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Editorial
Cancer Treatment: Precision towards Better QOL.

The last few decades have seen great strides in the treatment of cancer. Surgical procedures were
perfected with advanced techniques and significant improv  ements in surgical approaches for
cancer.

In radiotherapy, with the integration of sophisticated adv ances in technology, computer sciences
and imaging, radiation can now be given with exquisite preci sion to the tumour bearing tissues and
essentially spare the normal tissues within millimeters of ~ the malignant lesion. The whole field of
Medical Oncology has been developed with superior understa nding of cancer biology, into a
remarkable science with the discovery of many useful drugs,  hormones, and other biological agents
that can target most types of cancers anywhere in the body. Th  ese advances have made possible
enhanced cure rates with minimal effects on normal tissuesa nd improved quality of life (QOL) for
most of cancer patients.

The World Health Organization (WHO) defines QOL as: "An indi  vidual's perception of their

position in life in the context of the culture and value syste m in which they live and in relation to
their goals, expectations, standards and concerns. It is a b road ranging concept effected in a
complex way by the person's physical health, psychological state, level of independence, social
relationships, and their relationship to salient features of their environment.”

When a person is diagnosed to have a cancer, his / her QOL is cer tainly threatened or diminished,

often replaced by fear and uncertainty. This will lead to det erioration of physical, psychological,
social and spiritual well-being of the cancer patient.

In our country, significant number of the cancer patients pr esent at late stages and the treatment

modalities, especially radiation treatment, are not upgra  ded. Treatment with precision towards

better QOL essentially needs early detection of cancers and upgrading of treatment techniques.

Hope we too will march towards this goal and achieve it soon!
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Cancer Incidence in Sri Lanka (1985 - 2000): An Analysis

cer imposes a major disease
burden worldwide with considerable
ographic variations in incidence,
mortality and survival. In Sri Lanka, it is
the fifth leading cause for death. The
number of cancer cases can be expected
to increase because of the growth of
aging population in coming decades.

In Sri Lanka, among males and females,
the cancer incidence is in the increasing
trend from 1985 to 2000. Overall cancer
incidence among males increased from
31.7 per 100,000 to 52.0 per 100,000
and that among females increased from
31.5 per 100,000 to 61.1 per 100,000
during the period of 1985 - 2000. (Fig - 1)

Fig - 1: Pattern of Cancer Incidence
(1985 - 2000)
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Highest cancer incidence was observed
between the ages 70 - 74 and 65 - 69
among males and females respectively
between 1985 and 1995. During 1995 -
2000 periods the highest incidence was
observed between the ages 70 - 74 in
both sexes.

Among males, the most leading cancer
site was oropharynx from 1985 - 2000.
The second and the third leading cancer

sites among males were oesophagus
and lung from 1985 - 1990 and lung
and oesophagus from 1990 - 2000
respectively. (Fig - 2)

Fig - 2: Distribution of Common Cancers among Males
(1985 - 2000)
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Among females, most leading cancer
site and the second were breast and
cervix respectively from 1985 - 2000.
The third leading cancer site among
females was oropharynx from 1985 -
1990 and oesophagus from 1990 -
2000 respectively. (Fig - 3)

Fig - 3: Distribution of Common Cancers among Females
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Oro Pharyngeal cancers and Lung
Cancers are very much higher among
males compared to females. This may
be attributed to the habit of betel,
tobacco chewing, smoking and
alcoholism more among males than
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among females. The incidence of
Carcinoma of Oesophagus is more
among females compared to males in Sri
Lanka. But in the West the reverse is
true. These differences have to be
investigated.

Carcinoma of breast is the leading
cancer site among females like that in
the west. This figure may rise if a proper
national breast cancer screening
incorporating mammography is
implemented. Most of the Teaching
Hospitals in Sri Lanka are lacking
mammography facilities hence early
detection of breast cancer is not
possible.

Carcinoma of cervix among females is
still the second leading cancer site with
higher figures. In the West the incidence
of cervical cancer is very low. This can be
attributed to the well organized and
efficient national screening programme
available in the West. In Sri Lanka, there
is no such well organized screening
programme available.

Among children, the most leading
malignancy was haematological
malignancies like Acute Lymphoblastic
Leukaemias, Acute Myloid Leukaemias
and Lymphomas.

Cancer awareness programmes to be
conducted to minimize the risks for
cancer among people. In Jaffna, water
nitrate levels are very high. This may be
due to the use of fertilizer in agriculture
and improper sewerage system
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available in the North. Farmers too are
not adhering to the regulations with
regard to the use of pesticides and
fertilizers. The farm products would be
having pesticide residues, above
permissible levels. Home gardening
and Integrated Pest Management
(IPM) with Organic farming to be
introduced for better chemical free
environment.

