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IN REPLY: We thank Drs Chamberlain, Recht, and Glantz
for their interest in our work and thoughtful comments on our
study.1 They raise the important issue of primary chemother-
apy as an alternative treatment for elderly patients with glio-
blastoma multiforme (GBM). They correctly point out that,
except for a few studies, elderly patients are usually excluded
from prospective randomized studies. We agree that a ran-
domized trial is the best way to compare an abbreviated course
of radiotherapy to primary temozolomide (TMZ) in elderly
GBM patients. One challenge in recruiting elderly patients
onto randomized trials is concern about side effects, duration
of therapy, and quality of life. Such a trial, therefore, will have
to incorporate vigorous measurements of health-related qual-
ity of life, in addition to survival.

Many important treatment questions remain in optimiz-
ing care for elderly patients with GBM. These include the role
of aggressive surgery; primary chemotherapy versus radiother-
apy; concurrent chemotherapy (eg, TMZ) plus radiotherapy,
versus chemotherapy or radiotherapy alone; and sequential
treatments. The prognosis for these patients is poor with our
existing treatments. We need to explore new therapy options
while we pursue properly designed randomized clinical trials.
In the meantime, clinicians caring for older patients with GBM
can use the data from us1 and others2,3 to decide on the most
appropriate treatments for their patients.
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Antibacterial Essential Oils Reduce
Tumor Smell and Inflammation in
Cancer Patients

TO THE EDITOR: Tumor necrosis with associated mal-
odor in cancer patients is a serious problem in oncology and
palliative care throughout the world.1 Necrotic neoplastic ul-
cers are usually superinfected with anaerobic bacteria such as
Bacteroides, Enterobacter, or Escherichia coli species,2 especially
when the ulcers communicate with the oral or nasal cavity.
Patients suffering from tumor malodor suffer the additional
stress of both perceived and real social isolation in the hospital
wards and in the community as a result of their smell.

In an attempt to address this problem, we have been
conducting a pilot study in the use of topically applied
essential oils. Essential oils such as tea tree and eucalyptus
oils have recently gained acceptance as safe and effective
antiseptics.3 Their potent bactericidal activity has already
been proven in in vitro and clinical trials.4-8

We have previously reported that the elimination of
tumor-related malodor is possible with an essential oil mix-
ture, the application of which led to an improved quality of
life for our cancer patients.9 We are now able to report that
we have observed an additional beneficial effect of the top-
ical application of essential oils in patients with head and
neck tumor–related ulcers: they promote ulcer healing and
re-epithelization.

A 67-year-old man presented with an extremely large
and inoperable squamous cell cancer of the left buccal mu-
cosa that had eroded through to the extraoral skin, resulting
in a fistula. Having previously declined surgery, radiother-
apy, and chemotherapy, his reason for presenting was the
foul smell emanating from the ulcer. This was a result of a
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suppurative superinfection. Our approach to management
was two-fold: In addition to a 5-day course of oral clinda-
mycin (600 mg twice daily), the fistula was rinsed twice a
day with 5 mL of a Eucalyptus-based oil mixture
(KielMix-PT 70; Klonemax, Central Tilba, Australia). After
3 days, the patient’s malodour had completely resolved. The
patient was discharged home after 14 days. Oil therapy was
continued postdischarge, and administered daily by his
wife, a former nurse. After 2 and a half weeks, clinical signs
of superinfection in terms of inflammation and purulence
were markedly reduced. The fistula appeared clean, and
there was evidence of healing by secondary intention: a layer
of fibrin had formed, deep in the fistula. After 6 weeks of the
essential oil regimen and no further antibiotics, the fistula
had completely closed. This is not the usual course of events
for ulcers associated with cancers of the head and neck. The
oil therapy did not retard the growth of the tumor, and by
the eighth week it had grown along the path of the former
fistula to the skin surface. Despite this, the offensive smell
that had prompted his presentation to the emergency de-
partment did not recur. His quality of life had been im-
proved by the use of the essential oils, and he was able to live
at home with his family for the next 10 weeks until he died.

We have now treated more than 30 patients with a similar
regimen of topical essential oils. Adverse effects are uncom-
mon and are usually limited to minor irritation at the time of
application. The beneficial effects, however, have been quite
pronounced. We are in the process of planning a randomized
controlled trial to confirm our observations.
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The Metrics of Clinical Trials

TO THE EDITOR: Goffman and Glatstein1 raised many
interesting issues in their re-evaluation of a trial previously
reported by Whelan et al2 evaluating hypofractionated
breast irradiation. It was of particular interest that they
raised concern with the fact that only 31% of patients
deemed initially eligible were entered onto the trial.

Clinical trial recruitment is a complex multistep pro-
cess. Potentially eligible or initially eligible patients are usu-
ally considered to be those patients who meet the inclusion
criteria of a trial. A limited number of broad inclusion
criteria, to include, for example, only the site and stage of
disease, would best facilitate this determination. Obviously,
not all cancer patients who meet the inclusion criteria for a
specific trial are eligible to participate. In addition to refin-
ing the population of interest, there are also potential safety
and regulatory reasons to exclude a proportion of these
patients; these patients are collectively described by exclu-
sion criteria. Eligible patients are only those initially eligible
patients who do not meet any of a trial’s exclusion criteria.
Ultimately, only a minority of patients actually consent to
participate and are enrolled onto an active clinical trial.

To declare with certainty that all initially eligible pa-
tients were identified for a specific study would require
detailed patient reviews. There are a few examples in the
literature of such reporting from a larger programmatic
perspective. Two of these come from the Community
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