
Letters to Editor

470  Lung India • Vol 33 • Issue 4 • Jul - Aug 2016

This is an open access article distributed under the terms of the Creative 
Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non-commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

How to cite this article: Chawla RK, Madan A, Chawla A. 
Pleural manometry: Relevance in today’s practice. Lung India 
2016;33:468-70.

Access this article online
Quick Response Code:

Website:

www.lungindia.com

DOI:

10.4103/0970-2113.184953

2. Lan RS, Lo SK, Chuang ML, Yang CT, Tsao TC, Lee CH. Elastance of the 
pleural space: A predictor for the outcome of pleurodesis in patients 
with malignant pleural effusion. Ann Intern Med 1997;126:768‑74.

3. Light RW, Jenkinson SG, Minh VD, George RB. Observations on pleural 
fluid pressures as fluid is withdrawn during thoracentesis. Am Rev Respir 
Dis 1980;121:799‑804.

4. Pavlin J, Cheney FW Jr. Unilateral pulmonary edema in rabbits after 
reexpansion of collapsed lung. J Appl Physiol Respir Environ Exerc 
Physiol 1979;46:31‑5.

Chemotherapy regimens for metastatic nonsmall cell lung 
cancer: Generating good quality data is important before 
challenging evidence

Sir,

It was interesting to read the study by Kamath et al. on their 
experience with etoposide‑cisplatin (Eto‑Cis) in metastatic 
nonsmall cell lung cancer (NSCLC).[1] The authors concluded 
that this regimen had a substantial “pharmacoeconomic 
benefit” in patients belonging to “lower socioeconomic 
group.” However, there are several flaws in the design 
and statistical analysis of this paper due to which the 
above‑mentioned conclusion may not necessarily by valid.

Of the several major issues, the first is the use of mean for 
depicting and comparing survival (overall survival [OS] as 
well as progression free survival [PFS]) between different 
groups. The mean survival time is highly affected by 
censorings, cannot estimate survival reliably and is in 
fact rarely reported.[2,3] If one looks at the median PFS 
values, patients treated with Eto‑Cis in fact had a lower 
PFS (6.0 months) as compared to those receiving any of 
the other regimens which ranged from 8.75–9.0 months. 
However, the Kaplan–Meier survival curves, as well as 
95% confidence intervals, are overlapping and the log‑rank 
test, which is traditionally used for comparing the median 
survival times, does not show any statistical difference.

The second issue is of that related to reporting and 
comparison of toxicity profiles. Typically toxicities 
are graded and the common toxicity criteria is a very 
useful tool for comparing adverse events from any given 
drug or drug combinations.[4] Herein, each toxicity is 
graded from a scale of 1–5 wherein Grades 1–2 represent 

mild to moderate toxicity while Grades 3 or higher are 
indicative of severe to very severe toxicity. It is also 
equally important while assessing the toxicity profile of 
different chemotherapy regimens to know not just the 
frequency of any grade toxicity but also the frequency of 
severe toxicity (Grade 3 and higher). Moreover, toxicities 
have been reported for only 59.1% (78 of 132) of patients 
receiving Eto‑Cis, 65.9% (56 of 85) of those receiving 
paclitaxel‑platinum, 46.2% (12 of 26) of patients receiving 
gemcitabine‑platinum and 63.9% (39 of 61) of patients 
receiving pemetrexed‑platinum. To have an accurate idea 
of the frequency of any grade toxicity and severe (Grade 3 
or higher) toxicity from any given regimen, one needs to 
have all the number of patients who received one cycle or 
more as the denominator. This also leads one to wonder 
whether the frequencies of different toxicities from the 
four chemotherapy regimens shown in  Table 4 represent 
under‑estimates or over‑estimates of their respective 
actual occurrences and for this reason a comment on 
their similarities and differences, as has been done by the 
authors, namely “highest incidence of hepatotoxicity from 
gemcitabine‑platinum” is not warranted.

