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{ STRAIGHTFORWARD ) 
Shashi Shekhar 

Pilots' mental health needs 
much greater attention 

n March 24, 2015, a Germanwings 
Alrbus Night 9525 took off from Bar 
celona, Spain. wns Cmers. passengers nn 

Thli hirty minutes later, as it was tlying over e 
snow-capped French Alps everythingl 
fine. The plane was cruising at its usual alti 
tude when it nosedived and before the 
shocked passengers could understand any 
thing, it crashed into one of the mountains. 

All 150 on were killed in the crash. 
The aviation world went into a tizzy. An 

investigation was launched immediately. 
What the Bureau of Inquiry and Analysis for 
Civil Aviation Safety (BEA) investigators 
found was chilling: the 27-year-old co-pilot, Andreas Lubitz, crashed the plane willingly. 
He was suffering from depression for a long 
time. When the captain went to the wash 
room during the flight, Lubitz bolted the 
cockpit door from inside. Then, he took con 
trol of the plane and turned it downwards 
and accelerated. The cockpit voice recorder 
Suggested that the captain tried hard to open 
the cockpit door but failed. His efforts went 
in vain resulting in terrible tragedy. 

the 

Those unaware should know that after 
the 9/11 terror attack, cockpit doors were 
reconfigured so that they couldn't be 
opened from outside. 

After the incident, aviation authorities in 
India and the world made presence of two people in the cockpit mandatory. If any one 
of the two the captain or the co-pilot -
steps out of the cockpit for some reason, a 
flight attendant must take their place till they return. But every system or protocol fails to 
anticipate a possible breach. We mistake the 
calm between two tragedies as operational 
efficiency and peak professionalism. 
Without looking far, let's take the 

recent case from India. 
The crash last year in June involving a 

Boeing 787 Dreamliner from Air India's 
fleet, moments after the plane took off 
from Ahmedabad airport, killed 260 people. 
Initial investigations revealed that the fuel 
switches were shut. Whether they switched 
off automatically or a pilot was responsible 
wasn't clear. Boeing conducted its own 
investigations e ame anvone but the 

and gave the plane a clean 
chit. They indication was clear: Either one of the two 
eople in the cockpit was respOnt for peo the crash or it was sabotage. It's a 

story that till now Indian authorities hayen't 
said any such thing. People should know Boeing investigates 
every crash anywhere in the world and most 
often doesn't find any fault in their product. 
Every multinational company from Boeing to 

THE FLYDUBAJ INCIDENT 
HAS PROVED THAT 

THREATS CAN BE PRESENT 
IN THE COCKPIT TO0. 
NEW, EFFECTIVE NORMS 
FOR FLJERS AND PILOTS 
CANT BE IGNORED ANY 
LONGER. WE WILL ALSO 
NEED A SERIOUS DIALOGUE 
ON HATE-MONGERING 

Union Carbide has the same tendency. 
t Amedabnd crosh, debnte ragcd 

on the erltlcal switch deslgn, pllots' regular traíning, and mandatory mental checkups. 
But some lessons slipped from our collective 
consciousness that shouldn't have. The 
FZ-1073 flight from Dubai to Tel Aviv is a 
glaring example of that slip. It is alleged that the Omani pilot attacked 
and grievously wounded Indian pilot 
Smit Machchhar with a type of axe. Showing 
exemplary courage, Machchhar not only 
tried to stop the attacker but was also able to open the door. The plane was descending 
quickly, yet the shocked passengers held 
their nerves. They overpowered the Omani 
pilot. Later, the plane safely landed at the 
Saudi airport at Tabuk. Weren't you left ask 
ing where did the protocols put in place after 
the 2015 incident vanish? Why weren't the 
Omani pilot's antecedents checked-their 
scheduled checkups done and regular visits to psychologists for mental health checks 
organised? Is the lapse what global airlines 
and regulators learnt after so many lives 
have been lost, from the French Alps to 
Ahmedabad? 

It's good that pilot Machchhar is receiving 
global praise. Israel wants to give him their 
highest honour. Murmurs have started in 
India to award him Ashok Chakra. Sure, he 

will get many honours within the country 
and globally, but do we know what he 
endured in those terrifying moments? Only those who have put their lives on the line to 
save others can appreciate it. As a stoic hero, 
what he thought of his act became clear from 
a phone conversation with Prime Minister 
Narendra Modi when he said he was deter 
mined not to let any passenger die. 

