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Letter to the Editor
Chronic lymphocytic leukemia with deletion 
17p: An Indian scenario
DOI: 10.4103/sajc.sajc_287_18
Dear Editor,
Deletion 17p  (del 17p) is a rare genomic aberration found 
in patients with chronic lymphocytic leukemia  (CLL). 
The incidence of del 17p varies from 5% to 9% in newly 
diagnosed patients with CLL while it is up to 50% in patients 
with relapsed/refractory disease.[1,2] The presence of del 
17p correlates with poor response to standard treatment 
and unfavorable outcome.[3] There is a paucity of data from 
India regarding del 17p in patients with CLL, and hence, 
we planned this study. The aim of this study is to know 
the incidence of del 17p in Indian patients with CLL and 
their clinicohematological characteristics. This prospective 
study included consecutive treatment‑naïve patients who 
were diagnosed with CLL and registered at the Department 
of Medical Oncology, Dr.  BRA‑IRCH, All India Institute of 
Medical Sciences, New  Delhi, between June 2013 and May 
2018. The diagnoses of CLL was based on the guidelines from 
the International Workshop on CLL.[4] The baseline workup 
included cinical and hematological parameters  (complete 
hemogram, peripheral blood smear examination, and flow 
cytometry), routine biochemistry, lactate dehydrogenase, B2 
microglobulin, IgVH mutation status, and fluorescence in  situ 
hybridization  (FISH) for del 17 p.  17p deletion was assessed 
by FISH in peripheral blood samples at diagnosis using the 
commercially available dual color Zytolight TP53/Cen17 probe 
as per the manufacturer’s recommendations  (Zytovision, GmbH, 
Germany). For each patient, at least 200 interphase nuclei were 
analyzed by Olympus fluorescence microscope  (Japan). The 
positive cases were defined as having  ≥7.5% of nuclei. Patients 
were staged according to the Rai staging system.[5]

Of the 140  patients recruited in the study, del 17 p was 
found in 16  (11.4%) patients. The characteristics of these 
patients are summarized in Table  1. Among the patients 
positive for del 17p, 10  patients received treatment for CLL 
at baseline while 6  patients were kept under observation. 
In the subgroup of patients who received treatment, four 
patients received bendamustine rituximab, one patient received 
fludarabine cyclophosphamide and rituximab, one patient 
received chlorambucil and prednisolone, and four patients 
received ibrutinib. IgVH mutation status was available 
in 10  patients  (sequences with a germline identity  ≥98% 
were considered unmutated), 8  patients were found to have 
unmutated IgVH.[6]

This study is the first study from India evaluating the 
incidence of del 17p by utilizing FISH technique. In our 
study, del 17p was found in 11.4% treatment‑naive patients 
with CLL which is higher than that reported in the western

Table 1: Baseline characteristics of chronic lymphocytic 
leukemia patients with deletion 17p  (n=16)

Base line characteristics
Age  (range) 53 years  (35‑75)
Males, n  (%) 14  (73.33)
Females, n  (%) 2  (26.67)
Hemoglobin  (g/dL) 11  (6‑14)
Total leukocyte count  (×109/L) 60  (42‑380)
Absolute lymphocyte count  (×109/L) 52  (36‑310)
Platelet count  (×109/L) 130  (40‑420)
Clinical Rai stage, n  (%)

0 0
I 3  (18.75)
II 5  (31.25)
III 3  (18.75)
IV 5  (31.25)

Unmutated IgVH gene  (n=10), n  (%) 8  (80)
(Continue on page 46...)
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with surgery, RT  (external beam RT and/or brachytherapy), or 
adjuvant systemic therapy as CT and/or target agents, and with 
various combination of these modalities depending on the disease 
presentation and pathological findings.[11] Neo‑adjuvant CT may 
be used to downstage the disease in case of borderline operability. 
In our study, 45% of patients were treated by surgery followed by 
RT, which remained as the single largest treatment modality.
In our study, the 5‑year OS was higher among the patients in 
Stage II  (71.1%) compared to those who were in Stages III 
(65.6%), Stage IVA  (56.7%) and Stage IVB  (19.4%). This 
finding is similar to other studies.[7] Wang et  al. on both 
univariate and multivariate analyses had not found tumor 
differentiation to be an important prognostic factor.[12] In our 
present study, tumor differentiation in terms of WDSCC had 
better 5‑year OS. However, the survival differences between 
MDSCC and PDSCC were clinically not significant. Cervical 
lymph node metastasis is the most important prognostic factor 
in patients with HNCs, and advanced N‑stage is correlated 
with a poor prognosis. In our study, we have observed that 
OS was higher among the patients with N‑  than those with 
N+ (66.3% vs. 37.3%). This finding is similar to the study done 
by Li et al.[10]

Limitations of the study
Major limitation of the present study is that the information on 
disease‑free survival could not be obtained from the data, as 
the patient follow‑ups for the present study were mostly done 
by telephonic calls. Moreover, it was a retrospective study. The 
strength of the present study is that, it was done on a relatively 
rare group of OC and there is absence of definitive insight into 
the natural history and outcome of these tumors.
Conclusion
The malignant upper alveolus tumors present in advanced 
stages. Presence of cervical lymph node metastasis is associated 
with the decreased OS. SCC of the upper alveolus should be 
treated by adequate surgical resection with adjuvant treatment 
if necessary and it offers the best chance of disease control.
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literature.[1,2,7] This may be due to a referral bias at our center or may 
reflect a difference in disease biology. The patients with 17p deletion 
were younger (53 vs. 59 years), had more male predominance (7:1 
vs. 3:1), high total leukocyte count (60,000 vs. 50,000/mm3), and 
advanced disease (50% vs. 40%) at presentation when compared 
with the historic data from our institute.[8] This study is limited by 
unavailability of other cytogenetic abnormality by FISH.
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with larger sample size and longer follow‑up period are 
required for establishing this observation.
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Letter to the Editor
Pazopanib use preceding curative surgery in 
low rectal gastrointestinal stromal tumors after 
imatinib failure: A case report
DOI: 10.4103/sajc.sajc_183_18
Dear Editor,
Imatinib in neoadjuvant setting has shown improved outcomes 
in gastrointestinal stromal tumors  (GISTs), especially when 
considered for longer duration.[1] Implementation of the same 
strategy to improvise resectability, sphincter preservations, and 
disease‑free survival outcomes in rectal GIST was published 
from our center.[2] Sunitinib in the second line and regorafenib 
in the third line are the approved agent for the treatment of 

imatinib‑resistant or intolerant advanced GIST and imatinib 
followed by sunitinib failure/intolerant advanced GIST, 
respectively.[3,4] Pazopanib was shown to have efficacy in 
sunitinib intolerant or failure patients after imatinib use.[5‑7] 
Toxicities and cost of sunitinib/regorafenib may hinder the use 
of these agents, especially in resource‑limited settings of India.
Surgical resection of GIST after failure of imatinib but clinical 
benefit with the use of sunitinib has been explored.[8,9] However, 
there are no prospective studies in neoadjuvant setting on the use 
of agents other than imatinib when it has failed or it is intolerable. 
We report an imatinib nonresponsive case of locally advanced 
rectal GIST who could undergo sphincter‑preserving R0 resection 
after the use of pazopanib. A patient could not afford sunitinib or 
regorafenib and was not willing for exenterative surgery.
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