Cancer incidence according to the
ethnicity was 82.4%, 11.4%, 5.8%, and
0.4% among Sinhalese, Tamils, Moors
and Others respectively. This figure
may vary if all the regions are
incorporated properly in the National
cancer Registry.

The cancer registry is an essential part
of any rational programme of cancer
control in a country. Its data can be
used in a wide variety of areas of
cancer control ranging from etiological
research, through primary and
secondary prevention to health care
planning and patient care.

Comparison of cancer occurrence in
various population may provide clues
to aetiology and recognition of
environmental origin of many cancers,
thus pointing to the possibilities for
prevention.

The pattern of cancer incidence in Sri
Lanka is totally different to that of
Western countries. This may be
attributed to differences in food,
environment and culture. Study of
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cancer incidence in Sri Lanka will help to
set up our own prevention and screening
guidelines to control the cancer burden.

It is very essential to have a proper
national cancer registry in Sri Lanka to
assess the pattern of cancer incidence,
mortality and survival. At present the
registry that is being produced is limited
to patient data obtained from National
Cancer Institute - Maharagama, Cancer
Unit - Kandy, Cancer Unit - Galle and
Cancer Unit - Anurathapura.

As far as Northern Province is concerned
it has been cut off from rest of the country
since 1983. Cancer care service in the
North was commenced with an in-ward
facility on 14" of December 2004 and
before that those diagnosed cancer
patients were sent to National Cancer
Institute, Maharagama. Part of the
eligible patients refused to go to National
Cancer Institute, Maharagama for
various reasons.

During this critical period, the diagnostic
facilities and human resources to
diagnose cancer cases were also
minimal. When the rates were calculated
the population of the Northern Province
was taken as an extrapolation of past
figures without considering the internal
displacement and migration. These
factors would have contributed for low
incidence in Northern Region of Sri
Lanka. Efforts should be made to include
all the figures into the national registry
with the correction of population.
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As cancer is a major disease burden
and it consumes more money for the
treatment, the World Health
Organization (WHO) emphasizes that,
when developing a national strategies
for controlling Cancer, countries
consider the following four broad
approaches. (WHO 2002).

1. Primary Prevention: The goal of
primary prevention is to reduce or
eliminate exposure to cancer
causing factors, which include
environmental carcinogens and life
style factors related to nutrition and
physical activity. This would include
immunization against, or treatment
of, infectious agents that cause
certain cancers; use of tobacco
control programmes; reduction of
excessive alcohol consumption;
dietary intervention and
pharmacological intervention.

2. Early detection & secondary
prevention: The main objective of
early detection or secondary
prevention through population
based screening programmes is
detection at a stage at which
curative treatment is possible.
Intervention for the early detection
of cancer can help reduce mortality
from cancer.

3. Diagnosis and treatment : The
primary modalities of cancer
treatment are surgery,
chemotherapy, and radiotherapy,
and those modalities may be used
alone or in combination.
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4. Palliative Care: The scope of palliative
care has been expanded in recent
years to encompass the alleviation of
symptoms and treatment during all
phases of disease from diagnosis to
death and to address matters related
to psychological and quality of life
aspects of the disease as well as the
physiological aspects.

In conclusion, to achieve a good cancer
care services and cancer control
programme, the following steps to be
taken!.

1. Proper National Cancer Registry to be
made - Including all Regions.

. Conducting National Cancer

Screening Programme for common
cancers.

a. Oral Cancers.
b. Breast Cancers.

c. Cervical Cancers.

. Establishing a Cancer Centre in

each province - ARegional Centre.

4. Improving the diagnostic facilities.
. Improving treatment facilites and

palliative care.

. Increasing human resources.
7. Involving in Cancer Research.

By: Dr.N.Jeyakumaran

Cancer Awareness Programme.

In commemoration of the second year anniversary of radiation treatment
in Jaffna, WHO sponsored cancer awareness programme was conducted
by the Cancer Treatment Centre, TH Jaffna and fourth year Medical
students of University of Jaffna, in
five different schools from 4th of June
2007 till 9th of June 2007. In this
programme 6 different topics were
mainly taken up!!..
« Overview of cancer.
« Oropharyngeal & Oesophageal
Cancer.
« Breast cancer.
« Cervical cancer.
« Other malignancies.
a. Lung cancer.
b. Prostate cancer.
c. Thyroid cancer.
d. Haematological
malignancies.
« Cancer & Food.