It's clear that the blessings and 
good wishes of all the 174 passengers of flight FZ-1073 will remain with him for1 r life. 
This is his true earníng. 

Omani authorities have identified the 
attacker as their citizen. Details of his birth, 
education, his friend circle and the motive 
for such an act are not clear. Whether he's 
associated with a terror outfit isn't clear 
either. However, a US daily has claimed 
that the attacker's name is Hamam Al 
Hammami and he was banned in Oman 
for his extremist views. Is it a coincidence 
that Germanwings pilot Lubitz was also 
able to hide his depression and no-fly recommendations from the authorities? A 
repeat by Hammami shows that the aviation 
authorities are beset by outdated thinking in 
the age of modern communications. Are fliers guinea pigs for aviation authori 
ties? For how long will we keep flying on a 
wing and a prayer? This incident has once again proved that 
the threat to airplanes is present in the 
cockpits too. Not only planes, helicopters, with their payload of tons of fuel, can become 
a deadly weapon over densely populated 
areas. It's clear that new, effective norms for 
liers and pilots can't be ignored any longer. We will also need to have a serious global 
discourse on hate mongering, which ls now 
afflicting the educated elite. The Omani pllot 
is its låtest example. 

Shashl Shekhar is editor-In-chlef, Hlndustan. 
The vlews expressed are personal 
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Body clock key to stroke recovery 
OENTISTS AT the Univer 
sty of Rochester r Med ane have found that 

Strengthening the body's natu ral daily rtythms to improve sleep may hetp the brain recover after a stroke This 

S 

{WEE KLY CAP SULE} 
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helped mice recover afterastroke by improving the bran's waste- clearıng system and reducing lin nflammation The approach worked even when treat 
g lingering 

ment began three days after t ter the stroke, suQgesting cir cadian-based therapies could offer support long-term recovery. One of the most promising approaches was time-restricted feeding, an intervention that is being ivestigated for obesity. diabetes and heart disease. 

What coffee does to gut, brain 
NEW study by University College Cork suggests 

Lcoffee may influence 
mood and brain function by 
changing the activity of gut microbes. Both caffeinated and decaf coffee were linked to 
lower stress, depression and impulsivity, while also pro ducing measurable changes ingut bacteria. Decaf was associated with better learning and memory, while caf feinated coffee appeared to reduce anxiety and improve attention. The findings add to growing evi dence that coffee should not be viewed as a source of caffeine. Its components may interact with the micro biome, metabolism and nervous system. 

Pomegranate ups heart function 
NATURAL compound the 
body produces after con 

lsuming foods such as 
pomegranates may improve 
heart function by as much as 80 
per cent in experimental 
models of a forrn of heart failure 

A: 

that currentty has relatively few treatment options. Researchers at King's College London found that uroli thin A, which is produced in the body after eating foods 
including pomegranates, walnuts and some berries, can help the heart relax. The compound also reduced 
scarring and limited harmful enlargement of th f the heart. UrolithinA significantly improved relaxation in heart tis sue created from stem cells, too. 

Smell chocolates to boost workouts 
IMPLY SMELLING Choc 
olate heiped men com 
plete more leg extension 

repetitions without making the 
workout feel harder, wth dark 
chocolate producing the 
strongest effect. The 

17 

researchers think famufiar food aromas may influence 
appetite and motivation by makıng the brain anticpate Smelling dark chOcolate was consistently tedw 

7iay 

I with lowver hunger, less desure and internthon to eat and fullness The dark chocolate arama appered to reduce appetite and increase perceived fuilness Sniffinga 90 per cent dark chocolate added about 18 more repetitions to participants' leg extersions 
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WHAT SYMPTOMS 
SHOULD YOU WATCH 
OUT FOR? 
Lung cancer can cause few 
or no symptoms in its early 
stages. When symptoms do 

occur, they can resemble common respiratory problems. These include: 

Coughing up blood 

I arpol 

OA cOugh that does not go away or changes 
Over time 

Breathlessness or new/worsening difficulty 
breathing 
Persistent chest or shoulder pain 
Repeated chest infections 
Unexplained weight loss or loss of appetite 
OPersistent tiredness or weakness 
OHoarseness or a change in the voice 
These symptoms do not by themselves mean 

CancerObservatory data. It accoOunted for 

cancer and can have many other causes. What matters is whether they persist, worsen, recur or remain unexplained. A doctor may also consider whether several symptoms are occurring together. 

