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1. The impact of cancer

1.1 Childhood, adolescent and young adult cancer

The impact of a cancer diagnosis can hardly be overestimated. A cancer diagnosis bears 

tremendous consequences for the short and long-term prospective of patients and their 

loved ones. Annually, around 1.2 million children and young adults under 40 years of age 

are diagnosed with cancer around the world1. In 2018, around 600 children under the age 

of 18 received this diagnosis in The Netherlands. In the early 1970s, the reported 5-year 

cumulative survival for all childhood cancers diagnosed in Great Britain was slightly below 

40%2, while currently, survival rates in developed countries advance an average of 80%3, 

doubling the chances of 5-year survival within 5 decades. The continuation of improve-

ments in the treatment of paediatric cancer has led to a growing population of long-term 

survivors of cancer (Fig. 1). Unfortunately, as a result of the therapeutic treatment regi-

mens used to achieve cure, many childhood cancer survivors (CCS) are at risk for developing 

complications later on in life4,5. These late effects may affect multiple organ systems, and 

can be both life-threatening and affect quality of life6. As cure rates improve, awareness of 

these late effects and the necessity to think beyond survival, has increased.

1.2 Late effects

Large cohort studies such as the Childhood Cancer Survivors Study (CCSS) and the European 

PanCare projects aim to identify these late effects and quantify its consequences. The impact 

on later health of survivors is high: quality of life is consistently lower in cancer survivors as 

compared to women without a history of cancer7,8. Approximately 75% of childhood cancer 

survivors have developed at least one health problem as a result of their cancer treatment5, 

and childhood cancer survivors are 8.2 times more likely to have a severe chronic condition 

such as premature gonadal failure in comparison to their peers6,9. Increased awareness 

of the impact of these late effects on numerous organ systems has further stimulated 

the evaluation of treatment protocols for cancer: while survival remains the first priority, 

risks of late effects are weighted into the equation. As a result, mantle field radiation in 

Hodgkin lymphoma has been reduced or eliminated and replaced by more local therapy or 

chemotherapy, with a lower incidence of breast cancer later in life10. Cranial radiotherapy in 

acute lymphoblastic leukaemia is increasingly omitted as a prophylactic standard of care11, 

without compromising overall survival yet reducing endocrine late effects resulting from 

an impaired central driver of the hypothalamic-pituitary axis. Consequently, the reduction 

of radiotherapy and chemotherapy exposures and the increased awareness for prevention 

and early detection of late effects have resulted in not only extension of the lifespan of CCS, 

but also extension of the healthy lifespan of CCS12,13.
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2. Gonadal function

2.1 Ovarian physiology

The female reproductive lifespan is limited as its function gradually decreases with age, 

mainly due to a depletion of the ovarian follicle pool. At the beginning of life, around 

twenty weeks post-conception, the female ovarian pool is at its peak with around 6-7 mil-

lion primordial follicles14,15. These primordial follicles are around 0.03-0.05 mm in diameter 

and lie dormant in the ovary, covered in only one flat cell layer of granulosa cells. Each of 

these primordial follicles contain one immature primary oocyte, or “egg”. After this peak 

during fetal development, the number of primordial follicles decrease steadily, and less 

than 1 million primordial follicles remain at birth. At the time of menarche, the ovarian 

pool consists of approximately 400,000 – 500,000 primordial follicles16. Even before men-

arche occurs, primordial follicles are activated to grow while the granulosa cells proliferate 

and form a cuboidal structure around the oocyte17. The follicles are now called primary and 

then secondary follicles, but are still independent of gonadotropins. This phase is called the 

initial recruitment and marks the initiation of growth of the follicles16 (Fig. 2).

Signals involved in this pathway have long been undetermined, but since the beginning of 

this millennium one of these signals has been identified as anti-Müllerian hormone (AMH)18. 

In females, AMH is produced in the ovary by granulosa cells of small growing follicles and is 

considered a surrogate marker for ovarian function and ovarian reserve19,20. AMH regulates 

the pathway of folliculogenesis in at least two ways: by inhibiting the recruitment of more 

follicles from the primordial pool, protecting the ovary from excessive follicular recruit-

ment and by inhibition of FSH sensitivity, regulating the maturation of follicles during the 

initial recruitment. The follicle now continues to proliferate, and the zona pellucida, lamina 

basalis, theca cells and non-functioning follicle-stimulating hormone-receptors begin to 

form. After more than 4 months since the start of initial recruitment, a cavity (or: antrum) is 

 
Figure 1. Survival rates for Dutch childhood cancer survivors diagnosed before the age of 18 years.
Dutch Childhood Oncology Group (DCOG) national registration 2017.
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formed within the follicle17. The next phase is termed cyclic recruitment. This phase, which 

does not occur before menarche, is under endocrine control, and is, in contrast with the 

initial recruitment, gonadotropin dependent16,17.

