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/r""retary's Reporr

Prof. Ravi Kant

E ma i r : 
"r' 

fr"d ;"J,H;, ll::
I welcome all the members of lndian Association of Surgical oncology to the annual meet of

Association of surgeons of lndia - the parent body to patna ASicoN 2001.

A significant change this year has been the cutoff date of final program for ASICoN is now
31 .7.2001. So it is advised that your scientific contributions must reach in time.

The Panchkula meeting organised by Dr. R. K. Kanvasra was a thumping success. The scientific
program kept the audience spell bound with full house attendance even on the last day. The Esophageal
symposium by Dr. Kiran Kothari, the Billiary symposium by Gen p. subhas, the colo-rectat symposium
by Dr' K' Gopinath the Breast Symposium by Dr. R. Badwe, the ovarian Symposium by Dr. H.
Tongaonkar, the video session, lecture by Dr. Y. Kaiwa from Japan on lntra-gastric Surgery of gastric
cancer by Laparoscopic surgery and lecture on sentinel LN by Dr. James Rucinsky f i'om New york
were much appreciated by the audience. Equally, the efforl by the team of volunteers led by Dr. R.K.
Karwasra was evident every where. Every one thanked Dr. Kirn Kothari for selecting and backing theperfect venue.

Dr' Vivek Gupta's paper on "Phenotypic Lymphocytes in Breast cance/,was acknowledged
the best oral presentation but in overall assessment for Detroit program, Dr SVS Deo of AIIMS namestood first' More about the Detroit program -l donot know what actually is the status, may be Dr.
Maudar will throw some more light on it.

Equally, I am foxed by the status on wFSoS. As usual, the quiz program was a superhit and as
usual the winners were f rom GCRI, Ahmedabad.

However, we have lagged in the drive to have more members. And particularly imporlant is aphenomenon where postgraduates f rom acknowledged centers of cancer care have not been attendingthe meetings - only the consultants are willing to come. we cannot have aninverse pyramid as it isstructurally unsound.

The current advancements should appear natural to us. The concept of Virtual Biopsy, VirtualColonoscopy, Auto-fluoresecence, optical coherence Tomography, High Frequency USG, andPhoto-dynamic therapy must be familiar to us, as much a acknowledgement of the fact that thatSurgeon is an important evidence based risk factor inn Colorectaland Breast cancer. The concept oftotal mesorectal Excision, and a minimal volume of turnover is the need of the day. progress in oralcancer appears to have stalled and hence prevention and early detection with treatment of earlycancer with non-mutilating options like laser or PDT must be seriously considered.

ln the last but not in the least, I thank my President Dr. K. panda from Cuttuck, ourVice-Presidents Dr' R'1. Dave from Ahmedabad and Dr. K. Gopinath from Bangalore, Editorial secretaryDr' L' sarangi, varanasi and the entire executive specifically including all the past presidents for givingthe me encouragement and advice, and taking our organisation to newer and higher elevation.
Wishing you all a very happy and prosperous New year.

Dr. RaviKant

rlalatrtrat-
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EDITORIAL

VIRTUAL ENDOSCOPY

Virlual ieality imaging, a type o{ interactive three

dimensional (3D) medilallmaging' was only a vision a

;;r";;. uact<. it is no longer regarded as a modern

i".t i"f"gi""l gimmick and isin evolving technology that

*ifl, no",iut"diy revol utionize medical education diagnostic

ir"gi. g ;"J min imatty invasive the.rapy'.Vr rlual real ity is

h;;;^"- computer interface that allows the individualto

ini"ru.t visuaily with a computer generated environmentl'

The key to creaie endoscopic views o{ the organs like

.o[n, Oron"lrus lie in the manner in which the dataset is

collected and the interactir:n between the operator and

virtualenvironment.Therapiddevelopmentofhigh
i"cf,notogy digital imaging modalities such as spiral CT'

,upio ."uiirtltdl allow ttireJ oimensional representation of

a volume of tissue as an endoscopic view of the organ on

a comprt"r terminal. This type of virtual endoscopic

imaging was {irst carried out In 19942 and has generated

considerable inlerest as a non-invasive procedure with

comparaUtu results as that of f ibre-optic endoscopy'

Virtual endoscopy is possible with spiral CT as

well as rapid scan H/lRi' Uowever most o{ the studies

f",ru" O""n undeflaken by spiral CT on colon' lt involves

.[rniing the bowel of stbol, inflating the colon with air or

carbon dioxide, carrying out a spiral CT o{ the abdomen

unJ g"n"t"rlng a thiee"dimensional endoscopic view of

it'," .ifon for visual inspection on a computer screen3' The

userwould typically uduun"" from recttlm to caecum anC

then return in a retrograde manner f rom caecum to rectum'

Any abnormality can be recorded as static image on hard

copy'

The clinical potential ol virtual endoscopy in the

evaluation o{ any hollow organ is encrmous' Perhaps one

;i il greatest potential Jse is in that o{ colon' Virlual

*;g;g o{ uronctrial tree is easier both practically and

i".i."ni""rrV ,though there is some reservations o{ its

applicabilitY in stomach'

Colonoscopy- Vinirrg et al' 2 were the {irst to repotl

tr,.,etecr,ni"al{easibilityo{colonimagingwithhelicalCT
andvirlualreality.lnaprospectivestudytyKayet.al.3
38 patients were sub;ected to. sOirlt-!f, {ollowed by

f ibreoptic colonoscopy, virlual colonoscoPY (VC) correctly

iJ""tii"O 1o out of 11 polyps greater than 1.0mm in diameter

;;;;; "; 
5 out o{ t s iesionio{ 5-e mm diameter could be

il".iiti"J. The sensitivity and specificity^of vC {or lesions

oreater than or equatio 5mm were 66'77o and 75%

y;il., *'r,'a-nolotretions greaterthan lcnr were 907o

rrlaII!rltF'
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and 82.17o respectively' The advantages of VC lies in its

non invasive character' ln addition to identilying

svnchronous lesions or polyps in proximal colon in a

;i;;;il "ut" 
ot colorectal cancer patrent it can provtde

[ot"n 
"nOo..opic 

views of the colon and visualization o{

thewallanditsexternalrelationshipstodetermtnethe
io.ui 

"*t"nt 
of invasion' Use of VC as a method o{

screening is highly debatable' VC in no1 suitable in

iO".titvi.dffrt les]onso and may have false potili":]::yll:
in ttr"'pr"."nce of retained or adherent fecal matter tn

colon.

Although it is a technique of enormous Ootellil, I
there are a n-umber of important challenges to overcome

tetore being made available clinically on a routine basis'

The proceJure needs to be made cost e{fective'the

sensiiivity & specificity should match to that of conventional

"oio*.Jopy 
before-being accepted as a true alternative

to {ibreoPtic colonoscoPY'

Bronchoscopy- Virtual reality imaging of bronchial

tree is easier. No preparation is necessary as the bronchial

i;;; " 
air f illed, straight , and non-collapsible' ln a case

controlled study on ien patients Vining et'al2 'reported

accurale demonstration of endobronchial lesions &

onitruction by vrrtual bronchoscopy' However Chrnn et'al5'

could not visualize subsegmental bronchi by this method

*rili.ll)couldroutinelybeachievedbyfibreoptic
Uroncf,o.copy. lt lras been shown by Vining that 3-mm

coitimation Oeam is criticalto visualize smaller bronchi' 11

;;r;; ;""tioned here that optimal scanning parameters

f,ave not yet been identified for each particular organ

system in ipiral CT-based virlual endoscopy' r

Gastroscopy- Virlual gastroscopy though tect-r nrcally

nossible has not attractecl much attention because of the

:;;i; ;";;"n thal patient compliance is quite satisiactory

for iif,re-optlc gastroscopy in comparison to colonoscopy'

Moreover at present the method used is not capatlle o{

.orplting *itf, tf,u imaging quality provided by tibre-optic

g;rrior.Jpv' The preli-miiary results show that virtual

oaslroscopv more or less can be used as an auxillary

;"d;;;#;ptoueo assessment of the extent and spatial

ielationships o{ endolttminal pathology(6)'

The current technological breakthrough that is

s*e"ping through the field of imaging has g-enerated this

lrit"g ,i"" of vlrtuat endoscopy' Though VC is the leader

in this field o{ researclr, the same can be extended to

other hollow organ systems' Perhaps this will some day

replace the upper gastrointestinal endoscopies' small-

I



bowel follow- through and virtual cholangioscopy &
pancreatoscopy may supersede diagnostic ERCp. However

References-
1. Kay C. L, Evangelou H. A, A review of the technical

and clinical aspects of virlual endoscopy. Endoscopy
996;28:768-775.

2. Vining D J, Gelfand D W, Bechtold R E, et al. Technical
feasibility of colon imaging with hetical CT and virtual
reality (abstract). AJR AM J Roentgenol 1994; 162
(suppl): 104.

3. Kay C L, Kulling D, Hawes RH, young JER, Cotton
PB, Virtual endoscopy-Comparison with
colonoscopy in the detection of space occupying
lesions of the colon. Endoscopy 2000; 32 (3):226-
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UICC FELLOWSHIP SCHEME
lnternational Cancer Technology Transfer Fellowships (lcRETT) : applications accepted at any time.
The application closing dates, in chronological order, are as follows:

' ulcc Latin America coPES Fellowships (non-medical, organizational)- UICC Yamagiwa Yoshida Grants (research)
UICC Asia Pacific Cancer Society Training Grants (non-rnedicat, organizational)
Trish Greene UICC Oncology Nursing Fellowships (for oncotogy nurses in deveioping
and East European countries)
Astra Zeneca and Novartis UIGC Translational Cancer Research Fellowships
Acs ulcc lnternational Fellowships for Beginning tnvestigators

To assist in the search for a suitable host, the Ulcc lnternational
Directory of Cancer Organization may be helpful (http://www.uicc.org/publ/directory/) 

.

lf any of these are of interest to you, please download the application material from website at
http://f ellows. uicc.org/

Mrs Brita M. Baker
Head, UICC Fellowships Programme
lnternational Union Against Cancer (UICC)
3 rue Conseil Gen6ral
1 205 Geneva, Switzerland

For latest information on Ulcc Fellowships, please consult website at
http://f ellows. u icc.o rgl
email: bbaker@ uicc.org
Tel: (4'122) 809 18 40
Fax:(4122) 809 1B 10
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EARLY COLONIC CANCER

INTRODUCTION

Early colorectal cancers (ECC) can be de{ined as

malignani lesions that do not invade beyond the

submucosal layer ol the intestine'

The above definition is important because as per

WHO classification of colorectaltumours, carcinoma is

to be diagnosed only when the muscularis mucosae has

been peietrated and the submucosa is infiltratedl'

Jrp"n"." pathologists do not accept this definition2'

Carcinomas confined only to the mucosa are not termed

*Jitnunt so as to avoid ovedreatment by surgicalexcision'

How-ever it should be realised that in this era of endoscopic

surgery, intra mucosal carcinomas, which do not

,eti.taiize, should be regarded as malignant buttreated

endoscoPicallY.

Most ECCs are polypoid or ulcerating following the

adenoma-carcinomaSequencebutnonpolypoidlesions

"i" 
in"t""tingly being reported, which show distinct

characteristics.

The Japanese classification of ECCs is as below:

Type 1 Protruded type Type 2 Superficialtype'

1P: Pedunculated 11a: SuPerficial

tYPe. elevated tYPe'

1sp: Semi pedunculated 11b: Superficial

tYPe. flat tYPe'

1s: Sessile tYPe' 11c: SuPerf'rcial

type.

HISTOPATHOLOGY OF EARLY COLORECTAL

CANCER

ln the West most, ECCs present as a malignant

adenoma whereas ECC with no adenomatous component

iswelldescribedintheliterature'Possiblyduetodifferent

"ppior.n". 
to histopathologic interpretation' lesions

ffitt"O as superficial carcinomas limited to the mucosa

by the Japanese are diagnosed as f lat adenomas in the

*".tt. Flat or sessile neo-plasms removed by endoscopic

mucosal resection (EMR) showed submucosal invasion

ny .ut.inoma in only about ] ?% 
cases in one

Jipunl." series, thus suggesting that submucosal spread

is uncommon.

Dr. P. J. Haldar, Sr' Gl Surgeon'
Jagjivanram Hospital, W. Railway, Mumbai'

be considered as high risk cases for lymph node

metastasis and recurrence after limited therapy'

Smaller size, better histologic differentiation' less

lymph node metastasis, polypoid morphology are

associated with good outcomes'

NATURAL HISTORY OF ECCS

ECCs grow slowly with a Doubling time (DT) of 31'2

month in cases where the cancer is limited to the mucosa'

However as the tumour grows down into the submucosa'

the growth speed accelerates and the Doubling time

shori'ens to 25.8 month. lt is further observed that the

pathologic growth pattern, non polypoid growth (NPG)v/s

porypoii (Pb) did not affect the tumour growth speed'

MOLECULAR BIOLOGY OF ECCs

The adenoma-carcinoma sequence theory has

generally been accepted {or polypoid early colorectal

Iun."r.. However there are increasing reports of non

pofVp"iO (superticial) ECCs which show distinct

lf',"ir"t"titiics histologically, genetically and clinically'

Most clinicopathologic studies have shown that most non

pofioiO (superticial)iancers have no adenomatous lesions

in the surrounding area.

There are di{ferences in the genetic alterations in

the polypoid and non polypoid (superficial) ECCs' The

k-ras mrtation rate is lower in non polypoid ECCs than in

pofypoiO ECCs, but there is no significant difference in

ihe pS3 mutation rate between the two groups'

At present there is still not enough evidence to

conclude whether non polypoid (superticial) ECC is derived

from denovo carcinogenesis orthe conventional adenoma-

carcinoma ."quen.L. The K-ras gene seems to deter-

minethemacroscopicconfigurations:whetherpolypoid
oinon polypoid. Further analysis, especially concerning

the APb gene mutation in ECbs is essentialto elucidate

if,".atcin-ogenesis of non polypoid ECCs ' The APC gene

is considered to be responsible torthe adenoma formation'

The p53 mutations are considered to be important

lateeventsincolorectalcarcinogenesis.Theydonotseem
to contribute to the formation of various macroscopic types

of ECCs, whether polypoid or non polypoid

(suPerficial).