WHEN SYMPTOMS PERSIST: WHATHAPPENS NEXT? 

HOW IS LUNG CANCER ACTUALLY 
DIAGNOSED? 
OA scan cannot, by itself, confirm lung cancer. Adoctor may first take a detailed history and 

perform a physical examination before 
deciding whether imaging is needed. If 
an X-rayor CT scan shows a 
SUspiciouS area, further 
investigation may be required. 
Usually, this involves obtaining 
a tissue or fluid sample through 
a biopsy or another 
procedure. A pathologist 

Ve 

examines the sample under a 
microscope to establish whether cancer 
is present and, if so, what type. Additional 

LDCT,İs expensive and not uniformly avail able. This issue was among those discussed 

tests may be needed to determine the stage 
and characteristics of the tumour. 
WHERE CAN DELAYS HAPPEN? 
ODiagnosis is not a single event. A patient may 
first see a primary-care doctor, be treated for a 
more common respiratory condition and 
return if symptoms persist. If imaging is 
ordered, there can be delays in getting the 
Scan, interpreting an abnormal finding, seeing 

a specialist or arranging a biopsy. 
Even after cancer is confirmed. 
treatment cannot always begin 
immediately. Doctors may need to 
establish the exact stage, obtain 
additional pathology and, for 
some patients, carry out genetic 

testing to determine which 
treatments are appropriate. 

DOES EVERY PERSISTENT COUGH 
REQUIREACTSCAN? 

New Delhi 

arebeingmissed before someone takestheir symptoms seriously? 

No. Cough is extremely 
commonand can result 
from infections, asthma, 
allergies, reflux and many 
other condítions. Doctors 
consider its duration, 

severity, associatedsymptoms, 
examination findings, medical history and risk 
factors. 

CT scans can provide detailed images, but 
they also involve radiation and can reveal 
abnormalities that reguire additional tests but 
ultimately prove to be benign. The decision to 
scan therefore needs to be based on the 
individual clinical situation. 

AFTERLUNG CANCERIS CONFIRMED_ 
Doctors establish the cancer's type and stage 
before deciding on treatment. Treatrment can 
include surgery, radiation, chemotherapy. 
immunotherapy or targeted medicines, either 
alone or in combination. 



CO\SLTVON 

Are we treating 
heart attacks 
too late? 
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CHAIRAN AND MANAGING 
DRECTOs MEOANA 

India nceds to shift fronı rcacting to heart attacks to addressing risks earlier 
VERY DAY. poople walk into hospitals across our Country after the chest paln that they Initially as acidity finally beomes unbearable. Patients nee ydlsmlssed prompt diagnosis and treatument but uncertainty, fear of I medicalcosts andoncerns about buSy healthcare facilities can often lead to people delaying seeking care. 

Weneed to connect 
Smaller healthcare 
centres to specialist 
cardiac care. We 
need risk-based 
preventive screening 
rather than doingso 
only aftera crisis 

This is a pattern that quietly plays out again and again -patients losing precious time while their hea collapses. According to the Global Burde 
ir heart muscle quietly 

heart disease is the most common cause ofdeath in India, ac 
rden ofDisease, 2021. 

counting for 28.6 lakh deaths annually. More develop heart disease almost a decade e: We Indians 
average, which means working-age adults, the breadwinners earlierthban 
oftheir familles, are increasingly the ones affęcted 

Inthe 1970s, American cardiologist Dr Eugene Braunwald 
coined the phrase"time is muscle." What this means is that a 
heart attack is not a singular, sudden event -muscle damage 
slowly spreads over time, and because the damage takes sev 
eral hoursto complete, doctors can save the he muscle ifthey re store blood flow auickly. The first 90 minutes after the heart 
attack offer the best chance of of limitingpermanent damage. Unfortunately, halfof all heart attack deaths in India occur before the patient ever reaches a hospital. Guidelines recom mend an ECG (electroc trocardiogram) within 10 minutes of first medical contact but in tin practice, many patients travel for hours and often have to visit t VisIt twoor three healthcare centres before that first ECG is eve even done. Improving outcomes cannot de pend only on treating patients oncea heart attack has 

occurred. Prevention has an 
equally important role to 
play. Understanding risk fac 
tors, recognisingwarning 
signs early and making 
healthier choices can help 
reduce the risk of heart dis 
ease before it reaches 
an emergency. 

