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. Blood cancer In
ﬁ New Zealand
A 2300 new blood cancer registrations in NZ in 2015

(Incidence 34.7 per 100,000)

- similar to all cancers of the respiratorytract

A Non-Hodgkin lymphomas by themselves are the sixth
MOSt cCoOmmon cancer group
- behind only breast, colorectal, prostate, lung and melanoma

A | eukaemias are the most common childhood cancer

A Hodgkin lymphoma is the most common in young adults
(aged 15-24 yrs)

New Zealand Cancer Registry Data
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Non-Hodgkin Lymphoma
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Non-Hodgkin Lymphoma
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Blood cancer In
General Practice
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A Overall, still relatively rare diseases TP

A A typical New Zealand GP can expect to
encounter 8 lymphoma patients in a30 year career

A Initial diagnosis and management principally co-
ordinated by secondary/tertiary care

A Role of primary care:
- Symptom management

- Monitoring for disease recurrence and long-term
conseduences of therapy (this Isincreasing)




Overview

A QOverview of relevant secondary/tertiary care
- Acute leukaemia

- Lymphoma

A Management within primary care

- Chronic lymphocytic leukaemia (CLL)
Monoclonal gammopathy of uncertain significance
(MGUS)




Survivorship:
An emerging concept in Blood Cancers
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Survivorship:
An emerging concept in Blood Cancers
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Survivorship:
An emerging concept in Blood Cancers

A Improved survival over time since 19/0s
- Lessacute chemotherapy-relatedtoxicity

- Newer biologic therapies

A Estimated 21,000 people now living with (and beyond)
haematologic malignancy in New Zealand

A Emerging role for General Practice in the management of
this patient group




Survivorship:
An emerging concept in Blood Cancers

A Late effects

- UK datal- 94% cancer survivors have at least one
adverse event In first year after treatment, 71% more
than 10 years

- Disease relapse

- Treatment-related toxicities
- Secondary malignancies

- Psychological effects

1 Macmillan Cancer Support, London



Overview

A QOverview of relevant secondary/teritary care
- Acute leukaemias

- Lymphomas




Acute leukaemia

A Acute myeloid leukaemia (AML) - median age 63 years
A Acute lymphoblastic leukaemia (ALL) - mostly children

A Clinical presentation typically non-specific

A Diagnostic suspicion usually arnises from examination of

nlood film by community laboratory Haematologist

A Laboratory would then contact GPimmediately for urgent
transfer to (tertiary) hospital

A Diagnosis confirmed by bone marrow biopsy once in
hospital




Acute leukaemia

A Treatment varies depending on age and overall fithess

A Typical course for anadult <60 years treated with curative intent:
- Acute hospital admission (tertiary centre)

Induction (1st round) chemotherapy - 4 week inpatient stay

Consolidation therapy - choice guided by response to
Induction, cytogenetic risk, functional status:

A Further 3 months of chemotherapy
A Allogeneic stem cell transplantation

Likely to mean ~6 months away from home in amain city

Ongoing follow-up with local Haematology (or General
Physician with aspecial interest, eg Blenheim, Invercargill)
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Acute leukaemia

A 70 to 80% of patients aged under 65 will go into remission after
iInduction chemotherapy (termed 6 CR 1 0 )

A Longer term outlook:

Age 5 year survivall
15-24 years 60%
25-64 years 40%

>065 years 5%

1UK National Cancer Intelligence Network (NCIN), 2008-2010 data



Acute leukaemia

A Long-term survival also depends on cytogenetic and molecular risk
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Adverse
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Modified from: Grimwade D, Hills RK. Independent prognostic factors for AML outcome. Hematology Am SocHematol Educ Program 2009:385-395.




Lymphoma

A Hodgkin lymphoma >
- Accounts for 11% of all lymphomast ~y

- More common in younger adults

- Early stage disease regarded as curable
- advanced stage-adverse risk disease has40-50% 5 yearsurvival

A

e .

- Typically treated only at tertiary centres
- Chemotherapy (usually ambulatory rather than inpatient)

- Radiotherapy

- Autologous stem cell transplant may be needed if primary
refractory or early relapsed disease

IMinistry of Health (2010). Cancer: New Registrations and Deaths, 2007.Wellington: Ministry of Health.



