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BACKGROUND

RESULTS

 Treatment abandonment is a leading cause of treatment failure in low-and

Table 1. Patient Registration Table 3. Distribution of Residence and Health Insurance

Table 5. Cumulative Incidence (%) of Treatment

middle-income countries. VIGICANCER (2012 to 2021)° n (%) by Treatment Abandonment Abandonment at 24 Months
Acute lymphoblastic leukemia® 2,469 (100) Treatment p-
AIM Included in follow-up/analysis® 2450 (100) . abandonment Total p- Variables % (95% Cl)
i Variables value
Children (<15 years) 2,158 (88) Yes No value Global — 8 (6991
: C e Adolescents (15-18 years) 292  (12) o o o oba ' (6.7-9.1)
* To estimate the 24-month cumulative incidence temporal trend of n (%) n (%) n (%) Age
- : : Place of residence Children (<15 years) 8.2 (7.0-9.5)
treatme.nt aban.dOnment .among patients with acute IymphOblaStIC 2 All tumors 2012-2021 = 7,229; ? Acute lymphoblastic leukemia Province capital city with POU 48 (25) 873 (39) 921 (38) Adolescentes (15-18 years) 9.2 (6.0-14.1) a4
leukemia (ALL) in Colombia. = 34% of entire cohort; “ Treatment abandonment n=190 (8%). Province towns without POU 67 (35) 783 (35) 850 (35) Sex
Other provinces 73 (38) 568 (25) 641 (26) <001 Male 7.7 (6.3-9.5) 13
METHODS _ . . . Other country 1 (1) 25 (1) 26 (1) Female 9.0 (7.3-11.0) '
Table 2. [I)Dlstrlbutlon of Abge, :ex, and Ethnicity Missing LW 11 0 12 (0 Afrodescendent
e Data source: VIGICANCER (Childhood Cancer Clinical Outcomes Surveillance y Treatment Abandonment Total 190 (100) 2,260 (100) 2,450 (100) Yes 8.1 (46-14.2) o,
S Health insurance type No 8.3 (7.1-9.6)
ystem). Treatment Public 144 (76) 1,139 (50) 1,283 (52) Indigenous (2019-2023)
e Cohort: 2012-2021. Variables abandonment Total P- Semi-private 36 (19) 895 (40) 931 (38) Yes 23.8 (13.8-39.14) <.001
. . . - No 6.2 (5.0-7.7
» We included children and adolescents (<19 years) with ALL. Yes No value Private 2. (1) 46 (2) 48 (2) | (5.0-7.7)
: n (%) n (%) n (%) Other 4 (2) 64 (3) 68 (3) <.001 Place of residence
* We compared treatment abandonment across three periods: Age (vears) Uninsured 4 (2) 103 (5) 107 (4) Province capital city with POU 53 (62:9.1)  _ ...
1) 2012-2016 <1 2 (1) 29 (1) 31 (1) Missing 0 (0) 13 (1) 13 (1) Province towns without POU 94 (4.3-7.6)
Total 190 (100) 2,260 (100) 2,450 (100) Health insurance type
2) 2017-2018 1-4 61 (32) 772 (34) 833 (34) r ’ T
5.9 51 (27) 613 (27) 664 (27) Abbreviation: POU, Pediatric Oncology Unit Semi-private 3.6 (2.7-5.4) <001
3) 2020-2021 10-14 54 (28) 576 (25) 630 (26) - YeF;‘:k;'fdiagnosis 11.6 (10.2-14.2)
* We stratified by age, race/ethnicity, residence, insurance, and NCI risk. 15-18.9 22 (12) 270 (12) 292 (12) Table 4. Distribution of ALL Lineage and Risk 5012-2016 117 (9.3-14.7)
. . . Total 190 (100) 2,260 (100) 2,450 (100 cee ' S
* We estimated the trend P-value of survivor functions by strata. Sex (100 \100) 100) Classification by Treatment Abandonment 2017-2019 79 (6.2:9.9)  <.001
Male 95 (50) 1,261 (56) 1,356 (55) frearmen Ab?o(r)ezv(i)z;’ic()):'lPOU Pediatric Oncology Unit > 20
CONCLUSIONS Female o5 (50) 999 (44) 1,094 (45) .12 Variables abandonment Total  P- :POU, gy
: A T Total 190{100)  2,260(100) ~ 2,450{100) o 0 Y 0 0 value Table 6. Cumulative Incidence (%) of Treatment
» We found a decreasing trend of the 24-month cumulative incidence of Afrodecendent - n (%) n (%) n (%) b o hob o
. . . In€age andonment at months erio
treatment abandonment in children and adolescents with ALL from 2012- ves 13- 7)) 154 (7). 167 (7) 5 163 (86) 1,949 (86) 2,112 (86) Y
. ombi No 176 (93) 2,081 (92) 2,257 (92) . - S e oy ome (1 Cumulative incidence, % pye
2021 in Lolombia. Vissing LW 2> W 20 D Mixed 4 ( 2) 75 ( 3) 79 | 3) 46 Variable 2012-16 2 2020-2 (tva ::5
. . . o . . - . . . ) - - - ren
» This trend was significant in patients from cities without pediatric oncology Total 190 100) 2,260 (100) 2,450 (100) xe 2) 3) 3) 012-16 2017-19 2020-21
units, which, in Colombia, are usually small towns and rural areas, and those 'noigenous (N=1260;2015-2023) vissine 1001 2.260(1001 2.450(100 Health insurance type
| ) | ./ ’ Y ) Yes 10 (13) 46  (4) 56 (4) ' o Total 190(100) 2,260(100) 2,450(100) Semi-private 4.8 4.6 25 14
with public insurance. No 66 (86) 1,117 (95) 1,183 (95) . . NC:I(R:me risk classfication 06 (51) 1111 (49) 1207 (@) Public 145 115 9.1 .04
« g . el ' 18 ) ) .
* Increased awareness, access to subsidized lodging at treatment centers, and ~ Missing 1 (1) o (1) 10 (1) Place of residence
Total 77(100) 1.172(100) 1,249 (100) Standard 94 (49) 1,149 (51) 1,243 (51) .72 | o
psychosocial interventions, including treatment abandonment risk > ' ' Total 190(100) 2,260(100) 2,450(100) Province capital city with POU rA4 60 3605
. . o . .’ . . . . Abbreviation: NCI, National Cancer Institute ’ ’ Province towns without POU 13.3 8.5 74 .01
identification and prevention, likely contributed to our findings. Health insurance group and residence
* In sum, evidence-based interventions to prevent treatment abandonment FINANCIAL SUPPORT o o AP Semi-private & capital withPOU 34 55 2.0 .30
Fundacion POHEMA (2010-2024); Cali’s Cancer Registry (2009-2024); Sanofi-Espoir-Foundation-“My Child Matters”- s Deabaso Semi-private & town without

