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Background Results Results

* This study recruited 112 survivors of childhood cancer (Table 1) * “Frail” survivors performed worse than “non-frail”/”pre-frail” survivors

Table 1: Clinical Characteristics on multiple cognitive measures (Figure 2)

* Emerging evidence is supporting the role of “premature aging” in
cancer-related neurocognitive impairment
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Figure 1: Classification of "Frailty" Based on the Fried Criteria . » .
Models are adjusted for age, sex and clinical/treatment covariates.

A higher T-score 1s indicative of worse neurocognitive outcome.
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* “Frail” survivors also reported more cognitive problems than “non-
frail”/”pre-frai

III

survivors (Table 2)
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Cognitive complaints (CCSS-Neurocognitive Questionnaire) 2 26 (23.2%) Table 2: Association between frailty and self-reported cognitive
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