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Abstract

:

The PACIFIC trial showed a survival benefit with durvalumab through five years in stage III unresectable non-small cell lung cancer (NSCLC). However, optimal use of imaging to detect disease progression remains unclearly defined for this population. An expert working group convened to consider available evidence and clinical experience and develop recommendations for follow-up imaging after concurrent chemotherapy and radiation therapy (CRT). Voting on agreement was conducted anonymously via online survey. Follow-up imaging was recommended for all suitable patients after CRT completion regardless of whether durvalumab is received. Imaging should occur every 3 months in Year 1, at least every 6 months in Year 2, and at least every 12 months in Years 3–5. Contrast computed tomography was preferred; routine brain imaging was not recommended for asymptomatic patients. The medical oncologist should follow-up during Year 1 of durvalumab therapy, with radiation oncologist involvement if pneumonitis is suspected; medical and radiation oncologists can subsequently alternate follow-up. Some patients can transition to the family physician/community primary care team at the end of Year 2. In Years 1–5, patients should receive information regarding smoking cessation, comorbidity management, vaccinations, and general follow-up care. These recommendations provide guidance on follow-up imaging for patients with stage III unresectable NSCLC whether or not they receive durvalumab consolidation therapy.
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1. Introduction


In 2020, lung cancer was the second most commonly diagnosed malignancy, with more than 2.2 million cases reported worldwide [1]. The disease was also the leading cause of cancer-related mortality, contributing to more than 1.7 million deaths globally [1]. Non-small cell lung cancer (NSCLC) is the most common disease subtype, representing approximately 88% of all lung cancer cases [2]. At diagnosis, 19% to 26% of patients present with stage III NSCLC [3,4], a heterogenous stage characterized by a range of pathophysiological presentations, which, alongside variations in patient characteristics (e.g., performance status (PS)), impact decisions related to treatment [5,6,7].



After diagnosis, patients with stage III NSCLC are evaluated for curative-intent therapy, which is typically multi-modal and highly case-specific [5,6,7]. Among the estimated 87% of patients who present with unresectable disease [3], those who are fit (Eastern Cooperative Oncology Group Performance Status (ECOG PS) 0–1), have adequate lung function, and have disease that can be radically treated with radiation are recommended to receive concurrent platinum-based chemotherapy and radiation therapy (CRT) [5,6,7,8,9]. For patients who do not progress after CRT, one year of consolidation therapy with the programmed death-ligand 1 (PD-L1) inhibitor durvalumab (IMFINIZI®) has become the standard of care worldwide based on the primary results of the Phase III PACIFIC trial [5,8,9,10,11,12]. Long-term outcomes from PACIFIC were recently reported, showing that the survival benefits of CRT + durvalumab were durable through five years of follow-up (median overall survival (mOS): 47.5 vs. 29.1 months with CRT alone; 5-year OS: 42.9% vs. 33.4%) [13].



The favorable long-term results of the PACIFIC trial have raised questions regarding optimal follow-up practices for patients with stage III unresectable NSCLC who receive treatment with CRT and durvalumab. Patient follow-up typically involves medical history, physical examination, radiographic imaging (usually computed tomography [CT]), and in some cases, serum biomarker evaluation [14,15]. These assessments are conducted with the goals of early detection of disease recurrence in asymptomatic patients and initiation of appropriate therapy [6,16,17,18,19]. Timely initiation of curative-intent treatment, radiotherapy (for isolated oligometastatic disease), or broader systemic therapy can potentially improve clinical outcomes [6,14,15,16,20]; however, the survival impact of varying imaging frequency remains unclear [17,21,22,23]. A prospective, randomized-controlled trial is needed to fully understand optimal imaging procedures, particularly among patients receiving CRT + durvalumab [24].



As a result of the limited evidence informing optimal follow-up practices, recommendations for patients with stage III unresectable NSCLC who have undergone curative-intent therapy vary across published guidelines, including those available in Canada [6,8,9,14,15,25]. One of the most recent and referenced recommendations, the 2020 American Society of Clinical Oncology (ASCO) guidelines, largely focuses on patients with resected stage I–III NSCLC, a population with a very different relapse risk and salvage therapy options than patients with stage III unresectable disease who have received CRT [14,26,27]. Furthermore, these guidelines do not yet consider the long-term survival findings for durvalumab in the PACIFIC trial [13]. Not surprisingly, differences across guidelines have led to variations in clinical practice. In 2021, the BC Cancer Lung Group conducted a regional survey to assess current follow-up practices for patients with stage III unresectable NSCLC, the results of which showed highly variable imaging practices across the province [28].



