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Letter to the Editor
Oncology status in five SAARC countries: 
A critical appraisal of 2012 versus 2014 statistics
DOI: 10.4103/2278-330X.195335
Dear Editor,
We read with great interest the articles entitled “Afro Middle 
East Asian symposium on cancer cooperation.”[1] We commend 
the organizing committee of Afro‑Asian symposium, 2014, for 
their scrupulous efforts of arranging a conference on such a 
large scale where dignitaries from 16 different countries met 
on the common ground with a unanimous motive of improving 
the oncology status in their respective countries and globally, 
on a wider perspective. We also take the opportunity to applaud 
Parikh et  al. for briefing the highlights and presenting the 
précis of the conference before us, in their excellently written 
article.
After carefully reading the article by Parikh et  al., we 
found that  Table  2  (insight into oncology status of various 

countries) of his article[1] shows a close resemblance to 
Table  4  (insight into oncology status of SAARC countries) 
of the article by Noronha et  al.[2] At first instance, the tables 
seemed to be similar with the difference in the number of 
countries for which the data was provided. However, critical 
evaluation of the data, made us realize the difference between 
the two tables. The statistical data for five SAARC countries 
that are Bhutan, Pakistan, India, Bangladesh, and Nepal, was 
presented in both the tables, but one contained the data for 
2012[2] and another for 2014.[1] From the statistical comparison 
between the past and the present data, we could get a fair idea 
regarding the progression/regression of oncology status in these 
countries over the period of nearly 1½ years.
Six questions out of 10, were almost similar in Table  2[1] 
and Table  4,[2] hence the comparison was done only for these 
questions is evident from the comparison of 2012 versus 
2014 statistics that in Pakistan and Nepal, the number of 
qualified oncologists has increased in these countries from 
125 to 175 and from 40 to 45 in 2012 and 2014 respectively; 
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of proliferative epithelial lesions including squamous cell 
malignancies, the point of entry and the site of replication of 
HPV in the oral cavity are not known. Since the gingival pocket 
is the only site in the oral mucosa where basal cells, known to 
be targets of HPV at other mucosal sites, are normally exposed 
to the environment, it can act as a point of entry as well as 
reservoir for HPV.[10] Thus, carcinoma of the alveolus can be 
the most common site affected by HPV‑associated carcinoma.
We compared the prevalence of HPV in different 
histopathological grades of OSCC. HPV was more 
predominantly seen in well‑differentiated carcinomas and 
moderately differentiated carcinomas as compared to poorly 
differentiated carcinomas. This could be the reason for 
increased response to chemoradiotherapy, targeted therapy, and 
immunotherapy for HPV‑associated carcinomas compared to 
HPV‑negative ones. HPV‑related OSCC has increased survival 
rate due to expression of different molecular markers [Table 2].
Since the study conducted was retrospective and included 
archival of biopsy samples, habit history was available only 
for 20 patients studied. Out of this, 10 patients had the history 
of smoking tobacco, 13 had pan chewing habit, and 5 had the 
habit of drinking alcohol. It is worth mentioning here that out of 
the 10 patients with history of smoking tobacco and 5 patients 
with history of alcohol consumption, all were diagnosed with 
OSCC. Apart from this, out of 13  patients with history of 
tobacco chewing, 10 had OSCC. Since the available data are not 
sufficient, statistical analysis could not be performed.

Conclusion
This study supports the hypothesis that HPV-infection may be 
a risk factor not only for oral cancers, but also in potentially 
malignant disorders. Understanding the process of HPV-related 
carcinogenesis is critical for the development of efficient HPV-
targeted prevention strategies.
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Table 2: Prevalence of human papillomavirus based on 
the anatomical sites
Anatomical site Total 