Tumours showing deep submucosal layer invasion RADIOLOGICAL DIAGNOSIS OF ECCs

are associated with a more unfavourable histologtc graoe'

rymphovascutar invasion, tymprr node meiasfasis, Theradiorogicfeaturesincludethelesion'scontour'

sessire morphorogy,-inJ 
'"u."nce or adenomatous centratJepressioi, converging tolds and basal indentation'

component within the tu*r, and such tumours shourd superriciar (non porypoiofinvasive carcinoma can be di-

TIIIIIIII"T
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agnosed radiologically if a lesion measures 10 mm. and
reveals moderate to severe basal indentation. polypoid
invasive carcinoma can be definitively diagnosed with much
more ceftainty than the superficial type. The size and the
radiographic sign of the basal indentation are the most
important indicators for the diagnosis of invasive carcinoma.

MANAGEMENT OF POLYPOID ECC.

Endoscopic management of polypoid early colorectal
cancer is no longer controversial. Surgery is
unnecessary if the endoscopist is satisfied that the
excision is complete and histology is "favorable,' i.e. a
resectoon margin of 2 mm. and well or moderately
differentiated carcinoma. When the histology is
"unfavorable" characteristics i.e. the margin between
invasion and excision is1mm. or less or if the carcinoma
is graded as poorly differentiated or shows signelring cell
or mucinous characteristics. Endoscopic approaches such
as saline injection polypectomy, india ink tatooing and
the use of argon beam applicator as applicable in some
cases.

For the challenging sessile polyps, between the
choices of endoscopic polypectomy and surgical
resection, less radical measures are availavle.
Laparoscopic resection, with or without lymph node
clearance, is one. Steroptictransanal microsurgery (TEMS)
through a closed system operating proctoscope which
allows for partial/ full thickness local resection
supplemented by suturing/ clipping under two handed
clipping can be used for rectosigmoid lesions upto 25 mm
from the anal verge.6

SURGICAL MANAGEMENT:

This is indicated in the presence of ',unfavorable,,
features such as poorly differentiated carcinoma,
lymphovascular invasion or incomplete excision. Recenily
a new histopathological classification has been developed,
sm1 is invasion to the upper one third of the sub mucosa
, sm2 is invasion to the middle one third and sm3 is
invasion to the lower one third. Lesions of smdl and sm2
have low risk of local recurrence and lymph node metas-
tasis, local excision is adequate. The sm3 and sm2 flat
and depresssed types have a high risk of local recurrence
and lymph nodes metastasis, further treatment is
indicatedT.

Colon and upper Rectum Lesions:-

Pedunculated lesions with invasivse carcinoma sm1
and sm2 require colonoscopic polypectomy if no
"unfavorables" factors are present. Otherwise bowel
resection is indicated. Patients with sm3 pedunculated

and flat or depressed sm2 & sm3 lesions should undergo
bowel resection, sm1 flat or depresssed lesions can be
subjected to endoscopic treatment.

Mid rectum lesions:-

The T1 carcinoma of mid rectum (7 to 1O cms from
anal verge) can be removed by colonoscopic excision, a
transacral approach and transrectal endoscopic
microsurgerys. A redical resection is a low anterior
resecton.

Low rectum lesions :-

T1 lesion (upto 7 cms f rom analverge) can be seen
easily and palpated and lesions not larger than 3 cm in
diameter can be treated with fill thickness excision.
Fufther treatment with an abdomino perineal resection is
indicated for lesions with adverse factors and sm3 lesions.

LAPAROSCOPIC SURGERY FOR ECC :

Since the first laparoscopic colorectal surgery
performed in 1991, retrospective and prospective evidence
suggest that laparoscopy is as safe as conventional
colorectal surgery with distinct advantages of less pain,
faster recovery of respiratory parameters, and better pres-
eruation of cell mediated immune function. Laparoscopic
surgery fgr early colorectal cancer may have a role to play
in wellselected group of patientsll.

NON POLYPOID ECC.DIAGNOSIS AND
MANAGEMENT:

Non polypoid earlycolorectal neoplasms are grossly
of three types: slightly elevated (small flat adenomas),
laterally spreading and depressed. They are not easy to
detect on colonoscopy and can be missed. Slight change
in colour, interruption of the capilary network pattern. spon-
taneously bleeding spots, shape change with insufflation
and deflation of air, slight deformation of the colonic wall
are some of the findings at colonoscopy suggestive of
such lesions. Flat adenomas are not
invasive until lhey are large, depressed lesions can
invade the submucosa even when they are extremely
small.

Treatment:

(i) Smalldepressed lesions are treated with Endoscopic
mucosal resection (EMR) technique; surgical
treatment is indicated when the submucosa is mas-
sively invaded.

(ii) Laterally spreading tumours are not invasive despite
their large size and therefore EMR is a good method.

.IIIIII'IrI'
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(iii) Smallflat adenomas need not be treated urgently

as almost none is invasive'
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The Mammadi & Alireza Soudavar
Traveling FellowshiPs

who are committed t" il; i;il;iunderstand's;j;;'*' "ui"' 1!:.11,15i,t;:',H?i;*"en 
the ases of 28 an- 

'

Iffi;"r"""ffiH?:1 l'I.l i"iin";;;;-y 
"r 

t^L institution participatins in the prosram'

Those interested in apprying shourd request and app,cation by country of the institution parlicipating in the

Droqram.

Thoseinterestedr;rapplyingshouldrequestandapplicationbycontacting

David P. Saques, M'D'

trllmoriat Sloan-Kettering Cancer Center

1 275 York Avenue
NewYork, NY 10021

212-639-7537

iaquesd @ mskcc.org
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IASO - Baroda Travelling Fellowship

Rs. 5000/- only will be provided to a young surgeon who is aspirant to and has arranged
attachment / observership with a Surgical Oncologist / Centre in lndia for 4 to 5 weeks.

An application on a plain paper enclosed with the Curriculum Vitae, place of attachment,
acceptance f rom the centre, shorl objectives of the reasons for attachment and fonvarding
letter from the 2 members of the lndian Association of Surgical Oncology (IASO) should be
sent to the office of the Secretary, IASO. The applicant must be MS in Surgery and citizen of
lndia.

This newsletter af IASO is going to be a regular feature and wilt be pubtished twice a year. tt will contain
relevant professional news, events and recent topics of common interest. Members are requested to
make use of the newsletter for dissemination of any valuable information.

Dr. Ravi Kant Dr. Lalatendu Sarangi
Secretary, IASO Editorialsecretary
Prof . of Surgery, 162 A, NE Railway
Maulana Azad Medical College Officers Colony,
New Delhi-110 002 Lahaftara, Varanasi.
Phone:011-4353320 (R)
Fax:+91-11-4353655
Mobile : 9810209426
Email : ravibina@ hotmail.com

Pin- 221 002
Phone : + 91 -542-370361 (R)
Email : lsarangi @ satyam. net.in

Dr. Sanjeev Misra
Associate Editor
122,Faizabad Road
Near lndira Bridge
Lucknow U. P 226007
268708,268701, Ext. 21 9
324656,386829
(0522) 38682e
misralko @ satyam. net. in
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ANNOUNCEMENT

Detroit Medical Centre, Wayne State University, USA has institutecl a visiting fellowship
fbr four weeks at their centre fbr a young member of IASO, The fellow has to arrange his
own passage. He will be provided free accomodation and sustenance allowance.

Tliose members desirous to apply for 2002-2003 may do so by sending their bio-clata,
research papers and publications to secretary IASO. The canclidate must be below 45 years
and he is required to present a research paper during NATCON'2001 at Panchkula, as a part
of selection process.

Application must reach secretary, IASO by 30th June' 2002



RETROPERITONEAL SARCOMAS . SURGICAL MANAGEMENT

lntroduction:
Retroperitoneal Sarcomas are rare malignant tumours

accounting for only 0.1-0.2"k of all malignant lesion

diagnosed and for approximately 1O-20% of all soft lissue

sarlomasl,2 They comprise 35-45% of all retroperitoneal

tumours and majority of these tumour are malignant'3

Clinical Presentation:

Retroperitoneal tumours became clinically apparent

afterthey are sufficiently large and advanced. They have a

peak incidence in fi{th and sixth decade of life'

Symptoms are typically late, insidious, vague and

non-specific. ln 60-90% cases presenting symptoms are -

abdominalpain, abdominal mass and increasing abdominal

girlh. One third of patients will have some distal neurologic

sign or symptom from the mass effect of stretching or com-

pressing of the lumbar or pelvic nerve plexus. Urologic symp-

toms are uncommon, however, non-specific symptoms such

as nausea, vomiting, abdominal fullness and back pain,

caused by encroachment of the tumour on adjacent vis-

cera are not infrequent. Rarely patients may present with

paraneoplastic syndrome of hypoglycaemia due to produc-

tion of insulin like substances by large poorly differentiated

liposarcomas. Average symptom duration is 5-6 months

(range 1 week to 4 years). Abdominal mass is the most

common physicalfinding occuring in 95% cases'

Pathology:

Retroperitoneal sarcomas are histologically a het-

erogeneous group of neoplasia and are derived {tom the

primitive masenchym. The most common histologic types

have been liposarcomas, leiomyosarcomas, f ibrosarcomas

and malignant fibrous histiocytoma' (Table-1 )'

Table-1

Distribution of adult retroperitoncal sarcomas
o//o

30-60
15-30
5-15
5-15
5-15
5-18
<10
<10
<2
<2

S Misra, A Chaturvedi, A Arya, I D Sharma
Department of Surgical OncologY

King George s Medical College, Lucknow, lndie

Histologic type alone does not appearto be an inde

pendent prognostic factor, however, the pathologic grade

o{ the tumour is one of the strongest predictors of surviva

and is the basis of the AJCC UICC4 staging system. Sar

comas are designated as G1 (welldifferentiated), G2 (mod

erately differentiated) and G3 (poorly differentiated) on tht

basis of their cellularity, cellular pleomorphism, and mi

totic activity and on extent of necrosis. Certain tumours

such as angiosarcoma and synovial cell sarcoma are highl'

malignant, regardless of their cellular differentiation, ant

these should be classified as grade 3 tumours. The bi

nary grading system employed at the Memorial Sloat

Kettering Cancer Centre is outlined in Table-2.

Table-2

Histotogical grading criteria for soft tissue sarcoma

Low grade
Well differentiated
Hypocellular
lncreased stroma
Hypovascular
Minimalnecrosis
<10 mitoses Per
10 hpfs

High grade
Foorly differentiated
Hypercellular
lVlinimalstroma
Hypervascular
Signif icant necrosis
>10 mitoses Per
10hpf

hpf = high powered light microscopic field.

Table-3
Prognostic factors for Retroperitoneal sarcomas

Histology
Liposarcoma
Leiomyosarcoma
Fibrosarcoma
tr4alignant f ibrous histiocytorna (M FH)

Neurosarcoma
Undifferentiated
Embryonal rhabdomYosarcoma
PleomorPhic rhabdomYosarcoma
Alveolar soft Paft sarcoma
Synovialsarcoma
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Good
Compiete resection
Low grade

Age >50 Years
Low DNA ploidY

Liposarcoma

lnvestigation:

Computerized tomography (CT) has assumed a mai

role in the diagnosis of retroperitoneal sarcoma

Conventional imaging methods- x-rays and ultrasonograpl

still often performed first, usually provide only indire

incomplete or imprecise information. Contrast {ilms m

also reveal displacement or dtstortion of viscel
Pyelography may show extrinsic distorlions of the urint

tract. Ultrasonography may demonstrate - tumour exte

infiltration into adjacent organs and pressure eflect ot

kidney. Ultrasonography is also used to monitor t

response of chemotherapy, radiotherapy and recurren(

Poor
lncomplete resection
High grade

Age <50 years
High DNA ploidY

Leiomyosarcoma



Cross - sectional imaging studies such as CT or MRI are
the most definitive means of evaluating a patient and are
the imaging technique of choice in evaluating a
retroperitoneal soft tissue sarcoma.

CT Scan :

Beyond the obvious anatomical relationship is defined
by CT Scan, the CT is helpf ul in establishing the relative
degree of homogeneity of the lesion, extent and possible
organ of origin, inf iltration/obstructive changes in
retroperitoneal organs and the presence of focal areas of
necrosis within the lesion. CT Scan is also useful for
evaluation and early detection of recurrence. Plane of
dissection can be anticipated with the help of CT Scan.

The introduction of helical CT scanning has provided
the ability to perform a detailed survey examination of the
abdomen and pelvis utilizing extremely shorl scan timess.
The abdominal CT scan also is valuable in differentiating
sarcomas from other retroperitoneal malignancies, such
as lymphomas manifesting as multinodal involvernent, or
urogenital tumours that tend to be more homogenous.

MRI:

MRI has recently been employed in the evaluation
of retroperitoneal masses and is now regarded as the
examination of choice for soft tissue masses6. However it
should be noted that in the current climate of cost
containment, a MRI Scan subsequent to an initial CT Scan
is almost never indicated for most retroperitoneal masses.
Cccasionally, one may wish to discern the relationship of
a medial retroperitoneal lesion to critical medial
neurovascular structures such as aorta, vena cava and
spinal canal, and in such cases, a MRI subsequent to an
initial CT scan may be helpul. MRI enhances the contrasts
between tumour and muscle, tumour and adjacent blood
vesseland provides a generally superiorthree - dimensional
definition of fascial planes. -The T1 - weighted MH image
frequently provides better definition of the relationship of
the mass to adjacent solid organs, such as kidney and
spleen. The T2 weighted image provides improved
assessment of muscle invasion. These substantial
advantages may allow for improved assessment of
resectability with preoperative MR imaging.

Angiography:

Angiography is not routinely performed prior to
;urgical resection of most retroperitoneal soft tissue
;arcomas. lt is selectively ubed to delineate the vascular
anatomy before resection. MR angiography may be
performed for preferential arlerial enhancement and has
the potential to replace conventional angiography for the
depiction of vascular anatomys

All patients with retroperitoneal sarcomas should
undergo a preoperative chest radiograph. A preoperative
chest CT is unnecessary unless chest x-ray is abnormal,
as it is rare to see metastasis from a retroperitoneal
sarcoma to the lung without intra-abdominal or liver
metastases. Bilateral f unctioning kidneys must be
ascertained because it is often necessary to perform an
enbloc resection of the kidney along with the tumour.

Biopsy:

ln general, preoperative biopsy of a presumed primary
retroperitoneal mass, by either FNAC or core techniques,
is not indicated as the therapeutic plan is rarely altered
by preoperative attempts to ascertain a histological
diagnosis.

Biopsy should be reserved for those cases rn which
the tumour is unresectable or a diagnosis of suspected
metastasis from another primary tumour, lymphoma or
germ cell tumour is being considered. Biopsy shouid be
obtained fi'om the mcst solid portion of the tumour and
care should be taken to avoid spillage.

