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Editorial from the Desk of Chairman,
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TUMOR BOARDS IN AN ONCOLOGY SET UP
“Alone we can do so little, together we can do so much.” --Helen Keller

A tumor board is a conglomeration of doctors of all specialities involved in overall management of a cancer patient that deliberates on
optimal management of cancer affected patient. This includes decisions for maximum yield of information, from diagnosis to cancer
directed treatment.
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T

he purpose of a tumor board is to be able to provide an accurate treatment decision, within the ambit of universally accepted
guidelines, to any individual who has recently been diagnosed with cancer.Clinicians like the Medical, Surgical and Radiation oncologists and allied specialist doctors like the Radiologists and Pathologists form the core of tumor board.
Worldwide, most hospitals offering treatment for cancer, have tumor boards with
different structural formats for their conduct. Some offer daily, bi-weekly or weekly
meet ups. This frequency depends on patient load and other factors. At some institutes, every case is worked up by a resident. Their findings are confirmed by site specific clinics jointly held by all the three specialists. The chief advantage of this system
is that the patient is physically seen by decision makers. Patient feels confident about
treatment modality being offered. This leads to their mental and emotional involvement to get on recovery course faster.
In other centers, all case files are presented by respective clinicians in front of other
specialists. Decisions, as outlined by established guidelines, are taken. Largely, tumor
board allots specific unique numbers to each patient (in addition to their identification) so that their outcomes can be tracked. Select institutes make it mandatory for
clinicians to obtain this assigned board number or else they will not be able to commence any treatment. This ensures complete concordance amongst all specialists
involved with patient care with consistent end point in anticipated outcomes. Some
centers offer to take up only complex and complicated disease presentation.
These formats have rapidly evolved with increasing collaboration between academic centers through telemedicine. These are
called as virtual tumor boards (with tele-radiology and telepathology as integral components) where patients hailing from
remote locations are discussed in virtual conference rooms
through Internet. Clinicians involved in their care, present
their findings and seek opinion from a different set of experts
to have a cohesive view. I strongly advocate that all specialists
(clinical and allied) should religiously attend these group meetings and actively participate in decision making. This exposes
them to different perspectives and hones their own skills as
well. This is a meeting point where active debate and deliberation would give you an improved insight in rapidly evolving
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treatment paradigms. This is an excellent learning opportunity
for different specialists to understand their strengths and limitations of other modalities. More important than outcomes is
reduction of treatment induced toxicities with proper rehabilitation of patients. A poor quality of life with a cancer survivor
defeats the purpose of treatment. This also ensures that clinicians learn and imbibe the value of empathy. A survey to show
the attendance of doctors in these boards reveals that it is less
than 50% of the quorum, which is disappointing.
Ken Blanchard has rightly said:”None of us is as smart as all
of us.”

DHRC TUMOR BOARD
If I were to be diagnosed with cancer, I would want to be

examined by all physicians (cancer specialists and allied fields
like radiologist, pathologist, nuclear medicine, rehabilitation /
physiotherapist) likely to be involved in my care.
Personally, I would want to go a step further. After undergoing the instituted treatment, my disease status should be
re-assessed to analyze response. This would give them an
opportunity for any course correction. In the era of molecular
biology and exponential increase in our understanding about

how cancer responds to conventional treatment, I would want
a molecular scientist, with domain expertise in my clinical
condition, to suggest possible insights. This would refine focus
for research and give an impetus for translational clinical approaches.
I appeal to all clinicians to do a sincere introspection and
give their valuable inputs in the interests of patient care and
advancement of clinical science that stems from this institution
called as Tumor Board.

ONCOPATHOLOGY QUIZ
A 55 years old female presented with pain abdomen and signs of

gastric outlet obstruction. She was being treated outside for Carcinoma gall bladder with liver metastasis and had received 6 cycle of
palliative Chemotherapy (Gemcitabine and Cisplatin) resulting in
partial response with residual disease.
Evaluation of extent of disease by CT showed a hypodense mass
(6.9x4.2x3.9 cm) in liver segments IV, V and gall bladder, with possible infiltration of colon.

Fig 1.

In additional a large mass 10.3x9.8x9.3 cm with thick rim of calcification was seen at the upper pole of right kidney. Renal vessels were
normal. Ultrasound guided FNAC were
done from both masses. The gall bladder mass was reported as Adenocarcinoma.
Photomicrograph of renal mass FNA smears are given in left side.

Fig 2 .
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TOTAL BODY IRRADIATION
NO MORE A FORBIDDEN
Total body irradiation (TBI) has been utilized as a component of the
treatment of blood cancers in form of conditioning regimen before
bone marrow transplantation.