June 2007
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Management of Differentiated Thyroid Cancer (DTC)

Introduction:

he two most common forms of

thyroid cancer, papillary and

follicular thyroid cancer, together
termed differentiated thyroid cancer
(DTC), comprise the majority of thyroid
cancers and have the best prognosis.

Malignant lesions derived from thyroid
epithelial cells are relatively rare.
Clinically recognized thyroid carcinomas
constitute less than 1% of all human
malignant tumours. It is the most
common endocrine malignant tumour.
DTC frequently develop in young adults,
with the highest incidence occurring
between 25 and 54 years of age.

Optimal care of patients with thyroid
cancer requires involvement of
multidisciplinary team, including
physicians with special expertise in
endocrinology, surgery, pathology,
clinical oncology, radiology and
biochemistry.

Diagnosis of thyroid cancer necessitates
cytological or histological confirmation.
FNA biopsy is the most cost effective
procedure to differentiate benign and
malignant nodule as well as to diagnose
papillary carcinoma of thyroid. For the
diagnosis of follicular carcinoma, it is
mandatory to go for excision biopsy to
demonstrate tumour invasion through
the capsule of the tumour or invasion of
blood vessels.
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Ultrasonography, computerized
tomography (CT), and magnetic
resonance imaging (MRI) assist in
staging and treatment planning by
defining tumour size and extension to
adjacent structure as well as
demonstrating nodal involvement of
the neck and mediastinum.

Risk Stratifications for DTC mainly
depend on the following factors.

1.Age at the time of initial
assessment.

2. Tumor size.
3. Histological grade.

4.Presence of extrathyroidal
invasion.

5.Presence of distant metastatic
lesions.

6.Lymph node metastatic lesions at
the time of initial examination.

The principal factors contributing to
high risk are older age, male gender,
poorly differentiated histological
features, larger tumour, extrathyroidal
invasion and metastatic spread.
Although nodal metastatic lesions are
uncommon in follicular thyroid cancer,
their presence may indicate a worse
prognosis.

Treatment:

Existence of controversies in the
management of DTC is due to the fact
that no prospective randomized trials
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for the treatment have been conducted
and none are likely to be done as well.

Surgical treatment is the preferred initial
management in almost all patients with
thyroid cancer. Several prognostic
factors are important for predicting the
outcome in patients with thyroid cancer.
This information allows appropriate
counseling and selective post operative
therapy.

Many patients with differentiated thyroid
cancer are treated with radio active
iodine therapy and few require external
beam radiotherapy or chemotherapy.

Debated issues include the following!

1. The extent of primary surgical
resection.

2. The need for and the extent of regional
lymph node dissection.

3. The role of post operative radio active
iodine treatment.

4. The degree of suppression of
thyrotrophin.

5. The role of external beam
radiotherapy.

6. The role of chemotherapy.
7. Novel therapeutic modalities

A. Surgery:

For papillary thyroid cancers smaller than
1cm, which do not extend beyond the
thyroid capsule or angioinvasive,
ipsilateral lobectomy may be
appropriate. Total or near total
thyroidectomy is the preferred operation
for high risk patients with papillary thyroid
cancers, when bilateral nodules are
present or cancer is bilateral or when the
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primary tumor extends beyond the
thyroid capsule, or when local or distant
metastatic disease is present.

The main reasons for offering total or
near total thyroidectomy in papillary
thyroid cancers, are!.

1.Multifocal in nature.

2.Spread of tumour throughout the
thyroid by intra thyroidal lymphatic
drainage.

3.To facilitate the postoperative use of
| to ablate residual thyroid tissue
and to identify and treat distant tumor.

4.To increase the sensitivity of
thyroglobulin to detect early
recurrence.

5.Lowerrecurrence rate.

Treatment strategies in low risk
papillary carcinoma are based on
retrospective analysis. A well designed
prospective study is necessary to
determine the optimal therapy based
on cost benefit analyses, risk,
recurrence rates, and survival.

When FNA cytology findings are
reported as "indeterminate or
suspicious for follicular or Hurthle cell
neoplasm#, ipsilateral thyroid
lobectomy with isthmusectomy is
recommended. When the lesion is
benign, no further therapy is needed.
When the tumor is malignant,
completion thyroidectomy is indicated,
to facilitate subsequent radioactive
iodine (RAI) scanning and therapy.
When follicular carcinoma is minimally
invasive and characterized only by
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limited capsular invasion, lobectomy with
isthmusectomy itself would be adequate.