Management :

Management of retroperitoneal sarcomas i ncludes
Primary and Adjuvant therapy.

Primary Therapy :

Pack and Tabah (1954) proposed the principtes of
management of retroperitoneal sarcomas nearly f ifty years
backs. Principles of management include complete
excision (monoblock)with adequate (negative) margin of
normal tissue and dissection outside the'pseudocapsule'.

Complete resection is usually dependent on
anatomical site, multifocality and adjacent organ
involvement. An adequate surgical margin can be defined
as a gross and microscopic negative margtn.
Retroperitoneal sarcomas tend to expand and infiltrate
tissue planes producing a ipseudocapsule' that is
composed of normal host tissue interfaced with ftmbriae
of tumour. The goal of the surgeon is to extirpate the lesion
with an adequate margin without violating this
'pseudocapsule'.

As reported in several large series, complete
resection rates for primary retroperitoneal sarcomas range
from 38% lo 94"/"3,10-14 with an overall average of 53%3.
The rate of complete resection does not appear to be
related to histological type and grade or tumour size.
Resectibility decreases with each local recurrencel3.
Karakousis et alla have reported a complete resectability
rate of 95% and attributed this to proper positioning, proper
incisions for adequate exposure, flexibility of mind, a
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continuous adjustment of surgical plan according to
operative findings, and following the path of least resistance
increases the safety of dissection and the resectability of
retroperitoneal sarcomasl a.

lncisions useful in the resection of retroperitoneal
sarcomas are (1) the thoracoabdominal incision for upper
quadrant tumors; (2) midline incision for midline sarcomas
of the upper or mid abdomen, these tumors often requrring
the dissection of the superior mesenteric vessels; (3)

midline incision with lateral extension into the f lank in the
form of T, for flank sarcomas; (4) lower midline incision
with bilateral transverse extensions to the pubic tubercle
from the lower end of the midline incision at the pubic
symphysis for a caudal midline extension of the tumor,
(5) the abdominoinguinal incision for sarcomas of the iliac
fossa, external iliac vessels, wall of the lesser pelvis and
those extending to the pubic bone; (6) that tor internal
hemipelvectomy tor retroperitoneai sarcomas involving or
arising in the iliac bone and/or acetabulum.

Nephrectomy in patients with retroperitoneal
sarcomas is usually indicated for technical reasons, actual
invasion of the kidney is uncommon. There should be no
hesitzrtion on parl of the oncological surgeon to perform a
multiorgan resection where the closest margin is
encompassed by such resection. However, it should be
apparent that it does not make biological sense to perform
a conrplex enbloc resection to facilitate a wider margin
encornpassing technically salvageable organs when the
closest margin is a non-resectable structure (eg. aofta or
vena cava)

Resection of adjacent retroperitoneal or
intraperitoneal organs is often necessary in 50-80%
patients to ensure complete excision. The most f requently
resected organs are kidney (32-46%), colon (25%),
adrenals (18%), spleen (10%) or pancreas (157o; to'ts't0.

Deliberate partial resection of retroperitoneal
sarcomas should be avoided as there is evidence
demonstrating that survival after paftial resections is no
different from that following simple open biopsyll Thus until

effective adjuvant therapy is available for gross residual
disease, deliberate partial resection outside the confines
of a clinicaltrial should be reserved forthe relief o{ bowel
obstruction or the palliation of other critical manifestation
of advanced disease. Surgical resection is usually not
indicated in presence of malignant ascites, distant
metastasis, involvement of vital structures like aorta,
superior mesenteric ar1ery and vein and poor pedormance
status.

The morbidity and mortality rates associated with
sarcomas continue to improve, Most large series report
an operative monality of 2.7"k and an operative morbidity
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rate of 6-18%. The most common major compiications
associated with these extensive resections include
enterocutaneous fistula, intra-abdominal abscess and
intra-abdominal haemorrhage.

Result of Surgical therapy, pallerns of failure and
prognostic factors :

Repofted suwival rates have gradually improved over
the years because o{ a more aggressive surgical approach,
in which every effort is made to avoid leaving residualtumor
and improved postoperative care. Pack and Tabahs
repoded only 2"/" 5 year disease f ree survival rates in 1954
where-as the more recent reviews report overall 5 year
survival rates of 54-74/"31 1-14 for patients undergoing
complete resection.

Survival following complete surgical resection is

related to the histological grade of the tumour, with the 5
year actuarial survival of patients with low-grade lesions
being more than double than that of those with high-grade
histology.ll

Local recurrence remains a significant problem.
Approxrmately 50-83% of cornplete resected patients
develop local recurrence, either alone or along with
systemic relapse. The median time for recurrence is

significantly more for low grade sarcomas (42 months) as
compared to high grade sarcomas (15 month).
Locoregional recurrence account for about 75'k of all
recurrent retroperitoneal sarcomas. lsolated retroperitoneal
recurrence are best treated with re-operation, as complete
resection is possible in 40-60% of cases. The median
survival of completely reresected sarcomas is 48 months
as compared to 15 months for unresectable recurrent
sarcomas.ll Becurrence decreases survival despite
adequate re-resection but provides additional years of
suruival.

Postoperative follow-up strategies are based on
patterns of recurrence. All patients be seen and examined
every 2-3 months, with cross-sectional imaging studies
MBI performed at 6 month intervals for at least 4year.

For patients presenting without metastatic disease,
complete surgical resection and histological grade were
the primary determinants of survival in several multivariate
analYSi513 1s 17.

Adjuvant Therapy :

Several retrospective.studies have suggested that
adjuvant external bean radiation therapy (EBRT) may
improve local control after gross complete resection. ln a
National Cancer lnstitute (NCl) study, the combination of
surgical resection and post-operative high-dose EBRT was



considered to be standard therapy. But due to relatively
high complication rate of high dose EBRT, only some
patient with advanced disease may benef it.

lntra-operative radiation therapy (IORT) offers several
potential advantages overconventional EBRT. IORT allows
a single large radiation dose to be delrvered directly to the
tumour bed intraoperatively, while simultaneously
protecting normal, relatively radiosensitive tissues by
operative shielding or physical exclusion f rom the treatment
field.

No clinical trialto date has demonstrated the benefit
of adjuvant therapy (radiation or chemotherapy) in treating
patients with retroperitoneal sarcomas who have undergone
complete resection.

Dynamic 3-D conformal irradiation for unresectable
retropentoneal sarcomas is also being investigated and
has shown some promise in unresectable tumors. Further
studies are needed with this technique.

Adjuvant Chemotherapy :

Few trials exist using adjuvant chemotherapy
combined with complete resection. Doxorubicin - based
regimens, historically shown to have significant activity in
metastatic sarcomas;, have had no impact on survival in
the adjuvant or neoadjuvant setting on primary sarcomas
arising in the retroperitoneum.

Conclusion:

Despite advances in our understanding of the biologic
nature of retroperitoneal sarcomas and improvement in
diagnosis, operative techniques, and preoperative care,
these tumours continue to be associated with local
recurrence and a poor prognosis. Because of their
anatomical location and indolent nature, detection at an
earlier stage is unlikely. Therefore, improved survival rates
will only be achieved by obtaining better local control
through a more aggressive surgical approach, making
every efforl to perforrn a complete resection with negative
histological margins.

Close follow-up evaluation of patients undergoing
surgical resection is imporlant to allow identification of
those patients who would benefit from re-resection. So
far, the results of treating patients with adjuvant irradiation
and/or chemotherapy after complete resection have been
discouraging.
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CELLULAR PHONES AND CANCER - An Overview

Much has been said about cellular phones. lt has

now become a part and parcel of ourf raternity. Even though

there is no concrete proof , the disadvantages of cellular
phones are much eugolised especially by the idle minds.

Think the assurance a cellular phone gives when you party

out, even after few major cases.

Principle :

Cellular phones operqate with radio f requencies (RF),

a form of electromagnetic energy located on the
electromagnetic spectrum between FM radio waves and

the waves used in microwave ovens, radar and satellite
stations. They do not emit ionisiog radiation which
damages DNA.

Celtular 1:hones technology works on a system of
geographically separated zones called "cells . Each cell

has its own "base station" that both receives and emits
radio waves. When a call is placed f rom a cellular phone,

a signal is sent f rom the cell phone antenna to that cell's
base station antenna. The base station responds to the

cellular phone signal by assigning the phone an available
radio frequency channel. When the RF channel is as-

signed, modulated radio signals are simultaneously
received and transmitted, allowing voice information to be

carried between the cell phone and the base' The base
station trans{ers the call to a switching centre, where the

call can be transferred to a local teleohone carrier or another

cellphone.l

Cellular phones are an important source of RF

exposure for those who use them. The amount of RF to

which a person is exposed depends on a number of factors.

The numberof "cells" in a geographicalarea depends upon

the cellular phone traff ic in that area. For example, large

cities may have many cells per square mile, whereas a

less populated, rural area may have a single cell stretching

over several square miles. The farlher away a cell phone

antenna is from its station, the higher the power level

needed to maintain the connection. Very small cells are

therefore associated with much lower exposures.2

Each geographical cell has a different number of

available channels. Cellular phones operate ideally with

the least amount of intederence from neighboring channels.

To help achieve optimal operation, cellular phones

automatically step down to the lowest power level available

that still maintains a connection with the base station. On

the other hand, any physical obstacle, such as buildings

or trees, interfering with the connection between base

station and cell phone forces the base station to increase
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the power sent to that phone. Therefore the amount of

power sent lrom a base station to a particular cellular
phone can vary, even within a single cell.2

Manufacturers are required to report the specific
absorption rate (SAR) of their product to the regulating
agencies. The SAR is the amount of RF energy absorbed
from the phone into the local tissues. The upper limit of

SAR allowed is 1.6 watts per kilogram of body weight.
Exposure to RF also depends on the duration and
f requency of cellular phone use, with more use implying
more exposure. Finally, older cellular phones (analog

models) involve higher exposure than newer, digital

equipment.3

EPIDEMIOLOGIC ANALYSIS :

Widespread cellular phones use has been a new
phenomenon, hence its long term effect on health cannol
be scrutinised. Recently one large cohorl study and three

large case-control studies have compared cell phone use

among brain cancer patients and individuals f ree of brair
cancer.

Results of the cohort study, which linked data on al

of the 520.095 cellular telephone users in Denmarl'

between 1982 and 1995 to the Danish Cancer RegistrS

are in agreement with the findings of the case-contro
studies. Cellular phone use was not associated with ar

increased risk of developing brain tumours overall; nor was

there an association with any brain tumour subtypes o

with tumours in any anatomical location within the brain

As in the case-control studies, there was no correlatior
between brain tumour risk and RF dose, as assessed b1

duration of cellular phone use, date since f irst subscription

age at first subscription, or type of cellular phone used.'

ANIMAL STUDIES :

The incidence of lymphonra was increased followint

wholebody RF irradiation in a transgenic animal model.

Apart from above blemish, RF irradiation has not beet

documented to cause any other kind of changes'

PUBLIC HEALTH AND SAFEW AGENCIES :

ln Octobel1999, the Centre for Device an'
Radiological Health (CDRH) of the US FDA stated, " th'

available science does not allow us to conclude tha

mobile phones are absolutely safe, or that they are unsafe

However, the available scientific evidence does nc

demonstrate any adverse health effects associated wit

the use of mobile phones.6



ln the UK, the National Radiologic protection Board
Advisory Group on Non-ionising Radiation concluded in
May 1999 "....there was no human evidence of a risk of
cancer resulting from exposure to radiation that arise from
mobile phones.,

OTHER HEALTH PROBLEMS:

The only documented adverse effectfrom cellphones
is an increased risk of automobile crahses when the
phones are used while driving.e e To date, there have been
no clerims made that cell phones are responsible for any
other health problems.lo

SAFETYADVICE:

'As times change, we change' (An old latin saying).
Hence absolute safety cannot be achieved unless we have
long-term follow-up with us. To derogate cell phones is
equally dicey as it has not caused any tangible harm till
date.

Accodringly; the following summary from the Food
and Drug Administattion Centre for Devices and
Radierlogical Health Offers advice to people concerned
about their risk: lf there is a risk f rom these products - and
at this pornt we do not know that there is - it is probably
very small. But if people are concerned about avoiding
even potential risks, there are simple steps they can take
to do so. People who must conduct extended
conversations in their cars every day could switch to a
type of mobile phone that places more distance between
their bodies and the source of the RF, since the exposure
level drops off dramatically with distance. For example,
they could switch to : a mobile phone in which the antenna
is located outside the vehicle, a hand-held phone with a
built-in antenna connected to a different antenna mounted
on the outside of a car or built into a separate package, or
a headset with a remote antenna to a mobile phone carried
at the waist. Again the scientif ic data do not demonstrate
that mobile phones are harmful. But if people are concerned
about the radro f requency energy f rom these products,
taking the simple precautions outlined above can reduce
any possible risk.6

ln addition, people who are concerned might choose
digital rather than analog telephones, since the former
use lower RF levels.3

SUMMARY:

Cellular telephones being a new entity , we do not
yet have long-term follow-up on their possible biological

effects. But the lack of ionising radiation and the low energy
levelemitted from cell phones and absorbed by human
tissues make it unlikely that these devices cause cancer.
Further more not a single well-designed epidemiologic
study could f ind any consistent association between cell
phone use and cancer.
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BREAST CANCER .

The identification of risk factors by the end 2000
millenium has thrown light with respect to prevention of
breast cancer. Hitherlo the options available are close
surveillance and prophylatic mastectomy and these have
their own lacunae; hence chemotherapy is attempted
basing on tamoxifen effect on breast cancer metastases
and progress of disease. Jordon in 1976 frrst demonstrated
in rats that Tamoxifen supressed the development of
carcinogen induced that mammary tumors and the trialists
coilaborative group (1998) showed that Tamoxifen when
used early breast cancer reduced the risk of development
of cancer in the contralateral breast by about 50 percent.
Basing on these facts, large groups conducted tamoxi{en
effect on risk factors in different countries independently
and the conclusions were drawn and published.

Royal Marsden Hospital of England (1986), ltalian
tamoxi{en prevention study group European lnstitute of
Oncology (1992) and National surgical adjuvant breast and
Bowel disease (NSABP) in 1992 and all published results
in the year '1999.

Royal Marsden Hospital enrolled 2494 women witlt
family history of breast cancer (20mgs/day tamoxifen for
B years with a follow-up of 70 months). Both placebo and
tamoxifen group stopped medication. Powels et al (1998)
expressed inability to conclude tamoxifen effect on the
risk factor and prevention of breast cancer. The incidence
is equal in both placebo and tamoxilen groups.

