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A Reappraisal of the Management of Common Childhood

Abdominal Malignancies in Ibadan

AOK Jonxson* anp CKO WitLiamst

Johnson AOK and Williams CKO. A Reappraisal of the Management of
Common Childhood Abdominal Malignancies in Ibadan, Nigerian Fournal of
Paediatrics 19843 31: 2g. The relative frequency of neoplastic diseases causing gross
abdominal tumours in childhood at the University College Hospital, Ibadan, between
1969 and 1978, was studied. Among 424 cases of malignant conditions identifizd, 297
occurred in the abdomen and these included 1go cases of Burkitt’s lymphoma (BL},
61 of Wilm’s Tumour (WT) and 36 of neuroblastoma (NBA). Less common
abdominal malignancies in the series included rhabdomyosarcoma (g), reticulusis (3),
hepatoblastoma (2) and hepatoma (1). The mortality rates for BL, WT and NBA
were 96%, 93% and 100%, respectively. Survival was longer than 6 months in only
16%, 9% and 14.6% respectively, among BL, WT and NBA patients. These mortality
and survival rates ware not better than those previously reported from the same
institution; they were, indeed, inferior to those reportcd from other parts of the
world. A mortality rate of 429, and survival of over 6 months was observed in 42%
of 19 BL patients who were treated prospectively with combination chemotherapy.
Improvement in the management of childhood abdominal malignancies is advocated
since, with appropriate management, two of the three most common of these diseases
are curable in a high percentage of the patients.

Introduction

THE high morbidity and mortality among
children in less technically developed countries of
the world is due mostly to preventable diseases,
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but Sinnette! has shown that neoplastic discases
also account for a large number of deaths among
children in Ibadan. Previous studies on childhood
malignancies from the University College
Hospital (UCH), Ibadan, concerned specific
types of tumours.”””7 However, only the histe-
pathological studies by Williams® from the same
institution involved a determination of the relative
incidence of all childhood tumours. Because of our
observation that abder.inal tumours appear to be
relatively common and often present problems of
diagnosis and management, the present study was
undertaken (4) to determuine the relative fre-
quency as well as to review the management
and outcome of the common abdominal tumows



30

in childhood seen at the UCH between 1969 and
1978, 4 period of ten years and (b) to compare
the management and outcome in cases of Burkitt’s
lymphoma (BL) studied prospectively  and
treated with multiple chemotherapeutic agenls
between 1978 and 1979 with those treated during
the previous ten vears.

Materials and Methods

'The admission records of all paediatric wards
and the necropsy records in the department of
Pathology, UCH, Ibadan, during the 1o-year
period, 196g-78, were scrutinized and the
records of all proven cases of malignant diseases
reviewed. Information abstracted from the
records included age, sex, duration of symptoms
before presentation, clinical stages at presentation
and outcome of management with emphasis on
the commonest abdominal tumows. The treat-
ment regimens used for a majority of the patients
with all types of malignancies seen during the
1o-year period as well as that used for BL
particular, during the period October, 1978 and
December, 1979 are given below:

Burkitt’s Lymphoma (1969-78)

During the 1o-year period under review, a
majority of patients with BL were treated initially
with cyclophosphamide  (10-15mg/kg  body
weight/day) administered intravenously for 5-10
days depending on the response. This course was
repeated if the tumour regressed and no severe
hone mamow depression occurred. A main-
tenance dose of 3-5mg/kg body weight/day orally,
for 4-8 weeks was used in some of the patients,
including those with good initial response and
others with paitial response. In patients with
litde or no response and in those in relapse,
other drugs which were used included nitrogen
mustard, vincristine, melphalan, cytosine arabi-
noside and methotrexate, which was usually
given intrathecally, often when there was already
evidence of central nervous system (CQNS)
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involvement. Surgical treatment was irregular
and verv occasional. Nine of the 101 cases studied
‘had limited tumour resection, while seven others
had exploratory laparotomy a.nd biopsy of the
twmour only.

