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Optimizing outcomes for children with non-Hodgkin lym-
phoma in low- and middle-income countries by early correct
diagnosis, reducing toxic death and preventing abandonment
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Summary

In high-income countries, more than 90% of children with
mature B-cell lymphomas are cured with frontline therapy.
However, cure requires prompt and correct diagnosis, careful
risk stratification, very intense chemotherapy and meticulous
supportive care, together with logistical support for patients
who live far from the cancer centre or face financial barriers to
receiving care. In low- and middle-income countries (LMIC),
cure rates range from 20% to 70% because of lack of diagno-
sis, misdiagnosis, abandonment of treatment, toxic death and
excess relapse with reduced-intensity regimens. Fortunately, a
wide range of successful interventions in LMIC have reduced
these causes of avoidable treatment failure. Public awareness
campaigns have led to societal awareness of childhood cancer;
telepathology has improved diagnosis, even in remote areas;
subsidized chemotherapy, transportation, housing and food
have reduced abandonment; and hand hygiene, nurse training
programmes and health system improvements have reduced
toxic death. These interventions can be deployed everywhere
and at low cost, so are highly scalable. Children and adoles-
cents with Burkitt lymphoma can be cured in all countries by
making a timely correct diagnosis, applying protocols adapted
to the local context, preventing abandonment of therapy and
avoiding toxic death. Reducing these causes of treatment fail-
ure is feasible and highly cost-effective everywhere.

Keywords: non-Hodgkin lymphoma, Burkitt lymphoma,
B-cell lymphoma, low-income countries, middle-income
countries, abandonment, toxic death.

Non-Hodgkin lymphomas (NHL) are some of the most com-
mon and curable paediatric cancers in the world, with an esti-
mated 56 000 new diagnoses each year among children 0-
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19 years old (Steliarova-Foucher et al, 2017). In high-income
countries (HIC), advances in diagnosis, risk-stratification,
optimization of protocols, control of central nervous system
disease and supportive care have significantly improved the
prognosis of children with NHL over the recent decades (Min-
ard-Colin et al, 2015). Data generated by international cooper-
ative groups has enabled tailoring the treatment intensity and
clarified the need for various treatment components for speci-
fic NHL subtypes, tumour burden and disease extent (Minard-
Colin et al, 2015). In HIC, intensive chemotherapy regimens
can be delivered with toxic death rates of 2% or lower, such
that approximately 90% of children with NHL are cured with
frontline therapy (Minard-Colin et al, 2015). Furthermore,
new drugs and immune therapies have improved salvage rates
for the 8% who relapse, and some of these survive long-term,
even after high-risk relapses (Cairo et al, 2018).

Unfortunately, the outlook in areas with limited resources
is less optimistic, and 90% of children live in such settings
(Fig 1, http://www.worldpopdata.org/map). In low- and mid-
dle-income countries (LMIC), avoidable treatment failure
results from delayed or even lack of diagnosis, misdiagnosis,
abandonment of therapy, excess toxic death and excess
relapse due to insufficiently intensive regimens, such that
event-free survival (EFS) ranges from 0% to 30% in much of
the world (Fig 2) (Hesseling et al, 2013; Gross & Biondi,
2016; Gopal & Gross, 2018). Fortunately, each of these causes
of avoidable treatment failure can be reduced with proven
strategies, as discussed in this review. In most LMIC settings,
children experiencing relapses are incurable, so all efforts
must be concentrated on achieving cure with frontline ther-
apy. For this review, we focus on the management of mature
B-cell lymphomas as these are by far the most common in
LMIC and offer the greatest opportunity to reduce treatment
failure and save lives. The terms “mature B-cell lymphomas”
and “Burkitt lymphoma” are used interchangeably.

Epidemiology

There are major variations in the epidemiology of Burkitt
lymphoma, with reported annual incidences ranging from 4
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Fig 1. The number of children with cancer per capita is highest in low- and middle-income countries. This map shows the cases of cancer per
million people (adults and children) in the population and highlights the relatively high burden of childhood cancer in the poorest countries.
Approximately 87% of the world’s children live in low- and middle-income countries, where children represent a much higher percentage of the
population.
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Fig 2. Causes of treatment failure in children with Burkitt lymphoma in selected centres and countries in high- middle- and low-income coun-
tries. Causes of treatment failure represent the first adverse event. Many of these causes lead to other subsequent causes of second and third treat-
ment failure, as in the case of patients who abandon treatment then relapse, or those who are misdiagnosed and whose disease then progresses
while on inappropriate treatment. Figure used with kind permission of Scott C. Howard, MD, MSc.

to 60 cases per 1 000 000 children depending on the setting, et al, 2017). Endemic Burkitt lymphoma is highly prevalent
a 15-fold difference based on geographic, ethnic and environ- in tropical Africa and, despite its presentation as relatively
mental factors (Stefan & Lutchman, 2014; Steliarova-Foucher localized disease in many cases, EFS is lower than 50%,
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mostly because of comorbid conditions such as malnutrition
and infection, low availability of resources for treatment,
suboptimal supportive care, and logistical and financial
obstacles that lead to treatment abandonment (Traore et al,
2011; Marjerrison et al, 2012; Gopal & Gross, 2018; Neal
et al, 2018). However, it is uncertain if it shares the exquisite
chemosensitivity shown by sporadic Burkitt lymphoma
because there have been no reported results of clinical trials
for children with endemic Burkitt lymphoma treated with
intensive regimens. There is a close association between
Epstein—Barr virus (EBV) infection and endemic Burkitt lym-
phoma and virtually all patients with endemic Burkitt lym-
phoma harbour EBV sequences in the tumour genome
(Brady et al, 2007). Concomitant malaria infection, initially
reported many decades ago, has more recently been better
characterized (Johnston et al, 2014). Also, there is also an
increased risk for Burkitt lymphoma in children living in
areas where human immunodeficiency virus (HIV) infection
is highly prevalent (Mutalima et al, 2008), adding additional
co-morbidity that could affect outcome. However in a study
from Cameroon, the overall prevalence of HIV in children
with Burkitt lymphoma was comparable to the general popu-
lation (Hesseling et al, 2018). In middle-income countries
(MIC), there is no evidence of increased incidence in Burkitt
lymphoma compared to the Western world, and there are no
striking differences in clinical presentation compared to
higher-income countries, where the most common site of
involvement is the abdomen (Ferreira et al, 2012; Steliarova-
Foucher et al, 2017). In fact, differences in sites of presenta-
tion in sub-Saharan Africa may be partly due to the use of
clinical staging only in many areas with few resources.
Patients with abdominal disease who present with an acute
abdomen may die without having a diagnosis of lymphoma
made, while those with jaw involvement or other head and
neck manifestations (e.g. ocular) would rarely die before
being diagnosed. The relationship with EBV infection is com-
parable to that in HIC, but specific molecular features have
been reported in some MIC (Liao et al, 2018; Uccini et al,
2018). There is far less information about the epidemiology
and results in other lymphoma subtypes, such as lym-
phoblastic lymphomas or large cell lymphomas, including
anaplastic large cell lymphomas (ALCL), in LMIC (Ceppi
et al, 2016). In addition, there is relatively little known about
certain lymphoma subtypes that are rare in Western coun-
tries, such as natural killer (NK) cell cancers, which are
much more common in specific regions of LMIC, including
East Asia and some Latin American countries (Pillai et al,
2016). However, the specific epidemiology, management and
outcomes of these other types of NHL will not be addressed
here.