The follicle with an antrum is named the antral follicle, and the follicle-stimulating 

hormone-receptors have now become receptive for signals from the pituitary in the form 

of follicle stimulating hormone (FSH). AMH inhibits the sensitivity of the follicle to FSH. This 

inhibition regulates follicular recruitment via the PI3K/PTEN/Akt follicle activation pathway 

until AMH expression disappears gradually in larger antral follicles21. Around 10 antral fol-

licles are typically recruited, and usually one follicle will emerge as the dominant follicle of 

the group: it will grow faster and produce higher levels of estrogens and inhibins than its 

competitors. These estrogens and inhibins send a negative feedback signal to the pituitary 

to suppress FSH secretion. The suppressed secretion results in lower FSH levels, which de-

creases the chances of the competing antral follicles to receive adequate FSH stimulation 

to survive. When the antral follicles do not receive this stimulation, they go into atresia, 

and only the sole leading follicle remains. The increasing estrogen levels, produced by the 

dominant follicle, exceed a threshold and now trigger the hypothalamus to signal the 

pituitary to secrete high levels of the luteinizing hormone (LH)22. As the follicle is luteinised, 

the oocyte and some cumulus cells are excreted, hoping to be picked up by the fallopian 

tubes, be fertilized and implanted in the uterus. The ruptured follicle which has now lost 

its oocyte is called the corpus luteum, and its granulosa and theca cells are transformed to 

now produce progesterone, inhibin A and estrogen. The uterine lining changes under influ-

ence of progesterone, to prepare for a potential implantation of an embryo23. Progesterone 

also inhibits LH secretion, and as the corpus luteum is dependent on LH stimulation it will 

degrade if not a look-a-like of LH, human chorionic gonadotropin (hCG), is produced by 

AMH FSH

Hypothalamus/pituitary

LH

primordial primary secondary small antral antral ovulatory

Initial recruitment Cyclic selection

Figure 2. Simplified depiction of initial recruitment and cycle recruitment during folliculogenesis. 
AMH, anti-Müllerian hormone; FSH, follicle stimulating hormone; LH, luteinizing hormone.
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the placenta to sustain it instead. If no pregnancy occurs, the drop in LH will lead to the 

degradation of the corpus luteum and a fall in progesterone and estrogen. Due to this drop 

in progesterone and estrogen the uterine lining cannot be sustained and will be expulsed: 

the onset of the menses17. The negative feedback that estrogen has exerted on FSH secre-

tion also diminishes, and rising FSH levels cause a new cohort of antral follicles to continue 

its development.

The ovarian follicle pool slowly becomes depleted. There are less small growing follicles 

present in the ovary to secrete AMH, with a rise in FSH levels as a result. Increasing FSH 

levels lead to higher and earlier recruitment of follicles and the menstrual cycle becomes 

irregular, until only about 1,000 follicles remain and menopause occurs17, 24.

2.2 Other important functions of steroids

Ovarian physiology is not only important in reproduction, but is a key determinant of health 

as a whole. In addition to the uterine lining, estrogens target breast, brain, bone, liver and 

heart, among others. Disruption of follicle recruitment can lead to sustained low levels 

of estrogen, and in the long term osteoporosis, lower HDL levels (increasing the risk for 

heart disease) and cognitive impairment. Testosterone is one of the biologically available 

androgens in the human body, and half of it is derived from the ovaries while the other half 

is produced by the adrenal glands. Women who undergo bilateral oophorectomy report 

decreased sex libido25,26 as a result of low testosterone levels, while women with increased 

testosterone levels can have symptoms such as hirsutism, ace and alopecia27.

2.3 Assessment of ovarian function

Ovarian function can be measured and defined in many ways28-30. In adult women, the 

evaluation of FSH/LH with estrogen, together with an ultrasound assessing the antral fol-

licle count, is usually considered to be the gold standard. However, this evaluation needs 

to be assessed in the early follicular phase of the menstrual cycle in order to be reliable, 

as the assessor needs to be certain the observations are not done during an ovulation. In 

addition, FSH only starts to permanently increase when fecundity is already at risk, and a 

high FSH is therefore a relatively late sign of decreasing ovarian function, just as the self-

reported onset of amenorrhea or menopause is only the very final stage of this decrease 

(Fig. 3). The antral follicle count does diminish gradually with age, but its assessment has 

the disadvantage of the need of an ultrasound – requiring an experienced sonographer, 

time, timing and introducing observant bias.

AMH has the advantage to be a more objective measurement, and can serve as a re-

liable surrogate marker for ovarian function while the primordial follicle pool is not yet 

depleted19,20,31. Prior to the clinical manifestation of amenorrhea and increased levels of 

FSH, impaired ovarian function can be detected by the measurement of decreased serum 

AMH levels32. AMH in females is produced solely in the ovary by granulosa cells of small 
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growing follicles and is considered a surrogate marker for ovarian function and ovarian 

reserve19,20. Like the primordial follicle pool, AMH levels decrease from adolescence on, until 

menopause occurs. Even women who do not report premature menopause (or Primary 

Ovarian Insufficiency, POI, defined as menopause before the age of 40 years) can still have 

a poor ovarian function, potentially resulting in reduced fertility or a shorter reproductive 

window (e.g., early menopause or menopause between 40-45 years). This impairment of 

ovarian function can be identified by the evaluation of AMH levels.

2.4 Male gonadal physiology

While sperm quality and quantity does seem to decline by age, there is no natural end 

to the male reproductive life33-35. In the assessment of gonadal function in men, semen 

analysis is considered the gold standard36. An active hypothalamic-pituitary-gonadal axis is 

required for the production of sex steroid hormones and the production of healthy mature 

male gametes. Just as in females, LH and FSH play important roles in this pathway. In males, 

LH stimulates the Leydig cell in the testes to produce testosterone. Testosterone is binded 

to androgen-binding protein, which is produced in Sertoli cells under influence of FSH. The 

resulting high levels of androgens such as testosterone enable spermatogenesis in the 

seminiferous tubules and sperm maturation in the epididymis. Spermatogenesis starts with 

the mitotic division of spermatogonial stem cells, where one clone replenishes the stem 

cells and the other clone differentiates into spermatocytes, later on being transformed into 

spermatozoa or sperm cells37. As a result of this mitotic division of spermatogonial stem 

cells, this process can continue uninterrupted until death without a natural senescence as 

we see in females.
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Figure 3. Decline in primordial follicle pool (line) and gradual decline of AMH levels (dotted line). Repro-
ductive events that can be used for ovarian function assessment are indicated on the timeline where 
they usually occur. AMH = anti-Müllerian hormone.
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Apart from androgen-binding protein, Sertoli cells of the testes also produce inhibin B 

under influence of FSH. Both inhibin B and testosterone exert a negative feedback on the 

production of LH and FSH at the hypothalamus and pituitary level.

