
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Figure 2: Chest x ray picture on day 16 of illness showing improvement 
in radiological picture

Table 1: Common diagnostic tests of dengue and H1N1
Diagnostic tests of dengue Diagnostic tests of H1N1
Serology 
(NS1, IgM, IgG dengue)

Virus isolation and culture 
(gold standard)

ELISA Antigen detection kits (rapid assay)
Hemagglutination inhibition Hemagglutination inhibition test
Complement fixation test and Immunofluorescence assay

Viral isolation and culture Molecular test
RT PCR RT PCR

Virus genome sequencing

RT PCR: reverse transcriptase-polymerase chain reaction
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Cannon‑ball pulmonary metastases as a presenting feature 
of stomach cancer

Sir,

A 65‑year‑old woman, nondiabetic and normotensive, 
presented with a chief complaint of cough for three 
months. It was associated with generalized weakness and 
fatigue for the last one month. She had lost over 10 kg 

of weight over the last one month. She had no history of 
dysphagia, nausea, vomiting or melena.

On physical examination, the lady was nutritionally poor 
with moderate pallor. No lymph nodes were palpable. 
Chest examination revealed bilateral diffuse crepitations. 

Nitin
Rectangle



Lung India • Vol 32 • Issue 3 • May - Jun 2015	 301

Letters to Editor

A chest X‑ray, posterior–anterior  (PA) view, revealed 
multiple pulmonary nodules, which were highly suggestive 
of malignancy [Figure 1]. A contrast‑enhanced computed 
tomography  (CT) scan of chest revealed ‘cannon‑ball’ 
pulmonary metastases [Figure 2]. Ultrasonography (USG) 
of the abdomen revealed thickened gastric cardia 
and fundic areas, with multiple enlarged perigastric 
and  pericoeliac lymph nodes. Contrast‑enhanced 
computed tomography  (CECT) of the abdomen was 
ordered, to look for an abdominal source of metastases. It 
confirmed the sonographic findings [Figure 3]. A Barium 
Meal X‑ray revealed ‘cannon‑ball’ pulmonary metastases, 
with free flow of dye in the stomach  [Figure 4]. Upper 
gastrointestinal  (GI) endoscopy with a guided biopsy 
was ordered. The histopathological examination  (HPE) 
revealed a well‑differentiated adenocarcinoma of the 
stomach [Figure 5]. However, the patient decided not to 
undergo treatment and chose hospice and palliative care 
at her home.

Figure 1: Chest X-ray showing cannon-ball pulmonary metastases Figure 2: CECT chest showing cannon-ball metastases

Figure 3: CECT abdomen showing growth involving the stomach Figure 4: Barium Meal showing cannon-ball metastases and free flow 
of dye into the stomach

Figure 5: HPE showing well-differentiated adenocarcinoma involving 
the stomach

Examination of the other systems was within normal 
limits.



302 	 Lung India • Vol 32 • Issue 3 • May - Jun 2015

Letters to Editor

Multiple pulmonary nodules on the chest X‑ray have 
multiple causes, including, metastases  (cannon‑ball 
secondaries), various infections, immunological diseases, 
and arteriovenous malformations. Pulmonary metastasis 
is seen in 20-54% of the extrathoracic malignancies.[1] 
Lungs are the second most frequent site of metastases from 
extrathoracic malignancies. Development of pulmonary 
metastases implies a disseminated disease, with poor 
prognosis, although a few cases with favorable outcomes 
have been reported.[2] Breast, colorectal, lung, kidney, head 
and neck, and uterus cancers are the most common primary 
tumors with lung metastasis. However the frequency of 
gastric cancers metastasizing to the lungs is <1%.[3] This case 
highlights a rare presentation of gastric cancer, where the 
patient had no symptoms related to the malignancy itself, but 
presented with symptoms related to pulmonary involvement.
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Different fractionation regimes in palliative thoracic 
radiotherapy: Some facets

Sir,

Despite much research, carcinoma lung remains an 
important scourge of mankind. The study by Saurav Sau 
et al.[1] was a welcome refreshment to our knowledge on 
palliative radiotherapy regimes in metastatic carcinoma 
lung. However, we would like to mark certain important 
inadequacies in the study.
•	 The inclusion criteria included ‘patients who had 

intrathoracic symptoms’. Thoracic external beam 
radiotherapy was indicated in a variety of symptoms: 
Hemoptysis, cough, chest pain, dyspnea, obstructive 
pneumonia, dysphagia related to esophageal 
compression, superior vena cava syndrome, hoarseness, 
and so on. It would be interesting if the different 
thoracic symptoms, besides pain, were also evaluated 
in the different study arms. There was an important 
group of patients in whom pain was not a symptom 
even in advanced disease. The benefit of different 
interventions in such patients needs to be detailed

•	 Another inclusion criterion that was mentioned in 
the study was, ‘expected survival of more than three 
months’. As this was a subjective criterion it was likely 
to differ among evaluators, and other objective criteria 
would definitely have been better

•	 Bronchoscopy is an important examination, which had not 
been mentioned. The diagnostic yield of bronchoscopy for 
visible lesions exceeded 80%[2] and it definitely deserved 
to be an important part of the workup of patients

•	 The standard treatment of advanced non‑small‑cell 
carcinoma lung was platinum‑based chemotherapy,[3] 
with proven benefits, both in the overall survival as 
well as quality of life. As the performance score of 
eligible patients in this study was good (Performance 
status ≤ Eastern Cooperative Oncology Group (ECOG) 3), 
the standard chemotherapeutic regimes that were 
started upfront could also have provided valuable 
symptom relief to patients and at the same time 
would have been effective in controlling the systemic 
metastasis. Palliative radiotherapy could have been 
administered when symptom relief was not adequate. 
The rationale of providing upfront radiotherapy to 
good performance score patients also needs to be 
detailed

•	 Overall survival of patients was definitely impacted 
by the site of the metastasis. Did the site or number 
of metastases impact survival? The answer would be 
important for the readers

•	 An important side effect of hypofractionated regimes 
in thoracic radiotherapy was radiation myelitis, which 
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