Burkitt’s Lymphoma (Oclober, 1978-December, 1959)

Between October, 1978 and December, 1979,
nincteen consecutive patients with BL were
studied prospectively. All but four of these were
previously untreated. Following discharge from
the hospital, several of these patients were sech
and followed up at the Haematology Day-C'Lre
Unit. It was originally intended to manage all
the patients with a regimen of drug com bination
(Table I) as described by Ziegler.® However,
because of erratic drug supply, modificaticns had
to be made from time to time. Table 1T shows the
percentages ot the projected drug-dose that were
actually given at each of the 15-day treatment
cycle. After 6-7 cycles of 15-day cycles of com-
bination chemotherapy, a maintenance therapy,

TABLE I

Schedule of Drug Combination in the Treatment of Burkitt’s
Lymphoma ascording to Ziegler 8

Dase

Drug (meim?) Route  Schedule
Cyclophosphamide 1000 Iv# Day 1*
Vincristine .4 IV Day 1
Methotrexate 12,5 IT Day 1 and 3
Methoirexate 1z,5 IV* Dayi1,3& 4
Prednisolone** 1060 iv Day 1
IV = Intravenous IT = Intrathecal

The following modifications were effected because of erratic
drug supply:

*QOral route of equivalent dose spread over 5 days was
used when injectable eyclophosphamide, or over three
days when injectable methotrexate was not availahle,

**Equivalent dose of dexamethasone was given on two
consecutive days when methylprednisolone was not
available,
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TABLE I1

Doses of drugs actually given al each ireaiment cycle expressed as percentages of originally scheduled doses

No. of epeles

Drugs
H 2 3 4 5 6 7 8 9
Cyclophosphamide 100 oo gb.a 93.6 88.9 100 100 97.8 100
{iv or oral) (17) {15) (33) (11 ) (9 @ (s (1)
Vincristine 08.2 8.4 70.0 427 6o.0 54.4 33.8 46.7 o
a7 sy (3 (1) (e) (9) {8) () (1)
Methotrexate 79.4 85.3 954  BL8 77,8 82.5 100 00 10D
{iv ox oral) (17) (r5)  {13) (11} (g) (o) (&) 3
Methotrexate 40.0 40.0 8.5 40.9 33.3 22,2 135 ] 0
(IT) a7y (s5)  (13)  (11) (9) (o (8) (8} . (1)
High dose 33.8 35.0 42.5 20.1 44.4 27.8 12,5 o o
steroids an (3 ({1 {9 (@ (8) 3 (1)

Figures in
v
1T

Intravenous
Intrathecat

consistirg of the same drugs and doses, was given
at monthly intervals for a total of one year. As
at the time ofthis review, only one of the 19 patients
had completed this programme. One patient
underwent splenectomy, partial pancreatectomy
as well as enucleation of a destroyed eye following
3 courses of chemotherapy. The patient subse-
quently received 4 more cycles of chemotherapy
post-operatively.

Wilm’s Tumour (1969-78)

Surgery played a prominent part in the
management of Wilm’s tumour {WT). Twenty-
four (55%) of 44 cases underwent lapaiotomy.
Surgery was undertaken as soon as possible
after essential investigations had been perioumed
and diagnosis made. However, when technical
problems were anticipated owing to the bulkiness
of the tumow, a course of chemotherapy con-
sisting of actinomycin D (15 microgramsfkg
body weight/day) was given wmtravenously for

parenthesis represent the number of patients treated at each cycle

35 days with or without nitrogen mustard
(o.1-0.2mgfkg/day) for 5-7 days. This was
followed by nephrectomy and more courses of
chemotherapy. Three patients, whe were i
extremis, died before treatment could be initiated.
Seventeen. other patients who were considered
unfit for surgery received chemotherapy only.

Newroblastoma (19657 8)

Chemotherapy with or without surgery was
the main method of treatment in the 39 cases
included in this series of both abdominal and
extra~abdominal neuroblastoma (NBA}. Metho-
trexate, nitiogen mustard, cyclophosphamide,
and vincristine were the drugs used in the majority
of cases, usually in combination and in standard
doses for 5-7 days. All the children received
drug treatment, whereas 28 had exploratory lapa-
rotomy. Complete twmour resection was carried
out in six cases, while 22 had partial tumour
resection.
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Results

Total admissions and mortality

During the 10-year period (1g6g to 1978), the
total admissions into the paediatric wards
(excluding the Special Care Baby Unit) were
11,368 of which 424 (3.79%) were due to mali-
gnant diseascs. Over the same period, there was a
total ot 2,300 cases of death, of which 321 (13.9%)
were due to malignant diseascs.

Frequency of tumours

Table 11 shows that ag7 (70%) of the 424
cases of twmnonrs occurred within the abdomen.