The third issue is that given the data provided by the 
authors in the manuscript, we performed a simple 
comparative (Chi‑square) analysis and found that 
the percentage of patients completing ≥3 cycles was 
significantly lower with Eto‑Cis (80.3%; 106/132) 
as compared to either pemetrexed‑platinum (95.0%; 
58/61; P = 0.008) or gemcitabine‑platinum (100.0%; 
26/26; P = 0.013) whereas it was similar to that with 
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decision for every given patient presenting to us in our 
clinic and sometimes this involves trading off between 
using a relatively more expensive but more effective and 
better‑tolerated drug like pemetrexed/gemcitabine versus 
using a more affordable drug like paclitaxel or even for that 
matter etoposide.[16,17] Ultimately, all of us wish to do the 
best for our patients despite the limitations binding us and 
for this purpose, there is little to achieve by going against 
conventional wisdom and challenging strong evidence 
with something contrary unless we have sufficient grounds 
to do so and that comes only by being able to generate good 
quality data first.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Harpreet Kaur, Inderpaul Singh Sehgal, Navneet Singh

Department of Pulmonary Medicine, Postgraduate Institute 
of Medical Education and Research, Chandigarh, India 

E‑mail: singh.navneet@pgimer.edu.in

REFERENCES

1. Kamath MP, Lakshmaiah KC, Babu KG, Loknatha D, Jacob LA, Babu SMC. 
Pharmacoeconomic benefit of cisplatin and etoposide chemoregimen 
for metastatic non small cell lung cancer: An Indian study. Lung India 
2016;33:154‑8.

2. Rao SR, Schoenfeld DA. Survival methods. Circulation 2007;115:109‑13.
3. Zwiener I, Blettner M, Hommel G. Survival analysis: Part 15 of a series on 

evaluation of scientific publications. Dtsch Arztebl Int 2011;108:163‑9.
4. Common Terminology Criteria for Adverse Events, Version 3.0: Cancer 

Therapy Evaluation Program; 2006.
5. Chien CR, Hsia TC, Chen CY. Cost‑effectiveness of chemotherapy 

combined with thoracic radiotherapy versus chemotherapy alone for 
limited stage small cell lung cancer: A population‑based propensity‑score 
matched analysis. Thorac Cancer 2014;5:530‑6.

6. Wang S, Peng L, Li J, Zeng X, Ouyang L, Tan C, et al. A trial‑based 
cost‑effectiveness analysis of erlotinib alone versus platinum‑based 
doublet chemotherapy as first‑line therapy for Eastern Asian nonsquamous 
non‑small‑cell lung cancer. PLoS One 2013;8:e55917.

7. Yu YF, Chen ZW, Zhou Z, Song ZB, Li ZM, Jian H, et al. A cost‑effectiveness 
analysis of docetaxel versus pemetrexed in second‑line chemotherapy 
for stage IIIb or IV non‑small cell lung cancer in China. Chemotherapy 
2010;56:472‑7.

8. Rudin CM, Ismaila N, Hann CL, Malhotra N, Movsas B, Norris K, 
et al. Treatment of small‑cell lung cancer: American Society of Clinical 
Oncology endorsement of the American College of Chest Physicians 
Guideline. J Clin Oncol 2015;33:4106‑11.

9. Bezjak A, Temin S, Franklin G, Giaccone G, Govindan R, Johnson ML, et al. 
Definitive and adjuvant radiotherapy in locally advanced non‑small‑cell 
lung cancer: American Society of Clinical Oncology clinical practice 
guideline endorsement of the American Society for Radiation Oncology 
evidence‑based clinical practice guideline. J Clin Oncol 2015;33:2100‑5.

10. Singh N, Aggarwal AN. Current approach to treatment of non‑small cell 
lung cancer in developing countries – Time for a rethink? J Thorac Oncol 
2009;4:143‑4.

11. Scagliotti GV, Parikh P, von Pawel J, Biesma B, Vansteenkiste J, 
Manegold C, et al. Phase III study comparing cisplatin plus gemcitabine 
with cisplatin plus pemetrexed in chemotherapy‑naive patients 
with advanced‑stage non‑small‑cell lung cancer. J Clin Oncol 
2008;26:3543‑51.