are urgently needed in low- and middle-income countries. 61 3.7 32 .31
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Program (2009-2018); Colombian Oncology and Hematology Association-ACHOP- (2018-2024); and Keira Grace JR"CC““R POU
Foundation (2022-2024). KE G F - ) Public & capital with POU 11.1 9.9 6.6 .25
¢y DEIRA \JRACE FOUNDATION  poHEMA Public & town without POU 16.7 120 103 .04

Please Share the Cure . . )
% F Abbreviation: POU, Pediatric Oncology Unit

Contact e-mail: oramirez@pohema.org




P AN

\./

VIGICANCER

On behalf of VIGICANCER working Grou

APPLICATION OF ROUTINE STANDARD-OF-CARE NEUROBLASTOMA PATHOLOGY-BASED RISK CLASSIFICATION AND
ASSOCIATED OUTCOMES: A PROXY OF QUALITY OF CARE IN LOW- AND MIDDLE-INCOME COUNTRIES?

John Edgar Lopera Marin!, Martha Pina Quintero?, Elvia Grillo3>%>, Santiago Bolivar®, Vivian Piedrahita3’, Jesus Ardila3?3, Paula Aristizabal®°,0Oscar Ramirez342

! Clinica Country, Pediatric Hematology/Oncology Unit, Bogota, Colombia, ? Instituto Nacional Cancerologia, Pediatric Hematology/Oncology Unit, Bogota, 3 Research Unit, Fundacion POHEMA, Cali, Colombia, #* Universidad del Valle, Cali Population-Based Cancer Registry, Department of Pathology, Cali, Colombia, > Universidad del Valle,
School of Dentistry, Cali, Colombia, ® Pontificia Universidad Javeriana, Bogota, Colombia, “ Universidad del Valle, School of Nursing, Cali, Colombia, 8 Clinica Imbanaco-Grupo Quirdn Salud, Pediatric Hematology/Oncology Unit, Cali, Colombia, 9 University of California San Diego/Rady Children’s Hospital-San Diego, Division of Pediatric
Hematology/Oncology, Department of Pediatrics, San Diego, CA, USA, ° Population ScieDisparities and Community Engagement, University of California San Diego Moores Cancer Center, La Jolla, CA, USA, 1! University San Diego Altman Clinical and Translational Research Institute, Dissemination and Implementation Science Center, La

Jolla, CA, USA

RESULTS

BACKGROUND

* Neuroblastoma treatment is complex and requires
multidisciplinary and sophisticated management.

* Standard-of-care diagnosis and risk-stratification
involves the application of Shimada pathology
classification and N-myc molecular analysis.

* To assess the association of applying routine
risk-stratification (Shimada classification and N-
myc analysis) and survival in children with
neuroblastoma in a prospective multi-center
cohort in Colombia.

METHODS

Data source: VIGICANCER (Childhood Cancer
Clinical Outcomes Surveillance System).

Cohort: Children (<15 years) with neuroblastoma
registered from 2019-2023.
We used Kaplan-Meier to estimate overall survival.
We estimated Hazard Ratios (HR).

CONCLUSIONS

* We observed that routine pathology-based risk-

classification not applied in children with

neuroblastoma was associated with lower survival,
suggesting receipt of care in an institution with

limited pathology resources.

Application of rigorous risk-classification could be a
proxy of diagnostic and treatment capacity and,

consequently, access and quality of care.
Centralized management of children with
neuroblastoma in state-of-the-art referral
treatment centers can lead to better clinical
outcomes.

Table 1. Patient Registration

VIGICANCER (2019 to 2023) n (%)

All tumors in children (<15 years) 4,669 (100)

Neuroblastomas 126 (2.7)
Included in follow-up/analysis 124

Table 3. Distribution by Histology, Stage,
Risk Classification, and Interim
Treatment Response

Table 2. Social and Demographic

Characteristics
Characteristics (N=126) n (%)
Age (years)

<1 42 (33)
1-4 70 (56)
5-9 11 (9)
10-14 3 (2)
Sex
Male 70(56)
Female 56 (44)
Ethnicity
Indigenous 4 (3)
Afrodescendent 7 (6)
Others (mainly mestizos) 112 (89)
Unknown 3 (2)
Place of residence
Province capital city with POU 52 (41)
Province towns without POU 48 (38)
Other provinces 21(17)
Other countries 2 (2)
Unknown 3 (2)
Health insurance type
Semi-private 62 (49)
Public 54 (43)
Private 2 (2)
Other 5 (4)
Uninsured 2 (2)
Missing 1 (1)

Abbreviation: POU, Pediatric Oncology Unit

Table 4. Frequency of Tests Performed

Test performed (N=126) n (%)

Characteristics (N=126) n (%)
Histology
Neuroblastoma 113  (90)
Ganglioneuroblastoma 13  (10)
Stage
| 11 (9)
1l 15 (12)
I 22 (17)
1V 50 (40)
IV-S 9 (7)
Missing 19 (15)
Risk
High 69 (55)
Medium 27 (21)
Low 16 (13)
Missing 14 (11)
Interim treatment response (4th or 5th
chemotherapy cycle; (n=93, 100%)
Complete response 14 (15)
Partial response 42 (45)
Stable disease 7 (8)
Progressive disease 14 (15)
Not applicable 16 (17)
Table 3. Receipt of Transplant
Hematopoietic stem cell
tra.nsplf'mt n (%)
(High-risk neuroblastoma, n=69,
100%)
Yes 17  (25)
No 52 (75)