Ipsilateral lymph node metastatic lesions
occur in only about 10% of patients with
follicular thyroid cancer and in about 25%
of patients with Hurthle cell cancer.
Enlarged lymph nodes in the central neck
area should be removed. A functional
lateral neck dissection is indicated for
patients with clinically palpable nodes. In
patients with clinically uninvolved nodes
but deemed high risk (ie any of the
following features: male sex, age > 45
years, tumours greater than 4 cm in
diameter, extracapsular or extrathyroidal
disease), total thyroidectomy and level VI
(Pre and paratracheal) node dissection
should be performed.

Adjuvant Therapy:

B. Post Operative Radio Active lodine
(RAI) Ablation & Treatment:

131

Many patients with DTC receive RAI ("1)
to ablate residual thyroid tissue
postoperatively. It is defined as the
destruction of residual macroscopically
normal thyroid tissue after thyroidectomy.
This treatment is used as an adjunct to
surgical treatment when the primary
tumour has been completely resected.
The RAI therapy, involves use of larger
doses of *'l in an attempt to destroy
persistent neck disease or distant
metastatic lesions.

Advantages of RAl treatment:

1. RAI may destroy microscopic cancer
cells within the thyroid remnant
because of their proximity to the
remaining normal thyroid tissue.
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2. Subsequent detection of persistent
or recurrent disease (particularly in
the neck) by radioiodine scanning is
facilitated by the destruction of
remaining normal tissue.

3. Sensitivity of serum thyroglobulin
measurements is improved during
follow-up.

The standard **'I dose prescribed for

this treatment varies from 75 to 150 mCi
(2,775 to 5,550 MBQ). In recent years,
some US centers use a low dose
regimen of 25 to 30 mCi (925 to 1,110
MBQq), especially if the amount of thyroid
remnanttissue is small.

The low dose regimen is less
expensive, results in a lower dose of
whole body irradiation, and does not
necessitate hospitalization. In some
states, however, newer guidelines from
the Nuclear Regulatory Commission
permit the use of higher outpatient
doses of RAI.

C. Thyroid Hormone Suppression of
Thyrotrophin:

The administration of supraphysiologic
doses of thyroxin to suppress serum
TSH in patients with DTC deprives
these cells of an important growth
promoting influence. This suppressive
treatment is given at a dose that
maintains TSH concentration at a
serumlevelof<0.1mU/L.

Long term thyroxin suppressive therapy
may have adverse effects on bone and
the heart, including accelerated bone
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turnover, osteoporosis, and atrial
fibrillation. Consequently, many experts
maintain that long term complete TSH
suppression < 0.1 mU / L should be
reserved for higher risk patients, at high
risk for recurrence or mortality and those
with persistent or recurrent carcinoma
that cannot be eradicated.

D. External Beam Irradiation:

External beam irradiation is rarely used
as adjunctive therapy in the initial
management of patients with DTC. It may
be beneficial however, in patients with
poorly differentiated tumors that do not
concentrate RAI. It also may be
considered in the postoperative
management of patients with DTC who
have gross evidence of local invasion
and who are presumed to have
microscopic residual disease after
primary surgical treatment. The situation
differs considerably with respect to less
well differentiated thyroid malignant
lesions and for the localized bony
metastatic lesions, particularly those
associated with pain.

E. Chemotherapy:

Chemotherapy for patients with DTC is
used for symptomatic or advancing
tumors that are surgically unresectable,
or unresponsive to RAI, and have been
treated with, or not amenable to, external
beam irradiation. Nevertheless, no
chemotherapeutic regimen has been
consistently successful, although both
combination chemotherapy and
doxorubicin monotherapy have been
used.
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F. Molecular targeted treatments:

There are two main theoretical

approachesl..

1.Inhibition of tumour growth by
inhibiting cell signaling and
angiogenesis.

2.Induction of redifferentiation of
thyroid tumour tissue.

G. Other drugs:

Anti EGRF antibodies.
COX-2inhibitors.

Although long term survival is common,
patients are at risk of tumour recurrence
for decades after diagnosis, hence long
term surveillance, incorporating
radiological and radionuclide imaging
and measurement of thyroid specific
tumour markers, is necessary.