12. Masters GA, Temin S, Azzoli CG, Giaccone G, Baker S Jr., Brahmer JR, 

paclitaxel‑platinum (83.5%; 71/85; P = 0.550). It is 
possible that this could be due to either higher frequency 
of disease progression with Eto‑Cis (something that has 
not been commented on by the authors) or due to greater 
toxicity with this regimen (something which is not 
possible to infer given the missing number of patients 
for whom toxicity has not been reported – a flaw already 
eluded to by us in the paragraph above). The authors 
herein have also stated that the median duration of 
hospitalization for management of major chemotherapy 
related toxicities with the Eto‑Cis regimen was the 
highest (5 days) as compared to the other regimens and 
being least for pemetrexed and gemcitabine‑containing 
regimens (3 days each).

Finally, the fourth issue is that pharmacoeconomic 
analysis generally requires much more than calculation 
of direct costs and indirect costs and often involves use of 
specialized statistical tools and methods such as Markov 
model, incremental cost‑effectiveness ratio, net benefit 
approach, and assessment of cost‑effectiveness at various 
willingness‑to‑pay levels.[5‑7]

Apart from this, there are a few other minor statistical errors 
in the manuscript that perhaps need clarification [Table 1], 
the use of Chi‑square for a 1 × 2 analysis (distribution of 
smokers and nonsmokers in the patient population).

Eto‑Cis continues to be the standard regimen used for small 
cell lung cancer and one of the preferred regimens to be 
used in combination with radiation for patients undergoing 
concurrent chemoradiation for unresectable Stage III 
NSCLC.[8,9] However, there is overwhelming evidence 
to indicate the superiority of pemetrexed‑platinum 
combination for nonsquamous NSCLC for all clinically 
relevant endpoints (OS, PFS, objective radiological 
responses and toxicity profile).[10‑13] In the case of squamous 
cell carcinoma of the lung, gemcitabine‑platinum remains 
the preferred chemotherapy regimen although the evidence 
comparing different third‑generation chemotherapeutic 
agents is more balanced and taxane‑platinum doublet is 
equally acceptable.[14,15] One also needs to consider the 
ease of administration of the different chemotherapy 
regimens. All the three regimens other than Eto‑Cis are 
administered as outpatient (daycare) since they are all 
D1 only regimens. On the other hand, Eto‑Cis being a 
D1–D3 regimen makes it inconvenient for patients coming 
from distant places and mandates either admission for 
administering chemotherapy as inpatients or for them to 
find other places to stay near the hospital/day care centre 
and thus in turn increases the indirect costs related to this 
particular chemotherapy regimen.[16]

Although we fully understand the importance of 
considering socioeconomic background and cost of 
therapy while taking decisions for lung cancer patients 
in resource‑constrained settings such as ours, it is equally 
prudent to understand that cheaper regimens are not 
necessarily better and that one has to individualize the 
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A rare case of rituximab induced interstitial lung disease

Figure 2: (a) Baseline high-resolution computed tomography cuts 
showing showed interstitial infiltrates with bilateral patchy ground glass 
opacities involving the whole lung field bilaterally.  (b) Follow‑up images 
showing dramatic resolution of lung shadows after steroid therapy

ba
Figure 1: Magnetic resonance imaging head and neck (T1 sequence) 
showing mild widening and signal alterations in hard palate appearing 
mildy hypointense to isointense (white arrow) in (a) coronal section (b) 
sagittal section. (c) Magnetic resonance imaging head and neck T2 
sequence showing hyperintense signal in right side of hard palate (black 
arrow) in axial view
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Sir,

We read with great pleasure the recent article by Aagre 
et al. published in your esteemed journal. We would like 
to share a similar experience from our institute.[1]

A 65‑year‑old female presented to ENT surgeon for the 
symptoms of difficulty in eating for the 3 months. She 
noticed dysphagia for solid food more than the liquid 
items. There was no history of fever, loss of weight 
or appetite. There was no lump sensation anywhere 
else in the body. Oral examination showed a mass of 

approximately 3 cm × 3 cm size hanging from the hard 
palate. On palpation, the mass was firm to feel, nontender, 
and nonfriable. Magnetic resonance imaging of head and 
neck was done which showed mass to be limited to the 
hard palate without erosion of adjacent bone [Figure 1a‑c]. 
Core biopsy confirmed the diagnosis of diffuse large B‑cell 
lymphoma stage IAE and she was started on RCHOP‑21 
regimen. She completed three cycles uneventfully. 
Seventh‑day onward following the fourth RCHOP, patient 
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