
Letters to Editor

Indian Journal of Medical and Paediatric Oncology | Apr-Jun 2013 | Vol 34 | Issue 2	 137

Access this article online
Quick Response Code:

Website:  
www.ijmpo.org

DOI:  
10.4103/0971-5851.116223

supportive care as she had poor response to treatment and 
was not fit for intensive chemotherapy.
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Use of nimotuzumab in the patient with G‑6‑PD 
deficiency: The first world report

Sir,

The use of  therapeutic agent for the cancerous patient 
with underlying disease must be carefully done. An 
important common hematological disorder that can be 
seen around the world is G‑6‑PD deficiency. The problem 
of  the effectiveness of  the cancer therapy regimen and the 
possible trigger on deficient red blood cell are the important 
concerns.[1] Here, the author reports an experience on a case 
with post‑colectomy colon cancer. This case is a referred 
case consulting on the problem of  prolonged anemia. The 
patient has been diagnosed for colon cancer and got surgical 
treatment with capecitabine chemotherapy for 1 year. The 
patient has also got the additional new immunotherapy 
by nimotuzumab regimen. On the consulting visit, this 
patient was completely investigated for possible cause 
of  hematological disorder and the G‑6‑PD deficiency 
was detected. Focusing on blood picture, normochromic 
normocytic anemia without evidence of  hemolysis could 
be seen. Based on this history, it can be seen that using new 
nimotuzumab treatment in cancerous patient did not lead to 
hemolytic blood picture. This is the first world report that 

nimotuzumab should be safe for the patient with G‑6‑PD 
deficiency. The left issue is to follow‑up and study the efficacy 
of  nimotuzumab in the case with G‑6‑PD deficiency.
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Remission of lung metastasis due to single 
nimotuzumab treatment: A preliminary 
observation and the first world report

Sir,

Lung metastasis is a common condition in chest medicine 
that is difficult to manage. This is usually due to the 
advanced stage of  cancer. Here, the author would like 
to share an experience on the success in management of  

lung metastasis problem with the use of  modern standard 
cancer therapy, immunotherapy by nimotuzumab regimen. 
Nimotuzumab is the new standard immunotherapy 
for management of  cancer based on the inhibition of  
epidermal growth factor.[1] The case is a 55‑year‑old female 
presenting with lung metastasis due to stage 4 breast cancer. 
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This case was consult for management of  the advanced 
disease. On the first visit, the lung metastasis can be seen 
with several foci of  metastatic nodule with average size 
0.5  cm and pleural effusion. The patient also had the 
problem of  dyspnea. This case was previously treated 
with radiotherapy and chemotherapy but the problem 
could not be resolved. The patient was managed by the 
standard nimotuzumab treatment (dosage: 200 mg/week, 
intravenously). Of  interest, at 1‑month follow‑up, the 
symptom of  dyspnea resolved and the remission on lung 
metastatic nodule as well as pleural effusion cannot be seen 
at this stage. Of  interest, this might imply the efficacy of  
the immunotherapy regimen as a tool for management 
of  lung metastatic in advanced cancer. It is also used 
as new treatment of  primary lung cancer.[2] Although 
nimotuzumab is mentioned for its effectiveness in several 
cancer treatments, there has never been report on its 
efficacy in management of  lung metastasis. However, this 
is only a preliminary report. Long‑term follow‑up of  the 
case is required to verify the course of  disease.
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Is it time to reconsider indications for 
post‑mastectomy chest wall irradiation?

Sir,

These days most of  the work in early stage breast cancer 
is focused on improving methods to predict the chances 
of  recurrence in an individual patient and also on ways to 
decrease this recurrence, both locoregional and systemic, 
by incorporating a strategy of  individualized, risk based 
treatment approach. However, there is still a long way to 
go, as with the currently available adjuvant chemotherapy, 
radiotherapy, hormonal therapy and molecular therapy 
the 10 year relapse free survival rates in early stage breast 
cancer range from 50% to 80%, across various studies and 
across various risk groups. Indications for these adjuvant 
therapies, drugs used along with their dosage and duration 
and techniques employed in radiation continue to be 
re‑defined as newer and newer data comes up.

Here, we will be discussing on two probable indications 
of  post‑mastectomy chest wall irradiation in early stage 
breast cancer, which are currently not the standard of  
care but have enough evidence of  their usefulness to 
become the standard of  care in coming time. First is 
T1‑T2 disease with 1‑3 lymph nodes involvement and 
second is triple negative breast cancer  (TNBC) T1‑T2 
disease with no lymph nodes involved. We have close 

to 80  years of  experience with post‑mastectomy chest 
wall irradiation.[1,2] These so called older studies have 
become less relevant in today’s world because they were 
carried out in an era when adjuvant chemotherapy was 
not well‑defined and also these studies employed older 
techniques of  radiation with variable doses. None of  these 
studies showed overall survival (OS) benefit, some showed 
disease free survival  (DFS) advantage but all of  them 
showed a decrease in the rate of  loco regional recurrence. 
With the advent of  well‑defined adjuvant chemotherapy 
and hormonal therapy the role of  post‑mastectomy chest 
wall irradiation is redefined. The Danish Breast Cancer 
Cooperative Group  (DBCG) 82b trial showed that at 
10 year follow‑up, incorporating post‑mastectomy chest 
wall irradiation in high‑risk premenopausal patients, 
i.e.,  those with T3‑T4 tumors or lymph node positive 
disease resulted in 14% and 9% improvement in DFS 
and OS, respectively.[3] The same group in the DBCG 82c 
trial in post‑menopausal high‑risk breast cancer patients 
demonstrated that post‑mastectomy chest wall irradiation 
resulted in 12% and 9% improvement in DFS and OS, 
respectively at 10  year follow‑up.[4] Because of  these 
studies post‑mastectomy chest wall irradiation became 
a standard of  care in high‑risk patients, i.e.,  T3‑T4 or 
N ≥ 2 in 2001.[5] Similar advantage of  post‑mastectomy 
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