tested  (%)
HPV 

positive  (%)
HPV 

negative  (%)
Alveolus 12  (100) 9/12  (75) 3/12  (25)
Buccal/labial mucosa 35  (100) 7/35  (20) 28/35  (80)
Floor of the mouth 3  (100) 1/3  (33.3) 2/3  (66.7)
Tongue 17  (100) 2/17  (11.8) 15/17  (88.2)
HPV=Human papillomavirus
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demonstrating that these countries have been focusing on the 
oncology education and training. It is surprising to find that 
the number of cancer hospitals and other hospitals with cancer 
departments has decreased alarmingly to less than half in 
Bangladesh over a period of 1½ years. The situation of Pakistan 
is no different where 20% reduction has occurred in the number 
of other hospitals with cancer departments over last 2  years. 
In Nepal also, the number of cancer hospitals has decreased 
from five in 2012 to only two in 2014, but other hospitals 
with cancer departments treating cancer patients have doubled, 
thus taking care of the oncology treatment in a better way as 
compared to Bangladesh and Pakistan. However, the number of 
radiotherapy machines in working condition has increased in 
both Bangladesh and Pakistan along with the formulation of an 
official national healthcare policy for cancer in these countries. 
In Bhutan and Nepal, an unanticipated dissolution of national 
healthcare policy for cancer was seen from 2014 data.
It is astonishing and at the same time distressing to see that the 
oncology status in India has been stagnant over past 1½ years. 

Although the healthcare infrastructure and oncology status in 
India is better when compared to other SAARC countries, but 
it also harbors the maximum cancer burden among SAARC 
countries. Also as mentioned by Parikh et  al. that all other 
countries would choose to obtain help from India to develop or 
strengthen their anticancer armament,[1] so India plays a crucial 
role in the development of the whole world, and hence, needs 
special attention on this issue,[3] to cope up with the increasing 
cancer burden and also to meet the expectations of their people 
and their neighbors as well.
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Letter to the Editor
Official guidelines for cancer in India: 
A corrigendum
DOI: 10.4103/2278-330X.195340
Dear Editor,
We read with great interest an article entitled “Afro Middle East 
Asian symposium on cancer cooperation”.[1] We commend Parikh 
et al.,[1] for their meticulous efforts of putting forth us the current 
oncology status of 13 countries. The information provided by 
Parikh et al.,[1] is comprehensive; serving as an excellent database 
for comparative assessment of different countries with regard to 
various aspects associated with the oncology in these countries. 
However, we found slight discrepancy in the information provided 
by Parikh et al.,[1] in regard to the official guidelines for cancer in 
India. In  Table 2  of  their article, for the question “does the country 
have official guidelines for cancer?” It is erroneously mentioned 
that India does not have official guidelines for any type of cancer.
Parikh et al.,[1] have not recognized the conscientious efforts of 
Indian Council of Medical Research (ICMR) which in its pioneer 
efforts of formulating national guidelines for cancer in India, 
issued national guidelines for the management of retinoblastoma, 
in 2010.[2] The formulation of these guidelines was the result of 
collaborative efforts of ICMR along with pediatric hematology 
oncology (PHOCON 2008 pre congress) consultative meeting held 
on November 6, 2008, for discussion on guidelines and standard 
operating procedures for the management of retinoblastoma.[3] In 
fact, from March 2009, ICMR has started a project called National 
Retinoblastoma Registry, the purpose of which is to reach every 
nook and corner of the country in an attempt to capture all cases 
of retinoblastoma in the country.[4] Presently, there are 13 centers 
in this registry, which are required to manage retinoblastoma cases 
in accordance with the ICMR national guidelines. From time to 
time, these centers are required to submit the progress report as 
a mandatory protocol by ICMR, so that it can make sure that the 
guidelines are being stringently followed.
India still lacks as comprehensive guidelines as is present in 
United States. A  nonprofit organization known as National 
Comprehensive Cancer Network has been formed in United 
States by the alliance of 25 cancer centers, most of which are 

designated by the National Cancer Institute  (one of the United 
States National Institutes of Health). The main activity of the 
organization is the development and publication of practice 
guidelines for oncology care, in an attempt to achieve its 
goal of improving the quality, effectiveness, and efficiency of 
oncology care.[5] These guidelines are developed by oncologists 
at the member cancer centers based on research evidence from 
clinical trials and other studies.[5]

The development of national guidelines for management 
of retinoblastoma in India is like a foundation stone that 
enlightens a ray of hope that we will also have guidelines for 
various other cancers very soon. Finally, we would like to 
make a humble appeal to the concerned authorities including 
clinicians, researchers, oncologists, and all individuals dedicated 
to the effective treatment of cancer in India, to move ahead in 
this direction and formulate a comprehensive cancer network 
like the one or better than the one present in United States.
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