Protocol-based care
Children with cancer are typically treated either on a research

protocol or according to a published regimen. The “best”
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regimen has not been determined, but several strategies
achieve 90% cure rates in HIC (Reiter et al, 1999; Patte et al,
2001, 2007; Woessmann et al, 2005; Minard-Colin et al,
2015; Allemani et al, 2018). Regimens for Burkitt lymphoma
include several key components, though details for each may
differ by study group (Table I). After a careful evaluation of
disease extent with imaging studies, bone marrow biopsy,
evaluation of the cerebrospinal fluid and the use of lactate
dehydrogenase (LDH) as a surrogate for tumour burden,
patients are treated with intensive chemotherapy regimens
(Reiter et al, 1999). Most regimens include a cytoreductive
pre-phase, used at the initiation of therapy in order to
administer a lower dose of chemotherapy that allows the ini-
tial stabilization of the patient and reduces risk of tumour
lysis syndrome (TLS) and toxic death (Howard et al, 2011).
This is usually followed immediately by a 5-day high-dose
multi-agent chemotherapy block that aims to deliver the
highest intensity treatment to maximize tumour response. In
fact, the ability to deliver 2 blocks of intense therapy within
21 days of starting the first block is associated with improved
outcomes. This is not surprising considering how rapidly
Burkitt lymphoma can grow, such that any treatment gaps
provide an opening for disease to progress (Patte et al,
2001). The intense block regimens in HIC include high-dose
methotrexate, alkylating agents, anthracyclines, vincristine,
glucocorticoids and intrathecal methotrexate in doses that
induce severe neutropenia, lymphopenia, thrombocytopenia
and mucositis, requiring intense supportive care including
management of infection, haemorrhage, drug-specific toxici-
ties and nutrition (Patte et al, 2001; Howard et al, 2005,
2016; Gavidia et al, 2012; Israels et al, 2013; Bhojwani et al,
2014; Gupta et al, 2015; Ladas et al, 2016). Patients usually
develop profound aplasia and opportunistic infections, which
necessitate rapid access to intensive life-support. Complete
remission is usually obtained after two of these blocks, fol-
lowed by consolidation therapy. Treatment duration is short,
and most patients complete treatment after 4 or 6 blocks
given every 2—3 weeks. However, implementing this intensive
strategy involves overcoming many challenges at each step,
and in many low-income countries (LIC) it is simply not
feasible, and lower dose regimens are the only alternative
(Depani et al, 2015; Buckle et al, 2016; Stanley et al, 2016).
Although such regimens yield EFS lower than the 90%
achieved in HIC, they allow a subset of patients to be cured
without excess toxicity and are feasible even in the most
basic healthcare systems (Howard et al, 2007a,b, 2017, 2018).

Management of Burkitt lymphoma in low- and
middle-income countries

Many factors contribute to treatment failure in LMIC,
including lack of diagnosis, misdiagnosis, abandonment of
treatment, toxic death and excess relapse with reduced-inten-
sity regimens (Fig 2). In LIC where endemic Burkitt lym-
phoma is prevalent, the diagnosis is often based on clinical
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Table I. Components of therapy used in different treatment settings.

SIOP PODC-adapted regimen

Low-income countries

LMB

BFM

Protocol

High-income countries

High-income countries

Setting used

R2 R3

R1

R4

R3

R2

Group C R1

Group B

Group A

Risk group

CPM CPM

CPM

CPM, DEX

CPM, DEX

CPM, DEX
Block A
Block B

COP

Ccop

Pre-phase

CPM x3 CPM x3

CPM

CPM x3

Block AA
Block BB

Block AA
Block BB

Block A
Block B

COPADM x2
CYVE x2

COPADM x2
CYM x2
M1

COPAD
COPAD

Induction

CPM, VCR, MTX x3

Consolidation

Blocks CC, AA, BB, CC

IT

Blocks CC, AA, BB

1T

Blocks A, B
IT

M1, M2, M3, M4

IT

Maintenance

1T IT

1T

1T

1T IT

CNS control

BEM, Berlin-Frankfurt-Munster; CNS, central nervous system; COP, cyclophosphamide, vincristine, prednisone; COPAD, cyclophosphamide, vincristine, prednisone, doxorubicin; COPADM,

cyclophosphamide, vincristine, prednisone, doxorubicin, methotrexate; CPM, cyclophosphamide; CYM, cytarabine, methotrexate; CYVE, cytarabine, etoposide; DEX, dexamethasone; IT, intrathecal

chemotherapy; LMB, Lymphomes Malins B; MTX, methotrexate; PODC, Paediatric Oncology in Developing Countries; SIOP, Société Internationale d’Oncologie Pédiatrique; VCR, vincristine.

findings and occasionally confirmed by fine needle aspiration
cytology because many centres’ pathology departments lack
access to immunohistochemistry and molecular testing (Hes-
seling et al, 2012; Gopal & Gross, 2018). In LMICs where
sporadic Burkitt lymphoma is more prevalent, most patients
are biopsied, but when immunohistochemical and molecular
characterization of the different lymphoma subtypes is not
available, many cases may be classified as a different type of
lymphoma, or even as a sarcoma or other cancer type. In
these cases, the differential diagnosis of B-precursor lym-
phoblastic lymphoma from mature B-cell (Burkitt) lym-
phoma may not be possible, and patients may be
inappropriately treated on a generic “NHL” protocol, or
worse, on a protocol for a completely different type of can-
cer. Even in more advanced settings, immunophenotyping
may be preferentially available only at select academic or uni-
versity centres (Wiangnon et al, 2011; Tan et al, 2013). Some
studies from LMIC settings have shown up to 24% discrep-
ancy in samples thought to be Burkitt lymphoma by fine
needle aspiration when submitted for second pathology
review (Naresh et al, 2011). In some settings, as previously
described in Sierra Leone, less than 50% of patients with sus-
pected Burkitt lymphoma achieve a verified diagnosis (San
Roman et al, 2013). Not only is diagnosis problematic in
LMIC, but staging and risk stratification can also present dif-
ficulties. Lack of imaging modalities may make detection of
all sites of disease difficult, and the added cost of performing
lumbar puncture and bone marrow biopsy to fully stage each
patient may make complete staging economically unfeasible.
Tailoring therapy according to LDH values in abdominal
lymphomas has been challenging in international cooperative
studies due to laboratory differences, but it should be possi-
ble to adapt this readily available marker for use in LMIC
(Harif et al, 2008).

Advanced disease at presentation and resource
limitations for the management of initial complications

Toxic death in the first month of therapy can be as high as
10% (Acquatella et al, 2004; Gaytan-Morales et al, 2018) but
it may be up to 30% in higher-risk patients in LMIC
(Ahmad et al, 2010). Delayed diagnosis contributes to every
cause of treatment failure. Patients whose diagnosis is
delayed present with more advanced disease and a higher risk
of malnutrition, TLS, comorbid infections and great risk for
early toxic death (Cervio et al, 2012). In some cases, 2-5%
of patients died within a few hours of arrival to the hospital
before even completing staging evaluation (Moleti et al,
2011; Gaytan-Morales et al, 2018). Extensive abdominal sur-
gical procedures as well as nutritional deficiencies in some
settings may also increase the risk of early toxicity, and
chemotherapy dose modifications may be necessary in these
cases (Israels et al, 2009; Traore et al, 2011; Cervio et al,
2012; Patte et al, 2015; Pribnow et al, 2017; Howard et al,
2018). Delayed diagnosis with advanced disease not only

© 2019 British Society for Haematology and John Wiley & Sons Ltd



increases the risk of toxic death and excess relapse, but also
increases the costs and morbidity of treatment, which in turn
increases the rate of abandonment of therapy. Indeed, in
HIC and some cancer types in LMIC, a delay in diagnosis
has not been associated with reduced cure rates (Howard &
Wilimas, 2005; Lins et al, 2012). However, such studies do
not account for the extreme delays in diagnosis that occur in
some LIC, where the most severe cases are never diagnosed
at all because they succumb to metabolic complications or

Lack of diagnosis

Review

comorbid illness before a cancer diagnosis can be made
(Moleti et al, 2011; Gaytan-Morales et al, 2018) (Figs 2 and
3). For example, in one study in Pakistan, children with
NHL presented with stage 3 disease in 91% of cases and
stage 4 disease in the remainder, stages that are associated
with much higher morbidity, mortality, and costs of care
(Faizan et al, 2018).

Intensive chemotherapy is needed to achieve a maximum
anti-lymphoma effect for high survival rates, but in settings

Incorrect diagnosis
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(B) Refusal and abandonment
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Subsidized transportation,
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town patients, subsidized
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Fig 3. Interventions to address each cause of treatment failure for children with Burkitt lymphoma in low- and middle-income countries. (A)
Examples of interventions for all causes of treatment failure. (B) Examples of interventions to prevent refusal and abandonment of therapy.