TABLE III
Frequency of g24 Childhood malignant Tumours in Ibadan befween
196G and 1978
Tumour J\EZ}:{ % of Total

Abdaminal
Burkiti’s lymphoma 160 44.8
Wilm’s tumour 61 14.4
Neuroblastorma 36 8.5
Rhabdomyosarcoma 4 0.9
Reticulosis 3 0.7
Hepatoblastoma 2 0.5
Hepatoma i 0.2
Non-abdominal
Extra-zbdominal Burkitt’s

lymphoma 47 1.1
Leukaemia 30 7.1
Extra-abdominal neuroblastema 21 5.0
Retinoblastoma 15 3.5
CNS Tumours 14 3.3
Total 424 100.0

and Williams

Abdominal Burkitt’s Iymphoma was the com-
monest, comprising 1go (44.8%) of the total
number of cases followed by Wilm’s tumour 61
cases (14-4%) and neuroblastoma 36 cases (8.5%)-
Less common ahdominal tumowms included
urogenital rhabdemyosarcoma (4 cases), three
of whom presented with bladder involvement and
one as a vaginal tumour {(sarcoma botyroides)
with pelvic extension; hepatoblastoma (2 cases;;
Hodgkin’s disease (2 cases), hepatoma and
Iymphosarcoma {(one case each;. Of the exira-
abdominal tumours, Burkitt’s lymphoma was
again the commonest, constituting 11.0%, of the
total followed by the leukaemias {7.0%,), extra-
abdominal neuroblastoma (4.9%), retinoblas-
toma (3.5%) and tumours of the central nervous
system (3.0%).

Age and Sex distribution

The age distribution of the 2g7 children with
abdominal tumours are summarized in Table IV.
The peak age incidence in BL was 7 years and
129 (67.9%) of the 190 cases occurred between
5 and 1o years of age. The peak age incidence
for WT was three yeats, 32 (52%) of the 61 cases
occurring between 1 and 3 years of age. Although
there was a wide scatter in the ages of childien
with zbdominal NBA, 12 {(30%,) of the 36 cases
were under 1 vear (2 were less than one month
old) at presentation. The three cases of reticuloses

“non-Burkitt’s” malignant lymphoma) occurred
between the ages oi 10 and 14 years.

There were 246 male and 177 female children
(M:F ratio, 1.4:1}- The male:female ratio of
patients with BL and WT was approximately
the same, while the ratio for those with abdominal
NBA was 3.5:1. However, in the combined
abdominal and extra-ahdominal cases with NBA
the male:fermale ratio was 1.4:1. Thus, it would
appear that the male sex is more prone to develop-
ing abdominal NBA. Three of the four cases of
rhabdomyosarcoma occurred in females.
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TABLE 1V

Age ai Presentation among 297 Children with Abdominal Tumours

(‘;f;r:‘ ) Number of cases Total
BL wT NBA RHMA RETIC HBA HPA
< 1 2k — 12 — — — — 12
1 — 8 1 2 — — — I
2 —_ 8 5 —_ —_ 1 — 14
3 7 7 16 5 = 35 — —_ 28
4 13 5 2 1 —_ — — ar
5 15 4 X =5 = = = 20
6 20 2 1 — - = 31
7 37 4 2 - - | —p 43
8 24 == e =5 - = e 24
9 15 = ot . — — — 15
10 18 4 2 — I 1 1 2y
i1 11 4 1 . - — — 16
12 24 — 2 — I - =3 27
13 i = = = = = 4
14 2 _— 1 - I — — 4
Total 190 61 36 4 3 2 1 297
BL = Burkitt’s lymphoma NBA == Neuroblastoma HBA = Hecpatoblastoma
RETIC = Reticulosis

Duration of symploms and diseases stage at presentation

In all the three commonest types of tumour,
more than 509, of the patients presented within
the first three months ot onset of symptoms
although 8 (4%) of 190 children with abdominal
BL and as many as g (15%) of 61 children with
WT presented more than 6 months after onset of
symptoms. Using the staging criteria for BL as
proposed by Ziegler and Magrath,? 5% of the

cohort of children studied prospectively (1978~79)
presented in stage A, 5%, instage B, 169, in stage
Cand 749% instage D. According to the staging
criteria of D’Angio ef al,'0 28 (64%,) of 44 cases
of WT had either intra-abdominal or distant
metastasis 1.e. Stage IIT or IV, at presentation.
Similarly, only 8 (14%) of 57 cases of newo-
blastoma had local disease (Stages I and II), while
others had disseminated disease (Stages III and
IV) at presentation. '
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Outcome of Management