For decades, cardiology 
has largely been a reactive 
speciality. We wait for the 
chest pain, the ECG, the 
blocked artery and then we 
intervene. This cannot 
remain our working model– 
recent evidence estimates 
that cardiovasculardise 
affects around 11 per cent o1 

ates 

metaboic 
India's adult popu riuiation, and 

dCtors such as 
high blood pressure, choles 
terol and blo d sugar are highly prevala valent in our 
country. Amodel built only 
around emergency response 
will always be racing against 
a clock.The answer is to have 

a model of cardiac care that is predictive, preventive and per 
sonalised: dand can helpus intervene before an emergency. 

Additionally, metabolic and lifestyle factors together ac 
count for the overwhelming majority of India's cardiovascular 
riskand nearly all ofit is modifiable. This is where preventive 
healthcare comes into play. The most powerful intervention is 
not a stent or a bypass. It İs controlling blood pressure, choles 
terol and blood sugar, staying physically active, eating well 
and staying away from all formsof tobacco. 

Advances in medical technology are changing how we ap 
proach prevention. Today, non-invasive tools, including caro 
tid and femoral plaque imaging, CT coronary angiography 
and coronary calcium scoring can help detect plaque bulld-up 
years before symptoms appear. Wearable sensors and AI 
based risk tools add another layer, lagging abnornal heart 
rhythms or blood pressure trends long before they turn into 
emergencies, Furthermore, personalised medicine is impor rurleofa 35-year tant because the risk pronle r-old professional with 
a family history ofheart disease looks os leeneelooks nothing like that of a fa 60 
year-old managing diabetes and hypertension. Some condi 
tions, suchas atrial fibrillation (heart rhythm irregularlty In 
the upper chamber) can stay completely silent until a stroke 
becomes the first symplom. Tallored, risk-based screenlng, 
rather than one-slze-flls-all check-ups, Is how we catch such 
patients Intime. 

We need to close the gap between symptoms and treatment 
at every level, Por that, we need stronger awareness of heart 
attack symptoms and the golden hour. We need diagnostlcfa 
cilitles beyond our netro cities, stronger networksthat con 
nect smaller healthcare centres tospeclalist cardlac care, and 
routlne, rlsk-based preventlve screenlng rather than screen 
Ingonly after a crisis. Por this, the publlc and private sectors 
Imust workhand in hand. Because with heart dlsease, every 
hourof delay is pald forin human llves, 
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Her experience, which she sharedat the 
just-concluded World Cancer Congress in 
Hong Kong, illustratesa largerproblem con 
fronting eforts to detect lung cancer early: 
the people most likely to benefit from 
ScTeening are not necessarily the only ones 
who develop the disease. "All the medical lit 
erature stating that the disease usually 
happens at a laterage, among people who 
have been smoking for years, means that 
even doctors do not suspect it inthe young 
Butthe reality is that people like me also get 
the disease and the doctors should at least 
review such decisions when symptoms are 
present," Bombatkar told The Indian Ex 
press. This comes at a time when the Inter 
national Agency for Research on Cancer 
(LARC) published its perspective on cancer 
screening in the New England Journal of 
Medicine. The study says that screening for 
lung cancer using Low Dose Computed To 
mography (LDCT) can help in early detec 
tion and improve the odds of survival. How 
ever, with the radiation accumulated from 
the LDCT itself increasing the risk of other 
types of cancers, the screening is suggested 
only in high-risk goups people who are 
between the ages of 50 and 80 years and 
have been smoking a pack a day for at least 
20 to 30 years. 
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HENRASIKA Bombatkar, 
30, developed apersistent 
cough one monsoon four 
years ago, doctors initially 
saw little reason for con 

cern. She was young, a non-Smoker and, 
therefore, did not fit the conventional profile 
ofa lung cancer patient. Two weeks later, 
still coughing, she sought help again-this 
time prompted by an awarerness campaign 
featuring actor Amitabh Bachchan that 
urged people to get tested for tuberculosis 
(TB) ifa cough persisted. Two months after 
her synptoms began, doctors finally diag 
nosed what had been missed: late-stage 
lung cancer. 