Italian Tamoxifen Prevenlion Group Study

5804 women with prior hystrectomy were enrolled
and the tamoxifen 20mg per day for f ive years and f ollow-
up a preriod of 46 months. (Veronesi et al 1998). 41 cases
(0.95U percent) developed breast cancer. The trial permitted

women on Oestrogen Receptor Therapy (ERT) and 14
percent of pafticipants were on ERT group 390 women on
ERT in placebo group 8 cases had breast cancer and 1

case in 462 women on EBT in the lamoxifen group show
significant reduction of breasl cancer.

SABP Breast Cancer Prevention Group

Fisher et al (1998). The group enrolled 1 3,388 women
and eligible women one or more risk factors (a) age 60
years or more (b) age 35-59 years (c) pathologic diagnosis

of LICS (d) nalliparity or age f rrst live binh (e) number of
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previous biopsies (f) pathological diagnosis of atypica
hyperplasia (g) age at menarche. (20m9 tamoxifen per

day for 5 years, median follow-up 69 months.

1. Risk of invasive breast cancer was reduced by 4S

percent, witlr cumulative rncidence 43.4 breasr
cancer cases per one thousand women in the
placebo group and 22 cases per 1000 women in the
tamoxfen group.

2. Risk of non-invasive cancer insitu breast cancer was
reduced by 50 percent, with cumulative incidence
of 15.9 breast cancer cases per 1000 women ir
placebo group and 7.7 petl000 women in tamoxifer

Itqup.

3. Among ER positive tumors group 60 percent was

reduced and no difference in the ER negative tumor
group was observed.

4. A significant decreased risk in those with a typica
hyperplasia 86% and LICS 56%.

The most impoftant adverse distressing effect o
tamoxifen group is Endometrial Proliferation or Endometria
Carcinoma of Uterus and there is minimally increase f ron
0.91 per 1000 women per year in the placebo group anc

2.30 per 1000 women per year in the tamoxifen group
which is a significant incidence. Other adverse effects
obserued were pulmonary embolrsm, deep vein thrombosis
stroke in women of 50 years age and development o

cataract and these produced morbidity.

Selective Oestrogen Receptor Modulators:

The tamoxifen used widely in invasive, non-invasive
breast cancer and also on risk factors and its ulilituy is

well established. But prolonged use produces endometria
cancer of uterus which is distressing greatly though othe
adverse effect produce minimal morbidity. A new selec
tive Oestrogen receptor modular (SEBM) was described
The SEBM ll is raloxifene. The multiple outcomes o
raloxifene evaluation (MORE)trial in Europe recruited 7701

postmenopausal women aged 80 years are less (mear
66.5 years)who had osteoporosis and no family history o
breast cancer or endometrial cancer. The pafiicipants werr
randomised and raloxifene groups(60 or 120 mg for 3 yearr

and reviewed (Cummings S.B. et al 1 999). After a mediar



follow-up of about 40 months, 1.04 percent developed
breast cancer in placebo group and 0.25 percent in
raloxifene group developed breast cancer. The breast caner
risk 3.8 per 1000 women on the placebo group and 1.7
per 1000 women on raloxifene group. Raloxrfene if used
more than 1B months the reduction in risk increased to 77
perceni. The risk of cancer in ER positicve tumor is
decreased but no effect on ER negative group.

Another synthetic compound Vitamin A analogue
N-4 hydroxy phenyl retinamide (4-HPR) (Fenretinide) tried
(Moon R.C. et al, 1979). The preclinical experimental
studiers showed retinoids have anti tumor effect. Veronesi
et al (1 999) tried in 2972 women of 30-50 years of age of
either stage I breast cancer or DICS Fenretinide
(Retinamide) 200 mgs per day for 5 years and follow-up
of median period of 97 months found statistically no
signif icant differences in the occurrence of contralateral
breast cancer or ipsilateral breast cancer but a possible
benefit was observed in premenopausal women and
ipsilateral breast cancer. Post menopausal women
receiving fenretinide showed a minimal increase in breast
cancer risk people. T'he exact role are fenretinide require
fufiher study.

lndole-3-carbinol showed chemopreventice effect in
experimental models (Bradlow et al, 1995) Cruciform
vegetables contain the compound which contains an
enzyme P450Al acts on oetrogen, control the formation
of oestrogen metobolites which acts against tumor
formation.

To conclude the new generation of SERM compounds
are required as a preventive agents which is a future study.
The new compound must act alone or in combination for
chemoprevention of breast cancer and till then we have to
depend on tamoxifen alone.
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Low cost Edition of lnternational Classification of diseases for oncology 3/ed by WHO is being released shortly by
AITBS publishers & distributors, Delhi-'l 1 0051

Low cost lndian edition of lnternational Classification of diseases for oncology 3/ed by WHO is also being published
. lnclian Edition of this book will be available for sale in April 2001.

The lnternational Classification of diseases for oncology has been used for nearly 25 years principally in tumor or
cancer registries, for coding the site (Topography) and the histology (Morphology) of the Neoplasm, usually ob-
tained from a pathology report. By agreement with the college of American Pathologists, the Morphology section of
ICD - O is incorporated into the systematized nomenclature of medicine (SNOMED).

The price of the oriqinal edition is about Rs. 1300t per copy. Whereas the price of the lndian edition being published
will be Rs. 300/-only.

write to AITBS Publishers & Distributors

J-5/6, Krishan Nagar, Near HansrajSchool, Delhi-110051 Phone 2054798fax2243416, Emailattbs@ndf.vsnl.net.in
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IASO BYE-LAWS

The bye'laws of the IASO as adopted at one of the general body meetings held in December 1997, Mumbai.

These Bye-laws supersede all previous bye-laws of the IASO :

1. ln these Bye-laws, unless there is anything
repugnant in the subject or context.

(a) IASO means 'lndian Association of Surgical 6.
Oncology". This will remain a section of the ASl.

(a)
(b) ASI means "Association of Surgeons of lndia".

(c) Memorandum and Rules and Regulations means (b)
"Memorandum of the Association and Rules and
Regulations of the ASl" which came into force in
198s. 

7.

2. Name : The name of the Association is "lndian
Association of Surgical Oncology -A section of ASl. g.

3 
ffl3fi"LJl,.:':ffi.:1,Jffi" 

is the prace rrom 
(a)

4. Objects : IASO is formed as per guidelines set in
schedule ll of menrorandum of ASI and was
approved as a section in 1977. The objects of IASO
are same as stated in lll of memorandum of ASl.
Fudher to that, IASO will encourage and advance
the study and practice of the science and art of
surgical oncology and allied organisations
concerned with cancer problems.

5. Membership:

(a) Life Membership : A life member shoutd be a fuil 
(b)

member (Annual/Life) of the parent body-The
Association of Surgeons of lndia. (c)

All persons, being surgeons with sufficient interest
in cancer surgery/practising Cancer Surgeons/
completed an acceptable training in cancer surgeryi /r\
pursuing research in cancer surgery or related \u/

subject, are eligible for becoming life member.

(b) l\ssociate Membership : Those who are under
training in cancer surgery or those who are interested (e)

in cancer surgery but belong to other specialities
such as Radiology, Pathology, Biochenristry and who
may not be the member of the ASl. (1)

Subscription of membership will be as decided from
time to time by the general body o{ the IASO.

Generally all members will be inducted as
members.

Termination of Membership :

lf a member of IASO ceases to be a member
ASI he/she will cease to be a member of IASO.

lf a member fails to pay subscription by due datr
resigns he/she will cease to be a member of IAS

Year : The year of ttre IASO will be same of Al
1st January to 31 st December.

Management :

'IASO 
will be managed by an Executive Commit

consisting of following office bearers, members €

ex-officio members:

i. President

ii. Vice President : 2

iii. Secretary

iv. Editor

v Members : usually B members will constitute
executive committee.

All past Presidents will be invitees to Execut
Committee meetings.

Organising Secretary of NatCon IASO of the yr

will be a coopted member for Executive Commit
of IASO forthat year.

Only those members and life members wlro he

put in minimum 5 years of membership are eligi
for election to Executive Committee.

Save and except President the tenure of all off
bearers and members will be for two years.

The President shall hold office for one year. Ser
Vice President will be the President after expiry
his term unless he/she has resigned, indisposed
disqualif ied othenrvise.

I
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9.

(a)

(a)

(b)

(b)

Hlection:

Election of the vacant posts as notified by the
Secretary of IASO will be conducted in the annual
General Body Meeting of IASO to be held during
the annual conference of ASI in December each year.

Every eligible member shall be proposed and
seconded by two full members of IASO in the
meeting after the proposed member has consented
for the election.

lf there is no contest, the President shall declare
the member elected for the post. Otherwise the
election shall be by slrow of hands or secret ballot
as decided by the President.

lf a poll is demanded by at least 25% of members
of IASO present in the meeting and President is
satislied that such demand has been carried out by
majority of members present in the meeting the vote
shall be terken by ballot.

Power of Managing Committee : Shall be same
as that of the Governing Council of ASl.

The function and responsibility of different
office bearers of IASO will be same as that of ASl.
l-he secretary will maintain and present the audited
accounts each year at the annual conference.

Meeting and Conference :

IASO shall hold Annual General Body Meeting every
year during the annual conference of ASI and
transact the business stated in the Annual
Conference of ASI and transct the business stated
in bye-law 15(b). Other meeting be it of Scientific
Social/Managing Committee/ General Body in
nature may helcl as per the requirements of IASO.

IASO shall endeavour to organise Mid term
Conference at least once every year and appoint
an organising secretary for the conference in its
Annual General Body Meeting.

Annual Report : An annual report stating the
activities of the year shall be prepared by the
Siecretary for Annual General Body Meettng, a copy
of which to be sent to Headquarters of ASl.

Accounts of the year : Accounts of the year of
IASO shall be prepared by Secretary and audited
by an auditor aprpointed by General Body within six
months of the closing of the year. This should be

placed in the General Body Meeting and after
adoption a copy to be sent to Headquarters of ASl.

15. Annual General Body Meeting :

AnnualGeneral Body Meeting (AGM) shail be neid
once every year as stated in Bye-laws.

The following business will be transcted rn the AGM :

i. Annualreport.

ii. Audited accounts of the previous year.

iii. Frogramme and budget of the next year.

iv. Recipients of various orations for the next year.

'l The venue of Mid term Conference and
ai)pointment cf Organising Secretary.

vi. Election of the office bearers and members of
the Managing Committee.

vii. Any other business with the permission of the
President. Topics of the symposia and their
cbnvenors, theme of CME, workshops and
programme outline should be discussed in the
GeneralBody.

Journal : IASO shall publish its own Newsletter/
Journal and shall elect Editor for the same. He will
be the sectional editor of the lndian Journal Surgery.

Income : lncome of the IASO shall be derived f rom :

Admission fees and subscription from members. life
members and associate members.

Excess of income over expenditure in Mid term
Conference.

Donations.

lnvestment : IASO shall have account with
nationalised or reputed bank to be operated by
persons authorised by General Body Meeting . The
surplus fund after meeting statutory annual
expenditure shall be invested in fixed deposits of
such banks and approved securities or in any other
manner to be decided in the General Body Meeting.

Utilisation of Funds :

IASO shall have account with nationalised or reputed
bank and shall invest f unds not required for its regu
lar day to day activities in fixed deposits of such banks
or approved securities as had been decided by the
General Body Meeting. The accounts will be oper
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20.

21

ated as per provrsions of memorandum of ASl. The
proceeds of income from various deposits and invest
ments shall be strictly spent for specif ic purpose for
which such fund/funds are created.

Representation : IASO shall be represented as per
Memorandum of ASl.

Amendment of Bye-laws : Any of the Bye-laws of
IASO may be altered or rescinded to a new Bye-
laws may be made at General Body Meeting by
majority vote. The amendment shall come into force

after it is circulated to all members and providt
objection to such amenclment of IASO is n

received from ASI and 50% of valid members
IASO within three months f rom the date
circulation. A copy of such amendment is to be se
to Headquarter of ASl.

22. Schedule : IASO secretariat shall maintain
schedule comprising the various oration
fellowship, research grant or any other grant f
scientific works with rules and regulations for thel
awards and management.

MSKCC ONE - YEAR INTERNATIONAL
SU RGICI\L ONCOLOGOY FELLOWSHIP

PROGRAM DESCRIPTION

The Department of Surgery offers a one-year international surgical oncology fellowship to f ully trained'sur-
geons from outside the United States who desire further experience in surgical oncology. The one-year fellowship
is c;omprised of a rotation schedule providing exposure to the Breast Service, Colorectal Service, laryngeal Serv-
ice, Head & Neck Service, Thoracic Service, and 1 - 2 months 0f electives in the area of Chemotherapy andi or
Pathology and/or Radiation Therapy. The international fellow will be responsible for preoperative and postoperative
patient care, and will perform operations under the direction of an attending surgeon. The international tellow will
also gain experience in the surgical clinics, and arrange rounds, conferences, lectures, and seminars.
ELIGIBILITY

Candidates must be graduates of recognized foreign medical school and have completed a general surgery
residency training program in their country. The candidate must have a clear interest and commitment rn expand-
ing his or her expertise in surgical oncology.

The candidate must have passed the USMLE examination and hold a valid ECFMG certificate. Selected
candidates must qualify for and obtain a limited permit to practice medicine from the New York State Education
Department, in accordance with its requirements.

ln addition, the candidate must certify his or her intent to return to home country upon completion of training.

Number of Positions: 1

HOW TO APPLY

Completed applications should be returned by August 31st of the year prior to July 1 start date. Three Ietters
of recommendation will be required; one from the medical school and two other letters form faculty members of the
training program. lnterviews for selected candidates will be held in October of the preceding year. The selection will
be made by November 1.

Additional information about the international fellowship program should be directed to:

David P. Jaques. M. D.
Vice Chairman, Department of Surgery
Director, Surgical Education
Memorial Sloan-Kettering Cancer Center
1 275 York Avenue
New York, NY 10021
21-639-7537
212-717-3169 (fax)
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ASTCON 2001
26th December 2001 to 30th December 2001

J, IASO HALL

HEAD AND NECK CANCER

Conveners / ChairPersons / Moderators : Dr. S.pradhan and Dr. pATHAK K. A.

