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Treatment strategies and protocols for pediatric tumors vary
by health provider, treating center and geographical area with-
in the country. The problem has been compounded by the
rapid evolution in the world of oncology and advent of new
technologies and treatment options. The cost of health care
has also increased manifold in the recent times; further, all
treatment options and modalities of diagnosis are not equally
available in all places. This urges a need for a national guide-
line for management of pediatric tumors, which are made by
experts in the field and with an Indian perspective in mind.

These guidelines have been made with intent to bridge the
gap between evidence and practice in the country, and make
patient care more consistent. A multidisciplinary team of ex-
perts has contributed to the development of these guidelines.
These recommendations are based on a detailed review of
available Indian and international literature, and expert opin-
ion has been used where adequate evidence was lacking.
These guidelines cover the common pediatric tumors, includ-
ing Hodgkin lymphoma (HL) and non-Hodgkin lymphoma
(NHL), rhabdomyosarcoma, Wilms tumor, neuroblastoma,
hepatoblastoma and germ cell tumor [1–7]. The prime focus
of these guidelines includes diagnostic workup, and medical
and surgical management of pediatric tumors. The guidelines
are largely consistent with the pediatric oncology guidelines
by other international bodies.

The review is complete and includes the most-recent ab-
stracts and articles. For example, the guidelines have accepted
the results of the interim analysis of Inter-B-NHL Ritux 2010

trial and recommend the use of rituximab in high-risk B-NHL
along with intensive chemotherapy protocol [8]; use of ritux-
imab is also recommended in patients with relapsed B-NHL.

The prime benefit of having an evidence-based guideline is
that it helps patients from across the country to get standard,
evidence-based uniform care. This will ensure that the quality
of care is not compromised based on where and by whom the
patient is being treated, and is likely to improve the outcomes
of these patients and decrease the disease-related morbidity
and mortality. The cost-effectiveness of management of these
tumors is also likely to improve by eliminating unnecessary
diagnostic evaluations and treatment that add to cost but are
not based on evidence. Few examples of such practices are use
of fine needle aspiration cytology (FNAC) for diagnosis of
lymphomas and frequent use of imaging in the follow-up of
these patients. The guidelines on HL specifically discourage
use of FNAC for diagnosis and also limit imaging studies in
follow-up period [1]. This will sensitize local practitioners and
small centers to move away from these practices.

These guidelines also address some of the ground realities
of the country; for example, it stresses upon the fact that neo-
adjuvant chemotherapy followed by surgery is the preferred
approach in children with Wilms tumors, keeping in mind the
size of the tumors at presentation, and the likely difficulties
faced in upfront resection [4]. At the same time, the guidelines
recognise the fact that the SIOP protocol for Wilms tumor
would be difficult to implement as is used in Europe, because
of the scarcity of pathologists who are trained and experienced
in pediatric renal tumors. Another benefit of these guidelines
is that their implementation is likely to facilitate the collabo-
rative work between various centers asmore patients would be
on uniform protocols.

A major pitfall of these guidelines is over-reliance on inter-
national literature in a want of data from our country. Thus, if a
problem is indigenous to our country, we have to depend on
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expert opinions more than evidence. These guidelines high-
light the paucity of prospective data in pediatric tumors
from our country. The studies from India are largely ret-
rospective and are in the form of a review of institutional
data [9]. This limited data is from select tertiary care cen-
ters within the country which may not fully reflect the
outcomes across a diverse country like India with variable
standards of care.

Further, there are some tumors such as rhabdomyosarcoma
wherein there is no published prospective or retrospective
peer-reviewed data on outcome from India. Some of the un-
published data presented in Indian meetings suggest that the
outcome of patients with rhabdomyosarcoma is much inferior
to that seen in the Western world. In the absence of any pub-
lished articles, there are no well-defined reasons for these
poorer outcomes. These guidelines do not address this dis-
crepancy in the outcome, and neither do they suggest any
interventions to improve the same.

The review of literature in the guidelines also brings out the
lack of published multicentric data from India. Recently,
multicentric data on HL was published from Delhi suggesting
that this is indeed possible [10]. Furthermore, like any other
guidelines, the implementation of these guidelines and
adapting it to the local needs and resources would remain a
major hurdle in a country like India where resources and avail-
ability of health care facilities are so diverse.

We need to design strategies to ensure appropriate dis-
semination and implementation of these guidelines at a
national level. Once implemented, a mechanism needs to
be devised for proper evaluation of the impact of these
guidelines on all aspects of patient care and challenges
faced in its implementation. These guidelines must be
revised at fixed intervals to ensure that the recommenda-
tions of these guidelines are in accordance with the recent
scientific evidence, and that they are not outdated. The
further versions of these guidelines should build upon
the experiences of those who have contributed in making
these guidelines and continuous feedback from the users.
This will ensure better implementation of these guidelines
and their adaptation to local needs and resources.

The future of medical research in India lies in collaboration
between various institutes. A major step forward has been
taken in this direction by the constitution of the Indian
Pediatric Oncology Group (InPOG) [11]. The implementation
of these guidelines will facilitate a uniform treatment protocol

across the country and will further strengthen this initiative. It
is likely that these steps will contribute towards the strength-
ening of research in India in the field of pediatric oncology.
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