Figure used with kind permission of Scott C. Howard, MD, MSc.
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with limited resources, this may not be feasible because of
the aforementioned factors. Renal failure at diagnosis is more
prevalent in LMIC than in HIC and predicts toxic death in
patients treated with a modified Berlin-Frankfurt-Munster
(BFM)-based regimen (Cervio et al, 2012). Therefore, sup-
portive care during the first few weeks of diagnosis is one of
the biggest challenges in LMIC. Use of a low-intensity pre-
phase, intensive nutritional support, management of infec-
tions and aggressive hydration to prevent TLS effectively
reduces early toxic death. Rasburicase improves renal out-
comes and reduces the risk for TLS, and is increasingly avail-
able in MIC, but rarely in LIC (Cairo et al, 2010). Deciding
when to start chemotherapy and with which agents is a key
decision in this setting. The Asociacion de Hemato-
Oncologia Pediatrica de Centroamérica (AHOPCA) proposed
the use of a second pre-phase in patients with tumour lysis
or other complications, such as severe infection, a strategy
that provides an extra week to stabilize and support the
patient prior to intense chemotherapy (Pena-Hernandez
et al, 2019). Omitting methotrexate from the initial block
may be wise, especially in settings where no drug levels are
available, when renal failure occurs, or when ascites or a
pleural effusion are present, as these can serve as a reservoir
for methotrexate and delay its elimination, with potentially
fatal results. In addition to the specific therapeutic strategies
described above, real-time access to experts has also
improved individual patient outcomes. Members of
AHOPCA conduct weekly online meetings for case discussion
that includes the participating centres, data managers and
specialists from St Jude Children’s Research Hospital. Advice
is provided on a weekly basis and by email or phone when
an urgent patient care issue manifests, support that is espe-
cially important during initial patient management (Howard
et al, 2007b; Pena-Hernandez et al, 2019).

Inability to use high-dose chemotherapy regimens and
need to modify published effective regimens

Most reports from upper middle-income countries (UMIC),
usually regarding patients treated in referral institutions,
showed that toxic mortality, especially during remission
induction, is higher than in the protocols from major coop-
erative groups in HIC (Acquatella et al, 2004; Klumb et al,
2004; Celkan et al, 2010). In order to design an effective
therapy for Burkitt lymphoma in LMIC, one must weigh the
risk of toxic death against that of excess relapse when consid-
ering chemotherapy intensification. Improved anti-lymphoma
responses have been achieved with higher intensity treat-
ments, which are necessarily associated with an increased risk
of toxic mortality in LMIC (Fig 2). There is no proven supe-
riority of any treatment strategy compared to others in less
developed countries, and the “best” regimen varies not only
by country, but by the specific treatment centre and, most
importantly, the individual patient circumstances and disease
characteristics. Hence, in MIC, treatment regimens were

adapted from the original protocols developed by cooperative
groups in HIC, mainly involving reduction in the dose of
methotrexate and alkylating agents in order to reduce toxic-
ity. Centres in MIC typically use modified BFM regimens, or
in some cases modified French-American-British protocols
(Acquatella et al, 2004; Klumb et al, 2004). The dose of
methotrexate in the BFM regimen blocks AA and BB was
reduced from 5 g/m” in a 24-h infusion, as per the original
BEM protocol, to 1-3 g/m® in 3- to 24-h infusions. The
NHL-BFM-95 study showed that shortening the infusion
duration of methotrexate was less toxic than the 24-h infu-
sion, and many LMIC centres now use 4-h infusions rou-
tinely to reduce toxic death (Woessmann et al, 2005).
Rituximab has been added to this regimen by some groups,
with encouraging results (Samochatova et al, 2014). Ritux-
imab is an attractive agent given its lack of haematopoietic
toxicity and its specific mechanism of action against CD20-
positive lymphomas. It can be added to lower-intensity
chemotherapy regimens to increase their efficacy without
adding substantial toxicity (Akbayram et al, 2010; Goldman
et al, 2014). Unfortunately, its high cost makes it unafford-
able in many settings. Results from a single centre in Argen-
tina, where the dose of methotrexate in the first induction
block was reduced to 1 g/m® in a 4-h infusion while adding
rituximab (4 weekly doses starting from week 1) for high risk
patients demonstrated a decrease in early death and
improved survival (Sanchez La Rosa et al, 2016). However, it
is important to be aware of the high risk of hypogammaglob-
ulinaemia associated with rituximab administration, and the
importance of immunoglobulin replacement therapy for defi-
cient patients to reduce the risk of severe infections.
Although rituximab was not associated with severe infections
in children with Burkitt lymphoma in HIC, it has been asso-
ciated with higher rates of hypogammaglobulinaemia and
toxic death in some LMIC (Chantada, personal communica-
tion). In general, high-risk patients should be better managed
as in-patients until the second chemotherapy block is given
and all these issues are resolved. Careful and consistent infec-
tion prevention practices and timely evaluation along with
early antibiotic treatment, antifungal therapy and granulocyte
colony-stimulating factor support as appropriate are also rec-
ommended. In some settings, as adopted by the French-Afri-
can Paediatiric Oncology Group (GFAOP), intestinal parasite
therapy is routinely given prior to the start of lymphoma
therapy, with standardized recommendations for antimicro-
bial management during therapy (Traore et al, 2011). Gener-
ally, modified (reduced intensity) induction regimens were
associated with lower fatal toxicity rates when compared to
previous experience in the same centres (Sanchez La Rosa
et al, 2016). However, shorter methotrexate infusions are not
only less toxic, but also less effective in controlling the lym-
phoma, and this approach to improve patient survival has
not been studied in a randomized trial. However, not every
centre in MIC uses modified regimens. Reports from selected
(specialty) centres in Brazil and China did not show an
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increased risk of toxic deaths in their cohorts using unmodi-
fied regimens (Klumb et al, 2004; Sun et al, 2006). However,
in these series a higher proportion of lower-risk patients were
included, who typically have low rates of toxic death regard-
less of the setting. Comparative analysis of overall survival
results between reports from HIC and LMIC are also limited
by the different proportion of high-risk patients in the latter.
In most LMIC there is a higher prevalence of advanced dis-
ease, as high as 80-90% of patients in some studies com-
pared to 66% in the BFM-95 protocol (Woessmann et al,
2005; Ahmad et al, 2010; Gaytan-Morales et al, 2018). Some
results from single institutions in UMIC also document a
high prevalence of advanced disease, while others showed a
similar pattern to HIC (Klumb et al, 2004; Sanchez La Rosa
et al, 2016). Finally, the BEM-95 intense chemotherapy block
CC, containing high-dose cytarabine, steroids and etoposide,
is not uniformly used, or is used with lower doses in order
to avoid its higher haematopoietic and gastrointestinal toxic-
ity in many MIC (Cervio et al, 2012). It is important to
maintain a high dose-intensity by compressing the interval
between chemotherapy cycles to the shortest possible, espe-
cially in high-risk patients, by administering the cycles every
2 weeks. However, this interval between cycles is, in practice,
typically longer in LMIC (Chantada et al, 1997). Finally,
relapse risk can be increased by factors unrelated to the treat-
ment regimen, including drug shortages, lack of adherence
and decreased dose-intensity due to comorbid illness, all of
which occur more commonly in LMIC (Fig 3) (Cohen et al,
2018; Khetrapal Singh & Travis, 2018; Perehudoff et al, 2018;
Roth et al, 2018). Fortunately, many interventions have been
documented to decrease each cause of treatment failure (see
Fig 3 for examples).