2.5 Assessment of male gonadal function

Semen analysis is considered the gold standard in the assessment of gonadal function in 

men36, but with an inactive hypothalamic-pituitary-gonadal axis, no spermatogenesis or 

subsequent semen is produced that can be analyzed. However, the presence of inhibin 

B levels in pre-pubertal males indicates that basal inhibin B secretion takes place in the 

prepubertal testis despite very low levels of FSH and testosterone38. In adult males, inhibin 

B is a marker of spermatogenesis as it is positively correlated with sperm count and concen-

tration in adulthood39-41. Given the substantial patient burden or impossibility of obtaining 

semen samples from young boys (by masturbation or electro-ejaculation), inhibin B is con-

sidered a feasible and adequate surrogate marker for gonadotoxicity in young boys36,42-44, 

and reference values are available for both prepubertal as well as for pubertal boys42,45.

3. Toxic mechanisms of childhood cancer therapy

Chemotherapy and radiotherapy are often important components of antitumor therapy, 

both targeting dividing cells and consequently the growing follicles of the ovaries. However, 

non-growing primordial follicles too can be damaged by both radiotherapy and cytotoxic 

chemotherapy.

3.1 Chemotherapy

One of the first effective chemotherapeutic drug was mechlorathemine, a modification 

of mustard gas which had been used as a chemical warfare agent. During World War I, a 

lymphotoxic effect was observed after accidental exposure to the agent, and this observa-

tion gave way to the first successful treatment of lymphoma patients with chemotherapy. 

Designed after this agent, derivatives such as cyclophosphamide and ifosfamide continue 

to be key players in current cancer treatment strategies. These agents can damage Deoxy-

ribo Nucleic Acid (DNA) by forming intrastand or interstrand crosslinks46-48. This linkage of 

DNA strands makes it impossible for the body to unfold the strands, a critical step in cellular 

metabolism and DNA replication and transcription. Without this mechanism intact, sooner 

or later programmed cell death known as apoptosis will occur inevitably48 (Fig. 4).

These agents, known as alkylating agents because of their ability to bind DNA via their 

alkyl group, can do their damaging work at any moment of the cell cycle and can there-

fore also damage non-growing primordial follicles49,50. Accurate repair pathways of DNA 

crosslinks can save some cells and are vital for healthy cells, but can cause resistance to the 
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agents on the other hand49,50. Alkylating agents have also been associated with a reduced 

uterine volume51, but not consistently52.

Another mechanism of follicle loss is known as ‘burnout’. With the destruction of grow-

ing follicles, AMH levels decrease as a direct effect of administration of cyclophosphamide. 

This causes an upregulation in the PI3K/PTEN/Akt follicle activation pathway, triggering 

recruitment of a wave of primordial follicles causing the ovarian follicle pool to become 

exhausted53,54.

Finally, another potential toxic mechanism of chemotherapy is through vascular dam-

age of the ovary caused by chemotoxic agents. As small follicles do not have their own 

independent capillary network, microvascular damage of the cortex might impair ovarian 

function55-57.

3.2 Radiotherapy

The dose of radiotherapy at which damage to an extent of POI occurs is around 20 Gy when 

administered at birth, 18.4 Gy at 10 years, 16.5 at 20 years and 14.3 Gy at 30 years of age at 

administration58. Less than 2 Gy appears to be needed to destruct 50% of the ovarian follicle 

Figure 4. Mechanism of action of alkylating agents. A. Formation of cross-bridges, bonds between at-
oms in the DNA results in inhibition of replication or transcription. B. Alkylated G bases may errone-
ously pair with Ts. If this altered pairing is not correct it may lead to a permanent mutation. C. DNA 
fragmentation might occur as a result of attempt to replace alkylate bases by DNA repair enzymes. 
Reprinted with permission from Ralhan R., Kaur J. Alkylating agents and cancer therapy. Expert Opinion 
on Therapeutic Patents 2007.
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pool59. Not only the ovaries are damaged by radiotherapy. Women treated with total body 

irradiation during childhood (14.4 Gy) have a relatively small uterus, poor blood flow and a 

poor endometrial lining51,52,60,61. In addition, it has been suggested that the elasticity of the 

uterine musculature is damaged by radiotherapy62,63. Although some reports have shown 

an improvement of uterine volume and blood flow after administration of sex steroids60,61, 

a larger study reported the radiotherapy-induced damage to be irreversible64.

4. Genetics

4.1 Genetic variation

In our discussion of chemotherapy (paragraph 3.1) we already briefly touched upon DNA. 

In most cells of the human body (all cells excluding red blood cells, and cornified cells in 

the skin, hair and nails) harbors a large string of DNA in its cell nucleus. DNA is folded so 

efficiently, every cell hosts approximately 2 meters of DNA, and if all DNA of one human 

would be stretched out it would be about four times the distance from the earth to the 

sun, and back. DNA is made up of four nucleotides, abbreviated C (cytosine), G (guanine), 

A (adenine) and T (thymine), in a very extensive sequence65,66. The nucleotides bind in pairs 

(C with G and A with T) coiling around each other and resulting in the configuration of a 

double helix. The order of these nucleotides carry the genetic codebook with all our genetic 

information. The combination of the resulting approximately 3.2 billion pairs is called our 

human genome67. The DNA sequence can be copied or transcribed into RNA, a process 

controlled by other DNA sequences such as promotors. The information on the RNA copy 

is then translated into the correct sequence of amino acids, which are the basis of all our 

proteins – the building blocks of our body68.