Given the recent results of the PACIFIC trial, variations in follow-up guidelines and practices worldwide, and patterns of relapse in the stage III unresectable NSCLC population, updated guidance is needed to inform best practices that will maximize patient outcomes while additional clinical data are generated. Recognizing this need, preliminary guidelines were proposed by the BC Cancer Lung Group for British Columbia in 2021, which described imaging, clinician follow-up, and transition of care recommendations for patients with stage III unresectable NSCLC receiving CRT ± durvalumab [28]. A pan-Canadian multidisciplinary expert working group was subsequently convened with the aim of developing recommendations that could be implemented across Canada and globally. This publication summarizes the clinical questions that were discussed by the expert working group, the recommendations that were developed, and the key issues that should be considered when implementing these recommendations.




2. Materials and Methods


In January 2022, a pan-Canadian multidisciplinary expert working group was formed that included nine individuals: six medical oncologists (S.B., N.B., J.J.K., B.M., S.S., P.W.P.), two radiation oncologists (A.B., D.S.), and a family physician (C.C.). The experts were chosen to be geographically representative (i.e., from western Canada, Ontario, and eastern Canada), experts in medical or radiation oncology treatment in NSCLC, and/or experts in the provision of follow-up care in the community care setting. The number of experts was considered appropriate, as the literature indicates that inclusion of a minimum of 5 and a maximum of 12 experts falls within a reasonable range to assess consensus [29]. The designees of the consultation were J.J.K. and B.M. After development of the key recommendations, a radiologist (R.Y.) was consulted to provide specific guidance regarding imaging modalities, body regions for scanning, and available supporting evidence.



The expert working group initially convened virtually via videoconference in January 2022 to discuss five preliminary clinical questions related to the imaging of patients with stage III unresectable NSCLC after curative-intent treatment with CRT and considering use of durvalumab as consolidation therapy. The clinical questions were derived from the findings of the 2021 BC Cancer Lung Group regional survey. The group discussed each question while considering the wording of the proposed BC Lung Cancer Management Manual [30], published evidence, and their own clinical practice experience. Comments on the wording of the questions, initial recommendations and their underlying rationale, and additional feedback were documented in a summary report. Using the discussion from the meeting, a refined set of clinical questions and formal recommendations were prepared for review and voting. The updated questions included the following:




	(1)

	
What timepoint should be used as a reference for initiation of imaging?




	(2)

	
What is the recommended frequency of imaging?




	(3)

	
What type of imaging should be used and which body regions should be assessed?




	(4)

	
Who should follow the patient?




	(5)

	
What other assessments or activities should be conducted?









In February 2022, the updated clinical questions and formal recommendations were provided to the expert working group via an online survey (Microsoft Forms, Microsoft Corporation, Washington, DC, USA) for review, voting, and provision of additional comments and considerations. Each expert provided their feedback individually without seeing the responses of others; voting on the recommendations occurred by indicating agreement or disagreement. Using an iterative process, the key recommendations and their underlying rationale were revised and recirculated among the experts until at least seven of nine advisors agreed with each recommendation.




3. Results and Discussion


3.1. Summary of Recommendations


A summary of the recommendations and key considerations developed by the expert working group is presented in Table 1; additional details are provided below.




3.2. Detailed Recommendations


CLINICAL QUESTION 1: What timepoint should be used as a reference for initiation of imaging?



Recommendation 1.1: For all patients with stage III unresectable NSCLC, imaging should be performed after completion of CRT, regardless of whether durvalumab is received.



Clinical Rationale: Patients with stage III, unresectable NSCLC have the highest risk of disease relapse in the first year after completion of CRT independent of whether durvalumab consolidation therapy is received [13]. In the PACIFIC trial, rates of progression-free survival (PFS) were 55.7% with CRT + durvalumab and 34.5% with CRT alone at one year of follow-up, 45.0% and 25.1% at two years, 39.7% and 20.8% at three years, 35.0% and 19.9% at four years, and 33.1% and 19.0% at five years (Figure 1) [13]. Accordingly, for most patients, initiation of routine imaging and other assessments is imperative to monitor for signs and symptoms indicative of disease recurrence or progression such that timely and appropriate treatment can be provided [6,16,17,18]. Early detection of recurrent or metastatic disease may allow for early intervention and consideration of a broad range of management options [31,32].