Irl\)

J/SYM t28t SYM07 I 1

JlsYMt28tSYM07i2

J/SYMI28ISYMOTI3

J/SYM/28lSYM07t4

J/SYM t28tSYM07t5

J/ORA/28/ORA14t1

J /BM /28 /BMO2 I 1

JtGLt29lG108/1

JIGLI29/GLOBI2

JtGt/29lc108/3

JtGLt29tcL08/4

J/SYM/29lSYMOB/1

VENUE

02-00PM-03-45PM

02-00 PM - 02-15 PM

02-15 PM - 02-30 PM

02-30 PM - 02-45 PM

02-45 PM - 03-00 PM

03-00 PM - 03-15 PM

03-45 PM - 04-30 PM

VENUE :

09-00 AM - 10-55 AM :

Conveners / ChairPersons I Moderators :

09-00 AM - 09-20 AM

09-25 AM - 09-45 AM

10-15 AM - 10-25 AM

10-30 AM - 10-55 AM

't1-00 AM - 01-00 PM

Conveners / ChairPersons / Moderators :

'11-00 AM - 11-20 AM

: ROLE OF CONSERVATIVE SURGERY IN HEAD AND
NECKCANCERS
. DT. PRADHAN SULIAN, MUMBAI

: RECENTTRENDSINMANAGEMENToFSALIVARY
GLANDTUMORS
- DT. CHATURVEDI ARUN, LUCKNoW

: RECENTADVANCES IN MANAGEMENT oF THYROID
MALIGNANCIES
- DT. CHANDRASOMESH, AHMEDABAD

: MANAGEMENTOF METASTATIC NECK NoDES:WHEFIE
DOWESTAND
- Dr. PATHAK K. A., MUMBAT

: Rble oFCHEMo-RADIATIoN tN HEADAND NECK
CANCER

J, IASO HALL

INVITED LECTURE

DT. KHAREY SP
DT. SANDEEP KUMAR

WELL DIFFERENTIATED THYROID CARCINOMAS
- Dr. PARIKH DM, MUMBAT

VIRTUAL ENDOSCOPY
- Dr. KANT RAVI, NEW DELHI

What is new in cancer of esophagus
- Dr. Sanjay Sharma, Mumbai

CURRENT PERSPECTIVE IN CANCER
- Dr. Sanghvi VB, Mumbai

GALL BLADDER CANCER

Dr Misra, NC, Lucknow and Dr.Shukla" VK, Varanasi

GEOGRAPHICAL DISTFIIBUTION AND ETIOLOGY
- Dr. SHUKLA V K. Varanasi

4.30

- Dr. TBA

SMT. RADHA DEVI ORATION

Conveners / ChairPersons / Moderators : Dr. panda K
Dr. KANT RAVI

04-00 PM - 05-00 PM : Stomach Cancer
- Dr. Maudar K K

pm to 5'30 pm on 28 December 2001 = onco euiz, convenor Dr somesh chandra;
05-30 PM - 06-30 PM : BUSTNESS MEETING

Conveners/ChairPersons/Moderators : Dr. PANDA K.

05-00 PM - 06-00 PM : EXECUTIVE COMMITTEE MEETING OF IASO

I'
I
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J/SYM/29lSYMO8/2

J/SYM/29/SYMO8/3

J/SYM/29lSYMOB/4

J/SYM/29/SYMOB/5

J/SYM/29lSYM 13/ l

J / SYM 129 I SYM 1312

J/SYM/29lSYM13/3

J / SYM / 29 / SYM 13/4

J/SYM/29lSYM13/5

J/SYM/29lSYM 13/6

J/BM/29lBM03/1

J/FP/30 lFP05l1

J/FP/301FP0512

JlFPl30lFPos/3

JlFPl30lFPO5l4

J/FP/30/FP05/s

..III!TIIIIT
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11-20 AM - 11-40 AM

1t-40 AM - 12-00 PM

12-00 PM - 12-20 PM

12-20 PM - 12-40 PM

02-00 PM - 04-00 PM

Conveners / ChairPersons / Moderators :

CLINICAL FEATURE, DIAGNOSIS AND STAGING OF

CARCINOMA OF THE GALLBLADDER
- Dr. SARANGI 1., Varanasi

PALLIATIVE SURGERY IN CARCINOMA OF THE GALL

BLADDER
- Dr. KHANDELWAL C, Patna

MULTI MODAL APPROACH TO ADVANCED CARCINOMA

OFTHE GALLBLADDER
- Dr. JAGANNATH P., Mumbai

RADICAL SURGERY IN CARCINOMA OF THE

GALLBLADDER
- Dr. CHAUDHURY A, New Delhi

SYMPOSIUM ON ORAL CANCER

DT VIJAY KUMAR, BANGALORE

MOLECULAB BIOLOGY-WHERE ARE WE GOING?
- Dr. KIRAN KOTHARI, AHMEDABAD

RADIOLOGICAL IMAGING-WHAT IS OPTIMAL ?

Dr. LALA MURAD E., MUMBAI

SCREENING.HOW MUCH IS EFECTIVE ?

Dr. MISRA SANJEEV. LUCKNOW

TOBACCO BAN-WHERE DOWE STAND ?
. DT. RAO SUBRAMANYESHWAR. HYDERABAD

MANAGEMENTOF NECK-WHAT IS IDEAL ?

Dr. MAZUMDAR, KOLKATA

MICROVASCULAR FREE FLAP.IS IT VIABLE OPTION IN

INDIA ?

Dr. GOPINATH K S, BANGALORE

BUSINESS MEETING GBM of IASO

Dr. PANDA K.

GENERAL BODY MEETING OF IASO

J, IASO HALL

FREE PAPER SESSION

DT.PANDAK. CUTTUCK
- Dr. KARWASRA, R K, Rohtak

OUR EXPEBIENCE WITH ADRENOCORTICAL TUMOUBS
- DT. VERMA RAVINDER KUMAR, DT.VIVEK AGARWAL

STUDY OF COMPARISION OF VARIOUS PROCEDURES
IN MALIGNANT OBSTRUCTIVE JAUNDICE
- Dr. DAVE R.|., Dr. R. A. TANKSHALI,
- Dr. H. K. SHUKLA, Dr. DARSHAN BHANSHALI,
- Dr. SHAILESH PATEL, Ahmedabad

SEROLOGICAL ASSAY OF CA242,CA 125,CA 15.3

AND CA.19-9 IN MALIGNANT DISORDEB OF
GASTROI NTESTI NALTRACT.
- Dr. GURUBACHAN, Dr. V S. SHUKLA

MORBIDITY AFTER MASTECTOMY
- Dr. VENKAT G, Dr. R. KHANNA,
Dr. A. K. KHANNA, Varanasi

CANCER OF GINGIVO-BUCCAL COMPLEX : LESSONS
FROM PATTERNS OFSPREAD
- Dr. PATHAK K. A., Dr. V. KHANNA, Dr. V. KABRA,
- Dr. V. D. SANGHVI, Mumbai

02-00 PM-02-20 PM

02-20 PM- 02-40 PM

02-40 PM - 03-00 PM

03-00 PM - 03-20 PM

0-3-20 PM - 03-40 PM

03-40 PM - 04-00 PM

04-00 PM - 05-00 PM

Conveners i ChairPersons i
04-00 PM - 05-00 PM

Moderators :

VENUE I

09-00 AM - 10-30 AM :

Conveners / ChairPersons I Moderators :

09-00 AM - 09-10 AM :

09-10 AM - 09-20 AM I

09-20 AM - 09-30 AM :

09-30 AM - 09-40 AM I
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J /FP 130 lFP05/6 09-50 AM - 1O_00 AM : TUMORNECROSISFACTORSERUM LEVELSTNORAL
CANCER PATIENTS AND THEI R BELATIONSHI PS

yJI?-T,[,U"#"';13y5]5:,:-AN 
N A, D T s KH AN N A,

.Dr. A. K. KHANNA, Dr. H. S. SHUKLA, Varanasi
JIFP/30 lFP05/7 10-O0AM- 10-10AM : AGNORTNPANCREATTCADENOCARCTNOMA

;? tlt?i[',ll]'i1,.['^Xil i'k: ,[T,*! 
r K u MAR

J/FP/30 lFP05 l8 1O-10AM- 10-20AM : LETMYOSARCOMAOFTHESEMINALVESTCLE

;?]'r+f,Hy!,Yl'*Tffi"': 
suNr L KUMAR' Dr ABUN

10-30 AM - 12-30 PM : MDEOSESSTON

conveners / chairpersons / Moderators : Dr. KorHARl KIRAN, Ahmedabad and
Dr Sanjay Sharma, Mumbai

"This issue of the News Letter has been brought out by
Dr.Sanieev Misra from Lucknow. I must thank him for tris
sincere efforts to shoulder the responsibility to publish this
issue on a short notice and arrange the necessary finance as
well."

riariarartrt
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29th September
GBM Agenda

Time 4 pm

Minutes of the last meeting.

Accounts presentation

at Patna ASICON

Report on Panchkula by Dr. R K Karwasra

Plan for the next meeting in Ooty.

Plan for the next meeting-letter of Dr DD patel.

WFSOS-what is next

European J of Surg Oncology-publication in India.
Detroit fellowship-any news

Election-should we have in Natcon?

Election of the vice president and the executive members.
Any other matter with the pemission of the chair
Installation of the the New Executive

.t
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Patna, Bihar 800020

Dr. AiaY VidYarthi
C-13 Gandhi Nagar ColonY

Kanke Road

Ranchi
Bihar 834008



Dr. Alok Majumdar
D-55, Sector-12,
Old Doctor's HostelPGI
Chandigarh 1600.12

Dr. S. M. Chandramohan
46, Medavakkam Tarrk Road,
Kilpauk, Chennai 6000'1 0

Dr. B. D. Chand
35, West Avenue,
Morka Street
Madurai
Chennai62500'l

Dr. T. Gunasagaran
Department of Surgery,
Chennai Medical College
Chennai 600003

Dr. Brig. P. Subhas
Deputy Commandant,
Army Hospital(R&R)
Delhi Cantt. 110010

Dr. l{. Ramesh
Chief Surgeon,
PVS Memorial Hospitat Ltd
Kaloor
Cochin 682017

Dr. V. Agarwal
310 SFS, DDA Flats,
Hauz Khas
Delhi 110016

Dr. tlajeev Agarwal
Dharrnshila Cancer Hospital
Dharamshila Marg,
Vasundhara Enclave
Delhi110096

Dr. Arun Kumar Goel
BD-84, Vishakha Enclave.
Pitam Pura,
Delhi 110034

Dr. A. K. Dewan
115, C-13, Sector llt,
Rohini
Delhi 110085

Dr. J. M. Bhatavedkar
Div. of Molecular Endocrinology,
Gujariart Cancer & Research lnstitute
Ahmedabad, G ujarat 3BO0.l 6

Dr. Somesh Chandra
No.1 RMO Quarters, GCRi,
Civil HospitalCampus
Ahmedabad
Gujarat 380016

Dr. Rajendra.l. Dave
Radhaswami Nursing Home,
16-4 Mahadev Nagar Society,
Stadium Road
Ahmedabad, Gujarat 38001 4

Dr. Jignesh V. Goswami
3, R.M.O. Quarters, Cancer Hospital,
NCH Compound
Ahmedabad
Gujarat 380016

Dr. Darshan R. Bhansali
19, Kailash Society
Opp. Ashwamegh Bungalows
132 Ft. Ring Road, Sateilite
Ahmedabad
Gujarat 380015

Dr. Pawan Gupta
16, Docto/s Hostel GCRI,
NCH Campus Asanrua
Ahmedabad
Gujarat 380016

Dr. Roopesh Pankajbhai Mody

D-203, Shatrunjaya Towers
B/H, Ashwamegh Bungalows
New Ring Road, Satellite
Ahmedabad,
Gujarat 380015

Dr. Rohit V. Nayyar
48, ProfessorQuarters
New Civil Hospital, Asaruva
Ahmedabad
Gujarat 380016

Dr. Shailesh S. Patel
223, Mukhivas Jahangir Pura
Opp. New Civil Hospital, Asarwa
Ahmedabad
Gujarat 380016

Dr. MukulV. Trivedi
D-5, KiftiApartment
Opp. Civil Hospital GateNo.2,
Asaruya

Ahmedabad, Gujarat 38001 6

Dr. Tarang Pate!
Shrey Hospital & Research Centre
Stadium Centre, Punjabi Hall Lane,
Navrangpura
Ahmedabad, G ujarat 380009

Dr. Umang M. Desai
HASH, Plot 1219/C,
Near Ghogha Circle
Bhavnagar, G ujarat 36400 l

Dr. P. H. Trivedi
Trivedi Polyclinic,
Janata Super Market
Mahensana
Gujarat 384001

Dr. J. P. Doshi
Modern Clinic, Aloukik Buitding,
1 st Floor, Near Chaudhary H School,
Kasturba Road
Raikot
Gujarat 360001

Dr. Kiran C. Kothari
27, Amar Society,
Near Bal Vatika Mani Nagar
Ahmedabad
Gujrat 380008

Dr. Jagdish Kothari
Astha Onsurgical CIinic,
A-25, Pariseema Complex,
Near Lal Bunglow,
Char Rasta. R.G. Road
Ahmedabad, Guj rat 380006

Dr. B. B. Maharaja
Yash Oncosurgical Clinic,
C-2,4th FIoor,
Ankur Comercial Centre,
Near Ankur Bus stand, Naranpura
Ahmedabad
Gujrat 380013

Dr. Devendra D. Patel
Gujarat Cancer & Res. lnst.,
New Civil Hospitat Compound, saruua
Ahmedabad, Gujrat 38001 6

Dr. Kaustubh D. Patel
Astha Oncological Clinic, A-25,
Pariseema Complex,
Near Lal Bunglow
Char Rasta, C.G. Road
Ahmedabad, G ujrat 380006
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Dr. T. H. Patel
50 1322,Sa rawati Naga r,

132 Feet Bing Road, Vastrapur,
PO Ambawadi
Ahmedabad
Gujrat 380015

Dr. Mahesh Harjibhai Patet
C-20, Shakti Dhara Society,
lndia Colony, Bapunagar
Ahmedabad
Gujrat

Dr. Jayesh Jashubhai patel
37, Shyamal Raw House,
38 Satellite Road
Ahmedabad
Gujrert 3800'15

Dr. Jayesh A. Prajapati
1 /F, Karnavati Hospital,
Opp. Town Hall, Etlisbridge
Ahmedabad
Gujrert 380006

Dr. Ashok M. Patel
1, Paritosh Appartment,
Opp. PallaviFlats,
Near Vijay restau rant, Navrangpura
Ahmedabad
Gujrat 380009

Dr. K. C. Shah
The Gujarat Cancer & Res. lnstitute,
MP Shah Cancer HospitalAsarva
Ahmedabad
Gujrat 380052