The human genome is identical in all for about 99.9%. Nonetheless, every person is born 

with genetic differences, called variation, accounting for each individual uniqueness at the 

level of genes, traits and diseases. Different versions of a DNA sequence at a specific locus 

or position in the human genome, are called alleles. A variation in the single nucleotide 

or alleles that occurs at a specific position on the genome is known as a single nucleotide 

polymorphism (SNP) if the occurrence of both alleles is present in at least 1% of the popula-

tion. SNPs can lie in the non-coding regions of the genome or in the protein-coding regions. 

SNPs in these coding region can either have no effect on the resulting amino acid sequence 

(synonymous mutation) or can result in the coding for another amino acid (missense) or a 

final stop of the coding usually resulting in a non-functional protein product (nonsense)66. 

SNPs that are not in protein-coding regions may still affect gene expression and therefore 

susceptibility of certain traits or diseases66,69.

Recent genome-wide association studies (GWAS) have identified over 100 genetic vari-

ants that are associated with age of onset of natural menopause. Genetic variants that 
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determine age at menopause seem to be mainly involved in DNA repair and genome main-

tenance. Interestingly, the identified menopausal genes involved in genome maintenance 

pathways, are mainly linked with DNA repair processes, which preserve proper genome 

function and protect from DNA damage induced cell death primarily during replication 

or by transcription-coupled repair. The link between ageing of the soma on the one hand 

and fertility and menopause on the other hand implies a common genetic background for 

these phenomena. Indeed, functional biology data as well as epidemiology data do suggest 

that the ageing soma determines when reproduction and subsequently menopause will 

occur. This new paradigm challenges the old dogma that women age as a consequence of 

menopause. Finally, reproductive performance seems to constitute a very good marker for 

a woman’s general health later on life. This offers new possibilities for developing preven-

tive strategies, which might further improve women’s health70.

4.2 Candidate-gene approach

Differences in ovarian damage in women who received the same treatment suggest that 

genetic variation may be an important determinant of ovarian damage. Genetic association 

studies test if a higher frequency of a SNP is observed in a series of individuals with a trait 

as compared to a series of individuals without the trait66. Disorders or traits caused by one 

mutation or variation are commonly known as single gene disorder and can be evaluated 

using Mendelian inheritance patterns71. However, most traits and diseases are the result 

of many small differences in the human genome, as well as environmental factors, and are 

therefore called multigenic or complex disorders.

The association between a SNP and a disease or trait such as ovarian function can 

be assessed by various types of genetic association studies. The first method is called a 

candidate-gene study. Based on prior knowledge of the mechanism of the trait or previous 

reported associations of the SNPs with the trait in other populations, SNPs are selected for 

association analysis.

4.3 Genome-wide association studies (GWAS)

Where the method of candidate-gene studies have a hypothesis for the association, the 

design of the genome-wide association study (GWAS) takes a hypothesis-free approach. In 

theory, each locus of the human genome is analysed for a correlation with the trait of inter-

est. In practice, a large proportion of the genome of many hundreds of thousands SNPs 

are analysed without any prior assumption on mechanism or known association. Using 

knowledge of the non-random correlation of genetic variants (known as linkage disequilib-

rium) and reference genotype datasets such as 1000 Genomes Project72, genotypes that are 

not directly measured can be imputed and still be analysed for an association with the trait. 

The subsequent abundance of statistical tests that have been performed within a GWAS 

have a direct implication for the level of statistical significance. Statistical testing is based 
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on rejecting the null hypothesis of ‘no association’ if the likelihood of the observed associa-

tion under the null hypotheses is low. If multiple associations are tested, the likelihood of 

incorrectly rejecting a null hypothesis increases, with many ‘false positive’ associations as a 

result of chance. The Bonferroni correction is applied to correct for this increase. The usual 

statistical significance is arbitrarily set at 0.05 in most health sciences, and the Bonferroni 

correction is commonly 5 x 10-8, obtained by dividing 0.05 by 1,000,000 assessed SNPs.

5. Aim and outline of this thesis

The general aim of research described in this thesis is to evaluate reproductive health in 

men and women who have been treated for cancer. In this thesis, the focus is mainly on 

female survivors of childhood cancer. In part I, we start with trends in gonadal function 

markers using longitudinal data on AMH and inhibin B. In Chapter 2 we focus on gonadal 

function as reflected by serum inhibin B and testosterone levels, before the start of treat-

ment in boys with newly diagnosed cancer. In Chapter 3 we describe the impact childhood 

cancer treatment has on gonadal function markers in both girls and boys. In Chapter 4 

we evaluate longitudinal data from female adult childhood cancer survivors at a longer 

follow-up time, and evaluate if the long-term decline of ovarian function, as reflected by a 

decrease in AMH, accelerates over time as compared to the physiological decline in women 

of the same age.

The observed reduced ovarian function among CCS is only partially explained by 

treatment and baseline patient characteristics. In part II of this thesis we consider this 

inter-individual variability, and hypothesize that genetic variation possibly modifies this 

association. In Chapter 5 we review the available literature on genetic susceptibility of late 

toxicity after childhood cancer treatment related to components of gonadal impairment, 

as well as of metabolic syndrome, bone mineral density, and hearing impairment. In this 

chapter, we also discuss future directions for genetic association studies of late toxicities. In 

Chapter 6 we describe the design of the PanCareLIFE study to evaluate genetic association 

of chemotherapy-induced gonadal impairment in a large European cohort, with a large 

independent replication cohort. In Chapter 7 we evaluate whether SNPs that have been 

associated with age at natural menopause in the general population are of influence on al-

kylating agent related reduced ovarian function in female CCS from the Dutch nationwide 

DCOG LATER-VEVO study, the PanCareLIFE study and the St. Jude Lifetime Cohort.