"Iwas diagnosed only after Iinsisted that 
Igeta CTscan, even though the doctors kept 
telling me about the side effects of getting 
unnecessary scans. I was lucky to be an al 
lied health professional. I could do the re 
search on my own, I could insist on the test 
at the hospital I worked at." says Bombatkar, 
who was then working asaphysiotherapist 
at Christian Medical College (CMC), Vellore. 
Once doctors saw the CT scan she had in 
sisted on, the picture changed. The cancer 
had already spread from her lungs to her 
lymph nodes. A lymph-node sample con 
fimed the diagnosis. 

Living as the other 
Even after diagnosis, Bombatkar found 

herself having to explain why she had lung 
cancer. "All the campaigns against tobacco 
smoking warn of lung cancer. But in doing 
so, it makes people think that the people 
who get the disease deserve it," she says. 

Bombatkar is now sharing her experi 
ence publicly because she wants other pa 
tients, particularly those who do not fit the 
conventional profile of lung cancer, to rec 
ognise that persistent symptoms should not 
simplybe dismissed."Iwanted to talkabout 
my journey to tell people that they are not 
alone, to tell them that they should trust 
their bodies," she says. "Yet, my doctors, 
relatives and neighbours always rein me in, 
sayingI should not be talking about my dis 
ease when I am doing okay. It's because of 
my father's support that Iam here talking to 
everyone about it." 

Beingyoung and a non-smoker does not 
mean zero risk. As lung cancer in never 
smokers receives greater attention, re 
searchers are examining the roles of air pol 

When lung : 
cancer doesn't 
fitthe profile 

Young, non-smoking patients are diagnosed late because doctors 
and screening programmes continue to look at older smokers. 
A survivor's experience exposes the cost of that blind spot 

Rasika Bombatkar during a badminton practice session 

lution, genetics, second-hand smoke and 
other environmental exposure. However, 
current screening criteria are largely built 
around age and cumulative smoking expo 
sure, so they may not capture every person 
who develops lung cancer. 
The early detection challenge 

Lung cancer is often dlagnosed onlyafter 
it has spread, when treatment becomes 
harder and the chances of survival fall. In 
India, it wasthe third most common cancer 
in 2024, affecting 1.12 lakh people and kiling 
more than 98,000, according to GIlobal 
Cancer Observatory data. It accounted for 
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positive, 

22per cent ofall cancers but 10.9 per cent of 
cancer deaths in the country. 

A study based on data from India's 
cancer registrles found that nearly 45 per 
cent of patients were dlagnosed only ater 
the disease had spread. The researchers 
called forstrongerlung-cancer-specificpre 
ventlon and control measures and greater 
capacity amonghealthcareproviderstoen 
sure timely diagnosls and treatment. 

But creating a national screenlng pro 
gramme presents formldable challenges. 
Thecurrent evidence-based screenlngtool, 
LDCT, Is expensive and not unlfornly avail 
able, Thls issue was among those discussed 

at the World Cancer Congress, where global 
cancer experts examined how screening 
could be made more effective without 
simply expanding it to entire populations. 
Dorothy Keefe, CEO of Cancer Australia, 
says that researchers, while examining 
whether lung cancer screening would be 
cost-effective in Australia, found that most 
cases occurred among long-term smokers. 
That shaped the population selected for 
screening. But the picture is different in 
partsofAsia, where asubstantial proportion 
of lung cancer cases occur among non 
smokers, potentially making a case for 
identifying high-risknon-smokers too. 

Hong Kongis alreadystudying this ques 
tion. Dr Anne Lee, vice chairman of the 
Hong Kong Anti-Cancer Society, says, "A 
study is under way to examine whether 
screening could benefit high-risk non 
smokers and those with a family history of lung cancer. In HongKong, as in India, more 
than half of lung cancer cases are not di 
rectly linked to smoking." 

Béatrice Lauby-Secretan, who heads 
JARC'S Work in this area, feels emerging risk 
prediction models could help identify 
people who fall outside traditional screening 
criteria."Such models could incorporate ex 
posureto air pollution, second-hand smoke 
and occupational hazards. Emerging tech 
nologies such as AI-based chest X-rays may 
eventually help expand screening, although 
there is not yet strong evidence to support 
their widespread use." 