The expert working group recommended that regular imaging be performed after completion of CRT irrespective of reception of durvalumab therapy so as to facilitate consistent clinical practices across patients (Figure 2); it should be noted that patients who receive durvalumab remain on active treatment in Year 1. As stated in the ASCO guidelines, not all patients are amenable to imaging: some may be unwilling to proceed with subsequent therapy in the event that disease progression is identified, while others may not be clinical candidates for such treatment [14]. Regular imaging of these patients is unlikely to inform subsequent care and therefore may not be required. As stated by ASCO, age and PS should not preclude follow-up imaging, although discussion of the potential benefits and risks with patients is recommended [14].



CLINICAL QUESTION 2: What is the recommended frequency of imaging?



Recommendation 2.1: In Year 1 after CRT, all patients should undergo imaging every 3 months.



Recommendation 2.2: In Year 2, all patients should undergo imaging at least every 6 months.



Recommendation 2.3: In Years 3, 4, and 5, all patients should undergo imaging at least every 12 months.



Clinical Rationale: In the PACIFIC trial, tumor assessment scans (CT or MRI; RECIST 1.1) occurred at screening and then every two months in Year 1 or until disease progression [33]. Among patients with disease control after completion of durvalumab, imaging assessments were performed every three months until progressive disease was confirmed. As highlighted previously, the trial showed that regardless of whether durvalumab was received, patients with stage III, unresectable NSCLC who received curative-intent therapy had the highest risk of relapse in the first year after CRT (Figure 1). Other evidence similarly indicates that recurrence of NSCLC is generally highest during the first one-to-two years after treatment with curative intent [13,17,34,35].



Given these findings, the expert working group recommended that imaging frequency should vary over time in accordance with the year-over-year risk of progression after CRT and the need for close monitoring while patients are actively receiving durvalumab. As such, for patients proceeding with durvalumab consolidation therapy, imaging should first be conducted two-to-four weeks after completion of CRT and before initiation of durvalumab; subsequent imaging should occur every three months for the full duration of durvalumab therapy, which is typically one year (Figure 2) [11]. For patients not initiating durvalumab, imaging should be initiated three months after completion of CRT and continued every three months in Year 1. In Year 2, all patients should undergo imaging at least every six months; after Year 2, routine imaging was recommended at least every 12 months through the end of Year 5, after which time patients should continue to undergo regular clinical assessment. Routine imaging was not recommended after Year 5, as no data were available to support an additional benefit; furthermore, lung cancer screening trials have not typically included patients with a prior history of lung cancer. Still, ongoing imaging may be prudent depending on patient history and risk factors [36,37,38].



The expert working group underscored that all recommended timepoints are minimum frequencies that should be employed among patients without suspicion of recurrent disease; more frequent surveillance is warranted for patients with an elevated risk of or suspected progression. The experts recognized that the survival impact of more versus less frequent follow-up imaging remains equivocal: there is a paucity of high-quality evaluations of optimal imaging modalities, intervals, and durations of follow-up after definitive treatment [6,14,15]. Several studies have reported that although more frequent imaging detects asymptomatic recurrence of NSCLC at high rates, no survival benefit is observed [21,22,23]. Conversely, one retrospective study found that patients with symptomatic relapse had poorer mOS than those identified using surveillance imaging (23 vs. 36 months, respectively; p = 0.013) [17]. Given that newer treatment options are available for both oligometastatic and widespread disease, additional studies are needed—particularly in the stage III unresectable population—to assess the appropriate frequency of follow-up and the potential impact on survival outcomes.



CLINICAL QUESTION 3: What type of imaging should be used and which body regions should be assessed?



Recommendation 3.1: Contrast CT of the chest and upper abdomen should be used through the end of Year 5 after CRT.



Recommendation 3.2: Routine brain imaging is not recommended.



Clinical Rationale: In the PACIFIC trial, tumor assessment scans of the chest and abdomen (including the liver and adrenals) were conducted using contrast CT or MRI [33]. In both treatment arms, the most frequent site of disease recurrence was the lung (13.4% with durvalumab; 18.1% with placebo); other sites of recurrence included the lymph nodes (most common), brain, liver, bones, and adrenal glands [13]. As such, comprehensive imaging is imperative to identify new lesions or local progression among patients with stage III unresectable NSCLC.



