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POSSIBLE OCCUPATIONAL LUNG CANCER IN NEPAL

Dear Editor,

We would like to thank Dr. Shital Adhikari and Dr. Sanjaya
K. Shrestha for their valuable remarks and feedback on the
study “Possible Occupational Lung Cancer in Nepal”1 in the
issues No.146 and 147 respectively.

In response to Dr. Adhikari, in our study we have acknowledged
that the categorization of housewives as non-exposed
occupation might be questioned as they might be exposed to
different volatile organic compounds and polycyclic aromatic
hydrocarbons everyday. There is some evidence that indoor
air pollution may increase the risk of lung cancer for non-
smoking women. However, in our study, heating and cooking
habit were not significantly different between the cases and
controls.

This study was performed in a specialised cancer treatment
centre in the Kathmandu Valley and only cancer patients were
attending that hospital. If we had chosen the referents from
other hospitals, it could have introduced selection bias, as there
could be significant difference between the baseline
characteristics of the patients attending two different hospitals.
Ideally the referents from the similar communities to which
the cases belong would be more appropriate, but due to time
constraints that was not possible. In hospital based case control
studies, another ideal way of selecting the referents is to select
patients from the same hospital. But that disease should not
be associated with the exposure of interest, otherwise, that
would underestimate the real association between the exposure
and the disease. We decided to include colon cancer patients
from the same hospital as the reference group on the basis
that occupational exposure in general is likely to play small
role in colon cancer aetiology, with perhaps its major
contribution an indirect one via physical activity. We
acknowledge that in our study, mean age of onset of colon
cancer was significantly lower compared to lung cancer. That
is why adjustment for age was performed using multivariate
regression analysis to minimize the error. We were unable to
analyse socio-economic status because of limited data.
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Mean duration of exposure for lung cancer cases was 30 years.
According to the histology report, lung cancer cases comprised
of 9 cases of small cell lung cancer, 74 cases of non-small cell
lung cancer and 2 cases of malignant mesothelioma.

In response to Dr. Shrestha, in this study, we have included 85
cases of lung cancer cases that have attended the hospital
during a certain period of time without knowing their exposure
status before hand. Subjects were divided into exposed and
non-exposed groups concerning carcinogenic agents. Exposure
prone occupations like agriculture, construction of buildings,
construction of roads and bridges, manufacturing and transport
were categorised as exposed occupations. Manufacturing
industries in this study included industries producing steel,
metal wares, batteries, bricks, cigarettes and tobacco products,
woodcrafts, precious metal ornaments, paper mills, welding
workshops, printing presses, carpet and textile industry, mine
extraction industries etc. Odds ratios for each exposed
occupations could not be calculated, as the number of the
subjects was low and the types of occupations were not
distributed uniformly.

In several studies, the lung cancer risk in subjects working in
agriculture,2,3 construction,4,5 driving,6,7 manufacturing,8,9 and
the combination of different occupations8 has been found to be
higher than in administrative workers. In this study, the
confirmed lung carcinogens that could be present in the
industries are arsenic compounds (agriculture, forestry,
pesticide production, metal industries etc.), talk containing
asbestiform fibers, crystalline silica (talc and kaoline quarries),
polycyclic aromatic hydrocarbons (construction and metal
industries) and inorganic acid mists (metal industries and
pickling operations). Similarly, probable lung carcinogens are
non-arsenical pesticides (agriculture and forestry), radon decay
(mining and quarrying), crystalline silica (mining, quarrying,
ceramic, glass, brick and metal industries), leather dust,
chromium (leather industry), oil mist solvents (printing
industry), diesel engine exhaust (transport industry),
benzopyrene and other pitch volatiles agents (construction
industry). The evidence presented is based on the results of
epidemiological studies showing excess cancer in defined
occupations.10
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Occupational carcinogens are a large problem in the developing
countries like Nepal, where much of the industrial activity
takes place in small work setting. Old machinery, unsafe
building and employees with limited occupational hazard
knowledge often characterize such small industries. Personal
protective equipments like gloves, respirators and overalls are
seldom available or used. Epidemiological studies done in other
developing countries strongly indicate that there are many
occupations and industries in Nepal with possible exposure to
carcinogens. The government bodies do not have full
information about the type of occupational carcinogens present
in the industries in Nepal. It is highly recommended to keep
detailed information about the occupational carcinogens in
the work settings and workers should be fully aware of them.
Whenever possible, those carcinogens should be replaced by
less hazardous substances. The workers should be encouraged
to use different personal protective equipment. Prevention from
exposure to carcinogens at workplace is the only possible
intervention against occupational cancer.

Dr. Sunil Kumar Joshi
Kathmandu Medical College, Sinamangal
Email: drsunilkj@hotmail.com
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KAtex TEST AND KALAZAR

Dear Editor,

The article about Katex Test for the detection of urinary
antigens in visceral leismaniasis patients1 is useful to a country
like Nepal where Kalazar is endemic. However I would like to
suggest a few things about this article .

The authors had mentioned the disease peaks during May to
August but the study itself was conducted from September 2000
to May 2002. There must have been some genuine problems
for the timing of the study. It would have certainly helped to
have a large sample size for a disease that can cause as many
as 1,00,000 deaths every year world wide.

The number of healthy individuals for the control samples
was also relatively less as the disease can also have subclinical
infection and it would have also helped to establish a base line
titre in healthy population if any. The authors also did not
mention whether any of the healthy controls had KAtex test
(latex agglutination test) positive or not. The incubation period
is usually one or two months but may be up to ten years and
this will also have to be considered.

5

As the urine has to be stored at 4°C, and the disease is found
in warmer climates of the country, the supply and distribution
of KAtex testing materials should be extensive so that proper
testing methods can be done in patients bed ridden with severe
illness and in places where there is no electricity.

The criteria of fever for more than 2 weeks and a palpable
splenomegaly did not include screening for enteric fever which
is also quite common in Nepal.

The authors also did not mention the total number of bone
marrow biopsies performed but a study where bone marrow
studies was used as the gold standard, having a bone marrow