Burkitt’s Lymphoma

Of the 101 patients with BL who were studied
retrospectively, 47 (479%) showed initial total
tumour regression after chemotherapy. Of these
47 patients, 31 (66%;) relapsed within 2—9 months
of the initial treatment and died. Thirteen
defaulted from the clinic after the initial good
response to chemotherapy and only 3 were
known to be alive 3-11 months after initial
treatment. Thirty-one children showed no signi-
ficant tumor regression and 2g died, while two
defaulted. Theie was partial regression in the
remaining 24 patients, nine of whem died during
subsequent follow-up, while 14 defaulted from
clinic attendance. Only 16% of the patients
survived longer than 6 months. A complete
response rate of 47% in the present study is
unimpressive compared with a rate of 94%

reported by Ziegler,'' 83% by Olweny et all2
and 819, by Nkrumah et a/, 3 using cyclophos-
phamide alone. The 479, response rate is the
same as that previously reported earlier trom the
same institution. Similarly, a mortality rate of
96% occurred in the present series as compared
to 77% previously reported from the same
institution.! -

The outcome of treatment of 19 patients who
received a combination of chemotherapy 1s
shown in Table V. The results were analysed to
demonstrate the dsgree of control of BL of the
CNS and of the non-CNS organs (ie. systemic
regions). This is because the CNS, which is
frequently involved in BL, is exposed differently
to the parenterally administered drugs as a
result of the “protective” functions of the blood-
brain barrier. This and the additional fact ol
unavailability of drugs that could be injected
intrathecally made it necessary to evaluate the

TABLE V

Outcome of Trealment in 19 Patients with Burkitt’s Lymphoma Using Combination Chemotherapy

Remission pattern 6 months remission Relapse[complete
Stage of  Noof duration response
disease  Patients
Systemic % CNS % Systemic %  CNS % Systemic plus %,
CNS
A I 1/t 100 — tl 100 — @ — oft 0.0
B 1 11 100 — — of1 0 - = 1f1 1000
Lo} ) 1f2 (1) 5 — — 1/1 1000 — @ — of1 0.0
D 14 1111 (3) 100 8o 8o 6{7*‘*4' 86 3{6X 50 af11 36.0
Total 19 14/15 (4) 93.3 8/10 Bo 8/10 8 13/6 50  5/i4 36.00
Figures in Parenthesis = No of patients that died of various causes other than systemic tumour
progression (see Text)
*# = g patients not yet followed-up long enough at time of analysis
X = o patients died in systemic remission before 6 months of follow-up
4+ = One patient had splenectomy and partial pancreatectomy in addition te

intensive chemotherapy
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CNS separately from the rest of the body in
respect of outcome of treatment. Of the 19
patients, four died within the first week of
management from various causes other than
failure of response¢ to treatment. They could
therefore, not be evaluated in terms of response to
chemotherapy. One of the patients died of
Pseudomonas  aeruginosa meningitis which was
believed to have been acquired through a lumbar
puncture. One patient died within 24 hours of
initiation of chemotherapy, presumably o1 meta-
bolic disorders. Two patients died suddenly
on day 6 of observation, one apparently from
uncontrolled raised intracranial pressure and
the other from an unknown cause. Fourteen
(93%) of the remaining 15 patients achieved
complete remission. Eight of 1o patients pre-
senting with CNS involvement achieved satis-
factory control of neurological impairments,
including reversal of coma in 1, of paraparesis in
1, of paraplegia in g, of faecal and winary
incontinence in 1, and of cranial neuropathies
in 2 patients. Of the 14 patients who achieved
complete remission, 3 of 6 (50%) and 6 of 7
(869,) evaluable patients were in remission of BL
of the CNS and of the “systemic” regions respec-
tively, longer than 6 months after attainment of
remission. Thus, at the time of reporting, 8 (42%)
of the 19 patients in this series had survived more
than 6 months and eight had died, giving a
mortality of 42%.

As shown in Table II, between 899 and 1005
mean values of the proposed total dose of cyclo-
phosphamide was actually given at each treat-
ment cycle. Comparatively, much lower percent-
ages of the planned doses of vincristine, oral or
injectable methotrexate or steroids were actually
given. Less than 459 of the amount of metho-
trexate planned for intrathecal injection was
actually given. The reason for this suboptimal
drug administration was the unavailability of
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supply from the hospital pharmacy. However,
we found no evidence to suggest a link between
the quantity of treatment given and failure to
achieve remission or occurrence of early relapse
of BL in the “systemic” areas ofthe body. On the
other hand, it appeared that there was a close
correlation between the intensity of chemotherapy
of BL of the CNS with intrathecal methotrexate
and the degree of control of the disease achieved.

