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Currently, there is an increasing interest in using proton therapy 
for the prostate cancer treatment. Proton therapy is considered 
as one of the most advanced radiotherapy techniques. Recent 
studies have shown the feasibility of using proton therapy 
for the prostate cancer patients with metallic hip prosthesis. 
In the article[2] published by Journal of Applied Clinical 
Medical Physics  (JACMP), authors have shown the lateral 
proton fields along with the oblique proton fields can be 
used to treat the prostate cancer patients who have a metallic 
prosthesis. Additionally, authors have shown that proton 
therapy is significantly better than VMAT as proton plans had 
better target coverage and reduced dose to the rectum and 
bladder. One of the differences between the papers published 
in South Asian Journal of Cancer  (SAJC)[1] and JACMP[2] is 
the number of metallic hip prosthesis. The paper in SAJC 
involved two metallic hips, whereas the paper in the JACMP 
includes one metallic hip. For a single prosthesis, proton 
therapy was found to be better than VMAT,[2] and it would 
be interesting to compare the dosimetric quality of these two 
latest technologies  (proton therapy and VMAT) for bi‑lateral hip 
prostate cases. The RapidArc VMAT prostate plans can also be 
planned using flattening filter‑free beams[3] and more accurate 
dose calculation algorithm such as Acuros XB.[4]

Figure 1: Chest X-ray. (a) On admission showing right lower lobe 
consolidation. (b) At 72 h showing progression of consolidation involving 
whole right lung and left upper lobe
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Lomustine induced acute pulmonary toxicity in 
a pediatric medulloblastoma survivor
DOI: 10.4103/2278-330X.202570
Dear Editor,
Pulmonary complications in long‑term pediatric cancer 
survivors are rare and are associated with significant 
morbidity.[1] Long‑term survivors of pediatric central nervous 
system tumors have a higher incidence of pulmonary 
diseases such as emphysema, obliterative bronchiolitis, 
asthma, chronic cough, recurrent pneumonia, and pulmonary 
fibrosis.[2] Craniospinal radiation, cyclophosphamide, and 
lomustine  (CCNU) have been implicated in the causation 
of pulmonary dysfunction in children with brain tumors.[2] 
Pulmonary dysfunction in pediatric cancer survivors tends to 
be gradual in onset with frequent remission and exacerbation. 
We here report a case of acute and fatal pulmonary toxicity in 
a pediatric medulloblastoma survivor that was most probably 
caused by CCNU induced lung damage. An 11‑year‑old 
male patient was diagnosed to have high‑risk nonmetastatic 
medulloblastoma after incomplete resection of his cerebellar 
tumor. Postsurgery he received radiotherapy at a dose of 36 Gy 
to the brain and spinal cord and 18 Gy boost to the tumor bed. 
Radiotherapy was followed by eight cycles of prednisolone, 
CCNU and vincristine  (PCV) chemotherapy, which was given 
once in 6  weeks.[3] The total cumulative dose of CCNU that 
the patient received was 800  mg/m2. Magnetic resonance 
imaging of the brain was normal after completion of eight 
cycles of PCV chemotherapy. Post 6  months of completion of 
treatment, the patient presented to the hospital with a history 
of dry nonproductive cough for 1  week. He had no fever or 
weight loss or previous history of chronic lung pathology. 
On admission, he was tachypenic, and his peripheral blood 
oxygen saturation was 80%. Chest auscultation revealed right 