In the final part of this thesis, part III, we move away from gonadal function markers and 

turn our attention to obstetric outcomes in cancer survivors. In Chapter 8 we investigate 

the risk of adverse pregnancy and perinatal outcomes in survivors of cancer diagnosed 

before the age of 40 years compared to the general population. In Chapter 9 we review the 

literature of pregnancy and perinatal risk in cancer survivors and present a meta-analysis 
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of these risks. We offer international harmonized recommendations for counseling and 

surveillance of obstetric risks for female survivors of childhood, adolescent, and young 

adult cancer in Chapter 10. Chapter 11 concludes with a general discussion of this thesis in 

a broader context, and offers directions for future research and topics of debate.

General introduction 13



REFERENCES

	 1.	 Fidler MM, Gupta S, Soerjomataram I, Ferlay J, Steliarova-Foucher E, Bray F. Cancer incidence 

and mortality among young adults aged 20–39 years worldwide in 2012: a population-based 

study. The Lancet Oncology. 2017;18(12):1579-89. doi: https://doi.org/10.1016/S1470-

2045(17)30677-0.

	 2.	 Pritchard-Jones K, Stiller C. What can we learn from geographical comparisons of childhood 

cancer survival? Br J Cancer. 2007;96(10):1493-7. PubMed PMID: 17437009.

	 3.	 Gatta G, Botta L, Rossi S, Aareleid T, Bielska-Lasota M, Clavel J, et al. Childhood cancer sur-

vival in Europe 1999-2007: results of EUROCARE-5--a population-based study. Lancet Oncol. 

2014;15(1):35-47. PubMed PMID: 24314616.

	 4.	 Oeffinger KC, Mertens AC, Sklar CA, Kawashima T, Hudson MM, Meadows AT, et al. Chronic 

health conditions in adult survivors of childhood cancer. N Engl J Med. 2006;355(15):1572-82. 

PubMed PMID: 17035650.

	 5.	 Geenen MM, Cardous-Ubbink MC, Kremer LC, van den Bos C, van der Pal HJ, Heinen RC, et al. 

Medical assessment of adverse health outcomes in long-term survivors of childhood cancer. 

Jama. 2007;297(24):2705-15. PubMed PMID: 17595271.

	 6.	 Hudson MM, Ness KK, Gurney JG, Mulrooney DA, Chemaitilly W, Krull KR, et al. Clinical ascertain-

ment of health outcomes among adults treated for childhood cancer. Jama. 2013;309(22):2371-

81. PubMed PMID: 23757085.

	 7.	 Avis NE, Crawford S, Manuel J. Quality of life among younger women with breast cancer. J Clin 

Oncol. 2005;23(15):3322-30. PubMed PMID: 15908646.

	 8.	 Howard-Anderson J, Ganz PA, Bower JE, Stanton AL. Quality of life, fertility concerns, and be-

havioral health outcomes in younger breast cancer survivors: a systematic review. J Natl Cancer 

Inst. 2012;104(5):386-405. PubMed PMID: 22271773.

	 9.	 Oeffinger KC, Mertens AC, Sklar CA, Kawashima T, Hudson MM, Meadows AT, et al. Chronic 

Health Conditions in Adult Survivors of Childhood Cancer. New England Journal of Medicine. 

2006;355(15):1572-82. doi: 10.1056/NEJMsa060185. PubMed PMID: 17035650.

	 10.	 Mauz-Korholz C, Metzger ML, Kelly KM, Schwartz CL, Castellanos ME, Dieckmann K, et al. Pedi-

atric Hodgkin Lymphoma. J Clin Oncol. 2015;33(27):2975-85. PubMed PMID: 26304892.

	 11.	 Pui C-H, Campana D, Pei D, Bowman WP, Sandlund JT, Kaste SC, et al. Treating Childhood 

Acute Lymphoblastic Leukemia without Cranial Irradiation. New England Journal of Medicine. 

2009;360(26):2730-41. doi: 10.1056/NEJMoa0900386. PubMed PMID: 19553647.

	 12.	 Armstrong GT, Chen Y, Yasui Y, Leisenring W, Gibson TM, Mertens AC, et al. Reduction in Late 

Mortality among 5-Year Survivors of Childhood Cancer. New England Journal of Medicine. 

2016;374(9):833-42. doi: 10.1056/NEJMoa1510795. PubMed PMID: 26761625.

	 13.	 Turcotte LM, Liu Q, Yasui Y, Arnold MA, Hammond S, Howell RM, et al. Temporal Trends in Treat-

ment and Subsequent Neoplasm Risk Among 5-Year Survivors of Childhood Cancer, 1970-2015. 

Jama. 2017;317(8):814-24. PubMed PMID: 28245323.

	 14.	 Vaskivuo TE, Tapanainen JS. Apoptosis in the human ovary. Reprod Biomed Online. 2003;6(1):24-

35. PubMed PMID: 12626140.

	 15.	 Forabosco A, Sforza C. Establishment of ovarian reserve: a quantitative morphometric study of 

the developing human ovary. Fertil Steril. 2007;88(3):675-83. PubMed PMID: 17434504.

	 16.	 Macklon NS, Fauser BC. Aspects of ovarian follicle development throughout life. Horm Res. 

1999;52(4):161-70. PubMed PMID: 10725781.