The ASCO guidelines recommend use of CT with contrast in the first two years of surveillance, followed by low-dose CT in Years 3 to 5; however, these recommendations focus on patients with resected, earlier-stage (I–III) NSCLC who have a lower risk of disease recurrence than the unresectable stage III population [14]. In the unresectable stage III setting, the expert working group recommended standard-dose contrast CT of the chest and upper abdomen through the end of Year 5 (Figure 2). Imaging of these regions permits adequate assessment of the most frequent sites of recurrent disease, including the lung, thoracic lymph nodes, liver, adrenals, and thoracic spine [39]. Use of contrast-enhanced CT was recommended over unenhanced CT, as the former offers greater accuracy and reduced inter-reader variability in the identification of hilar lymph nodes, as well as reliable detection of mediastinal lymph nodes and abdominal progression [40]. In general, imaging of the chest including the upper abdomen (adrenal glands and liver) with intravenous contrast is a common and well-accepted CT protocol for lung cancer follow-up [41,42]. As patients with stage III disease have already received definitive doses of radiation, the risk of additional exposure to contrast CT was considered minimal. Moreover, there remains a paucity of evidence for use of low-dose CT during active surveillance among patients with lung cancer—available studies have primarily focused on lung cancer screening in high-risk populations. Prospective studies are needed to assess the sensitivity of this modality in the curative-intent setting of unresectable stage III NSCLC. Still, the expert working group recognized that intravenous contrast CT is contraindicated for some patients, such as those with a history of anaphylactic reaction to iodinated CT contrast media or who have severe kidney impairment [43,44,45].



The expert working group additionally recommended that at baseline, all suitable patients should have a brain MRI with contrast completed as part of the staging work-up for CRT [8,9]; however, after completion of CRT, routine brain imaging was not recommended. As noted in the ASCO guidelines, to date, no randomized clinical trials have evaluated use of brain MRI for surveillance in NSCLC [14]. Therefore, the guidelines do not recommend routine brain MRI in this setting. Still, at a median follow-up of 34.2 months in the PACIFIC trial, the brain was a common site of extra-thoracic recurrence: new brain lesions occurred in 6.5% of CRT + durvalumab-treated patients and 11.8% of those treated with CRT alone [13]. As such, although routine imaging was not recommended by the expert working group, a low threshold of suspicion of central nervous system symptoms should prompt assessment. When imaging is conducted, MRI was preferred over CT, where an option, given its higher sensitivity [46,47,48]. In the event that central nervous system metastases are identified, the patient should be referred to a radiation oncologist and/or neurosurgeon for consideration of an optimal management plan.



CLINICAL QUESTION 4: Who should follow the patient?



Recommendation 4.1: For patients who receive durvalumab, the medical oncologist should follow during Year 1 after CRT; the radiation oncologist should be involved if pneumonitis is suspected.



Recommendation 4.2: After Year 1, follow-up can alternate between the medical oncologist and radiation oncologist until transition to the family physician/community primary care team.



Recommendation 4.3: For patients who do not receive durvalumab, follow-up can alternate post-CRT between the medical oncologist and the radiation oncologist until transition to the family physician/community primary care team.



Recommendation 4.4: Some patients can be transitioned to the family physician/community primary care team at the end of Year 2 after completion of CRT.



Clinical Rationale: Throughout the course of follow-up, it is important to clearly define the responsible clinician(s) to ensure that monitoring for adverse events (AEs), imaging for disease recurrence and/or progression, and other assessments are completed on schedule and with accountability for subsequent patient needs. Responsible individual(s) may vary according to patient presentation, region, and/or healthcare center, as well as over time.



In Year 1 after CRT during active treatment with durvalumab, the expert working group recommended that the medical oncologist follow the patient; the radiation oncologist should be involved if pneumonitis is suspected, and in some centers, respirology would also be involved (Figure 2). This recommendation was based on the challenges encountered in distinguishing the etiology of pneumonitis as being related to radiation or immunotherapy [49]. At 14.5 months of follow-up in the PACIFIC trial, pneumonitis or radiation pneumonitis of any grade and cause was reported in 33.9% of durvalumab-treated patients; grade 3 events occurred in 3.4% [10]. The median time to onset of pneumonitis from treatment initiation was approximately 1.8 months; patients with this AE were more likely to be Asian or have mutations of the epidermal growth factor receptor gene [50].