Dr. Shakuntala Viren Shah
S. P. SurgicalNursing Home,
Usmanmpura 5.
LaxmiNarayan Society
Ahmedabad
Gujrat 380013

Dr. H. KishorechandraShukla
7-AgganrualChambers,
NearTownHall
Ahmedabad
Gujrat380006

Dr. R. B. Toprani
402, Chintamani Apartments,
22-Jainsociety, Ellis Brid ge
Ahmedabad, Gujrat 380006

Dr. Rajen Arun K. Tankshali
BB, Goyal Park, Row House,
Premchendnagar Road, Vastrapur
Ahmedabad
Gujrat380015

Dr. Ketan Annantral Trivedi
21 1, Yashnidhi Appartments,
Sa raswati Society, Pald i

Ahmedabad
Gujrat 380007

Dr. Deepak Seth
A-1, Krishna Apartment,
Savak Nagar, Race Course
Baroda
Gujrat 390007

Dr. P. B. Vaghaji
Risala Bazar
Deesa
Gujrat385525

Dr. R. D. Sharma
25-C, Govt. Quafiers
Gandhi
Gujrat'180004

Dr. ParmalB. Lad
Yesha Onco Surgical Care,
Aditya Complex, 2nd FIoot
Near Telep hone Exchan ge Fuwa ra
Navsari

Gujrat

Dr. Jayesh R. Shah
Anand Hospital.
1/568-B PorMohallo,
Athugar Street, Timaliyawad
Nanpura, Opp. SBt
Surat,
Gujrat395001

Dr. R. M. Manolkar
5A, Railway Off icer's Colony,
Pratap Nagar
Vadodara
Gujrat390004

Dr. U.G. Mistry
Shobha, Sarvodya Hospital,
Raghuweer Nagar, Tithal Road,
Valsad, Gujrat396001

Dr. R. L. Jain
2539, Sector 1

Rohtak
Haryana 124001

Dr. Rajendra Karwasra
PGIMS
Rohtak, Haryana 124001

Dr. NisarAhmad
Post Box - 930,
GPO Srinagar
Kashmir190001

Dr. M. P. Vaidya
147-A,A/D Block,
Gandhi Nagar
Jammu
J&K 1 80004

Dr. Navin C. Raina
11, MohinderNagar
Jammu(Tawi)
J&K 1 80001

Dr. NisarAhmad
Post Box - 930,
GPO Srinagar
Kashmir190001

Dr. Deo R. P.

Pooja CancerCare, No.41 ,

AJ Chamber, RV Road,
Opp. Vijaya Coltege.
Baswangudi
Bangalore
Karnataka560004

Dr. K. S. Gopinath
Bangalore Cancer Hospital,
44-4512, Rala Ram Mohan Roy Ext.
Bangalore
Karnataka560027

Dr. K. C. Janardhan
10, CJD'Souza Road,
NearCash Pharmacy
Bangalore
Karnataka560025

Dr. K. V. Veerendra Kumar
Dept. of Surgery
Kidwai Memorial lnst. of Oncology,
Dr. MH Marigowda Road
Bangalore, Karnataka 560095
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Dr. P. S. Prabhakaran
Deptt. of Surgicat Oncology,
KidwaiMemorial lnst. of Oncology,
HosurRoad
Bangalore
Karnataka560029

Dr. RaiA. Raghavan
Div. Of Oncology, Manipal Hospitat,
98, Rustam Bagh, Airport Road
Bangalore
Karnataka560017

Dr. M. MuniReddy
No. 162, 4th Cross, Vl Block,
Koramangala

Bangalore
Karnataka560095

Dr. M. Chandra Shekhar
KidwaiMemorial lnst. Of Oncology,
HosurRoad
Bangalore
Karnataka

Dr. B. S. Srinath
Managing Director,
Bangalore lnstitute of Oncology,
Raja Ram Mohan RaiExt.
Bangalore
Karnataka560027

Dr. RammohanTiwari
Bangalore lnst. Of Oncology,
Raja Rammohan Roy Eynt.
Qff. Lalbaug Doubte Road
Bangalore
Karnataka560027

Dr. M.Vijayakumar
Dept. of Surgery
KidwaiMem. lnst. Of Oncology,
HosurRoad
Bangalore
Karnatakas6o02g

Dr. P. L. Kariholu
Dept. of Surgery
B.M. Patil Medical Coltege
Bijapur
Karnataka586103

Dr. J. P.Sharma
Lal Maternity & Gen. Hospital,
RailwayWorkshop Road
Yamuna
Haryana 1 35001

Dr. Sajjan Nagappa Bhimappa
ManvadiColony,

Old P.O. Road
Chitra, Karnataka

Dr. S. P. Shankrappanavar
Mamta clinic, Ashwini Nagar,
P. B. Road, Haveri
Darwar
Karnataka581110

Dr. Ravindra Kalghatgi
SurgicalClinic,
NearCentral Telegraph Office,
Chitguppi Park, pinto Road
Hubli
Karnataka5B0020

Dr. BasavarajR. patil
PatilNursing Home,
Vidyanagar
Hubli
Karnataka580021

Dr. Jacob Kurien
Prof. & Head
Dept. of Su rgical Oncology,
Kastu rba Medical College
Manipal
Karnataka576119

Dr. Mohd. Aztar
Deptt. of Surgery,
SKlMSSaura
Srinagar
J&K 1 90001

Dr. EdwardG Beryison
Surgeon, Getwell Hospital
Thirunelvel
Kerala

Dr. Dhananjaya Sharma
P-10, MedicatCampus
Jabalpur
M.P.482003

Dr. Manojpandey
Assistant Professor
Beg ional Cancer Centre,
Div. Of Su rgical Oncology,
Medicalcollege
Thiruvanthapuram
Kerala69501t

Dr. Thomas Varghese
Kaithapathatic,
Keekoz Hoor, Ranny
Kerala 689672

Dr. ArunAgarwal
3/3 South Tuko Ganj
lndore
M. P. 452001

Dr. Surender Kumar Saxena
E-1 00/39, Shivaji Nagar
Bhopal
M.P.462016

Dr. DilipK.Acharya
Consultant Surgeon
Dr. BhandariMarg
lndore
M.P.452003

Dr. Rajesh Gujarati
102, Alankar point,

Gita Bhawan Square, AB Road
lndore
M.P.

Dr. Piyush Kumar Shrivastava
Life line MedicalCentre, Dhekha
Rewa
M.P.486001

Dr. M. U. Saikh
46, Dewas Road
Ujjain, M.P.450010

Dr. GovindSharma
Pushpa Mission Hospital
Ujjain, M.P.456010

Dr. S. S. Nayyar
Bansidhar Singhal Cancer Detectron
Centre,

Opp. St. Raphetschoot,
Robert Nursing Home
lndore, M.P.452462

tr!IartItla-

251Dec.2001/ IASO

v

I

I



4

t

Dr. Sindhumadhav pujari
Shree Hospital Extension Area
Miraj
Maharashtra 416410

Dr. C. p.Tiwari
D1, Raflan Kothi
lndore
M.P.

Dr. DigpalDharkar
Choithram Hospital& Res. Centre,
ManikBagh Road
lndore
M.P.

Dr. D. U. pathak
JDA14/307,
Neart(rishi UpajMandi
Jabalpur
M.P.482002

Dr. SanatKumarMohanty
Begional Hospital Kurasia,
SECL, ChirimiriArea,
P.OGodripara

Sarguja
M.P.4975ss

Dr. Ravindra. B. Kute
Sai Surgical Nursing liome,
ShivajiRoad, 10398
Shrirampur
M.S.413709

Dr. Aruna Chandrasekharan
23, Rukmanistreet,
Kalashetra Colony, Besant Nagar
Chennai
Madras600090

Dr. C. Flaman
Flat No. 8 Kavsikam,
2/3, Unnamalai Street, T Nagar
Chennai
Madras 600017

Dr. N.Rangabasyam
Sree Ramana Surgical Clinic,
38, Venkata Narayan Road
Chennai
Madras 600017
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Dr. U. V.Takalkar
KodlikerHospitat, 8, Manjeet Nagar,
Opp. Akashwani, Jalna Road
Aurangabad
Maharashtra 431005

Dr. S. S. Date
Sahawas, 34, Samratnagar,
JamunagiriRoad
Dhule
Maharashtra 424001

Dr. Sharad Desai
Sushrut Hospital, Near Hotel Arafa
Miral
Maharashtra 416410

Dr. Rajesh Badhwar
No. B,2nd Floor, Vishnu Sadan,
BhandajiRoad, Matunga
Mumbai
Maharashtra 400019

Dr. Vijay Haribhakti
JaslokHospital, G. Deshmukh Marg
Mumbai
Maharashtra 400026

Dr. Shirish K. Bhansali
81, Valentina, N Gameda Road
Mumbai
Maharashtra 400026

Dr. Mohd. tqbalAhmed
Deptt. of Surgery
RegionalCancerCentre
Thiruvananthapuram
Kerala695011

Dr. S. K. Shukta
1/'10, Newpatasia,
NearPostOffice
lndore
M.P 452001

Dr. T. R. Bathana
B-'lB, CusrowBagh,
Shahid Bhagat Singh Road
Mumbai
Maharashtra 400039

Dr. A. V. Bavdekar
Girikunj,504, CLO Road Mahtm
Mumbai
Maharashtra 400039

Dr. Arun Behl
Classified Spec. Surgery& Oncotr
Officer-in-charge,
Malignant Disease Treat. Centr
INHSASVtNt, Cotaba
Mumbai
Maharashtra 400005

Dr. H. S. Bhanushali
Dr. Bhanushali Hospital, Kaushal
Shivajipath, Thane
Mumbai, Maharashtra 40060.1

Dr. H. M. C. Bhathena
3 Peny Cross Road, Bandra
Mumbai
Maharashtra 4000S0

Dr. L. J. D,Souza
De Sa's Hospital Buildin g
15, Dadyseth Road, Chowpatty,
Mumbai
Maharashtra 4OOOO7

Dr. PrafulDesai
Tata Memorial Hospital,
D_r. Earnest Borges Marg, parel
Mumbai
Maharashtra 4OOO12

Dr. R. K. Deshpande
Tata Memorial Hospital,
Dr. E Borges Road, parel
Mumbai
Maharashtra 4OOO|2

Dr. H. G. Doctor
113, Valkeshwar Road,
DausiSadan
Mumbai
Maharashtra

Dr. Sanjay Balwant Dudhat
402, Rohini-'A,Wing,
Apna Ghar Unit,
5, SwamiSamarth Nagar, Andheri (
Mumbai
Maharashtra 4000S3

Dr. A. R. Fakih
Head & Neck Service,
Tata Memorial Hospital,
Dr. Earnest Borges Road, parel
Mumbai
Maharashtra 4OAO1Z
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Dr. Bernard Fanthome
lNHSAsivini, Colaba
Mumbai
Maharashtra 400005

Dr. Ashok. KGupta
Flat No. 16,2nd Floor,
Laud Mansion,2l M Karve Road,
Opp. Charni Boad Station
Mumbai
Maharashtra 40OO04

Dr. Premashish J. Halder
30, Skyscraper
1 5th F:loor, Mumbai Central
Mumbai
Maharashtra400O0B

Dr. P.Jagannath
Tata Memorial Hospital,
Dr. Earnest Borges Marg, parel
Mumbai
Maharashtra 4OOO1Z

Dr. M. R. Kamat
Jaslok Hospital & Research Centre,
15 Dr. G. Deshmukh Marg
Mumbai
Maharashtra 4OOOS2

Dr. N. H. Kavarana
Tata Memorial Hospital,
Dr. Earnest Borges Marg, parel

Mumbai
Maharashtra 4OOO12

Dr. S. P. Kharey
AASFIIRWAD
31 3/32/1 Khun-Khunji Road,
Nearfire Station
Luckrrow-226002
U.P.

Dr. P. T. Marfatia
67, Milan,87, Taradeo Road
Mumbai
Maharashtra 400094

Dr. A. R. Mehta
Head. Deptof Oncology,
Dr. B. NanavatiHospital, Ville parle
Mumbai
Maharashtra400056

Dr. SamirMehta
Medicare Clinic, Ground Floor,
Matru Mandir, Opp.Bhatia Hospitat
Mumbai, Maharashtra 400073

Dr. B. H. Minochaher
Tata Memorial Hospital,
Dr. EarnestBorges Marg, parel
Mumbai, Maharashtra 4OOO1 2

Dr. l. N. Mitra
Tata Memorial Hospital,
Dr. Earnest Borges Marg, parel
Mumbai
Maharashtra 4OOO1Z

Dr. T. R. Motwani
B-4 Sterling Apafiments,
9, Deshmukh Road
Mumbai
Maharashtra

Dr. S.A.Pradhan
Head & Neck Cancer,
Tata Memorial Hosp., parel
Mumbai
Maharashtra 400012

Dr. R. S. Rao
Bhatia Hospital, Tadio Road
Mumbai
Maharashtra 4OOOO7

Dr. V. D. Sanghvi
Tata Memorial Hospital,
Dr. E. Borges Marg, parel
Mumbai
Maharashtra 4OOO12

Dr. Mahesh G. Kriplani
Kriplani Hospitat, 2 1't, Jaripatka
Nagpur
Maharashtra 440014

Dr. (Mrs) M. J. Mehta
16 B-1 Dr. Ambedkar Road
Pune
Maharashtra 411001

Dr. D. N. Savant
Triveni Hospital,
220, Veer Sawarkar Marg,
NearHinduja Hospital
Mumbai, Maharashtra 40001 6

Dr. SanjaySharma
Consultant Surgeon
Tata Memorial Hospital,
Dr. E. Borges Marg, parel
Mumbai, Maharashtra 4000gg

Dr. Col. V. P. Singh
Oncology Centre, tNHS ASVtNt.
Colaba, Mumbai
Maharashtra 400005

Dr. J. N. Suraya
'l 9, Leela G riha, SirVithaldas Nagar,
Santacruz (W)
Mumbai, Maharashtra 400054

Dr. H. Balkrishna Tangaonkar
Tata Memorial Hospital,
Dr. E. Borges Marg, parel
Mumbai
Maharashtra 4OAO12

Dr. AnilD'cruz
Head & Neck Surgeon
Room No.26
Tata Memorial Hospital, parel
Mumbai
Maharashtra 4OOO1Z

Dr. Rehan A. Kazi
Bridge-view, 1 0th Floor
16 Hansraj Lane, Byculta
Mumbai
Maharashtra 4OOO27

