


Figure 3.1: Survival of childhood cancer patients diagnosed 1966-2000, by
period of diagnosis
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Figure 3.3: § year survival by cancer type in children 0 -14
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Benefits of long-term follow-up

Decrease morbidity and mortality by

identifying and treating tfreatment-related
late effects

Fducate survivors

Encouragement of health promoting
oehaviour for improved outcomes
* Increased patient satisfaction/quality of life

Research

* Follow new treatments/treatment regimens over the long-
term
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SIGN 132 updates SIGN 76 (2004)
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International Late Effects of Childhood

Cancer Guideline Harmonization Group

IGHG oL
Worldwide endeavor to collaborate in \ \
guideline development

Initiated by

National guideline groups
Cochrane Childhood Cancer Group
In partnership with the PanCareSurFup Consortium



International Late Effects of Childhood

Cancer Guideline Harmonization Group

Main goal

To establish a common vision and integrated strategy for
the surveillance of late effects in childhood, adolescent and

young adult cancer survivors

Aims
Reduce duplication of effort
Combine international expertise
Optimize quality of care
Improve quality of life
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Traffic Lights

Stop -Don’t do if..

Not sure —-More Research
required

Yes, Go do it..
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HF risk by anthracycline dose

Odds Ratio

P for trend < .001
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General recommendation




Who needs surveillance?
Anthracyclines

Cardiomyopathy surveillance is reasonable for
survivors treated with moderate dose (> 100 to < 250
mg/m?) anthracyclines.

Cardiomyopathy surveillance may be reasonable for
survivors treated with low dose (< 100 mg/m?)
anthracyclines.




Who needs surveillance?
Chest radiation

No recommendation can be formulated for cardiomyopathy
surveillance for survivors treated with low dose (< 15 Gy)
chest irradiation with conventional fractionation.




Who needs surveillance?
Anthracyclines + Chest radiation

No recommendation can be formulated for surveillance:
- Younger (<5 years) age at exposure
- Dexrazoxane
- Different strategies by anthracycline analogue



WG2: What surveillance modality
should be used?




WG3: At what frequency should
surveillance be performed?
High Risk survivors

More frequent cardiomyopathy surveillance is
reasonable for High Risk survivors.

Lifelong cardiomyopathy surveillance may be reasonable
for High Risk survivors.




Breast cancer surveillance

recommendations

THE LANCET Oncology| 2013; 14: e621-29

Mulder RL, Kremer LCM, Hudson MM, Bhatia S, Landier W, Levitt G,
Constine LS, Wallace WH, van Leeuwen FE, Ronckers CM,
Henderson TO, Dwyer M, Skinner R, Oeffinger KC



Breast cancer risk

== Hodgkin lymphoma

=== Other childhood cancer
== BRCAT carrier

== BRCAZ2 carrier

== SEER benchmark
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General recommendation




Breast cancer risk by radiation dose

High-dose chest RT (220 Gy)

High level evidence for increased risk

Low- to moderate-dose chest RT (1-19 Gy)
Insufficient evidence
Linear dose response
Lack of consideration of volume



Who needs breast cancer surveillance?

Breast cancer surveillance is reasonable for female
childhood, adolescent and young adult cancer survivors
treated with 10-19 Gy chest radiation based on clinical
judgment and considering additional risk factors.

Breast cancer surveillance may be reasonable for female
childhood, adolescent and young adult cancer survivors
treated with 1-9 Gy chest radiation based on clinical
judgment and considering additional risk factors.




At what age should breast cancer
surveillance be initiated?
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At what age should breast cancer
surveillance be initiated?




At what frequency should breast cancer
surveillance be performed?




What surveillance modality

should be used?

Mammography and MRI

Combination superior to either test alone
Evidence insufficient to recommend ideal imaging modality

Uncertainty balance benefits versus harms



What surveillance modality
should be used?
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10,000,000

Max. average population at
18-22 weeks post-conception
of 300,000
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Chemotherapy/
Radiotherapy

O]

Sertoli Cell
nucleus

Peritubular myoid cells

Leydig cells —-eo

Basement Membrane
Blood vessel

(A) Damage to spermatogonial stem cels ———> Permanant germ cell loss (infertility)

Damage to differentiating germ cells ———» Transient germ cell loss

—> Loss of differentiating germ cells loss —— Transient germ cell loss
—> Loss of spermatogonial stem cells ~—* Permanant germ cell loss (infertility)

@ Damage to leydig cells (high doses) ———> Testosterone deficiency

@ Damage to sertoli cells
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FERTILITY RISK ASSESSMENT
(Includes Intrinsic and Extrinsic factors)
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Children born from transplantation of frozen/thawed ovarian tissue

s | 55 B B

All Normal Babies
weight and duration
Orthotopic >> heterotopic

All except for one is a result of a
slow-freezing protocol

An estimated excess of 150
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PET Radiotherapy
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Risk increases over time

Congestive heart failure
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