14 Erasmus Medical Center Rotterdam



	 17.	 McGee EA, Hsueh AJ. Initial and cyclic recruitment of ovarian follicles. Endocr Rev. 

2000;21(2):200-14. PubMed PMID: 10782364.

	 18.	 Dewailly D, Robin G, Peigne M, Decanter C, Pigny P, Catteau-Jonard S. Interactions between an-

drogens, FSH, anti-Mullerian hormone and estradiol during folliculogenesis in the human nor-

mal and polycystic ovary. Hum Reprod Update. 2016;22(6):709-24. PubMed PMID: 27566840.

	 19.	 de Vet A, Laven JSE, de Jong FH, Themmen APN, Fauser BCJM. Antimüllerian hormone serum 

levels: a putative marker for ovarian aging. Fertility and Sterility. 2002;77(2):357-62. doi: http://

dx.doi.org/10.1016/S0015-0282(01)02993-4.

	 20.	 Rosen MP, Johnstone E, McCulloch CE, Schuh-Huerta SM, Sternfeld B, Reijo-Pera RA, et al. A 

characterization of the relationship of ovarian reserve markers with age. Fertility and Sterility. 

2012;97(1):238-43. doi: http://dx.doi.org/10.1016/j.fertnstert.2011.10.031.

	 21.	 Richards JS, Pangas SA. The ovary: basic biology and clinical implications. J Clin Invest. 

2010;120(4):963-72. PubMed PMID: 20364094.

	 22.	 le Nestour E, Marraoui J, Lahlou N, Roger M, de Ziegler D, Bouchard P. Role of estradiol in the rise 

in follicle-stimulating hormone levels during the luteal-follicular transition. J Clin Endocrinol 

Metab. 1993;77(2):439-42. PubMed PMID: 8345049.

	 23.	 Valbuena D, Valdes CT, Simon C. Introduction: Endometrial function: facts, urban legends, and 

an eye to the future. Fertil Steril. 2017;108(1):4-8. PubMed PMID: 28601409.

	 24.	 Faddy MJ, Gosden RG. A model conforming the decline in follicle numbers to the age of meno-

pause in women. Hum Reprod. 1996;11(7):1484-6. PubMed PMID: 8671489.

	 25.	 Shifren JL, Braunstein GD, Simon JA, Casson PR, Buster JE, Redmond GP, et al. Transdermal 

testosterone treatment in women with impaired sexual function after oophorectomy. N Engl J 

Med. 2000;343(10):682-8. PubMed PMID: 10974131.

	 26.	 Davis SR, Wahlin-Jacobsen S. Testosterone in women--the clinical significance. Lancet Diabetes 

Endocrinol. 2015;3(12):980-92. PubMed PMID: 26358173.

	 27.	 Mihailidis J, Dermesropian R, Taxel P, Luthra P, Grant-Kels JM. Endocrine evaluation of hirsutism. 

International journal of women’s dermatology. 2015;1(2):90-4. doi: 10.1016/j.ijwd.2015.04.003. 

PubMed PMID: 28491965.

	 28.	 Barton SE, Najita JS, Ginsburg ES, Leisenring WM, Stovall M, Weathers RE, et al. Infertility, 

infertility treatment, and achievement of pregnancy in female survivors of childhood cancer: 

a report from the Childhood Cancer Survivor Study cohort. Lancet Oncol. 2013;14(9):873-81. 

PubMed PMID: 23856401.

	 29.	 Green DM, Kawashima T, Stovall M, Leisenring W, Sklar CA, Mertens AC, et al. Fertility of female 

survivors of childhood cancer: a report from the childhood cancer survivor study. J Clin Oncol. 

2009;27(16):2677-85. PubMed PMID: 19364965.

	 30.	 van der Kooi AL, van den Heuvel-Eibrink MM, van Noortwijk A, Neggers SJ, Pluijm SM, van 

Dulmen-den Broeder E, et al. Longitudinal follow-up in female Childhood Cancer Survivors: no 

signs of accelerated ovarian function loss. Hum Reprod. 2017;32(1):193-200. PubMed PMID: 

27821706.

	 31.	 Broer SL, Broekmans FJ, Laven JS, Fauser BC. Anti-Mullerian hormone: ovarian reserve testing 

and its potential clinical implications. Hum Reprod Update. 2014;20(5):688-701. PubMed PMID: 

24821925.

	 32.	 van Beek RD, van den Heuvel-Eibrink MM, Laven JSE, de Jong FH, Themmen APN, Hakvoort-

Cammel FG, et al. Anti-Müllerian Hormone Is a Sensitive Serum Marker for Gonadal Function 

in Women Treated for Hodgkin’s Lymphoma during Childhood. The Journal of Clinical Endo-

General introduction 15



crinology & Metabolism. 2007;92(10):3869-74. doi: doi:10.1210/jc.2006-2374. PubMed PMID: 

17726078.

	 33.	 Stone BA, Alex A, Werlin LB, Marrs RP. Age thresholds for changes in semen parameters in men. 

Fertil Steril. 2013;100(4):952-8. PubMed PMID: 23809502.

	 34.	 Kühnert B, Nieschlag E. Reproductive functions of the ageing male*. Human Reproduction 

Update. 2004;10(4):327-39.

	 35.	 de La Rochebrochard E, Thonneau P. Paternal age and maternal age are risk factors for miscar-

riage; results of a multicentre European study. Human Reproduction. 2002;17(6):1649-56.