FINANCIAL SUPPORT

Fundacion POHEMA (2010-2024); Cali’s Cancer Registry (2009-2024); Sanofi-Espoir-Foundation-“My Child Matters”-Program (2009-2018);
Colombian Oncology and Hematology Association-ACHOP- (2018-2024); Keira Grace Foundation (2022-2024).
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Shimada
Yes 46 (37)
No 55 (44)
Missing 25 (20)
N-myc
Yes 68 (54)
No 36 (29)
Missing 22 (17)
Shimada and/or N-myc
Both 31 (25)
Either 42 (33)
Neither 23 (18)
Missing 30 (24)
Table 5. Shimada and N-myc
Results
Test results %
Shimada
Unfavorable 20 43
Favorable 26 57
Total 46 100
N-myc
Amplified 25 37
Not amplified 38 56
Unknown 7
Total 68 100

O KeIRA GRACE FOUNDATION POHEMA

Please Share the Cure

Figure 2. Overall Survival of Children with
Neuroblastoma According to One, Two, or None of the

Tests Performed
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All neuroblastoma patients (N=126):

Hazard ratio (95% Cl)
Both tests were performed: reference
Either one was performed: 2.2 (0.9-5.3)
Neither test performed 2.9 (1.1-7.3)

Hazard ratios excluding stage IV tumors (n=67):

2.2 (0.9-5.3)
2.9 (1.1-7.3)

Either one was performed:
Neither test performed
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BACKGROUND RESULTS

 Epidemiology data on retinoblastoma (RB) is

- low- and middle- o Figure 1. Patient flowchart  Table 1. Socio-Demographic Characteristics in Retinoblastoma Table 2. Disease Characteristics Figure 2. Overall Survival For Children with
scarce in low- and middle-income countries. vs Other TumMors Stratified bv Ethnicit
3 - . : ratitied by £thnicity Retinoblastoma Stratified by Ethnicity
A higher incidence has been reported in VIGICANCER (2019 to 2023)
Indi Iati in Central A : RB Other Total b Indigenous | 1 60-month OS: % (95% C1)
ndigenous populations in Lentral America. Total <15 years (N=5,653) Characteristics (1=166) (n=5,487)  (n=5653) '~  “Yes  No Tf’:gs p. '
* |n Colombia, Indigenous population usually | n (%) n (%) n (%) Characteristics _14) (n=152) (=168} atue 9 !
resides in rural areas. \ / Indigenous n (%) n (%) n (%) - .8 sgf, (83-93)
* Therefore, increased incidence of RB in Children with RB Yes 14 () 177 3) 191 @) Laterality % 7 |
Indigenous populations could be h=166 (3%) No 152 (92) 5,310 (97) 5,462 (97) Bilateral 3(21) 45(30) 48(29) _‘8“ 6 67% (33-86)
confounded by rurality . Place of residence Unilateral 10 (71) 104 (68) 114(69) .36 5 = |
. Province capital city with POU 29 (17) 2,257 (41) 2,286 (40) Missing 1 (7)) 3 (2) 4 (2) Tg ' :
— ndigenous children . 3
* To assess the association of RB occurrence diagnosed with Other provm?es 83 (50) 1,273 (23) 1,356 (24) <.001 Yes 4(29) 10 (7) 14 (8) .03 i i \'(\'O :
with rurality and Indigenous populations in a retinoblastoma (n=14) Other countries 32 e ) e (1) No 9(64) 131(86) 140(84) 2 = | Logranktest
. h £ child i Col b Missing 3 (2) 64 (1) 67 (1) Missing 1 (7) 11 (7) 12 (7) 1 | P=0.01
prospectlveco ort ot children in Lolombia. Health insurance type CNS disease 0 :
METHODS Semi-private 68 (41) 2,374 (43) 2,442 (43) Yes 320 2 () 5@ 0 10 20 30 40 50 60
Data source: VIGICANCER (Childhood Cancer Clinical Outcomes Surveillance ;... 2@ 922 95 (@ > 79) 150(99) 161097) Time since diagnosis (months)
47 No. at risk
System). Other 3 (2) 221 (3) 224 (3) No 151 114 87 72 62 46 35 20 9 4 0
 Cohort: Children with retinoblastoma registered in VIGICANCER from 2019-  uUninsured 1 (1) 77 (1) 78 (1) Yes 14 10 7 7 5 4 3 2 1 1 0
2023. Missing 0 (0) 13 (0) 13 (0)
 Kaplan-Meier was used for survival analyses. Abbreviations: POU, Pediatric Oncology Unit

Crude and Adjusted OR* for the Association between Retinoblastoma,
Indigenous Ethnicity, and Place of Residence

Association between Indigenous ethnicity and RB Association between place of residence and RB

 We estimated the odds ratio (crude OR) for the association between RB,
ethnicity, and place of residence.
 Adjusted OR’s using the following covariates: age, sex, and insurance type

were calculated by multivariable logistic regression (Including place of residence as a confounding variable) (Including Indigenous ethnicity as a confounding variable)
' Crude OR 2.6 (95% Cl, 1.5-4.6) Crude OR 2.8 (95%Cl, 2.1-3.7)
CONCLUSIONS Adjusted OR 1.4 (95% Cl, 0.7-2.8) Adjusted OR 3.4 (95%Cl, 2.2-5.1)

* We found higher odds of RB in Indigenous populations; however, when adjusted by place of residence, the association

became not significant. This suggests that the association of Indigenous ethnicity with RB is confounded with rurality. FINANCIAL SUPPORT A é' '
* Moreover, the association between RB and place of residence was strong and persisted after adjustment. Fundacion POHEMA (2010-2024); Cali’s Cancer Registry (2009-2024); Sanofi-Espoir-Foundation-“My Child MS c_hud N\aﬁm ACH \99)
o Although Indigenous children with RB had lower survival, bilateral tumors were not more frequent in the Indigenous  Matters”-Program (2003-2018); Colombian Oncology and Hematology Association-ACHOP- (2018-2024); oo Geet O