Dr. Deepak Mukund parikh
Tata Memorial Hospital,
Dept. of Surgery
Dr. E. Borges Marg, parel
Mumbai
Maharashtra 4OOO1Z

Dr. J.J.Vyas
7ArB, Riddhi Aparlments, 7th Floor,
SewariScheme. Road No. 10
Wadala
Mumbai
Maharashtra

Dr. Subodh Thakurdas Gupta
Kalptaru Nursing Home,
Main Road, Pratap Nagar
Nagpur
Maharashtra 44OOZZ
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Dr. Mahesh G. Kriplani
Kriplani Hospital,211 , Jaripatka
Nagpur, Maharashtra 44001 4

Dr. Prabhat B. Nichkaode
71 , Old SubhedarLayout
Nagpur, Maharashtra

Dr. Varsha Sagdeo
1 3, NargundkarLayout,
KamlaRoad
Nagpur, Maharashtra 44001 5

Dr. Ramesh Kulkarni
Uddhav Mamorial Hospital,
Adgaon, Nasik
Maharashtra 422003

Dr. M.J.Joshi
JanardanSadan,
1194/23 Ghole Road
Pune
Maharashtra 411005

Dr. H. G. Mukhopadhyay
Dy. Commandent
Command Hospital
Alipore
Kolkata

Dr. VSM Lt. Col. Sanjay Kapoor
MTDC, Command Hospital (SC)

Pune
Maharashtra 411040

Dr. Pradeep P. Sharma
6&7, Pramila Apartments
93SahaneySujanPark, Lullanagar
Pune
Maharashtra 411040

Dr. Sharan Choudhri
Associate Prof. of Surgery,
Deptt. of Surgery, AFMC
Pune
Maharashtra 411040

Dr. G. P. Christian
Command Hospital(SC)
Pune
Maharashtra 41104O

Dr. Col. Anand K. Chaturvedi
Militry Hospital, Kirkee
Pune, Maharashtra 411 020

Dr. S. G. Deshpande
B 301 , Gera Park,

1 5 Boat Club Road

Pune
Maharashtra

Dr. Nayan KumarMohanty
D-l l/87, West Kidwai Nagar
New Delhi '11 0023

Dr. Suresh J. Bhonsale
Lecture of Surgery,
Krishna Hospital & MRC, Karad

Satara
Maharashtra 415110

Dr. Pandurang G. Chougle
Associate Prof. of Surgery,

Head of Oncology Unit,

Krishna Hospital& MRC, Karad,

Satara
Maharashtra 415110

Dr. Raju B. Uttamani
Shraddha General Hospital,

VishalMarriage Hall,

1 st Floor Near Nehru Chowk

Ulhasnagar
Maharashtra 421003

Dr. BhausahebBakane
Vill. Nandora, Sewa Gram
Wardha
Maharashtra

Dr. Bhakta Man Shrestha
B.P. Koirala Mem. CancerHospital
Bhaktapur
Chitwan

Nepal

Dr. A. K.Sharma
Annapurna Nursing Home,

BagBazar, PO Box No.2073
Kathmandu, Nepal

Dr. Pramod Lal Das
GaurWard No.8, Ratahat

Narayani, Nepal

Dr. SanleevAgarwal
All lndia lnst. of MedicalSciences
New Delhi

Dr. ShefaliAgarwal
lnterconti nental Consultants &

Technocrafts Pvt. Ltd.
A-11, Green Park

New Delhi '110016

Dr. (Mrs)AmbikaAnand
Deptt. of Surgery
Lady Harding Medical College
New Delhi '110002

Dr. K.A. Pathak
Associate Professor
Head & Neck Services
Tata Memorial Hospital

Dr. ErnestBorges Marg

Parel, Mumbai
Maharasthra400012

Dr. V.J.Anand
Deptt. of Surgery,
Maulana Azad Medical College
New Delhi 110002

Dr. Rajan Arora
F. No. 3 Pocket 6, Block E,

MIG Flat, DDAColony,
RohiniSector 15

New Delhi 110001

Dr. P. N. Agarwal
Pocket B-6/35,
SectorT Rohini

New Delhi 110085

Dr. Sandeep Agarwala
S-97, Greater Kailesh-l I

New Delhi 110048

Dr. V. P. Sharma
Flat No. 3009, Pocket-3,
Sector-D Vasant Kunj

New Delhi 11 0070

Dr. M. Bajpai
Additional Professor
Dept. of Paediatric Surgery Al I MS,

AnsariNagar
New Delhi110029

Dr. AlokNath Sinha
D-ll/31 , East Kidwai Nagar
New Delhi 110023
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Dr. ShajiThomas
C44, ShivatikCotony,
MalviyaNagar
NewDethiilOOiT

Dr. S. V. Suryanarayana Deo
Asstt. prof. of Surgery,
SurgicalOncotogy,
IRCH,AIIMS

New Dethi 110029

Dr. ManomoyGanguly
ArmyHospital
(Research and Referral)
New Dethi 110010

Dr. Si. C. Jha
G-2, Gaurav Aparlments,
Saket
NewDethillOOIT

Dr. RaviKant
D 11,68 Kaka Nagar
NewDethi110003

Dr. B. M. L. Kapur
C-394, DefenceColony
NewDelhillOOZ4

Dr. A. K. Kriptani
Apollo Hospitats,
Sarita Vihar
NewDethillOA44

Dr. Arvind Kumar
E-79, AnsariNagar
NewDethi110029

Dr. K. panda
273/A, Kesarpur
Cuttack
Orissa755001

Dr. M. C. Misra
Departmentof Surgery
AllMS, AnsariNagar
NewDethi't10029

Dr. RamNiwasMittal
F -25/97,Sector 7, Roh inl,
NearAyodhya Chowk
New Dethi 110085

Dr. K. K. pandey
Chief of Surgical Oncology,
Rajiv Gandhi Cancer lnstitute &
Res. Centre,
SectorV, Rohini
NewDethillOOB5

Dr. Ramesh Sarin
Dept. of Su rgical Oncotogy,
I nd raprastha Apollo Hospital,
Sarita Vihar, Mathura Road
NewDethillOO44

Dr. Bina Ravi
D-ll-68, KakaNagar
NewDethi't10003

Dr. S. K. Sarkar
SectorB/9, Flat No. 6372,
VasantKunj
New Dethi 110030

Dr. N. K. Shukla
Dept. of SurgicalOncology, IRCH,
AIIMS
NewDethi 1.10029

Dr. Anurag Srivastava
Dept. of Surgery AilMS,
AnsariNagar
New Delhi 110029

Dr. L. S. Vohra
AMC Army Hospitat (R&R),
RaoTulaRamMarg
NewDethiliOOl0

Dr. M. C. Dandapat
Dandapat Mahal, Bhabha Nagar
Berhampur
Orissa760004

Dr. N. C. padhi
RamligamTankRoad
Berhampur
Orissa 760002

Dr. Saroja KumarSethi
Kantila, Nuabazar
Cuttack
Orissa753004

Dr. P. N. pandit
Senior Specialist Surgery,
Buraini Hospital,
PO. Box-8, pC512
Buraini, Oman

Dr. Sibaprashad pattanayak
Ananta Nagar, At. Berhampur
Gangam
Orissa760005

Dr. A. p. Sahu
Anupama Nivas, Friends Colony,
Goilundi, Berhampur
Orissa760004

Dr. P. K. Das
C -2-002, Kedargou ri Apaft ment,
BhubaneshwarOld Town, Lewis Road,
Bhubaneshwar
Orissa 751002

Prof. Lalit Mohan Mukherjee
NA-504, Neelachakra Apartment
Bhubaneswar
Orissa 751006

Dr. B. S. Sidhu
2-A, Phase V BeautyAvenue
Amritsar
Punjab 14300.1

Dr. Gurpreet Singh
52, Sectorl6
Chandigarh
Punjab

Dr. Padmalaya Devi
BalrampurHouse,
Burdwan Compound, Station Road
Cuttack
Orissa753003

Dr. B. C. Mishra
Mishra Surgery, Medical Road,
Hanihat
Cuttack
Orissa7530O7

Dr. Prabhata Kumar panigrahi
C/o. Subudhipanigrahi, Main RoiO,
AVPOChatrapur
Gangam
Orissa 76't 020

Dr. Anil Kumarpatra
C/o. Mrs. D.patraD/21,
RECCampus
Rourkela
Orissa 769008
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Dr. Rasananda Mangual
3R/8, Doctor's Colony,
M.K.C.G. Medical College,
At-Berhampur,
Dist. Ganjam
Orissa760004

Dr. N. M. Gupta
Deptt. of Surgery
PGIMER
Chandigarh
Punjab 1 60023

Dr. Daljeet Singh
C/o Prof. &JS BlRDl, 1 793 Phase Il,
Pakhowal Road, Ludhiana
Punjab 141 002

Dr.AmreekSingh
14F, Shaheed BhagatSingh Nagar,
Pakhowal, Ludhiana
Punjab 141 002

Dr. Ravi Kant Arora
C/o. Mr. Dr. Sudhaker,
B-111041-Civil Lines,
DandiSwamiChock
Ludhiana
Punjab 141001

Dr. SatishJain
661 -8, AggarNagar
Ludhiana
Punjab 141009

Dr. R. K.Sharma
531 /7 32, Patel Nagar; Civil Lines
Ludhiana
Punjab 141001

Dr. J. C. Baid
WTC-R, JLN Medical College
Ajmer
Rajasthan305001

Dr. SaradJain
JLN Hospital & Medical College
Ajmer
Rajasthan

Dr. SunilKumarSingh
Dept. of Surgery
Christian Med. College & Hospital
Ludhiana
Punjab.14100B
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Dr. D. N. Bhardwaj
TC Medical College Campus
Patiala
Punjab

Dr. Brijesh Mathur
Departmentof Surgery,
JLN MedicalCollege & Hospital
Ajmer
Rajasthan

Dr. Snehlata Mishra
Rudrakcha2/1X,
MahacvirCircle Ganj,
Ajmer
Rajasthan305001

Dr. Jagdish Agarwal
ShriRam Nursing Home
190/4, Gandhinagar
Chittoragarh
Rajasthan 3'1200'1

Dr. (Mrs) Navratan
B-44, Station Road
Jaipur
Rajasthan

Dr. A. D. Purohit
34/61, HIG Kiranpath
Jaipur
Rajasthan30390

Dr. Mrs. Navaratan Bafna
B-44, Opp. Zanana Hospital,
Station Road
Jaipur
Rajasthan

Dr. AnilK.Gupta
A-71 9A, Shiv Marg, Malviya Nagar
Jaipur
Rajasthan 302017

Dr. RajGovindSharma
Dept. of Surgery, BirlaCancerCentre,

SMS MedicalCollege & Hospital
Jaipur
Rajasthan302004

Dr. Naresh KumarSoni
H.N. 515, BordiKa Rasta,
Kishan Pole Bazar
Jaipur, Rajasthan 302003

Dr. P. K. Wanchoo
26, Uniara Garden
Jaipur
Rajasthan302004

Dr. G. K. Lohra
Div. RailwayHospital
Jodhpur
Rajasthan

Dr. Brijendra Kumar Mathur
B-23 Sector llA
Khetrnagar
Rajasthan 333504

Dr. K. C. Bafna
Medical Director,

JodhpurHos. & Med. Res. Centre
Jodhpur
Rajasthan

Dr. Kapoor Chand Choudhary
C-1 SunnyDaspaHouse,
Old LOCO Road

Jodhpur
Rajasthan342001

Dr. JalajBaxi
5-Fatehpu ra, Polog rounds
Udaipur
Flajasthan 313004

Dr. l. M. S. Narula
RNT MedicalCollege
Udaipur
Rajasthan313004

Dr. DevinderC. Merwaha
Departmentof Surgery,
lndira Gandhi Medical College
Shimla 171001

Dr. Opneja Krishn
Shakuntla Nursing Home,
SukhariaNagar
Srinagar335001

Dr. E. Hemant Raj
Flat No.3A,4th Main Boad Gadhnagar,

Adiyar

Chennai

Tamil Nadu 600020



,

Dr. R. Rajaraman
Apollo Cancer Hospitals,
302, Mount Road
Chennai
TamitNadu600035

Dr. R. Kutty
Visvesarayya Road j, K.K. pundur
Coimbatore
TamitNadu 64.tO3B

Dr. S. R. Krishnamurty
Sree Lavnya Hospital,
Hi-Tech Cancer, 5, Kongu Nagar,
Kalveerampalayam, e. U. poit
Coimbatore
TamitNadu 641046

Dr. S. Sadasivam
41, Kongu Nagar,
Bamnathpuram, Coimbatore
TamilNadu 614045

Dr. A. Suresh Venkatachlam
58, SLVNagar, Sutur
Coimbatur
TamilNadu 641402

Dr. S. K. Bhatnagar
F-2314, Rajajipuram
Lucknow
u.P226017

Dr. B. K. C. Mohan prasad
32, West Avani Moola Street
Maduri
TamilNadu 625001

Dr. R. Elango
Raja Hospitat, Satem Main Road,
Bommidi, Dharampuri
TamiiNadu 635301

Dr. V. Varadarajan
VVR Hospitat,6th Cross Street,
Arulanhnda Nagar
Thanjavur, TamilNadu

Dr. F. S. Venugopalan
1, Firststreet, VOC Nagar
Thanjavur
TamilNadu613007

Dr. A.Zameerpasha
Shahnawaz Nursing Home, A_20,
Mian Road, Thillainaoar
Trichy
TamilNadu 613018

Dr. K. S. Ramalingam
6, EastSt. Chidambara Nagar
Tuticorin
TamitNadu 628008

Dr. V. B. Bhatnagar
R-21 Medical College Campus
Meerut
U. P.

Dr. Arun Chaturvedi
Dept. of Surgical Oncotogy,
KG's MedicalCollege
Lucknow
u. P. 226003

Dr. Depakendu Mitra
ASHROY 128 HtG, ADA Cotony
Allahabad
u.P.211001

Dr. Surajit Bhattacharya
Capitat Diagnostics,
M2 MiniPtaza
Gole Market, Mahanagar
Lucknow
u. P.226006

Dr. D. P. Chaturvedi
27, Saket, New CivilLines
Moradabad
u. P. 244001

Dr. D. K. Mittat
Departmentof Surgery
GSVM MedicalCollege
Kanpur
U. P.