T

he aim of conditioning is to suppress the immune system
so that the patient will not reject the new bone marrow, make
room in the bone marrow for the donor marrow stem cells to
grow and to destroy any residual cancer cells.
TBI involves irradiation of the entire bone marrow of the body
and it is a very complex process. The main challenges include
since it involves a very big treatment area with changing depths
and densities and field junctions.
Conditioning with chemotherapy alone has not given gratifying results because radiation had additional advantages. These
advantages include no sparing of “sanctuary” sites (testes,
brain), dose homogeneity regardless of blood supply and ability
to tailor the dose distribution by shielding specific organs.
Sparing of the normal tissues while maintaining dose conformity to the bone marrow is the need of the time. The currently
used linear accelerators (like Elekta Synergy at Dharamshila
Hospital) have the potential for limiting these side effects especially by utilisation of techniques like Volumetric Arc Therapy
(VMAT).
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VMAT can deliver radiation in a single arc rotation of the
linear accelerator around the patient. For some complex structures, more than one arc rotation might be necessary. VMAT
has been reported to improve the dose conformity, reduce the
dose to the organs at risk (OARs), and decrease the treatment
time considerably.
VMAT is capable of delivering upto nine arc treatments within
approximately 18 min. This can be compared with the 45–50min treatment time reported for fixed gantry linear accelerator
and tomotherapy IM-TMI. Hence VMAT can substantially decrease the treatment duration which is especially important in
paediatric patients who are unable to lie still for long duration.
The planning for TBI is also very tedious .
The entire body has to be immobilised in Vac cushion so as to
reduplicate the position during treatment. Multiple CT scans
are acquired as single CT scan cannot accommodate the full
length of body. For the purpose of planning target volumes
where radiation has to be given are defined. This consists of all
the bone marrow in the body from the head to the toe.

The individual bones are outlined and the organs to be spared
like lungs, brain, eyes, oral cavity, heart, kidneys, liver, and
bowels are also defined.
The delivery of TBI is also an intense procedure as it warrants
treatment in the sterile environment. The treatment machine
and the passages though which patient is mobilised are fumigated .The patient is wheeled in early morning to the radiation
machine and treatment is delivered in infection free environment and then patient is wheeled back to BMT suite.
So far more than 20 patients have undergone TBI as a component of reduced intensity conditioning regiment with minimal
toxicity and morbidity. The frequently used dose schedule has
been single fraction of 2Gy to 4Gy.
Majority of patients have been treated with VMAT based
TBI with good clinical outcome and tolerance. Hence, with
the advancement in treatment technology, the indications of
radiation have been redefined and the areas most feared are no
more the forbidden zones.
Article written by
Dr Kanika Sharama
Senior Consultant Radiation Oncology, DHRC

A

t DHRC, the Department of Haematology and
Bone marrow transplant in conjunction with Radiation
Oncology department have developed the reduced
intensity conditioning protocol .This protocol comprises of low dose whole body radiation therapy along
with low dose chemotherapy prior to the bone marrow
transplant.

Unicornuate uterus with non-communicating rudimentary horn
mimicking ectopic pregnancy: A Clinical and Radiological Dilemma

Mullerian duct anomalies are caused

by abnormal formation, fusion or
resorption of paired para-mesonephric
ducts.
(1) The incidence varies amongst general population with normal reproductive function vis a vis infertility patients.
Unicornuate uterus constitutes around
20 % of Mullerian duct anomalies.
Isolated unicornuate uterus is the most
common with a reported frequency
of 35%. When a rudimentary horn
is present, it is non-cavitary in 33%,
cavitary non-communicating in 22% and
cavitary communicating in 10 %.
(2) Most of these patients are asymptomatic until menarche or until pregnancy.
They often present in pregnancy with
recurrent abortions, ectopic pregnancy,
intra uterine growth retardation or
preterm labor. (3) Pregnancy in noncommunicating rudimentary horn is
possible by trans-peritoneal migration

of sperm or fertilized ovum. It occurs in
approximately 1 out of 76,000 pregnancies. The risk of uterine rupture is 50 to
90%, with most ruptures (approximately
80%) occurring by the end of the second
trimester (4). We report here a case of
young parous female who presented in
the emergency with clinical features of
ectopic pregnancy and later was found
to have a unicornuate uterus with noncommunicating cavitary rudimentary
horn with hematometra.