] Keira Grace Foundation (2022-2024).
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* Our findings are relevant to disentangling drivers of RB and suggest non-genetic risk factors playing a role in the Rady @ s ——
- - AW O KEIRA (GRACE FOUNDATION =V, 2)

Indigenous population. Children 5° Dionse chare the Cure \-x; Q)

e Future studies are warranted to better understand better the role of rurality and other socio-demographic factors in low- el Pt
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and middle-income countries. Contact e-mail: oramirez@pohema.org
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Were Similar tO high- Tota|<:ll_5years

"Population Sciences, Disparities and Community Engagement, University of California San Diego Moores Cancer Center, La Jolla, California, USA, ° ° 4,675 2
10Dissemination and Implementation Science Center, University of California San Diego Altman Clinical and Translational Research Institute, La Jolla, ] %
California, USA . Q
Income countries, Viltisvatem LCH E
Background / Aim . b . h 53
- Langerhans Cell Histiocytosis (LCH) is a rare, heterogenous hematological neoplastic co ntrl Utl ng tO t e ] I :
. . . . Multisystem LCH Risk Organ+
disease, characterized by expansion of myeloid precursors. I . . d I o . 53
- Although highly c.:urable overall., survival is lower in children Wlth multlsystem (MS) and Im |te |te ratu re 1N Table 1. Socio-Demographic Characteristics Ponom oo
risk organ (RO+) involvement (liver, spleen, lung, and hematopoietic). ‘Characteristics (N=25) n % wmberatisk
- QOutcomes data for LCH in low- and middle-income countries (LMIC) are scarce. L M I C Age (years)
Aim: <1 7 28 Figure 2. Event-Free Survival
- To describe clinical characteristics and survival in a multi-center prospective cohort of ;'g 1111 52 L 36-month EFS: 3 (o5 cl)
. . . . - |
children with MS LCH RO+ in Colombia. 10-14 3 19 g :
Sex o |
Methods Male 14 56 7 '
D . VIGICANCER (Childhood Cancer Clinical O Surveillance S Multinati | remale R 2 :
- Data source: (Childhood Cancer Clinical Outcomes Surveillance System). UitiNnadtionNa Ethnicity g . (3'4-81)
- Cohort: Children (<15 years) with LCH registered in VIGICANCER from 2019-2023. Indigenous 7 3 P i
- Kaplan-Meier was used for survival analyses. I I b 2 1 Afrodescendent 0 0 3 |
CO a o rat I O n I S Others (mainly mestizos) 23 92 2 :
Conclusions o Place of residence 1 i
| | | e | " Province capital city with POU 10 40 e e
- Survival outcomes in our cohort mirrored those reported in high-income countries, ESSE ntlal tO | | I l p rOVE Province town without POU 10 40 Yo 1: 0 df"° 0 5;’] 50 CE?%YW&
adding valuable data to the limited literature in LMIC. Other provinces 5 20 e clagnoss (monthe o4

- Intracranial involvement was observed in 50% of children.