Lymphoma

A Non-Hodgkin lymphoma (not asingle disease, >60 subtypes)

- Aggressive or high grade NHLs

- Rapid growing, more likely to have systemic symptoms
(0 By mp t fevers, gight sweats, weight l0ss)
- Generally more responsive to treatment

- Chemotherapy (usually ambulatory rather than inpatient)
- Radiotherapy

- Autologous or allogeneic stem cell transplant may be needed if
primary refractory or early relapsed disease

- Untreated survival measured in months, prognosis with
treatment dependent on response to initial therapy

- BExamples: Diffuse large Beell, B u r kandtT teblgnphomas




Lymphoma

A Non-Hodgkin lymphoma
- Indolent or low grade NHLs

Grow more slowly, often remain systemically well
Generally less treatment-responsive, considered
Incurable with conventional therapy

Untreated survival measured in years, may not
necessarlly need any treatment at diagnosis

( A watwah ftulng o)

Example: Follicular lymphoma

= Average survival from diagnosis around 7 years.
- Around 20%survive >10 years without therapy




Disease relapse

A Arguably most feared outcome amongst patients
A Acute leukaemia:

A Early: around 30% of patients will relapse within 5 years
A Cytogenetic and molecular risk
A Time taken to achieve remission

A 6 Mi nresichalt i s eafiescer®olidation treatment
A Late: after 5 years

A Relapse risk falls to <2%

A However, poorer response to therapy for those that do
A Median CR2 duration: 1 month

A Median survival: 6.4 months

Verma et al Leuk Lymphoma. 2010 May;, 51(5): 7781 782.




Disease relapse

A Diffuse large B cell lymphoma (an aggressive NHL):

A 5 year relapse rate:

- 30% at diagnosis
- 13%at 12 months
- 8&0at 24 months

A For those who survive to 24 months:
A Pre-treatment prognostic factors no longer predict worse outcome
A 0% future event will be unrelated to lymphoma

Maurer et al. Journal of Clinical Oncology 32, no. 10 (April 2014) 1066-1073.



Disease relapse

A Hodgkin lymphoma:

A 5 year relapse rate:
- 18% at diagnosis
- 10%at 12 months
- 56%at 24 months
- (never completely nommalises, h o we ver &)

A Monitoring for relapse in lymphoma:
A Regular clinical assessment, FBC and LDH (noimaging)

A Current practice in the Auckland region is secondary/tertiary
follow-up until 5 years (this may changeto 2 years in the future)

Hapgood et al. Journal of Clinical Oncology 34, no. 21 (July 2016) 2493-2500.




Neuropsychological effects
- Depression, anxiety

- Post-traumatic stress disorder
- Neurocognitive deficits

Pulmonary diseases

- Bronchiolitis obliterans syndrome

- Cryptogenic organizing
pneumonia

- Pulmonary hypertension

Kidney diseases

- Thrombotic microangiopathy

- Nephrotic syndrome

- Idiopathic chronic kidney
disease

- Persistent acute kidney injury

- BK virus nephropathy

Iron overload
Bonediseases——
- Osteopenia

- Osteoporosis
- Avascular necrosis

Endocrine diseases
- Thyroid dysfunction
- Gonadal dysfunction
- Diabetes

- Dyslipidemia

- Metabolic syndrome
- Adrenal insufficiency

Source: Inamoto and Lee. Haematologica April 2017 102: 614-625

Treatment-related toxicities

Solid cancer
- Oral cavity

- Skin

- Breast

- Thyroid

- Other sites

Cardiovascular diseases
- Cardiomyopathy

- Congestive heart failure

- Valvar dysfunction

- Arrhythmia

- Pericarditis

- Coronary artery disease

Liver diseases

- Hepatitis B, Hepatitis C,
liver cirrhosis

- Nodular regenerative/focal
nodular hyperplasia

Gonadal dysfunction/infertility

Infectious diseases

- Pneumocystis jirovecci

- Encapsulated bacteria

- Fungi

- Varicella-zoster virus

- Cytomegalovirus

- Respiratory syncytial virus
- Influenza virus

- Parainfluenza virus




Management of Late Effects
relevant to General Practice

Infection risk

A Post-allogeneic stem cell transplant:

- Fungal prophylaxis (fluconazole) for 75 days

- CMV prophylaxis (valganciclovir) for 100 days

- Pneumocystis prophylaxis (cotrimoxazole) for 6 months
A Regular vaccinations (after 12 months)

Cardiovascular

A Management of modifiable risk factors
A Echocardiogram at 10 years

Respiratory

A Smoking cessation
A End of treatment lung function testing

A LFTs 3-6 monthly for first year

IE A Hepatitis viral load (if relevant)
A Annual thyroid function
Endocrine  |A Testosterone (men)

A LH and FSH (women)




Fertility

A Unfortunately, infertility is almost inevitable for patients who have
received intensive chemotherapy (including stem cell transplantation)

A Fertility preservation options:

Men - sperm banking can often be arranged, even before
urgent induction chemotherapy

- Women - fewer options:

Embryo and oocyte cryopreservation (needs 10-14 days
prior to starting chemotherapy; not always possible)

Ovarian tissue cryopreservation, GnRH analogues
(evidence base not established)

A Women may also experience early menopause




Secondary malighancies

A

Do o o o P>

New de novo malignancy (unrelated to apatients previous
leukaemia or lymphoma)

Accounts for 4% of the total cancer population
May be related to prior chemo and radiotherapy (not always)

More common in curative malignancies (eg Hodgkin lymphoma)
Future risk much lower with contemporary treatment

Risk modification:
A Lifestyle optimisation

A Participation in national screening programmes (breast,
cervical, colorectal)







