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Sir,
Globally, owing to its universal presence, enormous impact 
on the variable domains of life (viz. associated morbidity, 
financial burden, quality of life, disability, and death), 
cancer has emerged as a significant public health concern.[1] 
In fact, current estimates suggest that 14.1 million new 
cancer cases and 8.2 million associated deaths have been 
reported in the year 2012, of which maximum contribution 
is from developing countries.[2,3]

Furthermore, a study has depicted that approximately 20% 
of all forms of cancers are assigned to the environmental 
factor.[1] In addition, almost 900 potential carcinogens 
have been earmarked for their carcinogenic potential 
in the workplace.[2,4] Both industrialized nations 
(probably because of exposure to environmental 
carcinogens for more than five decades) and low/middle 
income nations (owing to the less stringent enforcement 
of occupational health standards) have eventually 
contributed to the rising trend of occupational cancers.[5,6] 
Moreover, diversified parameters such as environmental 
carcinogens  (viz. asbestos, silica, arsenic, radiation, 
etc.,); [7] employment in cancer‑prone industries; [8] 
exposure to unsafe equipments;[9] nonavailability of 
personal protective equipments;[9] poor awareness 
among workers about the occupational hazards;[9] 
attitude of physicians;[10] and nonexistence of practices 
like preplacement/periodic medical examinations;[9] have 
together contributed to the rising trends of occupational 
cancer.

Researchers have realized that the efforts of policy 
makers/health professionals are definitely inadequate 
to counter the rising incidence of the disease.[5] In 
fact, these potential risk factors indirectly provide 
opportunities to minimize the magnitude of the disease 

Evidence‑based strategies to reduce the 
magnitude of occupational cancer

comprehensively.[4,7‑9] In addition, the problem is further 
complicated by parameters like inadequate funding, 
absence of a surveillance system to predict exact 
estimates, and dearth of scientific research, have also 
hampered the global efforts to combat the burden of 
occupational cancers.[9,11,12]

Owing to the multi‑faceted nature of the problem, 
there is an immense need to formulate a holistic 
strategy that should have provisions to address all 
the potential determinants.[2,3] This proposed strategy 
should be developed on the basis of findings of the 
case‑surveillance system so as to guide for rational 
allocation of resources.[12] In addition, implementation of 
other interventions like establishing maximum permissible 
limits for carcinogenic chemicals;[2,7] encouraging use of 
personal protective measures;[9] establishing pre‑placement 
and periodic medical examination in industry;[9] enhancing 
awareness about occupational cancer among employees;[9] 
sensitizing medical practitioners regarding scope of 
carcinogenic elements;[10] expanding scope of social 
security/insurance;[9,13] and facilitating research work 
to understand the patho‑physiology of occupational 
cancers;[12,14] can also be done to minimize the incidence 
of occupational cancer.

To conclude, owing to the rising trends of occupational cancer 
there is an indispensable need to develop evidence‑based 
interventions to negate its influence on different domains 
of life.
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Primary lymph node plasmacytoma: A rare 
clinical entity, diagnosed by fine‑needle 
aspiration cytology
Sir,
Extramedullary plasmacytoma  (EMP), either nodal 
or extra‑nodal has been defined as an autonomous 
proliferation of monoclonal plasma cells exhibiting varying 
stages of maturation and producing a localized mass or 
resulting in diffuse infiltration.[1] It accounts for 2% of all 
extramedullary plasma cell tumors and only 0.08% of all 
plasma cell neoplasms.[1] We report herein an extremely 
rare case of primary lymph node plasmacytoma (PLNP), 
in a 38‑year‑old male who presented to our hospital with 
a chief complaints of fever of 2 years duration associated 
with nonprogressive swelling in right side of neck since 
2  months. On examination, the swelling showed 3-4 
matted lymph nodes forming a nontender mass of about 
1.5  ×  1.5  cm in size. Ultrasound examination revealed 
features of reactive lymphadenopathy. The hematological 
and biochemical investigations of the patient were within 

normal limits. A bone marrow examination revealed normal 
bone marrow study with plasma cells of about 6%.

Fine‑needle aspiration cytology (FNAC) performed on the 
lymph node mass showed cellular smears exhibiting both 
mature and immature plasma cells including myeloma 
cells scattered singly and arranged in small clusters along 
with presence of numerous neutrophils in the background. 
Binucleate and multinucleate forms were also present, 
plasma cells showed prominent eccentric nuclei, coarse 
chromatin, perinuclear halo and basophilic cytoplasm, 
while myeloma cells had high N:C ratio, fine chromatin, 
prominent nucleoli and little or no halo [Figure 1a and b]. 
A diagnosis of PLNP was made on cytology.

Primary lymph node plasmacytoma is rare entity 
and in order to diagnose the same there should be no 
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