	 36.	 van Casteren NJ, van der Linden GH, Hakvoort-Cammel FG, Hahlen K, Dohle GR, van den Heuvel-

Eibrink MM. Effect of childhood cancer treatment on fertility markers in adult male long-term 

survivors. Pediatric blood & cancer. 2009;52(1):108-12. Epub 2008/09/27. doi: 10.1002/

pbc.21780. PubMed PMID: 18819129.

	 37.	 Holdcraft RW, Braun RE. Hormonal regulation of spermatogenesis. International Journal of 

Andrology. 2004;27(6):335-42. doi: doi:10.1111/j.1365-2605.2004.00502.x.

	 38.	 Andersson AM, Juul A, Petersen JH, Muller J, Groome NP, Skakkebaek NE. Serum inhibin B in 

healthy pubertal and adolescent boys: relation to age, stage of puberty, and follicle-stimulating 

hormone, luteinizing hormone, testosterone, and estradiol levels. J Clin Endocrinol Metab. 

1997;82(12):3976-81. PubMed PMID: 9398699.

	 39.	 Makanji Y, Zhu J, Mishra R, Holmquist C, Wong WP, Schwartz NB, et al. Inhibin at 90: from dis-

covery to clinical application, a historical review. Endocr Rev. 2014;35(5):747-94. PubMed PMID: 

25051334.

	 40.	 Pierik FH, Vreeburg JT, Stijnen T, De Jong FH, Weber RF. Serum inhibin B as a marker of spermato-

genesis. J Clin Endocrinol Metab. 1998;83(9):3110-4. PubMed PMID: 9745412.

	 41.	 Chada M, Prusa R, Bronsky J, Kotaska K, Sidlova K, Pechova M, et al. Inhibin B, follicle stimulat-

ing hormone, luteinizing hormone and testosterone during childhood and puberty in males: 

changes in serum concentrations in relation to age and stage of puberty. Physiological research 

/ Academia Scientiarum Bohemoslovaca. 2003;52(1):45-51. Epub 2003/03/11. PubMed PMID: 

12625806.

	 42.	 Crofton PM, Evans AE, Groome NP, Taylor MR, Holland CV, Kelnar CJ. Inhibin B in boys from 

birth to adulthood: relationship with age, pubertal stage, FSH and testosterone. Clin Endocrinol 

(Oxf). 2002;56(2):215-21. PubMed PMID: 11874413.

	 43.	 Crofton PM, Thomson AB, Evans AE, Groome NP, Bath LE, Kelnar CJ, et al. Is inhibin B a potential 

marker of gonadotoxicity in prepubertal children treated for cancer? Clinical endocrinology. 

2003;58(3):296-301. Epub 2003/03/01. PubMed PMID: 12608934.

	 44.	 van Beek RD, Smit M, van den Heuvel-Eibrink MM, de Jong FH, Hakvoort-Cammel FG, van den Bos 

C, et al. Inhibin B is superior to FSH as a serum marker for spermatogenesis in men treated for 

Hodgkin’s lymphoma with chemotherapy during childhood. Hum Reprod. 2007;22(12):3215-

22. Epub 2007/11/06. doi: 10.1093/humrep/dem313. PubMed PMID: 17981817.

	 45.	 Kelsey TW, Miles A, Mitchell RT, Anderson RA, Wallace WH. A Normative Model of Serum Inhibin 

B in Young Males. PLoS One. 2016;11(4):e0153843. PubMed PMID: 27077369.

	 46.	 Fu D, Calvo JA, Samson LD. Balancing repair and tolerance of DNA damage caused by alkylat-

ing agents. Nature reviews Cancer. 2012;12(2):104-20. doi: 10.1038/nrc3185. PubMed PMID: 

22237395.

	 47.	 Kondo N, Takahashi A, Ono K, Ohnishi T. DNA damage induced by alkylating agents and repair 

pathways. Journal of nucleic acids. 2010;2010:543531-. doi: 10.4061/2010/543531. PubMed 

PMID: 21113301.

16 Erasmus Medical Center Rotterdam



	 48.	 Guainazzi A, Schärer OD. Using synthetic DNA interstrand crosslinks to elucidate repair path-

ways and identify new therapeutic targets for cancer chemotherapy. Cellular and Molecular 

Life Sciences. 2010;67(21):3683-97. doi: 10.1007/s00018-010-0492-6.

	 49.	 McHugh PJ, Spanswick VJ, Hartley JA. Repair of DNA interstrand crosslinks: molecular mecha-

nisms and clinical relevance. Lancet Oncol. 2001;2(8):483-90. PubMed PMID: 11905724.

	 50.	 Malhotra V, Perry MC. Classical Chemotherapy: Mechanisms, Toxicities and the Therapeutc 

Window. Cancer Biology & Therapy. 2003;2(sup1):1-3. doi: 10.4161/cbt.199.

	 51.	 Beneventi F, Locatelli E, Giorgiani G, Zecca M, Mina T, Simonetta M, et al. Adolescent and adult 

uterine volume and uterine artery Doppler blood flow among subjects treated with bone 

marrow transplantation or chemotherapy in pediatric age: a case-control study. Fertil Steril. 

2015;103(2):455-61. PubMed PMID: 25497446.

	 52.	 Beneventi F, Locatelli E, Giorgiani G, Zecca M, Locatelli F, Cavagnoli C, et al. Gonadal and uterine 

function in female survivors treated by chemotherapy, radiotherapy, and/or bone marrow 

transplantation for childhood malignant and non-malignant diseases. Bjog. 2014;121(7):856-

65; discussion 65. PubMed PMID: 24655331.

	 53.	 Roness H, Gavish Z, Cohen Y, Meirow D. Ovarian follicle burnout: a universal phenomenon? 

Cell cycle (Georgetown, Tex ). 2013;12(20):3245-6. Epub 2013/09/13. doi: 10.4161/cc.26358. 

