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Radiation stents: Minimizing radiation‑induced 
complications
DOI: 10.4103/2278-330X.136812
Dear Editor,
We thank and appreciate the authors of the articles entitled 
“Radiation oncology: Colors and hues” and “Acute radiation 
toxicity in head and neck and lung malignancies” for putting 
forth their valuable perspectives regarding radiotherapy (RT), 
its complications during treatment of cancers, and its 
management.[1,2] Munshi has rightly said that cancer treatment 
requires a multidisciplinary team approach and the judicious 
use of this very powerful anticancer modality is of paramount 
importance. Laskar and Yathiraj pointed out that certain 
toxicities like mucositis are seen in almost 100% of patients 
during head and neck RT and despite tremendous scope for 
research, very little has been done regarding the prevention and 
management of the same.
The treatment of head and neck cancers with RT is a much 
more talked upon issue and comparatively very less heed is 
paid to the protection of normal tissues from inadvertent side 
effects of radiation therapy. Sir, in my opinion, protecting 
normal tissues from radiation injury is as important as it is to 
target diseased tissues with radiation as the success of RT is 
often limited by sequelae to the surrounding tissues outside 
the treatment field. As an old saying goes that “Prevention 
is always better than cure”, so focusing on the modalities 
that prevent/reduce the complications associated with RT, 
seems to be a more logical approach. In addition to the 
use of radioprotective drugs like palifermin, benzydamine 
mouthwash,[2] and various physical methods, which reduce 
radiation damage include shielding, proper positioning and 
multileaf collimation.
Being a prosthodontist, actively involved in the treatment and 
rehabilitation of head and neck cancer patients, I can say that, 
with a whole array of prosthesis,[3] including radiation source 
carriers, perioral cone positioning stents, shielding stents, 
tissue recontouring stents, tissue bolus compensators, etc.; it is 
possible to limit the complications following RT. The use of a 
customized radiation shields/stents is recommended to maximize 
the protection of normal tissues, ensure appropriate delivery of 
radiation to proper location and depth, and allow reproducibility 
of the patient positioning for daily treatments.[4] The need for 

radiation stent is determined by the treating radiotherapist and 
radiation physicist who determine the dimensions of bolus and 
amount of shielding required. The prosthodontist then follows 
these specifications in the fabrication of the shield device.
Radiation stents typically incorporate a tissue-equivalent 
bolus material coupled with shielding. Lipowitz metal or 
cerrobend alloy is commonly used to shield uninvolved 
tissues from electron beams used in therapeutic radiation 
treatment of head and neck cancers.[5] This fusible eutectic 
alloy is composed of 50% Bi, 26.7% Pb, 13.3% Sn, and 10% 
Cd. Cerrobend alloy in a thickness of 1 cm can prevent the 
passage of up to 95% of 18 MeV radiation. Conventional 
facial moulage technique is commonly used to fabricate 
these stents. Recently, computer-aided designing/computer 
aided manufacturing (CAD/CAM) and rapid prototyping 
technologies have been utilized.[6]

At times, the head and neck surgeon and radiotherapist are 
not fully aware of the many primary and supportive services 
that the maxillofacial prosthodontist can perform through the 
use of the prosthesis. Keeping in mind Munshi’s opinion that 
“treating cancer involves a multidisciplinary approach”,[2] it is 
recommended that a maxillofacial prosthodontist should be a 
part of the head and neck cancer management team, so as to 
help the grieving patient in the best possible way.
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Letters to Editor

Waste landfill site fire crisis in Thailand; sulfur 
dioxide pollution and estimation of cancer risk
DOI: 10.4103/2278-330X.136813
Dear Editor,
Waste is a common problem for any big city including 
Bangkok metropolis of Thailand. Waste land fill site is 
specifically prepared for the waste from the city. In March 
2014, a big fire crisis occurred at waste land fill site in Tambon 
Phraeksa, Samut Prakan of Thailand. According to this fire, 
a smoke pollution occurred and it is concerned for the toxic 
smoke. It was found that the concentration of sulfur dioxide 
in the area 1 km around the land fill site is equal to 2-4 ppm. 
An interesting concern is the chronic health effect of exposure 
to sulfur dioxide. Although sulfur dioxide is not classified 

as a carcinogen, some reports mentioned its relationship to 
carcinogenesis. According to a recent report by Katanoda et al., 
the relationship between exposure to sulfur dioxide and lung 
cancer was observed.[1]