Treatment abandonment

Treatment abandonment, defined as 4 weeks or more of
missed appointments during therapy, is a major contributor
to treatment failure in less developed countries (Mostert
et al, 2011). Abandonment of therapy has been reported by
most centres in LMIC, but it is quite uncommon in HIC
(Gupta et al, 2013; Friedrich et al, 2015). In some settings,
abandonment has been described as the dominant challenge
for children with NHL, affecting up to half of the children
diagnosed, particularly in rural settings, such as in parts of
Zambia (de Boer et al, 2009). In Iraq, treatment abandon-
ment was a major contributor to treatment failure in 239
analysed patients with B-cell NHL, despite free treatment,
contributing to 25% of treatment failures, with most patients
abandoning treatment after pre-phase chemotherapy; the
authors postulated that geographic distance from the treat-
ment centre as well as families’ misperceptions of cure after
initial therapy may have contributed to treatment abandon-
ment (Moleti ef al, 2011). Interestingly, the authors also
noted treatment abandonment disproportionately affecting
female patients in their analysis, with 12-month cumulative
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incidence of abandonment at 22% in females compared to
7% in males (p < 0-001)(Moleti et al, 2011). Yao et al
(2012) described the prominent challenge of treatment aban-
donment in Cote d’Ivoire, where nearly half of the children
presenting with cancer abandoned treatment shortly after the
first admission, resulting in only a 6% cure rate for Burkitt
lymphoma. In Sierra Leone, despite shortening the duration
of inpatient treatment, providing free treatment with provi-
sions for meals and transportation, treatment abandonment
was found to be a persistent challenge in rural areas without
an accessible quality referral network (San Roman et al,
2013). While often described as a challenge for patients with
NHL, several studies have suggested that treatment abandon-
ment may be relatively lower for patients with NHL than
those with other diagnoses. In a retrospective cohort analysis
in Shanghai, China, abandonment affected 11-5% of 108
patients with lymphoblastic lymphoma, which, the authors
noted, was less than the abandonment rates of 13-5-51-3%
in patients with acute lymphoblastic leukaemia over the
same time period in Shanghai (Gao et al, 2014). Of patients
with ALCL treated across 6 AHOPCA countries between
2000 and 2013 (n = 31), 6:5% abandoned therapy, some-
what lower than the abandonment rate typically experienced
with other tumours in the same settings (Ceppi et al, 2016).
It is possible that abandonment rates in aggressive lym-
phomas may be lower given the shorter treatment duration
(than for leukaemia, for instance) and children are too
acutely unwell to be discharged during therapy and thus
have less opportunity to abandon treatment. The finding
that children with lymphoma may be less likely to abandon
treatment upfront, or refuse therapy before starting any
treatment, was further noted in a retrospective analysis from
Guatemala (Alvarez et al, 2017), where 21% of 1789 children
abandoned therapy over an 8-year period; a lymphoma diag-
nosis was associated with a lower likelihood to refuse ther-
apy (Z score —0-686, P = 0-03) without an associated lower
likelihood in later treatment abandonment. Complex factors
can contribute to treatment abandonment, as reported by
families in home-based interviews in a study in Kenya, in
which NHL patients comprised just over half the study
cohort; these factors included advice from others to seek
complementary and alternative therapy, and concern over
hospital detention due to inability to pay hospital bills (Mos-
tert et al, 2014). However, systemic support is paramount,
with another retrospective study demonstrating that treat-
ment abandonment was the most common cause of treat-
ment failure for children with NHL in Kenya, affecting 35%
of patients, where health insurance access was associated
with improved outcomes (Martijn et al, 2017). Early pre-
emptive strategies may be helpful. In El Salvador, in addition
to free treatment, implementation of a tracking protocol for
missed appointments (before patients met criteria for treat-
ment abandonment) successfully prevented treatment aban-
donment in the majority of patients, including patients with
lymphomas, and similar strategies have proven effective in
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many settings (Salaverria et al, 2015; Suarez et al, 2015)
(Fig 3).

Limited guidelines and guidance documents

National guidelines for the management of NHL in children
are warranted, and ideally would be developed by a defined
process of evidence synthesis (including consideration of the
local health system context and data from local research),
and supported by a sound infrastructure for ongoing moni-
toring and continuous quality improvement (Thacker et al,
2017). Unfortunately, a paucity of local data, lack of infras-
tructure for clinical research and continuous quality
improvement, and lack of funding for and prioritization of
local guideline development delay the arrival of locally devel-
oped evidence, and recommendations developed in HIC
contexts do not consider issues like abandonment and high
rates of toxic death. For these reasons, national cancer con-
trol plans in resource-limited settings have not traditionally
prioritized clinical research, but this is changing rapidly
(Weaver et al, 2015). For example, using a Delphi consensus
methodology, the Colombia Ministry of Health and Social
Protection has published a clinical practice guideline for
children and adolescents with NHL and Hodgkin lymphoma,
using defined methods including GRADE to categorize rec-
ommendations (Ministerio de Salud y Proteccién Social —
Colciencias, 2013). Some national efforts have explicitly
identified the need for cross-sector engagement, such as rec-
ognizing the need for partnership with oral health providers
to ensure timely recognition and referral of Burkitt lym-
phoma in Sierra Leone as part of national essential services
(Ministry of Health and Sanitation, Sierra Leone, 2010, San
Roman et al, 2013). In addition, multi-country collaborative
efforts in research and quality improvement have advanced
care and improved the local evidence base substantially. The

experience of GFAOP and AHOPCA has shown how regio-
nal collaborative prospective protocols can be successfully
implemented in resource-limited settings, including in sub-
Saharan Africa (Traore et al, 2011; Pena-Hernandez et al,
2019).

Conclusions and future directions

Mature B-cell lymphomas are curable in 90% of cases using
conventional high-dose chemotherapy regimens that com-
prise widely-available inexpensive generic drugs administered
according to the patient’s risk group. Risk stratification is
tailored to disease burden, as practiced in HIC. In LMIC,
lack of diagnosis, misdiagnosis, advanced disease, abandon-
ment and toxic death from comorbidities, such as malnutri-
tion and infections, result in cure rates much lower than
those in HIC. In LIC, only mild chemotherapy that cures
about 50% of children is feasible; whereas in MIC the use of
locally adapted high-dose therapies cures 70-80% cure in
UMIC and 60-70% in lower-MIC. However, the toxic death
rate in these settings still greatly exceeds the 1-3% rates in
HIC. Accurate diagnosis, improved supportive care, and the
introduction of new less toxic drugs, such as rituximab, and
improved supportive care with granulocyte-stimulating
growth factors and rasburicase, may improve results world-
wide. Tackling treatment abandonment and strengthening
the health system to facilitate the completion of treatment in
children while avoiding financial or social catastrophe would
further improve the results in these highly curable children,
especially in LMIC.

Authors contributions

GC, CGL, SCH: Manuscript writing, final approval of the
document.

References

Acquatella, G., Insausti, C.L., Garcia, R., Gomez,
R., Hernandez, M., Carneiro, M., Santos, S. &
Nouel, A. (2004) Outcome of children with B
cell lymphoma in Venezuela with the LMB-89
protocol. Pediatric Blood & Cancer, 43, 580-586.

Ahmad, N., Zaidi, A., Badar, F., Maaz, AU. &
Akram, M.S. (2010) Clinical characteristics and
outcome analysis of pediatric B-cell non-Hodg-
kin’s lymphoma. Experience with FAB-LMB 96
and UKCCSG B-cell NHL guidelines in a devel-
oping country. Asia-Pacific Journal of Clinical
Oncology, 6, 49-56.

Akbayram, S., Dogan, M., Akgun, C., Erbey, F., Cak-
sen, H. & Oner, A.F. (2010) Use of rituximab in
three children with relapsed/refractory Burkitt
lymphoma. Targeted Oncology, 5, 291-294.

Allemani, C., Matsuda, T., di Carlo, V., Harewood,
R.,, Matz, M., Niksic, M., Bonaventure, A.,

Valkov, M., Johnson, C.J., Esteve, J., Ogunbiyi,
0.J., Azevedo, E.S.G., Chen, W.Q., Eser, S,
Engholm, G., Stiller, C.A., Monnereau, A.,
Woods, R.R., Visser, O., Lim, G.H., Aitken, J.,
Weir, H.K. & Coleman, M.P. (2018) Global
surveillance of trends in cancer survival 2000-14
(CONCORD-3): analysis of individual records
for 37 513 025 patients diagnosed with one of
18 cancers from 322 population-based registries
in 71 countries. Lancet, 391, 1023-1075.

Alvarez, E., Seppa, M., Rivas, S., Fuentes, L., Val-
verde, P., Antillon-Klussmann, F., Castellanos,
M., Sweet-Cordero, E.A., Messacar, K., Kurap,
J., Bustamante, M., Howard, S.C., Efron, B. &
Luna-Fineman, S. (2017) Improvement in treat-
ment abandonment in pediatric patients with
cancer in Guatemala. Pediatric Blood & Cancer,
64, €26560. https://doi.org/10.1002/pbc.26560

Bhojwani, D., Sabin, N.D., Pei, D., Yang, J.J,
Khan, R.B., Panetta, J.C., Krull, K.R., Inaba, H.,

Rubnitz, J.E., Metzger, M.L., Howard, S.C,
Ribeiro, R.C., Cheng, C., Reddick, W.E., Jeha,
S., Sandlund, J.T., Evans, W.E., Pui, C.H. &
Relling, M.V. (2014) Methotrexate-induced neu-
rotoxicity and leukoencephalopathy in child-
hood acute lymphoblastic leukemia. Journal of
Clinical Oncology, 32, 949-959.

de Boer, J.D., Boellaard, T.N., Parkinson, S., Blan-
chard, E. & Heij, H.A. (2009) Patient compli-
ance in the treatment of Burkitt’s lymphoma in
rural Zambia: a retrospective study on 80 Bur-
kitt’s lymphoma patients in Katete, Zambia.
African Journal of Paediatric Surgery, 6, 3—6.