After Year 1 of durvalumab therapy, the expert working group recommended that follow-up alternate between the medical and radiation oncologists until transition to the family physician/community primary care team; patients who do not receive durvalumab can receive alternating follow-up in Years 1 and 2 (Figure 2). Given the declining risk of disease recurrence over time and the fact that some patients reside far from their treating cancer center, the experts stated that suitable patients who have a reliable family physician/community primary care team can be transitioned at the end of Year 2 (i.e., one year after completion of durvalumab). It should be noted that this recommendation was made with caution: several experts raised concerns regarding the risk of delayed immunotherapy-related AEs that may present after completion of durvalumab. The experts indicated that transfer notes to the family physician/community primary care team should include clear instructions on follow-up imaging requirements. Furthermore, patients should be referred back to the medical and/or radiation oncologist immediately upon suspicion of disease recurrence or progression.



CLINICAL QUESTION 5: What other assessments or activities should be conducted?



Recommendation 5.1: Throughout Years 1 to 5 after CRT, patients should receive information on smoking cessation, comorbidity management, and relevant vaccinations, as applicable, and be encouraged to receive regular follow-up care for non-cancer conditions and general health concerns.



Clinical Rationale: In alignment with the ASCO guidelines [14], the expert working group underscored that clear communication and healthcare coordination play critical roles in the care of cancer survivors. Furthermore, the comprehensive care of these individuals should address both cancer-related and general care needs. These needs include not only ongoing surveillance for disease recurrence or progression, but also monitoring and management of psychosocial issues and chronic medical conditions, general health promotion, and disease prevention [14]. Community primary care teams should provide counselling on the importance of smoking cessation and vaccinations for influenza, Streptococcus pneumoniae, and COVID-19, among others. The implications of common comorbidities, such as chronic obstructive pulmonary disease, should also be discussed.



Throughout the course of treatment and follow-up of patients with stage III unresectable NSCLC, the family physician/community primary care team should be kept informed of the results of all clinical assessments and continue to provide care for non-cancer health, family, and psychosocial concerns. All patients should receive a summary of key health-related items for consideration and follow-up over the course of their disease. This summary should include information regarding the potential impact of cancer therapy on their health, including current comorbidities and the risk of new long-term complications.





4. Conclusions


The favorable five-year survival results of the PACIFIC trial of durvalumab have prompted reconsideration of best follow-up imaging practices for patients with stage III unresectable NSCLC. Until new data are available showing optimal imaging frequency and modality and a need for other assessments, these recommendations provide globally relevant direction for clinicians treating this patient population.
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Figure 1. Progression-free survival in the ITT population of the PACIFIC trial. Vertical dashed lines indicate annual landmarks; the associated values represent the PFS rate at each timepoint. PFS was defined as the time from random assignment to the date of the first documented event of tumor progression or death in the absence of disease progression. Patients who had not progressed or died at the time of data cut-off were censored at the time of their last evaluable RECIST assessment; however, if a patient progressed or died after ≥2 missed visits, they were censored at the time of the latest evaluable RECIST assessment before the two missed visits. CI, confidence interval; HR, hazard ratio; RECIST, Response Evaluation Criteria in Solid Tumors; PFS, progression-free survival [13]. Figure used with permission from Wolters Kluwer Health, Inc. The Creative Commons license does not apply to this content. Use of the material in any format is prohibited without written permission from the publisher, Wolters Kluwer Health, Inc. 
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Figure 2. Recommendations for imaging and follow-up of patients with stage III, unresectable NSCLC after treatment with CRT ± durvalumab. Please refer to the text and Table 1 for additional considerations and caveats. a Durvalumab is approved for 1 year of consolidation therapy for patients who have not progressed after CRT; duration of therapy may vary depending on patient response and toxicity. b Baseline imaging is required after CRT and prior to durvalumab initiation to verify that NSCLC has not progressed. Imaging should occur Q3M until durvalumab therapy is stopped. c All CTs are chest/abdomen with contrast (if tolerated) through Year 5. d Baseline brain MRI should be completed in staging work-up before CRT. Subsequent brain imaging is only recommended in the event of symptom presentation; a low threshold of suspicion should prompt assessment. MRI is preferred over CT, if an option. e In Year 1 of durvalumab therapy, the RO (and possibly respirology) should be involved if associated pneumonitis is suspected; the MO and RO should alternate follow-up in Years 2 and 3 and throughout Years 1 to 3 for non-durvalumab patients. f Suitable patients only, see full text. CRT, chemotherapy + radiation therapy; CT, computed tomography; MO, medical oncologist; MRI, magnetic resonance imaging; NSCLC, non-small cell lung cancer; Q3M, every three months; RO, radiation oncologist; Y, year. 
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Table 1. Summary of clinical questions, recommendations, and key considerations.
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Target Population

	
Patients with curatively treated, stage III, unresectable NSCLC who complete CRT ± consolidation therapy with durvalumab as per the PACIFIC trial and are without clinical suspicion of recurrent disease.




