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salvage surgery is possible when lesion increases in size during 
observation. Based on these studies, a pragmatic approach would 
be to resect hepatic PCRD surgically if anticipated perioperative 
morbidly and mortality is within acceptable range; otherwise these 
patients can be observed with radiological imaging and salvage 
surgery may be undertaken for lesions which show increase in 
size with time. Needless to say, the hepatic disease may also be 
addressed simultaneously with RPLND provided the perioperative 
risk be acceptable; need of individualization of treatment based on 
scientific principles cannot be overstressed.
In a retrospective study of 34  patients with GCT metastatic 
to the neck who underwent postchemotherapy neck dissection 
between 1991 and 2009, Mehra et  al.[22] showed no cervical 
region recurrence after 52  months of median follow‑up. In 
a retrospective review of 45  patients of metastatic NSGCT 
who underwent 48 unilateral and 3 bilateral neck dissections, 
Weisberger and McBride[23] concluded that surgical resection 
of neck PCRD leads to surprisingly favorable prognosis. 
In the study of 9  patients with cervical node dissection for 
metastatic GCT (6 were post chemotherapy residual and 
3 were late relapses), van Vledder et  al.[24] reported no local 
recurrence with favorable outcome. Based on these studies, it can 
be concluded neck PCRD can be safely excised with acceptable 
perioperative risk and favorable oncological outcome.
Conclusion
Surgery continues to be an integral part of multimodality 
management of metastatic NSGCT. Surgical excision of PCRD 
must be contemplated in all patients with a caveat of perioperative 
morbidity and mortality viz‑a‑viz oncological outcome.
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Letter to the Editor
Late effects of treatment in survivors of retinoblastoma 
in India: Are we on the road to recovery?
DOI: 10.4103/2278-330X.179688
Dear Editor,
We read with interest an article entitled “Late effects of 
treatment in survivors of childhood cancer from a tertiary 
cancer center in South India”.[1] It is a well‑written and 
comprehensive research article related to late adverse effects 

of both childhood cancer and its therapy in survivors in India. 
The work conducted by Rajendranath et  al.,[1] is commendable 
as they have retrospectively studied the cancer cases, which 
were diagnosed long back in 1968 till 2001. Since then, 
healthcare infrastructure and medical technology has advanced 
so much that the complications once associated with the 
treatment of various cancers are not seen now. But, after 
thoroughly going through the article, we realized that the 
scenario for retinoblastoma patients has not changed much in 
India.

(Continue on page 26...)
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(Letter to the editor continue from page 22...)
Rajendranath et  al.,[1] have mentioned that out of 155 cancer 
survivors, two had retinoblastoma, for which they had undergone 
enucleation along with chemotherapy and high dose external 
beam radiotherapy of 40-50  Gy and out of these two patients, 
one with bilateral retinoblastoma diagnosed in 1968 presented 
with secondary neoplasm after 37 years. The noteworthy findings 
mentioned here are underreporting of retinoblastoma cases (1.2%), 
need of enucleation and chemoradiotherapy for treatment along 
with necessity of long‑term follow up for keeping vigilance over 
development of secondary neoplasms. But what is disappointing 
is that presently also, most of our retinoblastoma patients have 
to undergone enucleation as a part of their treatment. This draws 
attention to the fact that we are using the same treatment strategy 
in the present day that we were using about 50 years ago. This 
is mainly due to late presentation, delay in diagnosis and poor 
compliance to therapy, compounded by the lack of an ideal 
multidisciplinary team required for treatment of retinoblastoma.[2] 
Whereas, ocular salvage is the primary concern in the developed 
world, death from retinoblastoma is still common in developing 
countries[2] and we are still struggling to save the lives of these 
unfortunate children, which also sometimes becomes impossible 
in few advanced cases or in cases of abandonment of therapy 
during treatment.

We are about quarter a century lagging behind in medical 
technology as compared to the developed countries where 
enucleation is obsolete and intra‑arterial chemotherapy and 
intensity‑modulated radiation therapy have emerged as new 
therapeutic approaches along with embryo screening as an 
earliest possible way to diagnose retinoblastoma.[3] Taking a 
step ahead toward better and standard management, Indian 
Council of Medical Research released the National Guidelines 
for Management of Retinoblastoma in 2010, but we have 
noticed that at many institutions, the treatment protocol is not 
being followed stringently. Almost 50% of the patients do not 
have an intraocular implant placement post‑enucleation and 
only a small percentage of cases seek prosthetic rehabilitation 
with an ocular prosthesis post‑enucleation, which worsens their 
quality of life and results in late complication associated with 
enucleation that is post‑enucleation socket syndrome,[4] facial 
asymmetry, and cosmetic deformity coupled with psychological 
distress, social neglect, and stigmatization.

Himanshi Aggarwal, Pradeep Kumar
Department of Prosthodontics, Faculty of Dental Sciences, 

King George’s Medical University, Lucknow, Uttar Pradesh, India
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(Letter to the editor continue from page 11...)
Existing resources can be rolled out or translated or changed from 
electronic to print formats or vice versa. If new educational resources 
need to be created then it is probably best to create these with the 
intended audience. Materials created in this way will be more likely 
to be pitched at the correct level and to be culturally appropriate. 
Material for an audience with low‑literacy level might need to be 
predominantly image‑based or multimedia‑based – however many 
important messages can be imparted in this way.[2] Even patient 
information for a literate audience should be written in simple 
language.[3] All materials should also be adequately piloted before 
being rolled out regionally or nationally. Finally, the educational 
intervention does not end with roll out - rather it should be evaluated 
regularly and subject to continuous quality improvement.
This strategy and these approaches will take time -  however they 
are most likely to be effective into the medium or long‑term.

Kieran Walsh

BMJ Learning, BMJ, London, UK
Correspondence to: Dr. Kieran Walsh, 

E‑mail: kmwalsh@bmj.com
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