Indian researchers are examining other 
risk factors. Dr Abhishek Shankar ofthe All 
India Institute of Medical Sciences (AIMS), 
Delhi, is studying the impact of living in h+ 
highly polluted areas on accelerating lung 
cancer risk."With rising incidence and late 
stage detection, India needs its own criteria 
for screening." he says. 
The treatment battle 

For Bombatkar, getting a diagnosis was 
only the beginning. She needed molecular 

odetermine whether she carried mtarionsthat could make her eligible for 
newertargeted therapies. The test itselfcan 
cost between Rs 50,000 and Rs 1lakh, creat 
ing another barrier. When her results 
showed that she could benefit from osimer 
tinib, accessing the drug proved even 
harder."You could buy the drug for Rs1lakh 
a month with no end date in sight or you 
could get enrolled ina clinical trial. At the 
time my salarywasjust Rs 35,000, I couldn't 
even thinkofbuying the medicine. My par 
ents would have had to sell everything they 
owned. I tried to get into clinical trials but 
they accepted patients onlyup to stage 3a-
bythe timeIwas diagnosed Iwas at stage 3b. 
Icouldn't get it," says Bombatkar. 

tes 

She eventually did what many Indian 
patients are forced to do: look for a cheaper 
alternative. She bought an unbranded ver 
sion of the medicine manufacturedin Bang 
ladesh, where patent rules allow certain 
flexibilities because of its lower-middle-in 
come status, It cost her Rs 25,000 a month. 

"The onlyway to tell that something was 
happening was to watchout forsideeffects," 
shesays. After surgery to remove a part of herlung and several lymph nodes, followed 
by multiple rounds of treatment, Bombat 
kar has managed to push the disense back. 
But the experlence has left her acutely alert 
to every symptom. Speaking about the dis 
ease Is part of making sure that other pa 
tlents do not have to flght the same battles 
alone- irs to be believed, then to be diag 
nosed and finally to access treatment. Her 
story ralses a question that screeninggulde 
lines alone cannot answer: How many pa 
tients who do not fit the traditional profile 
are belng missed before someone takes thelr 
symptoms seriously? 
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Why India doesn't screen 
for its decadliest cancer 

ANONNADUTT 
LUNG CANCER İs the leading cause of 
cancer deaths in India. In 2024, it ac 
counted for 10.9% of all cancer deaths, or 
98,687 deaths - up from 75,031 in 2022, 
when it ranked fourth. 

While lung cancer is one of the more dif 
ficult-to-treat types ofthe disease, another 
reason why ìt kills so many in India is that 
most patients reach hòspitals in the late 
stages of the disease; by that time, the sur 
vival rate drops significantly. Yet, the gov 
ermment's screening programme at pri 
maryhealth centreslooks only for the other 
commontypes: breast, oral.and cervical. 

Why is screening necessary? 
Between 2022 and 2024, new lung 

cancer cases increased from 81,748,or5.8% 
ofall cancer cases, to 112 lakh, or 7.2%, tak 
ingit from fourth to third place in terms of 
incidence. Mortality, meanwhile, increased 
from 8.2% of all cancer deaths to 10.9%, 
shows the latest data from Global Cancer 
Observatory, a cancer statistics platform 
maintained by the World Health Organisa 
tion's Intermational Agency for Research on 
Cancer (LARC). 

This means there is a need to detect 
cases and provide treatment early, which 
is possible only if there is a screening pro 
gramme for lung cancer. 

But lung cancer is a disease that is not 
uSually screened for-and has no easy way 
to screen for-it isusually diagnosed when 
it has already spread. "We have seen that 93% of all the lung cancer cases are diag 
nosed in advanced stages," Dr Abhishek 
Shankar, one of the authors of a "perspec tive" on lung cancer screening published 
bythe IARC in September, told TheIndian 
Express. 

When diagnosed in late stages, the like 
lihood of surviving five years with lung 

•Low-dose CT scans: Highest cost, highest gain 
• LDCT (ow-dose computed tomography) 
based lung cancer screening can reduce 
the mortality from lung cancer by treating 
the disease at an early stage. 
The likelilhood of surviving five years with 

lung cancer can rise to 80% if the disease is 
detected in the first stage. 