infra‑axillary harsh vesicular breath sounds. Chest X‑ray 
showed right lower lobe consolidation  [Figure  1a]. The 
patient had rapid deterioration in his pulmonary status, and 
he required noninvasive ventilation at 24 h of admission and 
invasive ventilation at 90 h of admission. Chest X‑ray taken 
at 72 h of admission showed consolidation of the whole right 
lung and left lung upper lobe  [Figure  1b]. Bronchoscopy 
and computed tomographic scan of the chest could not be 
performed in view of the patient’s critical illness. Blood 
cultures for bacteria and fungus were sterile, and serum 
galactomannan assay for aspergillosis was negative. His 
white blood cell counts, platelet counts, and differential 
blood counts were normal at admission and during the period 
of hospitalization. He was treated with a broad spectrum 
antibiotic and anti‑fungal cover that included meropenem, 
linezolid, caspofungin, sulfamethaxozole‑trimethoprim, 
and azithromycin. Intravenous hydrocortisone at a dose of 
10  mg/kg every 6 hourly was added on day 2 of admission. 
The patient died on day 6 of admission due to respiratory 
failure. Postmortem lung biopsy showed diffuse alveolar 
damage in exudative phase [Figure  2a and b]. There has 
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been only one previous report of rapidly progressive, fatal 
CCNU pulmonary toxicity described in an adult patient with 
medulloblastoma.[4] This case highlights the rare but fatal 
complication of CCNU induced lung damage and the fact that 
it can present acutely in a previously asymptomatic patient. 
Whether serial measurements of lung function could have 
predicted this complication is not known.
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Figure 2: Postmortem lung biopsy. (a) Alveoli in the left lower hand corner 
are lined by hyaline membrane (H and E, ×100). (b) Alveoli are filled with 
transudate and interstitium shows inflammatory infiltrate (H and E, ×100)
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Ineffective legislation affecting health of 
adolescents
DOI: 10.4103/2278-330X.202566
Dear Editor,
We would like to congratulate Thakur et  al.[1] for this 
commendable study highlighting the dilemma of smoking in the 
adolescent age group. This age group is particularly vulnerable 
to increased lung cancer risk as well as other dangers of 
smoking.
Interestingly at approximately the same time when this study 
was being started, that is, October 2012, the Indian state of 
Himachal Pradesh had introduced a ban on cigarettes, bidis, 
gutka etc., and using, selling, storing, manufacturing and 
distributing tobacco‑based products was barred under the 
provisions of Food Safety and Standards Act, 2006. Smoking at 
public places had already been banned in 2008. Subsequently, 
Himachal Pradesh was declared as “smoke‑free” in December 
2013 for achieving 85.42% compliance with the relevant 
parameters.
Smoking bans have been implemented in many developed 
countries. In a Cochrane review of 50 studies that studied 
legislative smoking bans  (2010) exposure to smoke was 
reported to have reduced in workplaces, restaurants, pubs 
and in public places. The ban had resulted in no consistent 
evidence of a reduction in smoking prevalence, but the trend 
was downwards. Total tobacco consumption was reduced in 
studies where prevalence had declined. There was consistent 
evidence of a reduction in hospital admissions for cardiac 
events.[2] In Italy, cigarette consumption was reduced by 2% 
and annual smoking prevalence decreased by 1–3% in men 

and by 0.4–2.0% in women as a result of legal intervention.[3] 
Thus, smoking bans have largely been helpful in the developed 
countries.
Though compliance to anti‑smoking legislation in this hilly 
state of India with higher literacy rate have been reported to be 
more than 80%[4] the smoking rates in adolescents reported in 
the present study should send alarm bells ringing. The effective 
implementation of the law need not be overemphasized 
here, and this cannot be possible without the whole‑hearted 
participation of society: Not only literate but an educated 
society!
In a Cancer Prevention Survey 2013[5] done in Australia the 
measures that received greatest support to reduce smoking 
prevalence included:
•	 Imposing greater penalties for the sale or supply of tobacco 

products to those under the age of 18,
•	 Requiring retailers to have a licence to sell tobacco  (as 

alcohol),
•	 Banning display of tobacco products at the sales counter.

It is the need of an hour that policies like these are 
implemented and enforced  (of course taking care of the local 
needs and aspirations). And all this needs to be complemented 
by community education and mass media campaigns with 
full public participation for any effective progress to be done 
against this scourge of tobacco use in any form.
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