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I began working with children with *leukaemia in 1982 when cure rates rose and hopes were high
that if a child was diagnosed with leukaemia, he or she could survive the disease. It was not long
before that when leukaemia was almost inevitably fatal. Before the late 1960s and early 1970s, less
than 20 percent of the children survived leukaemia for more than two years. Consequently, the child
with leukaemia was treated as a dying child from diagnosis onwards. The survival rates increased as
a result of the combined application of *radiotherapy and *chemotherapy. Further improvement was
achieved by more aggressive and intensive treatment protocols, and in the 1980s, 60 to 70 percent of
the children survived their disease for more than five years. In less than 20 years, a spectacular
improvement of the survival rates for children with leukaemia was accomplished. With
contemporary treatment protocols, as many as 75 to 85 percent of these children survive.

Along with the progress in medical treatment, childhood leukaemia changed from an acute
fatal illness, into a chronic life-threatening disease but with a real chance for cure. Instead ( a )
adapting to the *imminence of death, the psychological focus shifted on living with leukaemia and
planning for an uncertain future. Therefore, if children had a real chance of survival, it was important
that they should be able to go on ( b ) their lives once they were cured. Because a child's
development does not stop with a diagnosis of leukaemia, the objective became the maintenance of
as many aspects of normal day-to-day functioning as possible. Treating children with leukaemia as
"normally” as possible in every aspect of their life became a key objective, which also implies that
the child should stay in his or her natural environment, that is to say, ( A ), as much as possible
during treatment. This resulted ( ¢ ) shortened hospital stays and the implementation of treatment on
an *outpatient basis. To achieve this goal, parents became a part of the healthcare team and were
taught to give the necessary care and medication to their child at home.

Normal life and planning for a child's future also means going to school and having
interactions ( d ) peers. Just as parents needed to be taught that their child had a real chance to live
on, teachers now had to be informed about the improved prognosis. An important prejudice that had
to be dispelled was their fear that the child could suddenly die in their classroom. After removing
uncertainties about the disease and informing teachers about the emotional needs of these children,
emphasising that they need to be dealt with in the same manner as any other child, they were

welcomed back into the classroom. This is a Dvery anxious time for parents because the treatment

of leukaemia suppresses the child's immune system and therefore otherwise *innocuous or mild
infectious diseases in healthy children such as *chicken pox can be fatal. Nevertheless, most parents
were brave and let their child go to school and take part in outdoor activities while taking all sorts of
precautions. Others kept their child at home as much as possible, thereby isolating the child for the
length of the treatment which at that time lasted two years. @Understandably, parents felt




confronted with the choice between life and death on the one hand and a normal development on the

other.
As more and more children survived their disease, however, @the costs of cure gradually

became apparent. The *rigorous treatment necessary to *eradicate leukaemic cells also affects
normal cells. An increasing number of studies appeared in the literature that reported late medical
side effects, such as disorders in growth and *puberty, *neuropsychological deficits including a
decline in IQ and learning difficulties, *dysfunction of the heart, lungs and kidneys and secondary
*malignancies. Some side effects also have cosmetic implications. Dental damage, problems with
hair growth, and scarring, facial deformities, *stunted growth, and *obesity all have a direct effect
on the child's appearance. An understanding that disease-free survival is not identical to cure, led to a
new view about "being cured". In his influential book, The truly cured child, Jan Van Eys, a
*paediatric *oncologist, explained in 1977 that disease-free survival is not *synonymous with cure,
but should extend to the quality of survival. Consequently, the psychological and social
consequences of childhood leukaemia also need to be taken ( e ) account when treating a child with
leukaemia.

In that time that warranted an optimistic view on survival, there was so much emphasis on
living with leukaemia during active treatment, that the fatal nature of leukaemia became blurred. As
long as childhood leukaemia is not a completely curable disease, the life-threatening aspect of the
disease remains present. Children and parents must learn how to live with the disease as well as
having to prepare for the possibility that the child might die. The fact that a child might die of
leukaemia is the most significant issue concerning leukaemia for parents. The turmoil resulting from
a diagnosis of lenkaemia, still today, is a direct and justifiable reaction to this threat.

Whereas adults immediately associate leukaemia with death, this is less obvious to a child.

Therefore, it is important to have insight into how children become aware of the seriousness of their

leukaemia
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In 1901 life expectancy was 45 years for men and 49 years for women. By 2012 this had increased to
79.2 years for men and 82.9 years for women. (DThis is expected to rise further by 2032 to 83.3

years (an increase of 4.1 vears) for men and to 86.8 years (an increase of 3.9 vears) for women. The
gap between male and female is predicted to be consistent. ie, 3.7 years in 2012 and 3.5 years in

2032. Both biological and non-biological factors play a role in this difference.

This projection is based on the current trend. The precise extent of the increase will depend on
patterns of disease and the population lifestyle. Predictions by the Office for National Statistics over
the next 70 years show a possible variation of 20 years by 2085.

Life expectancy at birth is the average number of years that a person can be expected to live from
birth, assuming that age-specific mortality levels remain constant.

The graph below (Figure 1) shows historical life expectancy and projections of future expectations
of life expectancy for both males and females. When modelling future projections it is important to
estimate a range of scenarios, as there are several factors which have a direct effect on these numbers.
In the graph, LL refers to low variant, P is *principal projection and HL refers to high variant. This is
a range of estimates — LL being the least optimistic and HL the most optimistic scenario. Further
technical details on the Office for National Statistics website.
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Life expectancy is an estimate of average expected life span, healthy life expectancy is an estimate
of the years of life that will be spent in good health. The trend for healthy life expectancy at 65 in

England for males and females has increased approximately in line with overall life expectancy at 65



(Figure 2 and 3). For example, between 2006 and 2009, healthy life expectancy increased by 0.8
years for fernales and 0.5 years for males while overall life expectancy grew by 0.6 years for females
and 0.7 years for males. This suggests that that the extra years of life will not necessarily be years of
ill health.

There are important *socio-demographic differences in healthy life expectancy. Not only can people
from more *deprived populations expect to live shorter lives, but a greater proportion of their life

will be in poor health.

®@Healthy life expectancy is the average eguivalent number of years of full health that a newborn

could expect to live, if he or she were to pass through life subject to the age-specific death rates and

ill-health rates of a given period. The new measurement of healthy life expectancy was done to

harmonize the calculation of healthy life expectancy with that of the European Union. More
information on the methodology of the General Health Survey can be found on the Office for
National Statistics website.

The dip in healthy life expectancy in the graphs below is a consequence of the new measurement of
healthy life expectancy, and trends are still moving towards a greater period of healthy years after
65.
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The length and quality of people’s lives differ *substantially. Some of these differences are

unavoidable (e.g., genetic differences) or random (e.g., accidents). However, as discussed elsewhere.

factors that are *amenable to change, such as socio-economic status, education and quality of one’s

immediate living environment, also play a significant part, Jeading to large *inequalities in life

expectancy.
The gap in life expectancy between rich and poor persists. After some *fluctuation, the gap is larger

now than in the early 1970s. Men and women from the richest social class can on average expect to

live more than seven years longer than those in the poorest social class.

Hi# : Life expectancy, The King's Fund O &R—A_X—T 1Y
http://www.kingsfund.org.uk/time-to-think-differently/trends/demography/life-expectancy
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