An Indian Council of Medical Research 
study comparing the outcomes of.LDCT, 
chest X-rays, and no screening in a hypotheti 
cal high-risk population found that although LDCT incurred the highest cost, it also pro vided the highest net monetary benefit. 
The study concluded that LDCT is a "cost 

effective strategy" for lung cancer screening 
in India, and policymakers should"consider 
integrating LDCT into national cancer screen 
ing programs, ike 

cancer is just 7% to 18%. This can increase 
to 80% if the disease is detected in the first 
stage."LDCT((0w-dose computed tomog 
raphy)-based lung cancer screening can re 
duce the mortality from lung cancer by treatingthe diseaseat an early stage. While 
not apartof the government's programme, there should be efforts at institutional level 
to provide lung cancer screening," said 
Shankar. 

Why is India not increasing 
screening? 

There are several challenges, especially 
in a resource-constrained setting such as 
India. 

COST OF SCREENING: The screening tests for breast, oral, and cervical cancer are 
all inexpensive and low-tech. Primary 
health centres perform clinical breast 
exams for breast cancer, a visual examin 
ation ofthe oral cavity for oral cancer, and 
usually a visual inspection under acetic 
acid for cervical cancer (the cancer cells 
turn white with acetic acid). If health 
workers detect somethingsuspicious, they 
referpatients to higher centres. 

CT scan machines.are natavailable at primary health centres 

Outside 
the net 

Guidelines cover 
people with a 
history of 
Smoking 

cigarettes, but 
there is no 

equivalent for 
India's large 
population of 
beedi-smokers. 

A 2024 
statement by 

researchers said 
these smokers 
should be added 
to the high-risk 

The increasing burden of lung cancer makes early detection crucial. But 
there are several challenges with 
introducing a screening programme 

category. 

The LDCT test, however, is not an inex 
pensive one - and is likely to add to the 
government's budget if introduced as a 
screening tool. But an Indian Council of 
Medical Research study comparing the 
outcomes of LDCT, chest X-rays, and no 
screeninginahypothetical high-riskpopu 
lation found that although LDCT incurred 
the highest cost, it also provided the highest 
net monetary benefit. 

AVAILABILITY OF LDCT: The test would 
require patients to travel to a higher centre 
for a screening test without experiencing 
any symptom. Even at centres that do cur 
rently have CT machines, LDCT is usually offered only when the doctor suspects something. 

POPULATION AT RISK:Unlike the West, a significant proportion of lung cancer in India occurs amongnon-smokers. Current global screening guidelines recommend that LDCTbeperformed only forpeople be-tween the ages of 50 and 80 who have been smokinga pack of cigarettes a day for at least 20 years, but leave a large proportion of at-risk people in India out of the net. India also has a large population of beedi-

smokers and there is no equivalent screen 
ing criteria for them. 

HIGHINCIDENCE OF TB:A concern often 
raised is whether the high prevalence oftu 
berculosis (TB) in India could lead to more 
false positives and excessive testing. But a 
pilot study from Mumbai published in 2021 
sald: "...even in a tuberculosis endemic 
country, LDCT picks up malignant lung 
nodules early and saves lives." Another 
2025 study by AIIMS doctors also found 
that prevalence ofTBposed no problem in 
lung cancer screening. 

Who should be screened? 
An expert opinion statement written by 

Indian researchers in 2024 said that people 
with a history of beedi smoking, exposure 
to second-hand smoke, biomass fuel, 
fumes,and domesticsmoke should also be 
added to the high-risk category. Ambient t 
air pollution may be an emerging threat. 

"Screening cannot rely onlyon smoking 
history when millions are exposed to air 
pollutionand occupational risks. Through 
the Indian Lung Screening Trial, we are 
generating Indian evidence on low-dose 
CT screening, while ARCARE (Air Pollu 
tion and Cancer Research Ecosystem) is 
studying the contribution of air pollution 
and other environmental exposures to 
lung-cancer risk," said Shankar. 

What is the role of measures to curb 
smoking? 

While a significant proportion of lung cancers in India may not be linked to smok 
ing, smoking cessation is still a very effec tive way to reduce risk of lung cancer. "In 
lung cancer patients, smoking cessation can significantly improve treatment out comes," said Shankar. 

Accordingto Shankar, changingthe way we warn people about the risks associated 
with smoking may also help in ensuring 
simplysaying that smoking kills, ifthe ciga 
morepeople receivetimely care. "Instead of 
rette packets, for example, say that ifyou are overthe age of 60 years and have been smok ing for 20, you should get screened for cancer. This way, the people have actionable knowledge about what they need to do." 
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