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Editorial

With the increasing incidence of various cancers worldwide, there is a major surge in the administration of chemo-radio- therapy to these patients at different points of anti-cancer therapy. There are numerous side-effects and complications of cancer chemotherapy, which can alter the overall outcome. One of the rare, but fatal complications is TLS. Tumour lysis syndrome [1] is a multi-system disorder, caused by massive and abrupt release of cellular components into the blood after the rapid lysis of malignant cells which are particularly rich in uric acid, phosphate and potassium. Potassium in excess leads to severe skeletal muscle dysfunction, ventricular arrhythmias and cardiac arrest. Uric acid is the final by-product of purine metabolism in humans. Uric acid can crystallize and obstruct the flow in renal tubules, leading to acute kidney injury. Excess phosphate in blood combines with calcium and forms calcium phosphate which gets deposited in kidneys mediating acute kidney damage. And as a result, calcium levels in blood may fall and lead to hypocalcaemia sequalae. Calcium phosphate also facilitates the deposit of uric acid crystals in kidney [2].

There is no universally accepted system for classification and grading of TLS. The most recent and preferred one is Cairo and Bishop classification system 2004 [3], based on defining laboratory or clinical tumour lysis syndrome (LTLS or CTLS). This system distinguishes between the patients who do not require therapeutic intervention versus the patients requiring intensive care unit (ICU) admission. Under this system, LTLS is considered to be present if levels of two or more serum values of uric acid, potassium, phosphorus or calcium are more than or less than normal at presentation or if they change by 25% within 3 days before or 7 days after the initiation of chemotherapy. CTLS requires the presence of LTLS in addition to one or more of the following significant clinical complications: renal insufficiency, cardiac arrhythmias, seizures and sudden death [4].

Though there have been several recent advances in the management of this oncologic emergency. morbidity and mortality from TLS still remains high. There should be screening of high-risk patients prone to develop TLS. Institution of chemotherapy in these patients should be done preferably in an ICU set up. Vigilant monitoring of vital parameters, including invasive monitors, arterial blood gases and electrocardiogram may be required in patients with concurrent renal or cardio-respiratory comorbidities. All blood chemistries, including serum electrolytes (Sodium, Potassium, Phosphorous and Calcium), renal function tests, blood counts, coagulation profile, calcium-phosphate product, reticulocyte count and liver function tests must be carried out before and after administration of chemotherapeutic agents. Maintenance of adequate hydration and prevention of end-organ damage is the corner stone of management. Some patients may require renal replacement therapy [5]. Early recognition of complications and prompt ICU admission is of paramount importance for successful outcome in onco- emergencies. Close co-ordination between the oncologist, intensivist, nutritionist and nephrologist plays a pivotal role in the recognition and management of TLS. Future cancer research must focus on multi-center randomized controlled trials on protocol-based, preventive and treatment strategies for this rare, but serious syndrome.
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