Dr. N. C. Misra
122,Faizabad Road
Near lndira Bridge
Lucknow
u.P. 2260A7

Dr. AnilKumarAgarwal
16/36, D MotitatNehru Road
Agra
u.P.282003

Dr. C. K. Gupta
4/17-A, Bagh Farzana, CivilLines
Agra
u.P.282002

Dr. Sanjeev Misra
Deparlment of Surgical Oncology
KG MedicatCollege
Lucknow
u. P.226003

Dr. ManojSharma
502, Kanchanjunga
Koushambi,
Ghaziabad
u.P.201010

Dr. PuneetAgarwal
AganrualNursing Home
Adarsh Nagar Kheria Crossing
Agra
u.P.282001

Dr. SandeepAgarwal
Assistant professor
Pediatric Surgeryl i 1 88 Dethi Gate
Agra
U.P.

Dr. l. P. Elhence
Sarkar's Nursing Home,
DelhiGate
Agra
u.P. 282002

Dr. ShabbarMohammad
Fatima Hospital, p.O. Akbarpur,
AmbedkarNagar
Akbarpur, U.p.222122

Dr. Narendra Kumar Keswani
Prof. of Surgery
M_LN Medical Coltege, SFtN Hospitat
Allahabad
U.P.

Dr. N. K. Mehdirttah
Dept. of Surgery
M.L.N. MedicalCoileqe
Allahabad
u.P.211001

Dr. SanjayGupta
C/o. ShriRam Krishna Gupta,
121-AChaubey
Badaun, U.p.243601

Dr. P. K.Agarwal
117 /K/51 Sarvodaya Nagar
Kanpur
u.P. 208025
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Dr. Rajesh KumarAgarwal
3ll5, Vishnupuri
Kanpur
u.P. 208002

Dr. Kundan Kumar
C/o. Dr. H. S. Shukla
Dept.of Surgery, B. H. U.
Banaras
U.P.

Dr. N. Kumar
C-36, MedicalCollege
Aligarh
U.P.

Dr. G. N. Shukla
Dept. of surgery,
MedicalCollege & SSG hospitat
Baroda
Gujrat390001

Dr. VijayBahadur
S/o. Shri Shyama Prasad,
Vil. & PO NarkatahaTown, Banaras
Basti
U.P.

Dr. PrafullKumarArya
Dept. of Surgery,
Himalayan lnst. of Med. Sciences,
Jolly Grant, Dehradun
u.P.248140

Dr. ManojKumarGupta
MK Surgical Clinic & Nursing Home.
B, Convent Road, Dehradun
u.P.248001

Dr.Arun Gupta
Departmentof Surgery,
Himalayan lnst. Of Med. Sciences,
JollyGrant, Dehradun
u.P.248140

Dr. S. N.Gupta
llnd Floor, Handloom Haveli,
ChuniGanjCrossing
Kanpur
U.P.

Dr. SunilSaini
Asstt. Prof . of wncology,
Dept. of Surgery Himalayan lnst. Of
Med. Sciences,
Jolly Grant, Dehradun
u.P.248140
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Dr. Chedi LalGupta
514, Malviya Nagar
Gonda
u.P.271001

Dr. R. P.Jina
Dept. of Surgery
BRD MedicalCollege
Gorakhpur
U.P.

Dr. P. C. Sharma
Ganga Niwas, KohliColony, Kusum
Khera
Haldwani
U.P.

Dr. Rajeev Sinha
Dept. of Surgery
MLB MedicalCollege
Jhansi
u.P.284128

Dr. NeetaSharma
A-720,ShivajiNaga1
KanpurRoad
Jhansi
U.P.

Dr. V. S. Rajput
117 /H-1 121 2,Pandu Nagar
Kanpur
u.P.208 005

Dr. C. M. Singhal
KanpurMedicalCentre,
LajpatNagar
Kanpur
U.P.

Dr. V.S.Tiwari
Dept. of Surgery
GSVM MedicalCollege
Kanpur
U.P.

Dr. GauravAgarwal
Assistant Professor,
Deptt. df Endocrine Surgery
SGPG I I MS, Raebareli Road
Lucknow
u.P.226014

Dr. NirajDwivedi
BalrampurHospital
Lucknow, U.P.226018

Dr. T. C. Goel
B 21 1 9,Sector F, Janakipuram
Lucknow
u.P.226021

Dr. Anurag K. Kasera
7510Kadamtar
Mirzapur
u.P.231 001

Dr. M.S.D.Jaiswal
Dept. of Surgery,
KG MedicalCollege
Lucknow
u.P.226 003

Dr. Rama Kant
WTC-R, Dept.of Surgery,
KG MedicalCollege
Lucknow
u.P.226 003

Dr. Sandeep Kumar
Dept. of Surgery,
KG MedicalCollege
Lucknow
u.P.226 003

Dr. S. N. Kureel
Dept. of Surgery,
KG MedicalCollege
Lucknow
u.P.226 003

Dr. M. D. Tripathi
B-5. Medical College Campus
Meerut
U.P.

Dr. AmitabhAgarwal
A1/9-118, Machodri
Varanasi
U.P.

Dr. Vinod KumarPuri
NirmalAshram Hospital
Rishikesh
U.P.

Dr. AshokKumar
Asst. Prof. SGPGI,
RaebareliRoad
Lucknow
u.P.226014

Dr. Vinay KumarKapoor
Dept. of Surgical Gastroenterology,
SGPGI, RaebareliRoad
Lucknow, U.P.226O14
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Dr. Saroj Kanta Mishra
Dept. of Endocrine Surgery
SGPG I lMS, Raebarli Ftoad
Lucknow
U.P.

Dr. R. P. Sahi
fu1, Park Road, Hazratganj
Lucknow
u.P.226001

Dr. A. K. Khanna
NB/1 80-AK1, Nevada, Sunderpur
Varanasi
u.P.22'1005

Dr. N. N. Khanna
A-'1 5, Brij Enclave, Sunder
Varanasi
u.P.221005

Dr. K. M. Singh
WTC-R, Dept.of Surgery
KG MedicalCollege
l-ucknow
u.P.226003

Dr. I. D.Sharma
Prof. & Head
Dept. of Su rgical Oncology,
KG Medicalcollege
Lucknow
u.P.226003

Dr. Rajendra B. Singh
391, Third Lane, New Hyderabad,
Nishatganj
Lucknow
u.P.226007

Dr.AnjaliMishra
Department of Endocrine Surgery
SanjayGandhi PGIMS,
RaebreliRoad
Lucknow
u.P.226014

Dr. VinalEngineer
Vrindavan Arogya Deep.
AtaranVrinvaban
Mathura
u.P. 281121

Dr. Ajay Kumar
Cio. Mr. R.N. Singhat 1\g/3t4,
South Civil Lines, Near Planning Off ice
Muzaffarnagar
U.P,

Dr. PrabhatKumarVerma
Pranku r Hospital And Cancer
Research Centre,
Mahi Pura, Dehradun Road
Saharanpur
u.P.247001

Dr. RajKumarAgarwal
Shalyalaya-D-61/36 - A
SiddhgiriBagh
Varanasi
u.P. 221010

Dr. DamayantiAgarwal
LecturerCVTS, IMS,
Banaras Hindu University
Varanasi
U.P.

Dr. Shikha Gupta
3/1 , VDA Naria, Lanka
Varanasi
u.P.221001

Dr. Sanjeev KumarGupia
Warden QuarterNo.l,
Behind Dhanvantari Hostel
BHU IMS
Varanasi
u.P.22100s

Dr. RahulKhanna
WTC-R, Dept. of Surgery
Banaras Hindu University
Varanasi
u.P. 221005

Dr.Anand Kumar
WTC-R, Dept.of Surgery
lnstitute of Medical Sciences,
Banaras Hindu University
Varanasi
u.P.221005

Dr. P. K. Rai
46-4 Bridge Enclave-
Varanasi
u.P.221005

Dr. B. R. K.Sharma
UnitUHV, Health Park,
Cardiff CF4XN
UK

Dr. H. S. Shukla
HOD SurgicalOncology
7, SPG Colony,
Varanasi, U.P. 221005

Dr. V. K. Shukta
Dept. of Surgery
lnst. Of Medicalsciences, BHU
Varanasi
u.P.221005

Dr. Shubha Sharma
20, PatelNagarcolony
Varanasi
u.P.221002

Dr. MurtazaAkhtar
P.O. Box457, Zutekha Hospital,
A-l ZaharaStreet
Sharjah
UAE

Dr. Lt. Col. R. Choudhary
Command Hospital(EC),
Alipore
Kolkata
West BengalTOOO2T

Dr. Fateh Singh Mehta
RNT Medical College Udaipur
Udaipur313001

Dr. Garima Mehta
RNT Medical College Udaipur
Udaipur313001

Dr. AnupKumarSaha
1, Mahatab Road, Khosbagan
Burdwan
West Bengal713101

Dr. Debashish Banerjee
A Elgin Road
Kolkata
West Bengal7O002O

Dr. Bijoy Krishna Biswas
5, CamacStreet
Kolkata
West Bengal700017

Dr. P. Bijoy Kar
Vivekananda Hospital & Research
lnstitute
Kolkata
West Bengal

Dr. A. P. Majumder
1 07, Southern Avenue, Flat 7D
Kolkata
West BengalTOOO2?
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Dr. M. Sasidharan Nair
B-1 3 Medical College Campus
Kolkata
WestBengal

Dr. Bijay KumarMajumder
R.G. Kar Medical Coltege,
1, Khudiram Bose Road
Kolkata
West Bengal700004

Dr. Jahar Majumder
Dept. olSurgery
Chitranjan National Cancer I nstitute
Kolkata
West Bengal700026

Dr. Lalatendu Sarangi
Sr. Div. Medical Off icer,
lndian Railway Cancer lnstitute,
1 62- A, N E Rly Off icers Colony,
Lahartara
Varanasi
u.P.221002

Dr. Ashoke KumarMaulik
BH 73, Salt Lake City
Kolkata
West Bengal700091

Dr. Sambhu Pal
CF-145, SaltLake
Kolkata
West Bengal700064

Dr. Ashwani Kumar Malhotra
No. 18, Lower, S.E.Rly.
Officer's Colony, B.N. R. I l,

Garden Road
Kolkata
West Bengal700043

Dr. AnilPoddar
12-8, Maude Ville Gardens
Kolkata
West Bengal70001 9

Dr. S. C. Ray
72l2,OixmLane
Kolkata
West Bengal700 014

Dr. AnurabhaSengupta
8-405, Oxford View, 92136,
Diamond HarbourRoad
Kolkata
West Bengal700008
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Dr. DipankarSengupta
Flat-SA, Ananda, 116,
SouthernAvenue
Kolkata
West Bengal7}O024

Dr. Rajesh Kumar Shrivastava
Classified Specialist (Surgery)
Command Hospital(EC)
Alipore
Kolkata
West Benga1700027

Dr. Sirsendu Giri
PARA, B.P.H.C, P.O. PARA
Purulia
West Benga172311S

Dr. (Mrs) N. Kannan
Dept. of Surgery,
1 50 General Hospital
56APO

Dr. M. S. Bagdia
Rajnigandha, Alsi Plots
Akola444004

Dr. MohammadShabbar
FatimaHospital,
P. O. Akbarpur
Ambedkar Nagar224122

Dr. M. G. Bhat
Richmond Plaza RM Roy Road,
Near Richmond Circle
Bangalore

Dr. Shabber S. Zaveri
No-6, Rose Lane, Saif House,
RichmondTown
Bangalore56002S

Dr. P. M. Trivedi
Neelkanth Clinic, Urvish Apadments,
ShankarTekhri, Dandia Bazar
Baroda435122

Dr. S. M. Bose
Deparlmentof Surgery
PGI

Chandigarh 1600'12

Dr. Rajesh Gupta
# 1269, Sector22-B
Chandigarh

Dr. MayliNatrajan
MN Orthopaedic Hospitat,
10, Bank Street, KK park
Chennai 60001 0

Dr. Pawanindra Lal
B-90, SwasthyaVihar
Delhi 110092

Dr. Shailesh Shah
46, Shubham Co-op. Housing
Society,
College Road,Vanjyawad
Nadiad 38700'1

Dr. Chandra Mohan Bhan
SeniorSurgeon,
Dr. RMLHospital
New Delhi 110001

Dr. Veereshwar Bhatnagar
Additional Professor,
Deptt. of Paediatric Surgery,
AIIMS
New Delhi 110029

Dr. Harit Chaturvedi
Senior Surgical Oncologist,
Apollo Hospital
NewDelhil'10062

Dr. K. K. Maudar
K-3/2 SalunkeVihar
Pune411022

Dr. P. K. Hota
20414Field Ambulence,
C/o.56APO

Dr. N.B. Amaresh
Dean, Kuppuswamy Naidu Hospital,
Coimbatore
Tamilnadu

Dr. (Lt.Col.) Ravindra Katoch
Reader,
Deptt. of Surgery,
AFMC
Pune
Maharashtra 41104O
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With best compliment from :

INTAXEL
Paclitaxel Injection

30 mg., 100 mg

ADRIM
Doxorubicin Injection

10 mg., 50 mg.

LEDOXAN
Cyclophosphamidc
injection
200 mg., 500 mg.,
19. & 50 mg. tabs.

!

FYTOSID
Etoposide Injection

100 mg.

TAMOXIFEN
Aaea

Tamoxifen Citrate
Tablets

10 mg., 20 mg

ZEXATE
Methotrexate Injection

15 mg., 50 mg
2.5 mg tabs.

FIVOFLU LEUCOVORTN
5-Fluorouracil Injection LeucovorinCalciu*h

250 mg., 500 mg Injection
3 -9., 15 mg. & 50 mg

HYDAB EMPURINE CYTARINE
Hydroxyurea Capsules 6-Mercaptopurine Cytarabine Injection

500 mg Tablets 100 mg., 500 mg & 1 g.
50 mg

v

IPAMIDE
Ifosfamide Injection

1,g.

MESNAaa^
Mesna Injection

200 mg.

For further information, please ruite to :
DABUR PHARMACEUTICALS LIMITED

(Oncology Division)
Dabur India Ltd., Kaushambi, sahibabad, Distt. Ghaziabad, u.p. - 201 010

Phone : (0575) 777 907-70, E-mial: dabonco@del3.vsnl.net.in

L

DABUR PHARMACEUTICALS
(Oncolrgy Division)

DAXOTEL
Docetaxel Inje,ction

20 mg., 80 mg

KEMOPLAT
Cisplatirr Injection

10 mg., 50 mg

KEMOCARB
Carboplatin Injection

150 mg., 450 mg

TOPOTEL AMIPHOS
Topotecan Injcction Arnifostine Iniectron

40 mg. 500 mg

#
orclfu,L