Conclusion:

Most patients with papillary or follicular
carcinoma can be treated successfully,
and others can survive for decades
despite persistent disease. Surgery
remains the initial and potentially
curative treatment for DTC. Following
total or near total thyroidectomy,
ablation of thyroid remnants with RAI
reduces the risk of loco regional
recurrences and cancer specific
mortality, mainly for patients with poor
prognostic factors. High dose RAI
treatment is the mainstay of treatment
for disseminated thyroid cancer.
Thyroxin suppressive treatment stops
or slows down TSH dependent tumour
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growth. Postoperative radiotherapy is
recommended in patients with locally
advanced disease at presentation.
Chemotherapy has a palliative role. Few

patients need novel therapeutic
modalities, involving molecularly
targeted treatment, because their
disease cannot be controlled.

Compiled by: Dr.N.Jeyakumaran

Cancer Care Services in Jaffna District.

With the long standing
appeal by the public of
Jaffna, foundation

Pattern of Radiation Treatment (June 2005 - June 2007)
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source was removed
as civil war erupted.

With the donation from World

For the first time in the history, on 14th of December 2004, cancer care was
commenced at Teaching Hospital, Jaffna with limited inward facilities. Now the
inward facilities are fairly satisfactory with the extension of it to the adjoining section
where the IMAlibrary was functioning earlier.

Bank, the cancer unit at
Tellipalai was equipped with
a new Cobalt machine and a
3D planning facility. On the
9th of June 2005, the first
patient was treated with
radiation at the cancer unit,

CANCER TYPE

MAIN CANCER TYPES TREATED WITH RADIATION
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Haemato Oncology - MCQ

1. Cryoprecipitate contains
1. Factor Xl 3. Vonwillibrand factor 5. Fibrinoectin

2. Factor VIII 4. Fibrinogen

2. Spherocytosis occursin
1. Snake bite 3. Rheumatoid arthritis 5. Hodgkins lymphoma

2.PNH 4. ABO haemolytic disease of new born

3. Following are true regarding acute myeloblastic leukeamia
1. AML-M2- presence oft(8:21) translocation associated with good prognosis.
2. AML-M3- presence oft(15:17) translocation is characteristic
3. AML-M4 - Inv16 ordel 11 6qg associated with better prognosis

4. AML-M5 - gumi infiltrationis common

4. Features of Myelodysplastic Syndrome include

1. clonal stem cell disorders characterized by maturation defects resulting in
ineffective haematopoiesis.

2. increased risk of transformation to acute Myeloblastic Leukaemia.

3. bone marrow is hypercellular or normocellular but periphesal blood shows
pancytopenia

4. most cases are idiopathic

5. neverrelated to therapy with alkylating agents or ionizing radiation

5. Chronic myelogenous leukeamia
1. STI-571 (Gleevae) inhibits Tyrosine Kinase (BCR - ABL Fusion protein)
2. Bone marrow transplantation is curative in 70% of patients
3. Neutrophils alkaline phosphatase reduced in leukaemoid reaction
4. Blood picture shows predominantly neutrophils and myelocytes
5

. Basophilia and eosinophilia are prominent
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6. Polycythaemia Vera
1. Serum Erythropoietin levels are low

2. Proliferation of erythroid, granulocytes and megakaryocytes progeniton are
growth factor independent

3. Mutations responsible affect common signaling events down stream of multiple
membrane receptors

4. Spleenis always enlarged

5. Haemorrhage is due to excessive distension of blood vessels and abnormal
platelet function

7. Langerhans cells histiocytosis
1. Langerhans cells have 4X bodies (Birbeck granules) in their nucleus

2. Eosinophilic granuloma there is expanding erosive accumulation of Langerhans
cellswithin medullary cavities of bones

3. Shows histiocytes, mixed with eosinophils, lymphocytes, plasma cells and
neutrophils

4. Eosinophilic granuloma most commonly affects clavarium, rib, femur, skin and
lungs

5. Multiple Langerhan cell histiocytosis commonly affects children

8. EBvirus causes
1. Burkitts lymphoma 4. NKcelltumors
2. 40% cases of Hodgkins Lymphoma 5. Carcinoma Stomach
3. Allcases of diffuse large B cell ymphoma

9. Thrombocytopenia occursin
1. Thiazidestherapy 3. Gianthaemangioma 5. Heparin
2. Massive blood transfusion 4. Alcohol

10. Eosinophiliaoccursin
1. Dermatitis hepatiformis 4. Acute bacterial infection
2. Hodgkins disease 5. Collagen Vascular disorders
3. T-cellnon-Hodgkins Lymphoma

Compiled by: Dr.T.Pushparajah

Answers for Cardiology MCQ (Volume 1, Issue 5)
1.D 2.B 8.C 4.D 5B 6. E 7.C 8.E 9D 10.C

Answers for the Haemato Oncology MCQ will be given in the next month issue.