Katanoda et al., also mentioned that “hazard ratios for lung 
cancer mortality” was relating to “10-unit increase in sulfur 
dioxide part per billion (ppb)” and the ratio was equal to 
1.26.[1] To estimate the cancer risk due to the present pollution 
due to waste land fill site crisis in Thailand, the author 
calculated the increased lung cancer mortality risk due to 
the present waste land fill crisis. Based on the previously 
mentioned data, the reported level of 2-4 ppm (or 2000-
4000 ppb) is significantly higher than the normal acceptable 
value (0.075 ppm or 75 ppb according to Environmental 
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Protection Agency: EPA). The reported level is 26.67-
53.33 times of normal level or 1,925-3,925 unit increase 
in sulfur dioxide. In term of 10-unit increase, it is 192.5-
392.5 times implying the risk equal to 242.55-494.55 times 
higher than general population. Based on the present estimation 
data, it can be seen that the long term following of the lung 
cancer among the local people living nearby the crisis area is 
required.
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Diffuse large B‑cell lymphoma in patients with 
chronic lymphocytic leukemia: A single center 
experience
DOI: 10.4103/2278-330X.136814
Dear Editor,
Chronic lymphocytic leukemia (CLL) is the most frequent 
form of leukemia in adults in the west; however, it is relatively 
infrequent in India.[1,2] Patients with CLL can have wide 
variations in their clinical course, from a majority having 
an indolent course, to others succumbing to their leukemia 
despite therapy.[3] During the course of the disease, 10% of 
patients, develop a secondary, aggressive lymphoma, known 
as Richter’s syndrome (RS). There is paucity of data on RS 
from India, thus it seemed reasonable to undertake this study 
so as to know the incidence of RS in Indian patients, its 
clinical characteristics, and outcome. The study population 
was 320 previously untreated patients with CLL presenting for 
initial evaluation at our hospital between January 2000 and 
December 2012. Patients with CLL on follow up, any clinical 
suspicious of progression, underwent biopsy of the lesion, in 
case of a rapid lymph node enlargement or the appearance 
of any suspicious extranodal lesions. The characteristics of 
17 patients with RS are summarized in Table 1. Fourteen 
patients had previously received treatment for CLL at baseline, 
while three patients were initially kept under observation. 
The number of lines of treatment was one in six cases, two 
in five cases, and three in three cases. At a median follow-up 
of 39 months (range, 12-60 months) from CLL diagnosis, all 
patients transformed to diffuse large B cell lymphoma (DLBCL; 
13 on lymph node biopsy and four on extranodal site biopsy). 
Median time to RS transformation was 27 months from CLL 
diagnosis. RS was documented in nine cases at the first 
instance of progression (in three cases after observation and six 
cases at recurrence after first line treatment). Thirteen patients 
received acyclophosphamide, hydroxy doxorubicin, vincristine, 
and prednisone (CHOP)-based regimen, one patient received 
bendamustine-rituximab (BR) regimen, two patients opted 
alternative treatment. Median survival was 9 months. Eleven 
patients died due to progressive disease, four died of infection, 
and two patients were alive at the time of analysis. Recently, 
Parikh et al., from Mayo Clinic, reported an incidence of 2.3% 
in 1,641 cases of CLL, while Fan et al., reported a higher 
incidence of 10.7% in 149 Chinese patients.[4,5] In our study 
the incidence is 5%. Median time to develop RS is 3-4 years 
in published literature and was 27 months in our study. In 
our analysis, the median age was found to be 47 years with 
60% of the patients being advanced Rai stage. A possible 

reason for, younger affected population in this study might 
be the failure of elderly patients from remote areas to seek 
treatment. The incidence of RS is 5% at our institute, with a 
relatively younger affected population, and advanced Rai stage 
at diagnosis. Younger patients who respond to initial therapy 
should be offered allogeneic stem cell transplantation (SCT) 
and the possibility of targeted therapy for RS may be explored 
in future to improve the outcome.
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Table 1: Clinicohematological parameters of 17 patients 
of RS
Baseline characteristics
Age (range) 47 years (28-65)
Males, n (%) 13 (76.4%)
Females, n (%) 4 (23.6%)
Hepatomegaly, n (%) 4 (23.6%)
Splenomegaly, n (%) 9 (53%)
Hemoglobin (g/dL) 11.60 (7.2-14.0)
Total leukocyte count (×109/L) 48 (12-260)
Absolute lymphocyte count (×109/L) 40 (10-220)
Platelet count (×109/L) 1.6 (0.7-420)
Rai stage (n (%))

0 0 (0)
I 2 (11.9)
II 6 (35.2)
III 3 (17.6)
IV 6 (35.2)

RS=Richter’s syndrome
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