PubMed PMID: 24036538.

	 54.	 Kalich-Philosoph L, Roness H, Carmely A, Fishel-Bartal M, Ligumsky H, Paglin S, et al. Cyclophos-

phamide triggers follicle activation and “burnout”; AS101 prevents follicle loss and preserves 

fertility. Sci Transl Med. 2013;5(185):185ra62. PubMed PMID: 23677591.

	 55.	 Soleimani R, Heytens E, Darzynkiewicz Z, Oktay K. Mechanisms of chemotherapy-induced hu-

man ovarian aging: double strand DNA breaks and microvascular compromise. Aging (Albany 

NY). 2011;3(8):782-93. PubMed PMID: 21869459.

	 56.	 Meirow D, Dor J, Kaufman B, Shrim A, Rabinovici J, Schiff E, et al. Cortical fibrosis and blood-

vessels damage in human ovaries exposed to chemotherapy. Potential mechanisms of ovarian 

injury. Hum Reprod. 2007;22(6):1626-33. PubMed PMID: 17324957.

	 57.	 Delgado-Rosas F, Gaytan M, Morales C, Gomez R, Gaytan F. Superficial ovarian cortex vascular-

ization is inversely related to the follicle reserve in normal cycling ovaries and is increased in 

polycystic ovary syndrome. Hum Reprod. 2009;24(5):1142-51. PubMed PMID: 19189992.

	 58.	 Wallace WH, Thomson AB, Saran F, Kelsey TW. Predicting age of ovarian failure after radiation to 

a field that includes the ovaries. Int J Radiat Oncol Biol Phys. 2005;62(3):738-44. PubMed PMID: 

15936554.

	 59.	 Wallace WH, Thomson AB, Kelsey TW. The radiosensitivity of the human oocyte. Hum Reprod. 

2003;18(1):117-21. PubMed PMID: 12525451.

	 60.	 Bath LE, Critchley HOD, Chambers SE, Anderson RA, Kelnar CJH, Wallace WHB. Ovarian and 

uterine characteristics after total body irradiation in childhood and adolescence: response 

to sex steroid replacement. BJOG: An International Journal of Obstetrics & Gynaecology. 

1999;106(12):1265-72. doi: doi:10.1111/j.1471-0528.1999.tb08180.x.

	 61.	 Critchley HOD, Wallace WHB, Shalet SM, Mamtora H, Higginson J, Anderson DC. Abdominal 

irradiation in childhood; the potential for pregnancy. BJOG: An International Journal of Obstet-

rics & Gynaecology. 1992;99(5):392-4. doi: doi:10.1111/j.1471-0528.1992.tb13755.x.

	 62.	 Hawkins MM, Smith RA. Pregnancy outcomes in childhood cancer survivors: probable effects of 

abdominal irradiation. Int J Cancer. 1989;43(3):399-402. PubMed PMID: 2538400.

	 63.	 Li FP, Gimbrere K, Gelber RD, Sallan SE, Flamant F, Green DM, et al. Outcome of pregnancy in 

survivors of Wilms’ tumor. Jama. 1987;257(2):216-9. PubMed PMID: 3025465.

General introduction 17



	 64.	 Larsen EC, Schmiegelow K, Rechnitzer C, Loft A, Müller J, Nyboe Andersen A. Radiotherapy at a 

young age reduces uterine volume of childhood cancer survivors. Acta Obstetricia et Gyneco-

logica Scandinavica. 2004;83(1):96-102. doi: doi:10.1111/j.1600-0412.2004.00332.x.

	 65.	 Watson JD, Crick FHC. Molecular Structure of Nucleic Acids: A Structure for Deoxyribose Nucleic 

Acid. Nature. 1953;171:737. doi: 10.1038/171737a0.

	 66.	 Burton PR, Tobin MD, Hopper JL. Key concepts in genetic epidemiology. Lancet. 

2005;366(9489):941-51. PubMed PMID: 16154023.

	 67.	 Green ED, Watson JD, Collins FS. Human Genome Project: Twenty-five years of big biology. 

Nature. 2015;526(7571):29-31. doi: 10.1038/526029a. PubMed PMID: 26432225.

	 68.	 Cipolla GA, Beltrame MH. Genetics (not only) for dummies. Genetics and Molecular Biology. 

2017;40(2):550-1. Epub 2017/05/29. doi: 10.1590/1678-4685-gmb-2016-0341. PubMed PMID: 

PMC5488466.

	 69.	 Carlson CS, Eberle MA, Kruglyak L, Nickerson DA. Mapping complex disease loci in whole-

genome association studies. Nature. 2004;429(6990):446-52. PubMed PMID: 15164069.

	 70.	 Laven JSE, Visser JA, Uitterlinden AG, Vermeij WP, Hoeijmakers JHJ. Menopause: Genome stabil-

ity as new paradigm. Maturitas. 2016;92:15-23. PubMed PMID: 27621233.

	 71.	 Chong JX, Buckingham KJ, Jhangiani SN, Boehm C, Sobreira N, Smith JD, et al. The Genetic 

Basis of Mendelian Phenotypes: Discoveries, Challenges, and Opportunities. Am J Hum Genet. 

2015;97(2):199-215. PubMed PMID: 26166479.

	 72.	 Birney E, Soranzo N. The end of the start for population sequencing. Nature. 2015;526:52. doi: 

10.1038/526052a.

18 Erasmus Medical Center Rotterdam



General introduction 19



20 Erasmus Medical Center Rotterdam



PART I
Clinical aspects of gonadal function

General introduction 21