	
Target Audience

	
Medical, surgical, and radiation oncologists; oncology nurses and physician assistants; pulmonologists, radiologists; family physician/community primary care team; and patients.




	
Note

	
Patient history and physical examination should occur at regular intervals in all years.




	
Clinical Question

	
Recommendation

	
Key Considerations




	
1. What timepoint should be used as a reference for initiation of imaging?

	
Recommendation 1.1: For all patients with stage III unresectable NSCLC, imaging should be performed after completion of CRT, regardless of whether durvalumab is received.

	

	
Regular imaging was recommended whether or not durvalumab consolidation therapy is received to facilitate consistent integration into clinical practice.



	
Imaging should occur among patients for whom intervention would be appropriate in the event of relapse.









	
2. What is the recommended frequency of imaging?

	
Recommendation 2.1: In Year 1 after CRT, all patients should undergo imaging every 3 months.

Recommendation 2.2: In Year 2, all patients should undergo imaging at least every 6 months.

Recommendation 2.3: In Years 3, 4, and 5, all patients should undergo imaging at least every 12 months.

	

	
The highest risk of disease relapse occurs in the first year after CRT, regardless of whether durvalumab is received.



	
For patients receiving durvalumab, imaging should begin 2–4 weeks after completion of CRT and before durvalumab initiation; imaging should occur Q3M during durvalumab therapy.



	
For patients not initiating durvalumab, imaging should begin 3 months after completion of CRT.









	
3. What type of imaging should be used and which body regions should be assessed?

	
Recommendation 3.1: Contrast CT of the chest and upper abdomen should be used through the end of Year 5 after CRT.

Recommendation 3.2: Routine brain imaging is not recommended.

	

	
Non-contrast CT is inadequate to identify mediastinal or abdominal disease progression.



	
Studies of low-dose CT have not included patients with prior lung cancer; prospective studies are needed to properly inform use.



	
Baseline brain MRI should have been completed as part of staging work-up before CRT.



	
A low threshold of suspicion of CNS symptoms should prompt assessment; brain MRI is preferred over CT, when an option, given higher sensitivity.









	
4. Who should follow the patient?

	
Recommendation 4.1: For patients who receive durvalumab, the medical oncologist should follow during Year 1 after CRT; the radiation oncologist should be involved if pneumonitis is suspected.

Recommendation 4.2: After Year 1, follow-up can alternate between the medical oncologist and radiation oncologist until transition to the family physician/community primary care team.

Recommendation 4.3: For patients who do not receive durvalumab, follow-up can alternate between the medical oncologist and the radiation oncologist post-CRT until transition to the family physician/community primary care team.

Recommendation 4.4: Some patients can be transitioned to the family physician/community primary care team after Year 2 following completion of CRT.

	

	
The specific cause of pneumonitis can be difficult to identify in Year 1 after CRT during durvalumab therapy; the radiation oncologist and/or respirologist should be involved in identification.



	
Patients should only be transitioned if they have reliable family physician/community primary care team contact and follow-up.



	
Transfer notes to the family physician/community primary care team should include clear directions on imaging requirements.



	
Patients should be referred back to the medical oncologist and/or radiation oncologist immediately upon suspicion of disease recurrence or progression.









	
5. What other assessments or activities should be conducted?

	
Recommendation 5.1: Throughout Years 1 to 5 after CRT, patients should receive information on smoking cessation, comorbidity management, and relevant vaccinations, as applicable, and be encouraged to receive regular follow-up care for non-cancer conditions and general health concerns.

	

	
The family physician/community primary care team should be involved throughout follow-up to provide ongoing patient support in terms of regular health check-ups and screening activities (e.g., for non-cancer conditions).



	
All patients should receive a summary of health-related items for consideration, including their care plan and post-active treatment information.













CNS, central nervous system; CRT, chemotherapy + radiation therapy; CT, computed tomography; MRI, magnetic resonance imaging; Q3M, every three months.
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