Brady, G., Macarthur, G.J. & Farrell, P.J. (2007)
Epstein-Barr virus and Burkitt lymphoma. Jour-
nal of Clinical Pathology, 60, 1397-1402.

Buckle, G., Maranda, L., Skiles, J., Ong’echa, J.M.,
Foley, J., Epstein, M., Vik, T.A., Schroeder, A.,
Lemberger, J., Rosmarin, A., Remick, S.C., Bai-
ley, J.A., Vulule, J., Otieno, J.A. & Moormann,

© 2019 British Society for Haematology and John Wiley & Sons Ltd


https://doi.org/10.1002/pbc.26560

A.M. (2016) Factors influencing survival among
Kenyan children diagnosed with endemic Bur-
kitt lymphoma between 2003 and 2011: a histor-
ical cohort study. International Journal of
Cancer, 139, 1231-1240.

Cairo, M.S., Coiffier, B., Reiter, A. & Younes, A.;
TLS Expert Panel. (2010) Recommendations for
the evaluation of risk and prophylaxis of
tumour lysis syndrome (TLS) in adults and chil-
dren with malignant diseases: an expert TLS
panel consensus. British Journal of Haematology,
149, 578-586.

Cairo, M., Auperin, A., Perkins, S.L., Pinkerton,
R., Harrison, L., Goldman, S. & Patte, C. (2018)
Overall survival of children and adolescents with
mature B cell non-Hodgkin lymphoma who had
refractory or relapsed disease during or after
treatment with FAB/LMB 96: a report from the
FAB/LMB 96 study group. British Journal of
Haematology, 182, 859-869.

Celkan, T.T., Baris, S., Ozdemir, N., Ozkan, A.,
Apak, H., Dogru, O., Karaman, S., Canbolat, A.,
Ozdil, M., Aki, H., Adaletli, I, Kurugoglu, S.,
Hallac, M. & Yildiz, 1. (2010) Treatment of
pediatric Burkitt lymphoma in Turkey. Journal
of Pediatric Hematology/oncology, 32, e279—e284.

Ceppi, F., Ortiz, R., Antillon, F., Vasquez, R,
Gomez, W., Gamboa, J., Garrido, C., Chantada,
G., Pena, A. & Gupta, S. (2016) Anaplastic large
cell lymphoma in Central America: a report
from the Central American Association of Pedi-
atric Hematology Oncology (AHOPCA). Pedi-
atric Blood & Cancer, 63, 78-82.

Cervio, C., Barsotti, D., Ibanez, J., Paganini, H.,
Sara Felice, M. & Chantada, G.L. (2012) Early
mortality in children with advanced mature B-
cell malignancies in a middle-income country.
Journal of Pediatric Hematology/oncology, 34,
€266—e270.

Chantada, G.L., Felice, M.S., Zubizarreta, P.A.,
Diaz, L., Gallo, G. & Sackmann-Muriel, F.
(1997) Results of a BEM-based protocol for the
treatment of childhood B-non-Hodgkin’s lym-
phoma and B-acute lymphoblastic leukemia in
Argentina. Medical and Pediatric Oncology, 28,
333-341.

Cohen, P., Friedrich, P., Lam, C,, Jeha, S., Metzger,
M.L, Qaddoumi, I, Naidu, P., Faughnan, L.,
Rodriguez-Galindo, C. & Bhakta, N. (2018) Glo-
bal access to essential medicines for childhood
cancer: a cross-sectional survey. Journal of Glo-
bal Oncology, 4, 1-11. https://doi.org/10.1200/
JGO.18.00150

Depani, S., Banda, K., Bailey, S., Israels, T., Cha-
galuka, G. & Molyneux, E. (2015) Outcome is
unchanged by adding vincristine upfront to the
Malawi 28-day protocol for endemic Burkitt
lymphoma. Pediatric Blood ¢ Cancer, 62, 1929—
1934.

Faizan, M., Anwar, S. & Khan, S. (2018) Demo-
graphics and outome in paediatric non-Hodgkin
lymphoma: single centre experience at The Chil-
dren Hospital Lahore, Pakistan. Journal of the
College of Physicians and Surgeons Pakistan, 28,
48-51.

Ferreira, J.M., Klumb, C.E., De Souza Reis, R., De
Oliveira Santos, M., Oliveira, J.F., De Camargo,
B. & Pombo-De-Oliveira, M.S. (2012) Lym-
phoma subtype incidence rates in children and
adolescents: first report from Brazil. Cancer Epi-
demiology, 36, €221—¢226.

Friedrich, P., Lam, C.G., Itriago, E., Perez, R,
Ribeiro, R.C. & Arora, R.S. (2015) Magnitude of
treatment abandonment in childhood cancer.
PLoS ONE, 10, €0135230.

Gao, Y.J,, Pan, C, Tang, J.Y., Lu, FJ, Chen, J.,
Xue, H.L., Zhai, X.W., Li, J., Ye, Q.D., Zhou,
M., Wang, H.S., Miao, H., Qian, X.W., Xu, Z. &
Meng, J.H. (2014) Clinical outcome of child-
hood lymphoblastic lymphoma in Shanghai
China 2001-2010. Pediatric Blood ¢ Cancer, 61,
659—-663.

Gavidia, R., Fuentes, S.L., Vasquez, R., Bonilla, M.,
Ethier, M.C., Diorio, C., Caniza, M., Howard,
S.C. & Sung, L. (2012) Low socioeconomic sta-
tus is associated with prolonged times to assess-
ment and treatment, sepsis and infectious death
in pediatric fever in El Salvador. PLoS ONE, 7,
€43639.

Gaytan-Morales, F., Alejo-Gonzalez, F., Reyes-
Lopez, A., Palomo, M., Rodriguez-Romo, L.,
Villareal-Martinez, L., Sandoval-Gonzalez, A.,
Lopez-Facundo, A., Tejocote-Romero, I., Carde-
nas-Cardos, R., Aguilar-Ortiz, M., Arreguin-
Gonzalez, F., Banos-Rodriguez, E., Cortes-Alva,
D., Ellis-Irigoyen, A., Garcia-Becerra, G., Rodri-
guez-Campos, M., Gonzalez-Montalvo, P., Gon-
zalez-Ramella, O. & Olaya-Vargas, A.; Mexican
Association of Pediatric Oncology and Hematol-
ogy (AMOHP) . (2018) Pediatric mature B-cell
NHL, early referral and supportive care prob-
lems in a developing country. Hematology, 24,
79-83.

Goldman, S., Smith, L., Galardy, P., Perkins, S.L.,
Frazer, J.K., Sanger, W., Anderson, J.R., Gross,
T.G., Weinstein, H., Harrison, L., Shiramizu, B.,
Barth, M. & Cairo, M.S. (2014) Rituximab with
chemotherapy in children and adolescents with
central nervous system and/or bone marrow-
positive Burkitt lymphoma/leukaemia: a Chil-
dren’s Oncology Group Report. British Journal
of Haematology, 167, 394—401.

Gopal, S. & Gross, T.G. (2018) How I treat Burkitt
lymphoma in children, adolescents, and young
adults in sub-Saharan Africa. Blood, 132, 254—
263.

Gross, T.G. & Biondi, A. (2016) Paediatric non-
Hodgkin lymphoma in low and middle income
countries. British Journal of Haematology, 173,
651-654.

Gupta, S., Yeh, S., Martiniuk, A., Lam, C.G., Chen,
H.Y., Liu, Y.L., Tsimicalis, A., Arora, R.S. &
Ribeiro, R.C. (2013) The magnitude and predic-
tors of abandonment of therapy in paediatric
acute leukaemia in middle-income countries: a
systematic review and meta-analysis. European
Journal of Cancer, 49, 2555-2564.

Gupta, S., Howard, S.C., Hunger, S.P., Antillon,
F.G., Metzger, M.L., Israels, T., Harif, M. &

Rodriguez-Galindo, ~ C.  (2015)  Treating

© 2019 British Society for Haematology and John Wiley & Sons Ltd

Review

childhood cancer in low- and middle-income
countries. In: Cancer: Disease Control Priorities
(eds by H. Gelband, P. Jha, R. Sankara-
narayanan & S. Horton), 3rd edn (Volume 3).
The International Bank for Reconstruction and
Development / The World Ban, Washington,
DC.