Wilm’s Tumour

Of the 44 cases of Wilm’s tumour, three died
without treatment, while 17 others (39%)
received only chemotherapy because the disease
was advanced and widespread. Fifteen of these
17 (88%) died within 2 weeks, of admission and
two were appaiently discharged at the paients’
request. Twenty-four of the 44 (55%) patients
underwent laparotomy, 9 of these alter an inital
course of chemotherapy. Nephrectomy was
followed by chemotherapy in all cases. Atthe
time of this review, three (75%) of 4 among the
24 operated patients in whom the disease was
localized to one kidney, were alive and free of
demonstrable disease between g and 17 months
after surgery. Two others with more extensive
disease, were also alive 12 and 15 months later
respectively, although they have both developed
radiologically demonstrable metastatic pulmeo-
nary disease. Twelve patients died between a few
hours and 2 weeks after surgery, while seven
others defaulted from the clinic after dischaige
from the ward. Thus, of the 34 patients who were
treated and adequately followed-up, only 3 (9%)
were alive and free of disease at about 12 months
after treatment. As shown in Table VI, a morta-
lity rate of 3% was recorded in this series,
compared to 83%, from an earlicr report from the

2 and to 38% fiom a recent

same institution
3 i5

report from Zaria and Kaduna.
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TABLE VI

Outcome of Treatment and Mortality® in three Commonest Childhood Malignansies in three Nigerian
Teaching Hospitacs

Fohnson and Bankole et al 2 Familusi et Adevele and Yakubu et alls
Williams, Thadan al,7 Ibadan Antia 14 Ibadan ZariajKaduna
fbadan, r96g-79  1959-68 1gbz~7¢ 156473 197383
Burkitt’s Lymphoma
Single-agent Chemotherapy
No of cases 190 None None 133 None
% CR 47 — - 48 -
% Surviving 6 months 16 - - 17-20 —
A Mortality o6 -— —_ 77 —_
Combination Chemotherapy
No of cases io Nore None None None
% CR 03 - _ _ _
% Surviving 6 months 42b - — —_ —
% Mortality 42 —_ — —_— —
Wilm’s tumour
No of cases 61 35 None None 44
% CR 715 ? — _ ?
% Surviving 6 months g 14.2 — - 13.6
a
% Mortality a3 835¢ - — 38
Neuroblastoma
No of cases 36 None 31 None None
% CR o — ?19.3 — —
% Surviving 6 months 146 — 12.7¢ —_ —
% Mortality ?100 — 87 —_ —
a = Asderived from data presented by the
various puklications d = Maximum observation period of g
years
b = Maximum ohse:vation period of 14
months € = Maximum observation period of g
. years
¢ = Maximum ohsetvation period of 15
months f

= Present report

CR = Complete Remigsion
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Neuroblastome

Of the 36 patients with this tumour, signi-
ficant tumour regression occurred in six patients
who were treated with surgery and chemotherapy.
However, relapse cccurred in 4 of the 6 patients
within % months of surgery and all 4 children
died, while the remaining 2 pauvents defaulted
from the clinic. Twenty-four other children died
between a day and 11 weeks of their initial
admission without any significant response to
treatment. Nine patients who had only a biopsy
taken at laparotomy and who were subsequently
discharged, were lost to follow-up. Thus, in this
series, 14.6%, of the patients survived longer than
6 months. In view of the aggressive nature of
neuroblastoma, and in view of the fact that, at
least, g of the 11 dcfaulting patients were dis-
charged in an extremely poor condition, they were
all presumed dead, thus givmg an estimated
overall mortality of about 100%. This does not
rule out the possibility of cccurrerce among these
patients of the rare, but well-known spontaneous
remission in neuroblastoma.

Discussion

In Nigeria, as in most other developing
countries, the importance of childhood cancer
is likely to increase with improvement in the
socio-economic status of the society ard effective
contrel and eradication of irfecticus discases
which presently constitute the main health
problems. There is, therefore, a need to improve
our undeistanding and management of these
diseases in order to improve on associated morki-
dity and survival rates.