Case Report
24 year old lady with previous one caesarean delivery presented in emergency
with severe pain in left lower abdomen
since one day. She had spotting for two
days before the onset of pain. Her previous cycle was two months ago and was
also slightly painful. Patient had received
multiple oral and injectable pain killers.
She was pale, hypotensive with a BP
of 90/60 mm Hg and had tachycardia
of 110per/min. Abdomen was soft
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A 3 x3 cm tender mass was felt in left adnexa adjacent to uterus. Ultrasound was suggestive of a left adnexal complex mass
of 4.9 x4.0 x 4.4 cm with a fluid fluid level with small amount
of free fluid seen in Pelvis suggestive of left ectopic pregnancy
or endometriotic cyst. Serum b-HCG was in the normal range
ruling out ectopic pregnancy. Patient was stabilized with IV
fluids and injectable pain killers. MRI done for further evaluation was suggestive of a well-defined hypo intense mass in
close vicinity to the uterine wall with central fluid fluid level
measuring 5.1 x 4.8 cm suggestive of a uterine anomaly with
dilated left uterine horn with collected blood inside. Hysteroscopy was suggestive of single uterine cavity with only right
tubal ostia.
Absence of second cavity ruled out bicornuate uterus. A dilator
was left in the uterine cavity for identification and exploratory
laparotomy done. On exploration two uterine bodies visualized one measuring 4 X 4 cm and other around 6 X 6 cm. One
fallopian tube attached to each body of uteri. The normal cavity identified with the help of dilator and other cavity opened
up. Endometrial cavity with blood inside and non-communicating with the normal uterine cavity identified. Diagnosis of
unicornuate uterus with non-communicating cavitary rudimentary horn made. Rudimentary horn with the endometrial
cavity excised and uterine wall repaired using vicryl suture.

Discussion
The female reproductive organs develop at approximately the
sixth week of gestation from the paired müllerian (paramesonephric) ducts, which fuse to create the uterus, cervix, and
upper two-thirds of the vagina. Failure of fusion or normal
development or incomplete medial wall resorption of the
müllerian ducts can result in a variety of congenital uterine
anomalies. In 1979, Buttram and Gibbons (5) developed a classification system of müllerian duct anomalies based on the degree of failure of normal development. Updated in 1988 by the
American Society of Reproductive Medicine, this classification
system remains in use today and separates uterine anomalies
into 7 classes based on embryology (Table 1).
This a rare case of non-communicating rudimentary horn of
a unicornuate uterus (class IIb Mullerian duct anomaly based
on the classifications of the American Society of Reproductive Medicine 1988) which probably became functional after
many years of menarche. The case highlights the clinical and
radiological challenge posed in such atypical presentation of
Mullerian anomalies. Most of these patients present in pregnancy with associated complications like recurrent abortions,
intrauterine growth retardation, preterm labor etc.

T

his patient underwent a normal pregnancy upto term and underwent elective caesarean in
view of breech presentation (malpresentations being common in uterine anomalies). Though
the patient did have mild dysmenorrhea since menarche but surprisingly pain was never of
such severe intensity. Probably the endometrium in rudimentary horn got stimulated after
pregnancy. This time she had severe pain because of distension of uterine cavity and because
of which she presented in a clinical state like of ectopic pregnancy.
Once a diagnosis of rudimentary horn is made, the treatment is surgery. Majority of cases
present in pregnancy and if undiagnosed early can lead to spontaneous rupture and possible
catastrophic consequences. The surgical management is challenging as there are high chances
of severe hemorrhage resulting from well fused horns or morbidly adherent placenta. Laparoscopy can be considered in case of early pregnancy.
Rudimentary horn mimicking ectopic pregnancy as in this case are difficult to
diagnose and challenging to treat. This case alerts clinicians and sonographers in
Conclusion
our environment to the possibility of a uterine anomaly.
Article by
Dr Satinder Kaur
Senior Consultant Gyane Oncology, DHRC
Table1. American Society of Reproductive
Medicine Classification of Mullerian Anomalies

Class Anomaly
I
II
III
IV
V
VI
VII

Uterovaginal hypoplasia and agenesis
Unicornuate uterus
Uterus didelphys
Bicornuate uterus
Septate uterus
Arcuate uterus
Uterine anomalies related to diethyl
stilbestrol exposure Unicornuate
uterus is
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EVENTS AND
ACHIEVEMENTS IN
THE MONTH OF
OCTOBER 2016
Dr. Anshuman Kumar,

Director – Surgical Oncology, DHRC received

“AAS EXCELLENCE
AWARD 2016”
in support of Cervical Cancer Awareness and
Beti Bachao – Beti Padhao Initiative on 8th October 2016

DIWALI CELEBRATION
AT DHRC

Date
15.10.2016

Activity

Participants

Place

Round Table Meet with Indian Association of Occupational
Health, Delhi Branch (For PSU doctors)

Dr. Kanika Sharma
Dr. Niranjan Naik

IHC Lodi Road

21.10.2016

Press conference at Jhansi

Dr. Anshuman Kumar
Dr. Sheh Rawat

Yatrik hotel, Jhansi

21.10.2016

Health awareness Lecture

Dr. Anshuman Kumar

Headelburg Cement Jhansi

21.10.2016

CME in association with IMA jhansi

Dr. Anshuman Kumar
Dr. Sheh Rawat

IMA Bhawan, Jhansi

21.10.2016

Oral Check-up Camp and Cancer awareness Lecture

Dr. Anshuman Kumar

Axis Bank Noida

Hydatid Cyst
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