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Sir,
Oral cancer causes several deaths throughout the world 
each year. The high mortality rate attributed to oral cancer 
is mostly due to late detection or diagnosis of potentially 
malignant and malignant lesions of the oral cavity. 
Currently, several screening modes are available to the 
clinical fraternity to detect these lesions. Among them, the 
recently emerging technologies include Microlux and in vivo 
confocal microscopy.

Microlux DL is based on the principle of tissue reflectance. 
In this technique, the patient rinses 1% acetic acid solution 
for 60 s in the oral cavity.[1] The acetic acid rinse eliminates 
surface debris and dehydrates the epithelial cells which cause 
their nuclei to appear prominent.[2] The room light should 
be lowered at the start of the procedure. The oral cavity is 
then examined with the help of blue‑white light (440 nm) 
generated by a battery operated light emitting diode fiber 
optic source.[1] The normal oral epithelium will visually appear 
as light bluish, whereas the abnormal epithelium as a distinct 
aceto‑white.[3] A recent study concluded that Microlux aids in 
the diagnosis of oral premalignant and malignant lesions.[4] 
Microlux does not distinguish between benign and malignant 
lesions. However, it increases the probability of detecting 
the lesion and revealing new lesions when compared with 
conventional oral examination. Microlux is a promising 
adjunct screening device in this direction.[1]

Confocal microscopy is a reflectance imaging technique in 
cell biology.[5] It is a cost effective technique and can be used 
in developing countries.[6] It has the advantage of optical 
sectioning and high‑resolution imaging by blocking the light 
originating from tissue layers above and below the focal 
plane.[3] In vivo confocal images from the oral cavity using 
a miniaturized fiber optic confocal reflectance microscope 
shows the characteristic features such as nuclear irregularity, 
enlargement, crowding, changes in nuclear to cytoplasmic 
ratio, changes in capillary network and spacing, which is 

used to differentiate oral squamous cell carcinoma from 
normal oral mucosa.[7] It helps to acquire high‑resolution 
images in real time to evaluate morphological changes in 
tissues in the cellular level. It uses a diode laser as a source of 
monochromatic and coherent light. The basic principle lies in 
the difference in reflectivity of the tissues.[8] Contrast is based 
on differences in refractive index, which can be enhanced 
using simple contrast agents such as acetic acid or using 
fluorescent dyes such as fluorescein and 5‑aminolevulinic 
acid. Furthermore, exogenous contrast agents such as topical 
acriflavine and intravenous fluorescein can be used.[9] The 
advantage of this technique is that it requires no surgical 
procedure and histopathologic sectioning and staining.[10] A 
recent study validated the use of this technique to evaluate 
tissue architecture and cell morphology of the oral cavity.[8]

Though the techniques especially in vivo confocal 
microscopy are in the developmental stage, they are 
promising and advantageous in the early detection of 
oral cancer. More research and progress in biomedical 
instrumentation technology may maximize the efficiency of 
these emerging technologies, leading to decreased mortality 
rate due to oral cancer.
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Sir,
Preoperative systemic therapy in locally advanced breast 
cancer (LABC) has many benefits and has become widely 
used in the present times. The study by Bansal et al.[1] was a 
welcome addition to our knowledge. A wide range of factors 
predicting response to neoadjuvant chemotherapy (NACT) 
in LABC have been identified, but the quest remains 
inconclusive. In this regard, we would like to emphasize 
some important aspects.

Breast carcinoma as an entity is comprised of molecularly 
distinct diseases. It is natural that these entities would have 
different predictors of resistance to chemotherapy. A recently 
published study, de Ronde et al.[2] analyzed this and found 
that for human epidermal receptor (HER) +ve, estrogen 
receptor − ve breast cancer, subtype specific predictor based 
on clinical features outperformed the generic, nonspecific 
predictor. They advocated that both specific and generic 
predictors should be evaluated when attempting to predict 
treatment response in breast cancer. It primarily would 
depend on the specific type of predictor being evaluated.

The molecular predictors evaluated by Bansal et al.[1] that is, 
carcinoembryonic antigen related cell adhesion molecules, 
carcinoembryonic antigen‑related cell adhesion molecule 
5, 6 (CEACAM 5, 6) and SLC7A5 have been used as 
predictors of therapy in breast cancer earlier. CEACAM 6 
has also been used to predict breast cancer recurrence to 
endocrine therapy. In a study, Maraqa et al.[3] retrospectively 

tested whether significantly up‑regulated CEACAM 6 on 
immunohistochemistry specimens was predictive of breast 
cancer resistance to tamoxifen therapy on long term follow‑up. 
The results were indicative of significantly more CEACAM 
6 expression in the relapsed group of patients as compared 
to nonrelapsed control, supporting an important role of 
CEACAM 6 in endocrine resistant breast cancers. Similarly, 
SLC7A5 has also been implicated in endocrine resistance in 
breast cancers. Mihály et al.[4] in a meta‑analysis to validate 
predictors to tamoxifen resistance identified SLC7A5 as one 
of the most promising genes along with two other genes.

Tsang et al.[5] evaluated CEACAM 6 expression in two 
independent cohorts of invasive breast cancer patients, 
and CEACAM 6 expression was found in 37.1% of invasive 
cancers. It was significantly positively correlated with HER 
two expression especially the HER overexpressed subtype. 
In this subtype, it was associated with high nodal stage 
patient outcome.

Thus, it needs to be prioritized that expression of these 
three molecular predictors be correlated with receptor/
molecular subtypes of breast cancer to know their exact 
significance as a predictor of response to neoadjuvant 
therapy in carcinoma breast. It would have been highly 
appreciable to know the correlations of the molecular 
markers with breast cancer subtypes in the study done 
by Bansal et al.[1] The molecular markers CEACAM 6 
and SLC7A5 have been proven as markers of endocrine 

Predictors of response to neoadjuvant 
chemotherapy: Importance of breast cancer 
subtypes

Administrator
Rectangle