Harif, M., Barsaoui, S., Benchekroun, S., Bouhas,
R., Doumbe, P., Khattab, M., Ladjaj, Y., Mor-
eira, C., Msefer-Alaoui, F., Patte, C., Rako-
tonirina, G., Raphael, M., Raquin, M.A. &
Lemerle, J. (2008) Treatment of B-cell lym-
phoma with LMB modified protocols in Africa—
report of the French-African Pediatric Oncology
Group (GFAOP). Pediatric Blood ¢ Cancer, 50,
1138-1142.

Hesseling, P.B., Njume, E., Kouya, F., Katayi, T.,
Wharin, P., Tamannai, M., Achu, P., Kidd, M.
& McCormick, P. (2012) The Cameroon 2008
Burkitt lymphoma protocol: improved event-
free survival with treatment adapted to disease
stage and the response to induction therapy.
Pediatric Hematology and Oncology, 29, 119-129.

Hesseling, P., Israels, T., Harif, M., Chantada, G. &
Molyneux, E.; Pediatric Oncology in Developing
Countries. (2013) Practical recommendations for
the management of children with endemic Bur-
kitt lymphoma (BL) in a resource limited setting.
Pediatric Blood & Cancer, 60, 357-362.

Hesseling, P.B., Kouya, F., Katayi, E., Mbah, G. &
Wharin, P. (2018) Burkitt’s lymphoma: the
prevalence of HIV/AIDS and the outcome of
treatment. South African Medical Journal, 108,
84-85.

Howard, S.C. & Wilimas, J.A. (2005) Delays in
diagnosis and treatment of childhood cancer:
where in the world are they important?. Pedi-
atric Blood & Cancer, 44, 303-304.

Howard, S.C., Ribeiro, R.C. & Pui, C.H. (2005)
Strategies to improve outcomes of children with
cancer in low-income countries. European Jour-
nal of Cancer, 41, 1584-1587.

Howard, S.C., Marinoni, M., Castillo, L., Bonilla,
M., Tognoni, G., Luna-Fineman, S., Antillon, F.,
Valsecchi, M.G., Pui, C.H., Ribeiro, R.C., Sala,
A., Barr, R.D., Masera, G. & Committee,
M.C.W. (2007a) Improving outcomes for chil-
dren with cancer in low-income countries in
Latin America: a report on the recent meetings
of the Monza International School of Pediatric
Hematology/Oncology (MISPHO)-Part 1. Pedi-
atric Blood & Cancer, 48, 364-369.

Howard, S.C., Ortiz, R., Baez, L.F,, Cabanas, R,
Barrantes, J., Fu, L., Pena, A., Samudio, A., Viz-
caino, M., Rodriguez-Galindo, C., Barr, R.D.,
Conter, V., Biondi, A., Masera, G. & Commit-
tee, M.C.W. (2007b) Protocol-based treatment
for children with cancer in low income coun-
tries in Latin America: a report on the recent
meetings of the Monza International School of
Pediatric Hematology/Oncology (MISPHO)—part
1I. Pediatric Blood ¢ Cancer, 48, 486—490.

Howard, S.C., Jones, D.P. & Pui, C.H. (2011) The
tumor lysis syndrome. New England Journal of
Medicine, 364, 1844-1854.


https://doi.org/10.1200/JGO.18.00150
https://doi.org/10.1200/JGO.18.00150

Review

Howard, S.C., McCormick, J., Pui, C.H., Budding-
ton, R.K. & Harvey, R.D. (2016) Preventing and
managing toxicities of high-dose methotrexate.
The Oncologist, 21, 1471-1482.

Howard, S.C., Davidson, A., Luna-Fineman, S.,
Israels, T., Chantada, G., Lam, C.G., Hunger,
S.P., Bailey, S., Ribeiro, R.C., Arora, R.S., Ped-
rosa, F., Harif, M. & Metzger, M.L. (2017) A
framework to develop adapted treatment regi-
mens to manage pediatric cancer in low- and
middle-income countries: the Pediatric Oncol-
ogy in Developing Countries (PODC) Commit-
tee of the International Pediatric Oncology
Society (SIOP). Pediatric Blood & Cancer, 64,
€26879.

Howard, S.C., Zaidi, A., Cao, X., Weil, O., Bey, P.,
Patte, C., Samudio, A., Haddad, L., Lam, C.G.,
Moreira, C., Pereira, A., Harif, M., Hessissen, L.,
Choudhury, S., Fu, L., Caniza, M.A., Lecciones,
J., Traore, F., Ribeiro, R.C. & Gagnepain-Lache-
teau, A. (2018) The My Child Matters pro-
gramme: effect of public-private partnerships on
paediatric cancer care in low-income and mid-
dle-income countries. The Lancet Oncology, 19,
€252—-e266.

Israels, T., van de Wetering, M.D., Hesseling, P.,
van Geloven, N., Caron, H.N. & Molyneux,
E.M. (2009) Malnutrition and neutropenia in
children treated for Burkitt lymphoma in
Malawi. Pediatric Blood ¢ Cancer, 53, 47-52.

Israels, T., Renner, L., Hendricks, M., Hesseling,
P, Howard, S. & Molyneux, E. (2013) SIOP
PODC: recommendations for supportive care of
children with cancer in a low-income setting.
Pediatric Blood & Cancer, 60, 899-904.

Johnston, W.T., Mutalima, N., Sun, D., Emma-
nuel, B., Bhatia, K., Aka, P., Wu, X., Borgstein,
E., Liomba, G.N., Kamiza, S., Mkandawire, N.,
Batumba, M., Carpenter, L.M., Jaffe, H., Moly-
neux, EM., Goedert, J.J., Soppet, D., Newton,
R. & Mbulaiteye, S.M. (2014) Relationship
between Plasmodium falciparum malaria preva-
lence, genetic diversity and endemic Burkitt
lymphoma in Malawi. Scientific Reports, 4,
3741.

Khetrapal Singh, P. & Travis, P. (2018) Accelerat-
ing access to essential medicines in the WHO
South-East Asia Region: opportunities for
greater engagement and better evidence. WHO
South-East Asia Journal of Public Health, 7,
59-61.

Klumb, C.E., Schramm, M.T., De Resende, L.M.,
Carrico, M.K., Coelho, A.M., De Meis, E., Fer-
reira, R.M., Maia, R.C. & Dobbin Jde, A. (2004)
Treatment of children with B-cell non-Hodg-
kin’s lymphoma in developing countries: the
experience of a single center in Brazil. Journal of
Pediatric Hematology/oncology, 26, 462-468.

Ladas, EJ., Arora, B., Howard, S.C., Rogers, P.C.,
Mosby, T.T. & Barr, R.D. (2016) A framework
for adapted nutritional therapy for children with
cancer in low- and middle-income countries: a
report from the SIOP PODC Nutrition Working
Group. Pediatric Blood ¢ Cancer, 63, 1339—
1348.

10

Liao, H.M., Liu, H., Lei, H., Li, B., chin, P.]J., Tsai,
S., Bhatia, K., Gutierrez, M., Epelman, S., Big-
gar, RJ., Nkrumah, F., Neequaye, J., Ogwang,
M.D., Reynolds, S.J., Lo, S.C. & Mbulaiteye,
S.M. (2018) Frequency of EBV LMP-1 promoter
and coding variations in Burkitt Lymphoma
samples in Africa and South America and
Peripheral Blood in Uganda. Cancers (Basel), 10,
177.

Lins, M.M., Amorim, M., Vilela, P., Viana, M.,
Ribeiro, R.C., Pedrosa, A., Lucena-Silva, N.,
Howard, S.C. & Pedrosa, F. (2012) Delayed
diagnosis of leukemia and association with mor-
bid-mortality in children in Pernambuco, Brazil.
Journal of Pediatric Hematology/oncology, 34,
e271-e276.

Marjerrison, S., Fernandez, C.V., Price, V.E,
Njume, E. & Hesseling, P. (2012) The use of
ultrasound in endemic Burkitt lymphoma in
Cameroon. Pediatric Blood & Cancer, 58, 352—
355.

Martijn, H.A., Njuguna, F., Olbara, G., Langat, S.,
Skiles, J., Martin, S., Vik, T., van de Ven, P.M.,
Kaspers, G.J. & Mostert, S. (2017) Influence of
health insurance status on paediatric non-Hodg-
kin’s lymphoma treatment in Kenya. BMJ Paedi-
atrics Open, 1, e000149.

