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rain tumours are the second
most common cause of cancer
mortality in adults and the most
common solid cancer in children.
Epidemiology and risk factors are
very poorly understood, and hence
the reasons for development of this
cancer is unknown, although loss
of control of brain tumour stem
cells (BTSC) originating as neural
stem cells are now thought to be
responsible for a significant number
of the ‘heterogenous’ glioma brain
tumours (Guerrero-Cazares et al,
2012).
Although the absolute incidence of
malignant brain tumour appears to be
lower in developing countries, this is
primarily due to the lack of accurate
and conclusive diagnosis as well as the
lower average age of survival of the
population. In real terms, patients,
for example with glioblastoma
often suffer from a lack of good
management practice concomitant
with limited availability of imaging
facilities,
surgical
procedures,
appropriate chemotherapeutic drugs
and follow-up due to economical
constraints and a general paucity
of resources which tend only to be
available in major cities.

Austral - Asian Journal of Cancer ISSN-0972-2556, Vol. 11, No. 1, January 2012

pp 1-2

When equivalent high quality
treatment is available to patients
(e.g. early diagnosis and craniotomy/
surgical resection, followed by
combined
radio/temozolomide
therapy), survival times compared
favourably with those in developed
nations (Salem et al, 2011).
Whilst treatment and management
are usually defined following MR
imaging and histological analysis
in developed countries, when these
are not available, it has been shown
that tumour resection even without
preoperative imaging or tractograpgy
still results in increased survival
times (Allahdini et al, 2010),
and further more, the subsequent
treatment, in particular, of elderly
patients with hypofractionated
radiotherapy after resection could
provide a relatively cost-effective
approach to maximising quality of
life and survival times (Roa et al,
2009). Childhood germ cell brain
tumours are also more common
for example in South-East Asia
than Europe. Pure germinomas are
curable with radiotherapy but this
is not always available to patients
in under-developed countries and
mortality is therefore higher.
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Cancer care is expensive, and building and maintaining
hospital infrastructures with appropriate equipment
and trained staff will always be a major limitation
in developing countries where other more common
and serious illnesses such as HIV, malnutrition and
parasitic infestation have to be controlled. In order
to ensure patients have access to high quality neurooncological centres, an international initiative is highly
desirable where “twinning” or replication of programs is
practiced in major hospitals in the developing country.
Regional centres of excellence are needed to spear-head
the development process and act as major resource
providers and should be encouraged to carry out clinical
trials, epidemiological studies and state-of-the-art
treatment protocols as well as active engagement in
cancer research.
Recent progress in this field has demonstrated a strong
value in identifying the ‘molecular fingerprint’ of
malignant adult gliomas as this may have a profound
effect on the response of an individual tumour to
therapeutics designed to knock out specific intra-cellular
signalling targets (Masui et al, 2011). This is particularly
important when considering the tumour adaptations
occurring in response to drug treatment, necessitating
a continual follow up in order to maintain the health
of the patient and prolong the time taken to develop
drug resistance. All of these measures are expensive and
material and person heavy.

Only with the help of international organisations,
charities and governments will this be possible…I
sincerely hope over the coming years we see a significant
trend towards tackling these issues and helping to
produce an equality of healthcare provision for all
globally.
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