understanding of this | s -

Fundacion Hospital Pediatrico la Misericordia-HOMI;
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Uninsured 0 0
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BACKGROUND RESULTS
» Thyroid cancer is rare in children Table 1. Patient Registration Table 3. Clinical Characteristics Fioure 1. Overall Survival Fisure 2. Event-Free Survival (EFS)
(<15 years). Characteristics (n=73) n (%) & ' i '
: : TP | 60-month OS: % (95% c1) ] h EFS: % (95% cI
. . : : VIGICANCER (2014 to 2023) n (%) Histologic classification _ _ 60-mont ( )
The mc,dence of this cancer is o papillary 60 (82) " °
increasing globa”y All tumors in children (<15 years) 7,183 (100) Follicular 6 (8) — m‘ B cx; 0% (51 83)
. . ' > = o ® =
* In Colombian children, the reported Thyroid cancer 73 (L0 Medullary 6 (8) > . 93% (79-98) =N
C : - Undiferentiated 1 (2) v S
annual incidence is 4.4 per million. . _ Stagin 5 © 2 e
Table 2. Socio-Demographic 8ing 10 (14 Zw 2
Characteristics . o o - ;-
O o Q
. . . | 13 (18 c o ®
* To describe socio-demographics, Characteristics (n=73) n (%) P-value y 30 241; T o Y
clinical characteristics, and survival Age (gears) 014 Missing 4 (5) - -
. . . . . S 1 1 o | EF LSRG LA 2.0 B B B ALSH RAGILEA BRGS0 B8 [ Rl S AL ALY SRR R PO PSR (L FLEUSR AN B EL R Ry o | RELEVRA BRI IR CUR B AL (L VRS PAURRAZ R RS IS AL S5 SRR SIE S L BTN BLRUELELTLE RILBLZILIE FLALGUR B3 ELSLELSLGAG M0 L BB AR LY
in children with thyroid cancer in a 10-15 63(g6) <001 I\/\I{etastatm disease 0 (a1 0 10 20 3 40 5 60 70 80 90 0 10 20 30 40 5 6 70 8 90
multi-center prospective cohort in Sex Neos 19 253; Time since diagnosis (month) Time since diagnosis (month)
COIOmbla Male 25 (34) 01 MiSSing 4 (6) No.atrisk . & 45 4 & 30 20 18 12 6 3 3 1 1 1 No.atrisk .o & 4 s @ o 2 2 # & 2 2 1 1 1
Female 48 (66)
METHODS Ethnicity CONCLUSIONS Figure 3. EFS for Papillary Fioure 4. EES by Stace
Afrodescendent 6 (8) : . : — : Carcinoma g g Y g
Data source: VIGICANCER Mixed race / others 64 (88) <.001 * OS for thyroid cancer in this cohort was similar to published
(Chl|dh00d Cancer Clinical Missing 3 (4) reports in high-income countries; however, EFS was inferior. | 60-month EFS : o5 | Stage 50"|“°“"h EFS: % (95% c1)
Outcomes Surveillance System). Healitr?v:ar}csel;zzl::iepgr:\c::tz 44 (60) * We found a 30% difference in EFS between stages |-l vs. E : : S “ i91% (69-98)
 Cohort: Children (<15 years) with Public/others 29(40) 1O stages IlI-1V, and although not statistically significant, the 5 T 174% (51-87) 5 o i
thyroid carcinomas registered from Rurality impact of advanced disease on survival is known. i iszcy 083 3 4 1 |
2014-2023. Efgzln gg EZ?; 40 * Over half of patients presented with stages IlI-IV, which could % _ -t z ' 62% (40-78)
(] ° ° ° 3 ) | _(% 4 l
 For survival analyses, an event was Year of diagnosis explain this finding. R : e I
. . . = | a- age |
defined as relapse or death. 2014-2017 20(28) * Thyroid cancer can be easily suspected by physical < No i i ° 0 i
2018-2020 25(34) .67 L _y . . o Voo | . : .
e Treatment abandonment was 50712073 28 (38) examination and is highly curable; therefore, thyroid cancer | og-rank test -1V | Log-rank test
. . .« . . iE b _ iE l'p=
considered an event if the vital should be included as a target diagnosis in early-detection N L 0> N 'POB lllllllllllllll
. « . o . . . . . 0 10 20 30 40 50 60 70 80 90 0 10 20 30 40 50 60 70 80 90
status was not verified after the initiatives in low- and middle-income countries. e since diaanosis (monty Time since diagnosis (month)
date of abandonment. e B
We used Kaplan-Meier for survival FINANCIAL SUPPORT MSMQM ACH
analyses. . Fundacion POHEMA (2010-2023); Cali’s Cancer Registry (2009-2023); Sanofi-Espoir-Foundation-“My Child Matters”-Program (2009-2018); Colombian Oncology and Hematology o® - g
* Overall survival (OS) and event-free  Association-ACHOP- (2018-2023). Keira Grace Foundation (2022-2024). O Kera GRACE FOUNDATION @‘ Ml RPCC s
survival (EFS) are presented. Contact e-mail: oramirez@pohema.org ~K))  Please Share the Cure
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PREPARATION TO IMPLEMENT A PATIENT NAVIGATION PROGRAM IN WESTERNCOLOMBIA
NAVIGUIA Jesus Ardilal?, Marcela Melo!, Oscar Ramirez %23, Elvia Grillo134 Michael Lauzardo>-°, Paula Aristizabal’-32, Vivian Piedrahital-1®

¢ LAYING THE GROUNDWORK: UNDERSTANDING HEALTHCARE SYSTEM PATHWAYS IN CHILDHOOD CANCER CARE IN

POHEMA

1Research Unit, Fundacion POHEMA, Cali, Colombia ?Pediatric Hematology/Oncology Unit, Clinica Imbanaco-Grupo Quirdn Salud, Cali, Colombia 3Cali Population-Based Cancer Registry, Department of Pathology, Universidad del Valle, Cali, Colombia #4School of Dentistry, Universidad del Valle, Cali, Colombia °College of Medicine, University of Florida Health, La Florida, USA ®Keira
Grace Foundation, La Florida, USA “Division of Pediatric Hematology/Oncology, Department of Pediatrics, University of California San Diego/Rady Children’s Hospital-San Diego, San Diego, California, USA 8Population Sciences, Disparities and Community Engagement, University of California San Diego Moores Cancer Center, La Jolla, California, USA °Dissemination and Implementation

RESULTS

Science Center, University of California San Diego Altman Clinical and Translational Research Institute, La Jolla, California, USA 19School of Nursing, Universidad del Valle, Cali, Colombia

*Our assessment revealed limited resources in

» Patient navigation facilitates access to high-quality cancer care. most institutions, leading to fragmentation of Table 1. Description of pediatric oncology services and quality of care
. : : : : : _ : : Institution
Implementgtlon of patient navigation requires ? de.ep childhood cancer care. Hospital Services ; > - :
gnderstandlng of the healthcare system where it will be . Onl had all ] , pediatric oncology consultation v v v v v
* We developed NAVIGUIA, a patient navigation program to *In 50%, essential services were only available In-patient wards v ] v
improve access to and continuity of care in children with cancer in : : Pediatric surgery v 4
cali Colombia through a third-party provider. Chemotherapy v v v v v
AIM * Compliance with cancer certification standards [EskoRitas v v
Pediatric Intensive Care v v 4
* To conduct a situational diagnosis at prospective candidate was low (36%). Radiotherapy v <
institutions for NAVIGUIA implementation in Western Colombia. : : : : : : : Clinical Laboratory v v v v v
*>ituational diagnosis provided key information S v v
: : : oh
* Six institutions that provide pediatric cancer services were essential to successful im plementatlon of Ref]:g;;ztion Service :; i i i j
identified as prospective candidates for NAVIGUIA implementation. NAVIGUIA. Lome Care v ; ; v
* Two navigation leaders from the implementation team assessed O n . ducible i n >alliative Care v v
pediatric cancer care at the prospective candidate institutions. ur approac can € reproaucioie In other Nuclear Medicine ;
* Assessment (surveys, interviews, observations) was based on four | MIC. Chemotherapy Preparation Unit v
pillars: Tumor Board X X X X
1) Characterization of the population served by the institution. Navigation Program v X ox % v
2) Description of pediatric oncology services and quality of care Table 2. Description of Human Resources and Specialties v Available
(diagnostic capacity, availability of treatment modalities, Institution X Unavailable ,
supportive care. psychosocial support). Specialty I Has contracted the service with a third-party provider
3) Cancer care workflow characterization through the patient Pediatric Oncologist Figure 1. NAVIGUIA teams at wor/k
tracer method (30 patients, 6 per institution). Oncolgy Nurse - | s f P ——— -
4) Evaluation of institutional compliance with the Colombian Pediatric Oncology surgeon Al = E N
cancer control standards (63 items) used to certify pediatric ’sychologist PG : . ,

oncology units. Social Worker
Pediatric Cardiologist

RESULTS Pediatric Infectologist

Pediatric Pulmonologist
Pediatric Endocrinologist
Pediatric Gastroenterologist
Neurosurgeon

Patient tracer results characterizing workflows

* Psychology, social work, and palliative care were available in 53%
(n=16), 7%(n=2) and 10% (n=3) of patients, respectively.

