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AIMS AND OBIJECTIVES 19.5% had combination therapy: PCV or PACKER Table 2: Summary of COS cycle number, number of oocytes

- - retrieved, and gametes stored, categorised into tumour
To analyse prospectively collected primary data on female PBTu patients referred for FP at the Reproductive Medicine Age at Time elapsed Time elapsed b-t
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METHODS The systematic review conducted has shown that long-term outcomes post-FP in female PBTu patients are rarely reported,
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Ethical Considerations reserve markers and menstrual patterns

Patients undergoing cancer treatment are often exposed to gonadotoxic treatment (radiation and chemotherapy)

Patients with low chance of survivorship and high recurrence rate (e.g. glioblastoma patients) may not use their stored
materials and those with low levels of gonadotoxicity from common treatment modalities may not need to.

Baseline data collated included: PBTu type, age at diagnosis, age at FP, time elapsed since FP, chemotherapy regimen, These raise ethical concerns and highlight the importance of shared decision-making.

type of FP and number of oocytes/embryos/ovarian tissue cryopreserved per cycle of stimulation (COS). TR
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Further large-scale, multi-centre studies with prospective cohorts, including data from national and international

Reasons patients did not undergo FP treatment included: registries, are required to formulate new guidelines and policies as to when patients should be offered FP.

A systematic literature search was conducted on 6 databases, identifying 20 eligible full-text studies. Exclusion criteria - Stable ovarian function (n=2) Medulloblastoma
included data not disaggregated by sex, interventions not currently used in practice, and document-type exclusion Lack of funding (n=2) Not currently family planning
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Outcomes of importance to investigate include:

* Associations between chemotherapy regime and fertility/pregnancy outcomes

* Correlation between radiotherapy dosage and fertility/pregnancy outcomes

* Testing menstruation and ovarian reserve with post-treatment AMH levels can strengthen findings
Live birth rates
Mortality rates (categorised by tumour sub-type)

Patient
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* Spontaneous pregnancy rates Table 4: Overview of tumour-type, diagnostic age, and age of death in the
Mortality rates 10 deceased patients of the total cohort (n=41).
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