Although Ngu®® reported in the mid-1g60s
from the UCH, Ibadan, BL patients surviving
2 years and longer, followmng treatment with
cyclophosphamide, we observed only 2 survival
of less than 12 months among our retrospectviely
studied patients. Furthermore, the remission rate
of 47% ocbserved among these patients was infe-
ricr to 94%,85% and81% following a similar
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treatment modality reported by Ziegler,“
Olweny et al'® and Nkrumah efal'® respectively.
Our present expetience with a combination chemo-
therapy used in the 19 patients studied prospecti-
vely, in this series was encouraging. Not only was
hegher complete remission 1ate of g3% achieved,
but also, the percentage of the patients surviving
longer than 6 months was improved from 16% to
42%. Similarly, the overall mortality decreased
from 6% to 42%. Although the maximum
observation period was only 14 months, at the
time of assessment of the results, one patient had
been free of discase for more than 12 months. In
view of the unique cell kinetic properties of
Burkitt’s lymphoma, whereby it is the fastest
growing human nf:oplasxnr‘r with ashort doubling
time,'® Burkitt’s lymphoma cells surviving
chemotherapeutic assault would be expected to
manifest as overt clinical disease latest, 6 months
alter discontinuation of anticancer chemotherapy.
Hence, it is probably safe to predict that the
prospectively studied patients would experi-
ence prolonged remission and would probably
be cured of the disease. This is suppoited by
the observation of Ziegler, Magrathand Olweny
who reported that 50%, of their patients treated
at the Uganda Cancer Institute were in remission
5-10 years after discontinuation of chemotherapy.
The last two decades have witnessed a pheno-
menal mprovement 1a the long-term survival
of patients with nephroblastoma. This has been
achieved through the current awarcness that the
treatment of choice for this disease is a combina-
tion chemotherapy with actinemycmn D and
vineristine. The role of adjuvant chemotherapy is
to effect an eradication of systemic occult micro-
metastasis.2? The successful outcome of treatment
may also be explained by the slow-growing
nature ol nephroblastoma. Jenkinszo has reported
that between 1963 and 1968, there was a 5-year
survival in 70% of a group of Canadian children
and that this improved to 819 in the 1969-1974
period. By conirast, Bankole, Familuss and Ngu?
reporting fiom Ibadan, observed in 35 patients
treated between 1959 and 1968 (10 years) that
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14% survived for 6 months or longer and only
2% for 4-5 vears. The six-month survival rate
of about 49 observed in the present series for
another ro-year period (166g-%8) is a further
deterioration from the earlier expericnce which
was discouraging. However, the recent results by
Yakubu ef al* appear to be more encouraging.
The reasons for their lower mortality rate
of 389 (comparcd to g3% in this series) for
Wilm’s tumour are not clear.

The results of the treatment of neuroblastoma
“has been unimpressive throughout the world.?!-22
This is especially striking in view of the remark-
able improvement that has been achieved iv the
results of chemotherapy of other types of cancer
through the multi-modality approach to mana-
gement.?®  The two-year survival 1ate in neuro-
blastoma has remained about 309, over a span
of several years.’2 24 A previous study of ncuro-
blastoma in Ibadan by Familusi, Aderele and
Williams” showed that 12.5% of patients were
apparently tumour-free 8-15 montts following
treatment. In the present review, no significant
improvement over the results of the carlier series
was evident since 14.6%, of the patients who did
not default, survived up to 7 months after treat-
ment.

The main reasons for the poor results in the
management ¢f the three commonest childhood
neoplasia  secn in Ibadan and analysed in this
report include (1) late preseatation at an advanced
stage of disease at which, even with the best
available resources, only a partial degree of
disease control can be expected (2) vnavailablity
of necessary treatment facilities, including drugs
and radiotherapy. Unflortunately, the poor
results obtained in childhood canceis tend to
the enthusiasm of  physicians,
especially the younger omes. It is, however,
important to emphasise that the prognosis of two
of the g most common abdominal malignancies
of childhood, namely: Burkitt's [ymphoma and
nephroblastoma, needs not be gloomy, because
there is evidence that both of them may be

dampen
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highly curable.’? 2 There is a necd to promote
the attitude of approaching the management of
childhood malignancies with a curative rather
than palliative intention. This approach would
necessarily include an improvement of our
primary health services for cluidren, more regular
drug supply and establishment of adequately
equipped treatment centres, including radio-
therapy units, for the management of these
childhood malignancies.
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