* Time since admission to evaluation by pediatric oncologist ranges  pegiatric Orthopedic Surgeon

FINANCIAL SUPPORT

from 0 to 11.3 (Median=1 day). Fundcién POHEMA - Keira Grace Foundation (2022-2024)...

4 Available
Contact e-mail: vivian.piedrahita@pohema.org % ﬁglgﬁéthgiACE FOUNDATION
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CE?%S;G*‘ f§ ADDRESSING THE NEED FOR POPULATION-LEVEL DATA IN NORTHWESTERN MEXICO: “SOUTH-SOUTH” COLOMBO-MEXICAN

PARTNERSHIP TO ESTABLISH A POPULATION-BASED CANCER REGISTRY AND A PEDIATRIC CANCER SURVEILLANCE SYSTEM
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VIGICANCER

Oscar Ramirez!23, Rebeca Rivera-Gomez*>°, Santiago Bolivar’, Vivian Piedrahital®, Gudelia Rangel®, William Roberts®, Paula Aristizabal>1911,12

'Research Unit, Fundacion POHEMA, Cali, Colombia %Pediatric Hemato-Oncology Unit, Clinica Imbanaco-Grupo Quirdn Salud, Cali, Colombia 3Cali Population-Based Cancer Registry, Departament of Pathology, Universidad del Valle, Cali, Colombia #Pediatric Hemato-Oncology Unit, Hospital General de Tijuana, Tijuana, Baja California, Mexico >Mexico-U.S. Border Health Commission, Tijuana, Baja California, Mexico
6School of Health Sciences, Universidad Auténoma de Baja California, Valle de las Palmas, Baja California, Mexico ’School of Medicine, Pontificia Universidad Javeriana, Bogotd, Colombia 8School of Nursing, Universidad del Valle, Cali, Colombia °Division of Pediatric Hematology/Oncology, Department of Pediatrics, University of California San Diego, La Jolla, California 1°Rady Children’s Hospital-San Diego, San
Diego, California, USA 'Population Sciences, Disparities and Community Engagement, University of California San Diego Moores Cancer Center, La Jolla, California, USA ?Dissemination and Implementation Science Center, University of California San Diego Altman Clinical and Translational Research Institute, La Jolla, California, USA.

Background / Aim : e
- Population-Based Cancer Registries (PBCRs) and surveillance systems are core Engagl Nng health authorities involved

elements of cancer control
- Implementation in low- and middle-income countries (LMIC), like Mexico, is
challenging given complex healthcare systems

N cahcer control to supp()rt Table 2. Pediatric Cases According to International Childhood Cancer

: : Table 1: All cases by Anatomical Site Classification 3¢ Version (ICCC-3), (2018 to 2023; BajaREG)
comprehensive population-level

- In 2008, we implemented a bi-national collaboration between Rady Children’s : : : - (2018 to 2023; BajaREG) ICCC-3 Classification n (%)
Hosp|taI-S§n Diego and H(?spltal General-Tijuana to improve childhood cancer cancer reg'St ration Is a prIOrIty Anatomic Site n V21 1. Leukemias, myeloproliferative and myelodysplastic diseases 109 (40.7)
outcomes in the U.S.-Mexico border . ' ’

Aim: LOca I Iy tail |Ored SOUth-SO Uth Breast 1335 (16.2) Il. Lymphomas and reticuloendothelial neoplasms 31 (11.6)

- ' ' ' ' ' ' - - Cervi 565 6.7 lll. Intracranial and intraspinal neoplasms of the central nervous system 34 (12.7
We describe th.e npplementatlon.of the flr.st EBCR in Northwestern MeX|cF>,land an pa rtne rsh | pS can develop sustaina ble Vix (6.7) P P y (12.7)
integrated pediatric cancer real-time monitoring, replicated from Colombia's : Colon 561 (6.8)  IV. Neuroblastoma and other peripheral nervous system tumors 14 (5.2)
successful model “VIGICANCER”, through a “South-South” Colombo-Mexican PBCRs and cancer surveillance Brostate 375  (4.6) V. Retinoblastoma 3 (1.0)
partnership SyStemS in LM |C Unknown primary site 475 (5.8) VI. Renal tumors 5 (1.9)

Methods . . ” Stomach 403 (4.9) VIl. Hepatic tumors 8 (3.0)

- To launch Tijuana’s PBCR, BajaREG, we established an interdisciplinary US-Mexican Learni NgS frOm th 1S SOUth-SOUth Lung 377  (4.6)  VII. Malignant bone tumors 16 (6.0)
working group that assessed needs, adapted protocols, and conducted training on oF rtne rSh | P a pply to Other | MIC Thyroid 155  (1.9)  IX. Soft tissue sarcomas and other extraosseous tumors 9 (3.4)
data collection, coding, and analyses . .

O d I t d t . Hematopoietic 498 (6.1) X. Germ cell tumors, trophoblastic tumors, and gonadal neoplasms 16 (6.0)
. . RSUltS . . . ur model 5€ts d prece entin Others 3487 (42.4) XI. Other malignant epithelial neoplasms and malignant melanomas 1 (0.3)

- In 2018, Baj.aREG was established and Jomgd Mexu;o S Na.tlona.l .Cancer Registry national and international cancer Total 8231 100  XII. Other malignant neoplasms and unspecified 22 (8.2)
Network, with twenty data sources (5 public, 15 private) identified : : : Total 268 (100)

- In 2020, PACARSS (Pediatric and Adolescent Cancer Registry Surveillance System), regISt ration a nd survel I |a nce
was integrated into BajaREG, to monitor real-time childhood cancer outcomes ” b .