Minard-Colin, V., Brugieres, L., Reiter, A., Cairo,
M.S., Gross, T.G., Woessmann, W., Burkhardt,
B., Sandlund, J.T., Williams, D., Pillon, M.,
Horibe, K., Auperin, A., le Deley, M.C., Zim-
merman, M., Perkins, S.L., Raphael, M., Lamant,
L., Klapper, W., Mussolin, L., Poirel, H.A., Mac-
intyre, E., Damm-Welk, C., Rosolen, A. & Patte,
C. (2015) Non-Hodgkin lymphoma in children
and adolescents: progress through effective col-
laboration, current knowledge, and challenges
ahead. Journal of Clinical Oncology, 33, 2963—
2974.

Ministerio de Salud y Protecciéon Social — Colcien-
cias. (2013) Guia de Préctica Clinica para la
deteccién oportuna, diagndstico, tratamiento y
seguimiento de Linfoma de Hodgkin y Linfoma
No Hodgkin Aguda en nifos, ninas y adolescen-
tes. Guia No. 10. http://www.iets.org.co/reporte
s-iets/Documentacin%20Reportes/ Gu%C3%
ADa.Completa.Linfomas.2013.pdf

Ministry of Health and Sanitation, Sierra Leone.
(2010) Basic Package of Essential Health Services
for Sierra Leone - 2010. Government of Sierra
Leone, Freetown, Sierra Leone. http://www.minis
terial-leadership.org/sites/default/files/resource
s_and_tools/NHSSP%202010-2015.pdf

Moleti, M.L., Al-Hadad, S.A., Al-Jadiry, M.E., Al-
Darraji, A.F., Al-Saeed, RM., de Vellis, A,
Piciocchi, A., Uccini, S., Foa, R. & Testi, A.M.
(2011) Treatment of children with B-cell non-
Hodgkin lymphoma in a low-income country.
Pediatric Blood & Cancer, 56, 560—567.

Mostert, S., Arora, R.S., Arreola, M., Bagai, P,
Friedrich, P., Gupta, S., Kaur, G., Koodiyedath,
B., Kulkarni, K., Lam, C.G., Luna-Fineman, S.,
Pizer, B., Rivas, S., Rossell, N., Sitaresmi, M.N.,
Tsimicalis, A., Weaver, M. & Ribeiro, R.C.

(2011)  Abandonment of treatment for

childhood cancer: position statement of a SIOP
PODC Working Group. The Lancet Oncology,
12, 719-720.

Mostert, S., Njuguna, F., Langat, S.C., Slot, AJ.,
Skiles, J., Sitaresmi, M.N., van de Ven, P.M.,
Musimbi, J., Vreeman, R.C. & Kaspers, G.J.
(2014) Two overlooked contributors to aban-
donment of childhood cancer treatment in
Kenya: parents’ social network and experiences
with hospital retention policies. Psychooncology,
23, 700-707.

Mutalima, N., Molyneux, E., Jaffe, H., Kamiza, S.,
Borgstein, E., Mkandawire, N., Liomba, G.,
Batumba, M., Lagos, D., Gratrix, F., Boshoff, C.,
Casabonne, D., Carpenter, LM. & Newton, R.
(2008) Associations between Burkitt lymphoma
among children in Malawi and infection with
HIV, EBV and malaria: results from a case-con-
trol study. PLoS ONE, 3, €2505.

Naresh, K.N., Raphael, M., Ayers, L., Hurwitz, N,
Calbi, V., Rogena, E., Sayed, S., Sherman, O.,
Ibrahim, H.A., Lazzi, S., Mourmouras, V., Rince,
P., Githanga, J., Byakika, B., Moshi, E., Duro-
sinmi, M., Olasode, B.J., Oluwasola, O.A.,
Akang, E.E., Akenova, Y., Adde, M., Magrath, I.
& Leoncini, L. (2011) Lymphomas in sub-
Saharan Africa-what can we learn and how can
we help in improving diagnosis, managing
patients and fostering translational research?
British Journal of Haematology, 154, 696—703.

Neal, C., Rusangwa, C., Borg, R., Mugunga, J.C,,
Kennell-Heiling, S., Shyirambere, C., Pritchett,
N., Muhayimana, C., Ntakirutimana, E., Tapela,
N., Park, P.H., Shulman, L.N. & Mpunga, T.
(2018) Cost of treating pediatric cancer at the
Butaro cancer center of excellence in Rwanda.
Journal of Global Oncology, 4, 1-7.

Patte, C., Auperin, A., Michon, J., Behrendt, H.,
Leverger, G., Frappaz, D., Lutz, P., Coze, C.,
Perel, Y., Raphael, M. & Terrier-Lacombe, M.J.;
Société  Frangaise d’Oncologie Pédiatrique.
(2001) The Societe Francaise d’Oncologie Pedia-
trique LMB89 protocol: highly effective multia-
gent chemotherapy tailored to the tumor
burden and initial response in 561 unselected
children with B-cell lymphomas and L3 leuke-
mia. Blood, 97, 3370-3379.

Patte, C., Auperin, A., Gerrard, M., Michon, J,,
Pinkerton, R., Sposto, R., Weston, C., Raphael,
M., Perkins, S.L., McCarthy, K. & Cairo, M.S.
(2007) Results of the randomized international
FAB/LMB96 trial for intermediate risk B-cell
non-Hodgkin lymphoma in children and adoles-
cents: it is possible to reduce treatment for the
early responding patients. Blood, 109, 2773-2780.

Patte, C., Traore, F., el Kababri, M., Bouda, C.,
Leverger, G., Raquin, M.A., Harif, M. &
Gfaop, S.E. (2015) Curing Burkitt lymphomas,
from France to Africa. Archives de Pediatrie,
22, 65-66.

Pena-Hernandez, A.O., R. Garrido, C., Gomez-
Garcia, W., Fuentes Alabi, S., Martinez, R., Met-
zger, M., Chantada, G. & Ribeiro, R.C. (2019)
Treatment results of a strategy for the manage-

ment of pediatric non-Hodgkin lymphoma in

© 2019 British Society for Haematology and John Wiley & Sons Ltd


http://www.iets.org.co/reportes-iets/Documentacin%20Reportes/Gu%C3%ADa.Completa.Linfomas.2013.pdf
http://www.iets.org.co/reportes-iets/Documentacin%20Reportes/Gu%C3%ADa.Completa.Linfomas.2013.pdf
http://www.iets.org.co/reportes-iets/Documentacin%20Reportes/Gu%C3%ADa.Completa.Linfomas.2013.pdf
http://www.ministerial-leadership.org/sites/default/files/resources_and_tools/NHSSP%202010-2015.pdf
http://www.ministerial-leadership.org/sites/default/files/resources_and_tools/NHSSP%202010-2015.pdf
http://www.ministerial-leadership.org/sites/default/files/resources_and_tools/NHSSP%202010-2015.pdf

Central America: a report of the Association of
Pediatric  Hematology/Oncology of  Central
America (AHOPCA). Pediatric Blood ¢ Cancer,
€27621[Epub ahead of print]. https://doi.org/10.
1002/pbc.27621.

Perehudoff, S.K., Alexandrov, N.V. & Hogerzeil,
H.V. (2018) Access to essential medicines in 195
countries: a human rights approach to sustain-
able development. Global Public Health, 1-14.
[Epub ahead of print]. https://doi.org/10.1080/
17441692.2018.1515237

Pillai, V., Tallarico, M., Bishop, M.R. & Lim, M.S.
(2016) Mature T- and NK-cell non-Hodgkin
lymphoma in children and young adolescents.
British Journal of Haematology, 173, 573-581.

Pribnow, A.K., Ortiz, R., Baez, L.F., Mendieta, L.
& Luna-Fineman, S. (2017) Effects of malnutri-
tion on treatment-related morbidity and survival
of children with cancer in Nicaragua. Pediatric
Blood & Cancer, 64, ¢26590. https://doi.org/10.
1002/pbc.26590

Reiter, A., Schrappe, M., Tiemann, M., Ludwig,
W.D., Yakisan, E., Zimmermann, M., Mann, G.,
Chott, A., Ebell, W., Klingebiel, T., Graf, N., Kre-
mens, B., Muller-Weihrich, S., Pluss, H.J., Zintl,
F., Henze, G. & Riehm, H. (1999) Improved treat-
ment results in childhood B-cell neoplasms with
tailored intensification of therapy: a report of the
Berlin-Frankfurt-Munster Group Trial NHL-
BFM 90. Blood, 94, 3294-3306.

