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Speaking for Ourselves

Generating finances for the chemotherapy of
children with cancer

S. AGARWALA, V. BHATNAGAR, D. K. MITRA

ABSTRACT
Bilckground. To develop and evaluate a system of obtaining

financial assistance for the treatment of children with solid
tumours by involving individual members of society.

Methods. This prospective project was carried out at the
Paediatric Solid Tumours Clinic of the Department of Paediatric
Surgery, All India Institute of Medical Sciences, New Delhi, from
January t 994 to December t 998. Donor families were enlisted
by talking to affluent people. Families who agreed to help in this
effort were told that they could Iadopt' a child for the purpose
ofhis/her treatment and that they should purchase the prescribed
chemotherapeutic drugs and give them to the family of the
affected child. Therapy was started once the drug was received
at the hospital. This process was repeated at each subsequent visit.

Results. Of the 29 t children with solid tumours registered
at the clinic, 45 (t 5.5%) received financial assistance by this
method. The proportion of children receiving financial assistance
increased from 8.6%in t 994to23%in t 998. Of all those who
received assistance, 20 (44.4%) have completed therapy and
are surviving, t t are still on therapy, t 2 died and 2 decided to
discontinue therapy because of progressive disease.

Conclusions. The advantages of this system far outweigh its
disadvantages. This method of generating finances for children
with cancer can be recommended to all doctors treating such
children.
Natl Med J India 2000; t 3:94-5

INTRODUCTION
In India, economic considerations play an important role in the
treatment of children with cancer. The parents of many afflicted
children are unable to afford the cost of chemotherapy. Such
patients are either not given any treatment or tend to discontinue
treatment after a course or two of chemotherapy. There is a need
for financing the chemotherapy of such children. With funds
being increasingly scarce in government hospitals it is necessary
to look for alternatives within the existing framework. Such a
method would necessarily have to be transparent, simple and
convenient for the donor as well as the recipient of the financial
assistance. We describe here such a method employed by us for
generating finances for the treatment of such children.
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PATIENTS AND METHODS
This prospective project was carried out at the Paediatric Solid
Tumours Clinic of the Department of Paediatric Surgery, All
India Institute of Medical Sciences, New Delhi, from January
1994 to December 1998. Donor families were enlisted by the first
author (SA) by talking to affluent people at gatherings such as
parties, marriages and other social and religious functions. These
families were first told about the magnitude of the problem of
cancer in children and their plight, because of the inability of their
parents to finance treatment. Those families who agreed to help in
this effort were told that they could' adopt' a child for the purpose
of treatment and that when such a needy family came to them they
should just purchase the prescribed chemotherapeutic drugs and
give them to the family. They were instructed not to give money
directly to the patient's family. The address, telephone number
and the extent to which the donor family was willing to help was
noted.
When a child who needed financial assistance was identified

amongst children registered at our clinic, the requirement for
chemotherapeutic drugs was calculated and the approximate total
cost worked out (Table I). A donor family was then identified by
matching this amount to the amounts mentioned by prospective
donors. The donor family was contacted on telephone and told
about the disease ofthe patient they were to sponsor. An appoint-
ment (time and place) was fixed for the same on the next day. The
parents of the child were given the address of the donor family and
the prescription of one course of chemotherapeutic drugs and
asked to collect the drugs from them. Once the drug was received
at the hospital, therapy was started. This process was repeated
before each subsequent visit. The donor families were kept
informed about the progress of the patient they had sponsored.
The donor families were also encouraged to talk to their friends
and relatives about the project and inform us about other inter-
ested families.

RESULTS
During the 5 years of the study, 291 children with solid tumours
were registered at the Paediatric Solid Tumour Clinic, Depart-
ment of Paediatric Surgery, All India Institute of Medical Sci-
ences, New Delhi (Table II). Of these 291 children, 45 (15.5%)
received financial assistance-29 (10%) received total and 16
(5.5%) partial financial assistance (Table II). The proportion of
children receiving financial assistance increased over the years,
from 8.6% in 1994 to 23% in 1998. Of the 45 children who
received financial assistance from various donor families, 20
(44.4%) have completed their treatment protocols and are cur-
rently alive. Ofthe remaining 25 children, 11 are still on therapy,
12 died and in 2 therapy was discontinued because of progressive
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TABLEI. Approximate cost of treatment of some common solid
tumours treated at the Paediatric Solid Tumour Clinic
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TABLEII. Year-wise distribution of patients who received
financial assistance at the Paediatric Solid Tumour Clinic

Disease Chemotherapy Year Registered No. of patients receiving financial assistance

Protocol used Cost of one course* Total cost* patients Complete Partial Total number
(in rupees) (in rupees)

1994 58 3 2 5 (8.6)
Wilms' tumour NWTS-3 1630 11410t 1995 54 3 3 6 (ll.l )

