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Now genetic testing guides the treatment deci-
sion. Patients with BRCA mutations (5 to 10% of 
patients with breast cancer) may benefit more 
from bilateral mastectomy than from breast-con-
serving therapy. They can be spared the late ad-
verse effects of radiotherapy in the heart, lung, 
and contralateral breast.4 Women with early dis-
ease are at low risk for distant recurrence and 
have a good prognosis. Preventing local recur-
rences in the ipsilateral or contralateral breast, 
which may be the first isolated events, is a prior-
ity. Bilateral mastectomy with a good cosmetic 
result by means of appropriate reconstruction 
should be considered in patients with BRCA mu-
tations.5
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The Author Replies: Hamberger is correct in 
stating that radiation treatments change the skin 
and soft tissues of the breast. It is important for 
primary care physicians to recognize that hyper-
pigmentation of the skin and breast edema are 
expected, normal tissue reactions. As stated in 
the article, these signs and symptoms resolve over 
time in the majority of patients. Some patients 
have subtle residual pigmentation changes that 
last a lifetime, and others have permanent loss of 

breast volume related to the surgical resection 
and the adjuvant irradiation.

Roukos raises the important consideration of 
how best to manage breast cancer arising in 
women with a known predisposing germ-line 
mutation in a tumor-suppressor gene, such as a 
mutation in BRCA1 or BRCA2. I agree that such 
patients should be offered the option of bilateral 
mastectomy (with or without immediate recon-
struction) because their lifetime risk of the de-
velopment of a second breast cancer is high. This 
risk appears to be significantly lower if they elect 
to undergo a prophylactic oophorectomy to ad-
dress the risk of the development of an ovarian 
cancer.1

Only 7% of patients with breast cancer have 
an inherited high-penetrance tumor-suppressor 
gene mutation. When there is a family history of 
breast cancer, many physicians and patients over-
estimate the probability of such a mutation. This 
overestimation can result in an avoidance of 
breast-conserving therapy, when it is clearly a 
safe option. A family history such as that de-
scribed in the case vignette in the article is not 
a contraindication for breast-conserving surgery 
and irradiation. Indeed, despite the positive fam-
ily history of breast cancer in the patient de-
scribed, she would be thought to have such a low 
probability of a germ-line mutation in BRCA1 or 
BRCA2 that genetic screening to detect a muta-
tion would not be indicated, according to the 
testing criteria of the National Comprehensive 
Cancer Network.2
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Inappropriate ICD Shocks Caused by External Electrical Noise

To the Editor: Because of the growing number 
of patients worldwide who are receiving implant-
able cardioverter–defibrillators (ICDs)1 and the 
increasing number of indications for their use, 

physicians and patients need thorough safety 
guidelines about potential environmental hazards 
associated with these devices. Patients should be 
told of the potential risks not only so that they 
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can make an informed decision about whether to 
accept the device, but also so that they can take 
the necessary precautions to prevent the occur-
rence of inappropriate shocks. Since proarrhyth-
mia due to inappropriate shocks is well known 
and is potentially lethal,2 it is important to mini-
mize the risk of its occurrence.

We recently cared for a patient who, after re-
ceiving an ICD for a ventricular tachycardia, was 
readmitted shortly after hospital discharge be-
cause of two shocks delivered while the patient 
was showering. Analysis of the shock episodes 
raised suspicion that electrical noise had caused 
an inappropriate ICD discharge. At our request, 
an electrician visited the patient’s house and 
found that the shocks were caused by a current 
leak between the showerhead and bathroom 
drain, which was attributable to improper wiring.

Current leaks are common and can have many 
different causes, such as defective grounding.1,2 
When current leaks are as small as in the above 
case (i.e., 3.5 to 4.0 mA), they can be unobserv-
able unless they are specifically sought out or 
they cause interference with medical devices. 
Most ICDs are programmed to detect ventricu-
lar fibrillation at a cycle length of less than ap-
proximately 300 msec. Thus, when a current leak 

runs through a person with an ICD, it can be 
interpreted as ventricular fibrillation on the ven-
tricular channel because of electrical activity that 
is consistent with an alternating current of 50 to 
60 Hz.

Inappropriate ICD shocks due to a current 
leak are not common, but we suspect that they 
may be underdiagnosed. Shocks due to abnormal 
ICD sensing should be investigated carefully for 
potential environmental causes. Safety guidelines 
for ICDs should address these risks in order to 
prevent potentially harmful incidents.
Anna Margrethe Thøgersen, M.D. 
Søren Pihlkjær Hjortshøj, M.D.
Aalborg Hospital 
9100 Aalborg, Denmark

Kristian Eskesen, M.D.
Gentofte Hospital 
2900 Hellerup, Denmark

Dr. Hjortshøj reports receiving lecture fees from St. Jude 
Medical Denmark. No other potential conflict of interest rele-
vant to this letter was reported.

Maisel WH, Moynahan M, Zuckerman BD, et al. Pacemaker 1.	
and ICD generator malfunctions: analysis of Food and Drug Ad-
ministration annual reports. JAMA 2006;295:1901-6.

Dimitri H, John B, Young GD, Sanders P. Fatal outcome from 2.	
inappropriate defibrillation. Europace 2007;9:1059-60.
Correspondence Copyright © 2009 Massachusetts Medical Society.

instructions for letters to the editor

Letters to the Editor are considered for publication, subject to editing and abridgment, provided they do not contain material 
that has been submitted or published elsewhere. Please note the following: •Letters in reference to a Journal article must not 
exceed 175 words (excluding references) and must be received within 3 weeks after publication of the article. Letters not 
related to a Journal article must not exceed 400 words. All letters must be submitted over the Internet at authors.NEJM.org. •A 
letter can have no more than five references and one figure or table. •A letter can be signed by no more than three authors. 
•Financial associations or other possible conflicts of interest must be disclosed. (Such disclosures will be published with the 
letters. For authors of Journal articles who are responding to letters, this information appears in the published articles.) 
•Include your full mailing address, telephone number, fax number, and e-mail address with your letter.  

Our Web site: authors.NEJM.org

We cannot acknowledge receipt of your letter, but we will notify you when we have made a decision about publication. Letters 
that do not adhere to these instructions will not be considered. Rejected letters and figures will not be returned. We are unable 
to provide prepublication proofs. Submission of a letter constitutes permission for the Massachusetts Medical Society, its 
licensees, and its assignees to use it in the Journal’s various print and electronic publications and in collections, revisions, and 
any other form or medium.

The New England Journal of Medicine 
Downloaded from nejm.org on May 24, 2012. For personal use only. No other uses without permission. 

 Copyright © 2009 Massachusetts Medical Society. All rights reserved. 