- BajaREG and PACARSS implementation faced many barriers: collaborations
- Limited local infrastructure and funding
- Misinformation in the medical community Figure 1: Rady Children’s Hospital-San Diego - ' ' Acknowledgments

. . 5 ' y P 89 Figure 2: Map Between San Diego and Tijuana Figure 3: BajaREG and PACARSS Leadership Team Rady Children's Hospital-San
d d I d f ° o ° g p g J
- Underdeveloped information systems and Hospltal GeneraI-Tuuana Leadership Team S o | Diego: Patrick A. Frias, MD: Jill
- Bureaucratic hurdles at public institutions PITAL GEN [ERAL a8 (\9(‘! ’&M’ Strickland; and Gail Knight, MD,
- Challenges, including the COVID-19 pandemic & ﬁ l( Y ;(,'“"w ;f e \Ocea“s\ fﬁa& A' MMM.
- Resistance to sharing information g vg, A\ N & ¥ ,tavtas‘?,',‘;a DC;;;;é;gw v, _S“‘ # _

- Since BajaREG inception, accurate data has been collected from 53% target il ML ,{} e \ ‘ \\ “ Died SO . -' 4"

sources and a total of 8231 adults and 268 pediatric new cancer cases were . Sa cm?\‘g SNEX\ VAL el
Nat\o

registered from 2018-2023

- PACARSS has collected data in 6 participant institutions from 150 pediatric cases
and reported to the CONCORD Cancer Survival Group (UK)

danaher
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DEVELOPMENT OF A USER-CENTERED MOBILE HEALTH APP TO SUPPORT PRIMARY CARE PROVIDERS DURING EARLY

DETECTION OF CHILDHOOD CANCER IN COLOMBIA: ITERATIVE OPTIMIZATION OF $-IMICICA_V.2 ?:!MQ'C/?‘
POHEMA Elvia Grillo'43, Jesus Ardila'#, Santiago Bolivar>, Patricia Montenegro®, Oscar Ramirez%*, Paula Aristizabal”*? On behalf of VIGICANCER working Grou " Childhood Cancer

1Research Unit, Fundacion POHEMA, Cali, Colombia, *Universidad del Valle, Cali Population-Based Cancer Registry, Department of Pathology, Cali, Colombia, 3Universidad del Valle, School of Dentistry, Cali, Colombia, #Clinica Imbanaco-Grupo Quirén Salud, Pediatric Hematology/Oncology Unit, Cali, Colombia >Pontificia Universidad
Javeriana, Bogotd, Colombia, °Clinica Blas de Lezo, Pediatric Hematology/Oncology Unit, Cartagena, Colombia, ’Division of Pediatric Hematology/Oncology, Department of Pediatrics, University of California San Diego/Rady Children’s Hospital-San Diego, San Diego, California, USA, 8Population Sciences, Disparities and Community
Engagement, University of California-San Diego Moores Cancer Center, La Jolla, California, USA, °Dissemination and Implementation Science Center, University of California San Diego Altman Clinical and Translational Research Institute, La Jolla, California, USA.

BACKGROUND RESULTS CONCLUSIONS

* Mobile health (mHealth) can improve early detection of
childhood cancer and prompt referral for treatment in low-
and middle-income countries.

* Effectiveness of mHealth interventions relies on context-
specific development, making them acceptable and usable by « We will integrate S-IIMICICA V.2 to a newly-developed

the target population. E-learning curriculum and implement in five Colombian
50 stakeholders participated in the sessions. regions.

* Participants completed simulation exercises and activities to become familiar with the app. * With S-Foundation support, we developed a user-friendly
 Developers implemented changes based on feedback to improve functionality. and user-centered m-Health app using iterative feedback
from key stakeholders.

AlM

 To describe the development of a user-centered mHealth app,

S-IMCICA V.2, in collaboration with primary care providers

(PCPs) in Colombia, to improve early detection of childhood
cancer and referral to a pediatric oncology unit (POU).

METHODS

* |dentified gaps in early detection of childhood cancer and
referrals in Colombia:
* PCPs education
 Referral support
* Data capture
* Referral tracking

Abbreviations: PCPs, Primary Care Physicians; PO, Pediatric Oncologists; AS, Allied Staff

Participants found the final prototype, S-IMCICA V.2, helpful and easy to use,

* A team of engineer programmers developed the S-IMCICA meeting their needs to facilitate identification of cancer signs and symptoms
prototype to address identified gaps. and differential diagnoses. L
* We engaged key stakeholders (PCPs, pediatric oncologists, — =

, allied staff) f b d | locati ith
nurs.es allie .s aff) from l.Jr an .an | rura | ocations wi FINANCIAL SUPPORT
varying experience levels in delivering childhood cancer

services. Feedback: On enhancement of user experience, workflow, and adoption. Sanofi-Espoir-Foundation-"My Child Matters”-Program

W .t t. I d I d S-lMClCA V.Z: e R R R R T R R (2023-2026)
= PETaHTElY GEVEIoRs - * Changes requested included personalization, alphabetizing lengthy dropdown My Ch i Id
matters

menus, adding clinically relevant logic checks when entering data, and
by Foundation S

<

N
Quantitative surveys

Qualitative interviews

Gathering feedback sessions:
In-person (1) and virtual (3)

incorporating gamification.
» Additional features to enhance S-IMCICA V.2's:

|

- . |
. Llstllng the niarefst PCI)U that could accept the patient. i o Rgdy QO
e . Foundation CATIACEEI
THE S@Nofi COLLECTIVE @ e

Contact e-mail: karina.grillo@pohema.org
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BACKGROUND

Childhood cancer control requires:
* Timely and accurate diagnhosis.