Roth, L., Bempong, D., Babigumira, J.B., Banoo,
S., Cooke, E., Jeffreys, D., Kasonde, L., Leufkens,
H.G.M., Lim, J.C.W., Lumpkin, M., Mahlangu,
G., Peeling, RW. Rees, H., Ndomondo-
Sigonda, M., Stergachis, A., Ward, M. & Nwo-
kike, J. (2018) Expanding global access to essen-
tial medicines: investment priorities for
sustainably strengthening medical product regu-
latory systems. Globalization and Health, 14,
102.

Salaverria, C., Rossell, N., Hernandez, A., Fuentes
Alabi, S., Vasquez, R., Bonilla, M., Lam, C.G. &
Ribeiro, R.C. (2015) Interventions targeting
absences increase adherence and reduce abandon-
ment of childhood cancer treatment in El Sal-
vador. Pediatric Blood ¢ Cancer, 62, 1609-1615.

Samochatova, E.V., Maschan, A.A., Shelikhova,
L.N., Myakova, N.V., Belogurova, M.B., Khleb-
nikova, O.P., Shamardina, A.V., Ryskal, O.V,,
Roumiantseva, J.V., Konovalov, D.M., Dubrov-
ina, M.E. & Rumyantsev, A.G. (2014) Therapy
of advanced-stage mature B-cell lymphoma and
leukemia in children and adolescents with ritux-

reduced induction

imab  and intensity

chemotherapy (B-NHL 2004M protocol): the

results of a multicenter study. Journal of Pedi-
atric Hematology/oncology, 36, 395-401.

San Roman, M., Aguilo, F., Clapes, M., Sheku,
M., Dawoh, P., Mora, J. & Cruz, O. (2013)
Burkitt’s lymphoma treatment in a rural hos-
pital in Sierra Leone. Transactions of the Royal
Society of Tropical Medicine and Hygiene, 107,
653-659.

Sanchez La Rosa, C.G., Guitter, M., Elizabeth, A.,
Millan, N., Rossi, J.G., Bernasconi, A., Galuzzo,
L., Montanari, A., Baialardo, E., Zubizarreta, P.,
Chantada, G. & Felice, M.S. (2016) Improved
outcome and decreased morbidity and mortality
rates of B-cell malignancies with less intensive
chemotherapy induction: experience in a single
Institution. Blood, 128, 1858—1858.

Stanley, C.C., Westmoreland, K.D., Heimlich, B.J.,
El-Mallawany, N.K., Wasswa, P., Mtete, I,
Butia, M., Itimu, S., Chasela, M., Mtunda, M.,
Chikasema, M., Makwakwa, V., Kaimila, B.,
Kasonkanji, E., Chimzimu, F., Kampani, C,
Dhungel, B.M., Krysiak, R., Montgomery, N.D.,
Fedoriw, Y., Rosenberg, N.E., Liomba, N.G. &
Gopal, S. (2016) Outcomes for paediatric Bur-
kitt lymphoma treated with anthracycline-based
therapy in Malawi. British Journal of Haematol-
ogy, 173, 705-712.

Stefan, D.C. & Lutchman, R. (2014) Burkitt lym-
phoma: epidemiological features and survival in
a South African centre. Infectious Agents and
Cancer, 9, 19.

Steliarova-Foucher, E., Colombet, M., Ries, L.A.G.,
Moreno, F., Dolya, A., Bray, F., Hesseling, P.,
Shin, H.Y. & Stiller, C.A.; IICC-3 contributors.
(2017) International incidence of childhood can-
cer, 2001-10: a population-based registry study.
The Lancet Oncology, 18, 719-731.

Suarez, A., Pina, M., Nichols-Vinueza, D.X., Lop-
era, J., Rengifo, L., Mesa, M., Cardenas, M.,
Morrissey, L., Veintemilla, G., Vizcaino, M., del
Toro, L., Vicuna, V., Fernandez, J., Neuberg, D.,
Stevenson, K. & Gutierrez, A. (2015) A strategy
to improve treatment-related mortality and
abandonment of therapy for childhood ALL in a
developing country reveals the impact of treat-
ment delays. Pediatric Blood & Cancer, 62,
1395-1402.

Sun, X.F., Zhen, Z.J., Lui, D.G., Xia, Y., He, Y.J.,
Wang, Z.H., Lin, J.Y. & Guan, Z.Z. (2006)
Improved treatment outcome in Chinese chil-
dren and adolescents with Burkitt’s lymphoma
and large cell lymphoma by using the modified
B-non-Hodgkin’s  lymphoma-Berlin-Frankfurt-

Munster-90 protocol. European Journal of Hae-

matology, 77, 365-371.

© 2019 British Society for Haematology and John Wiley & Sons Ltd

Review

Tan, D., Tan, S.Y., Lim, S.T., Kim, S.J., Kim, W.S.,
Advani, R. & Kwong, Y.L. (2013) Management
of B-cell non-Hodgkin lymphoma in Asia:
resource-stratified guidelines. The Lancet Oncol-
ogy, 14, e548—e561.

Thacker, N., Bakhshi, S., Chinnaswamy, G., Vora,
T., Prasad, M., Bansal, D., Agarwala, S., Kapoor,
G., Radhakrishnan, V., Laskar, S., Kaur, T,
Rath, G.K., Dhaliwal, R.S. & Arora, B. (2017)
Management of Non-Hodgkin Lymphoma:
ICMR Consensus Document. Indian Journal of
Pediatrics, 84, 382-392.

Traore, F., Coze, C., Atteby, J.J., Andre, N., Mor-
eira, C., Doumbe, P., Ravelomanana, N., Ye, D.,
Patte, C., Raquin, M.A., Raphael, M. & Lemerle,
J. (2011) Cyclophosphamide monotherapy in
children with Burkitt lymphoma: a study from
the French-African Pediatric Oncology Group
(GFAOQP). Pediatric Blood ¢ Cancer, 56, 70-76.

Uccini, S., Al-Jadiry, M.F., Cippitelli, C., Talerico,
C., Scarpino, S., Al-Darraji, A.F., Al-Badri,
S.A.F., Alsaadawi, A.R., Al-Hadad, S.A. & Ruco,
L. (2018) Burkitt lymphoma in Iraqi children: a
distinctive form of sporadic disease with high
incidence of EBV(+) cases and more frequent
expression of MUMI/IRF4 protein in cases with
head and neck presentation. Pediatric Blood &
Cancer, 65, €27399.

Weaver, M.S., Yao, AJ., Renner, L.A., Harif, M.
& Lam, C.G. (2015) The prioritisation of pae-
diatrics and palliative care in cancer control
plans in Africa. British Journal of Cancer, 112,
1845-1856.

Wiangnon, S., Veerakul, G., Nuchprayoon, I,
Seksarn, P., Hongeng, S., Krutvecho, T. & Sri-
paiboonkij, N. (2011) Childhood cancer inci-
dence and survival 2003-2005, Thailand: study
from the Thai Pediatric Oncology Group.
Asian Pacific Journal of Cancer Prevention, 12,
2215-2220.

Woessmann, W., Seidemann, K., Mann, G., Zim-
mermann, M., Burkhardt, B., Oschlies, 1., Lud-
wig, W.D., Klingebiel, T., Graf, N., Gruhn, B,
Juergens, H., Niggli, F., Parwaresch, R., Gadner,
H., Riehm, H., Schrappe, M. & Reiter, A.; BEM
Group. (2005) The impact of the methotrexate
administration schedule and dose in the treat-
ment of children and adolescents with B-cell
neoplasms: a report of the BFM Group Study
NHL-BFMY5. Blood, 105, 948-958.

Yao, J.J., Couitchere, L., Atimere, Y., Kone, D.,
Azagoh-Kouadio, R., Oulai, M.S. & Stefan, D.C.
(2012) Childhood cancer in Cote d’Ivoire,
1995-2004: challenges and hopes. South African
Medical Journal, 103, 113-115.

1


https://doi.org/10.1002/pbc.27621
https://doi.org/10.1002/pbc.27621
https://doi.org/10.1080/17441692.2018.1515237
https://doi.org/10.1080/17441692.2018.1515237
https://doi.org/10.1002/pbc.26590
https://doi.org/10.1002/pbc.26590