Neuroblastoma St Jude's 3345 20070t 1996 47 5 3 8 (14.0)
Soft tissue sarcomas VAC- VAD 2165 19485 1997 53 8 2 10 (18.7)
Germ cell tumours PEB 1605 6420 1998 69 10 6 16 (23.2)

Hepatoblastoma PLADO 935 5610 Total 291 29 (10) 16 (5.5) 45 (15.5)

* For a child with surface area ofO.S m' (weight approximately 10-12 kg)
t Chemotherapy for stage 3 and above
NWTS-3 National Wilms' tumour study-3 (Actinomycin D, vincristine and
adriamycin) St Jude's (Cyclophosphamide, adriamycin, cispiatin and
tensoposide [YM-26]) VAC-VAD Vincristine, actinomycin D,
cyclophosphamide and adriamycin PEB Cisplatin, etoposide and bleomycin
PLADO Cisplatin and adriamycin

disease. Most of the survivors are patients with Wilms' tumour,
soft tissue sarcomas or malignant germ cell tumours and neuro-
blastoma. The number of donor families increased from 3 in 1994
to 10 in 1998. There are 5 more families who are awaiting a child
requiring financial assistance for treatment.

DISCUSSION
In developing countries such as India, the financial implications
of the treatment of any disease in children needs to be addressed.
This is especially true of the subgroup of children suffering from
cancers. The general belief in India is that cancer is a disease of
adults. However, among the paediatric population in developing
countries malignancy is the third most common cause of death
after malnutrition and infection. The public as well as primary
health care personnel believe that cancer in children is uncom-
mon. This leads to delay in the diagnosis of most children with
cancer. The general impression that cancer inchildren is untreatable
and almost universally fatal is responsible for the fact that a large
number of patients are unwilling or less enthusiastic about either
starting or continuing with treatment. This lack of enthusiasm is
compounded by a large number of other factors-non-availabil-
ity of proper advice, encouragement and financial help from
friends and relatives; the prohibitive cost of investigations; need
to travel to far-off places where adequate treatment facilities are
available; the cost of such travel and stay there; the disruption of
normal day-to-day work and the need for repeated and frequent
visits for investigations and chemotherapy. To all this is added the
deterrent of the actual cost ofthe chemotherapeutic drugs, antibi-
otics and other supportive treatment required for episodes of
neutropenia and infection.
Even though government hospitals all over the country pro-

vide free treatment, the cost of drugs and other ancillaries have to
be borne by parents. Therefore, the total cost of treatment of such
children is high and probably beyond the reach of a large propor-
tion of our population. Some parents go to the extent of selling
their property and other assets to treat their children. This is worse
if their child succumbs to the disease. To help these children
financially, we have been taking the help of various organizations
such as the Army and Air Force Wives Welfare Associations, The
Prime Minister's Relief Fund, and The Chief Minister's Relief
Fund. Help is also provided by availing the facility offree hospital
admissions, and all investigations, and compensation in railway

Figures in parentheses are percentages Solid tumours such as bone
tumours, central nervous system (eNS) tumours, retinoblastoma and
others which are treated by other departments are not included as they are
registered in other clinics.

travel as per government rules. This new way of generating
finances was tried only in the past 5 years and was in addition to
the above-mentioned facilities.
The experience from our solid tumour clinic is encouraging.

Besides financially helping the parents, we noticed a definite
decrease in the drop-out rates during treatment. Though the end
result may not always be favourable, the donor families have been
gracious enough to accept this and still continue to provide
financial assistance irrespective of the outcome. A few families
had initially expressed a desire to help only those children who
were likely to survive. When it was explained that help should not
be based on the outcome but on the economic condition of the
suffering family, most families understood.
The main advantages of such a system of generating financial

assistance is that it gives the donor family direct contact with the
patient and family. Since the donor buys the drugs, the donated
money is utilized entirely for the treatment of the patient. In turn,
the patient also knows where the money for the drugs is coming
from and is not under the false impression that the hospital
provides free drugs. Once a child has completed treatment, he/she
is encouraged to visit the donor family occasionally. This en-
hances the confidence of the donor family and their willingness to
'adopt' another child. It also ensures to some extent that the
patients regularly take chemotherapy. It obviates the need for
maintenance of accounts, their regular auditing and other admin-
istrative problems of which there are many in any government
hospital in India. Obtaining sanctions from the Prime Minister's
Relief Fund or the Chief Minister's Relief Fund are not difficult
but actually getting the money in time is nearly impossible
because of various administrative requirements.
However, there are some disadvantages in our system. Mon-

etary help can be taken from families within the city only. The
patient's family has to face initial difficulty in searching for
donors' addresses in a city to which they may be new. The donors
have to spend some time buying the medicines. It is indeed
surprising how many people actually want to do something to help
the weaker sections, but are unable to do so because they do not
know how. All that treating doctors need to do is to ask for help.
'No' and 'will see' may be the response sometimes but ·the
willingness to help is most often the answer. Overall, the advan-
tages of our system far outweigh its disadvantages and it can be
recommended for all doctors engaged in treating such children.