~ — N CHILDHOOD CANCER CLINICAL OUTCOMES SURVEILLANCE SYSTEM (VIGICANCER): FOURTEEN YEARS OF ACTIVITIES
MONITORING “REAL-WORLD” IN A MIDDLE-INCOME COUNTRY

Oscar Ramirez!%:3, Paula Aristizabal*~>* Margarita Quintero?, Viviana Lotero!/, Ximena Castro!’, Diego Medina'’/, Roberto Jaramillo?, Luis E. Bravo?

\/

VIGICANCER

On behalf of VIGICANCER working Grou

POHEMA

1Research Unit, Fundacion POHEMA, Cali, Colombia, ?Pediatric Hematology/Oncology Unit, Clinica Imbanaco-Grupo Quirén Salud, Cali, Colombia, 3Cali Population-Based Cancer Registry, Universidad del Valle, Cali, Colombia, “Division of Pediatric Hematology/Oncology, Department of Pediatrics, University of California San Diego/Rady
Children’s Hospital-San Diego, San Diego, California, USA, °Population Sciences, Disparities and Community Engagement, University of California San Diego Moores Cancer Center, La Jolla, California, USA, ®Dissemination and Implementation Science Center, University of California San Diego Altman Clinical and Translational Research
Institute, La Jolla, California, USA, Pediatric Hematology/Oncology Unit, Fundacion Valle del Lili, Cali, Colombia

RESULTS

Figure 1. Patient Registration Flowchart Table 1. Socio-Demographic Characteristics

Figure 2. Overall Survival by Tumor Group

* Prom pt and effeCtive treatment. Characteristics (N—9838) n (%) 1 . .
= Tumor Time Overall Survival
* Monitoring clinical outcomes is essential to evaluate the continuum and VIGICANCER 2009-2023 A ) \ group (m) (%) (95%Cl)
effectiveness of cancer care. 10,003 ge (years) 2 ° 67% Hematologic
|— Excluded: 707 <1 442 (4) 5 ! 60 67 (66-69)
0,838 2664 (27) § o
» To describe clinical characteristics, five-year overall survival (OS), and I >-3 2365 (24) = j 63% 60 54 (51-57)
event-free survival (EFS) in a 14-year cohort of children with cancer in Included in follow-up/analysis 10-14 2628 (27) 3 . Tumor group | 120 48 {41-55)
' Q734 15-18 1734 (18) % = Hematologic solid
Colombia. : 2] —— NS 60 63 (61-65)
METHODS | Sex 1 — soi 120 60 (57-63)
Events Male 5409 (55)
0
e VIGICANCER: 3,184 Female 4426 (45) 0 10 20 30 40 50 60 70 80 90 100 110 120 130 140
e Established in Caliin 20009. I I\/Il.ss.lng 1(0) Time since diagnosis (months)
. Expanded to 10 COIOmbian Cities in 2019. Deaths Eth?ICIty No.atgjllf 5283 3506 2695 1865 1278 724 443 323 216 164 119 76
» Operates in 27 pediatric oncology units. 2,128 I‘\;‘.’desce“da”t igg g; e mosmoomomoomoomoow o ownoE
. . . . ndigenous
* Registration of 55% of childhood cancer cases predicted to occur 18
annually Mixed-race/Other 4329 (72) Figure 3. Event-Free Survival by Tumor Group
' o Missing 1266 (21)
* Includes children <19 years with a new cancer diagnosis (International Table 2. Distribution by Tumor Group : 1 Time Event-Free Survival
. . " Residence 97N TUMOrgroup ) (%) (95%Cl)
Classification of Diseases for Oncology, 3rd-Edition). | o Province capital city with POU 3862 (40) _ ] \ Hematologic
* Collects information on sociodemographic and clinical characteristics. '"ter“é‘:"_‘l’orl‘lf' C'dazs'f'cat"’“ of n(%)  Province town without POU 3343(34) Z 7 60% S
 Registered events are death, relapse, treatment abandonment, and lose eukemias' el p.o 4064 (41) Other provinces 2475 (25) § 6 ° " 120 57 (55-59)
of follow-up. . Lymphomas 1279 (13) ~ Other countries 89(1) = 5 ii; 60 48 (45-51)
 Conducts active follow-up every three months. Il. Intracranial neoplasms of the CNS 1445 (15) Missing 8(0) z Tumor group ° | 120 46 (42-50)
* Performs local and centralized compulsory data quality checks. V.. Neuroblastoma 237 (2) Health insurance type B ] T g ol 60 57 (55-59)
» Estimates survival using Kaplan-Meier and Log-Rank tests. V. Retinoblastoma 294(3)  Semi-private 4024 (42) ?] = soid 120 54 (51-57)
T concwsions [ ) e e
VII. Hepatic tumors 143 (1) : 0
. Private 199 (2) 0 10 20 30 40 50 60 70 80 90 100 110 120 130 140 Rad
* Reliable and timely outcomes data are essential to inform policy in Vill. Malignant bone tumors 6771(7)  Sther 368 (4) el
. IX. Soft tissue sarcomas 468 (5) Time since diagnosis (months) Chlldren S
childhood cancer control i d J
_ R ' o X. Germ cell and gonadal tumors 467 (5) Uninsure 243 (3) o, at i Hospital 4‘
* Continuous monitoring of “real-world” clinical outcomes and related Xl. Other epithelial and melanomas 316 (3) Abbreviations: POU, Pediatric Oncology Unit oNs M 2 4@ am e & s 8 s 12 4 i >
determinants provides key information on the local “standard of care” and Xil. Other neoplasms and unspecified 43 (0) R R I

FINANCIAL SUPPORT

Fundacion POHEMA (2010-2024); Cali’s Cancer Registry (2009-2024); Sanofi-Espoir-Foundation-“My Child Matters”-Program
(2009-2018); Colombian Oncology and Hematology Association-ACHOP- (2018-2024); Keira Grace Foundation (2022-2024).

Total 9838 (100)

informs implementation strategies to improve survival.
Systems like VIGICANCER are urgently needed in low- and middle-income
countries.
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