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Supplementary Table S1: Search strategy 
 

P 1. Cancer diagnoses in 
CAYA cancer patients  

Leukemia[TiAb] OR leukemi*[TiAb] OR leukaemia[TiAb] OR leukaemi*[TiAb] OR 
lymphoma[TiAb] OR lymphom*[TiAb] OR hodgkin[TiAb] OR hodgkin*[TiAb] OR 
non-hodgkin[TiAb] OR non-hodgkin*[TiAb] OR sarcoma[TiAb] OR sarcom*[TiAb] OR 
sarcoma, Ewing's[TiAb] OR Ewing*[TiAb] OR osteosarcoma[TiAb] OR osteosar-
com*[TiAb] OR wilms tumor[TiAb] OR wilms*[TiAb] OR nephroblastom*[TiAb] OR 
neuroblastoma[TiAb] OR neuroblastom*[TiAb] OR rhabdomyosarcoma[TiAb] OR 
rhabdomyosarcom*[TiAb] OR teratoma[TiAb] OR teratom*[TiAb] OR hepatoma[TiAb] 
OR hepatom*[TiAb] OR hepatoblastoma[TiAb] OR hepatoblastom*[TiAb] OR 
PNET[TiAb] OR PNET*[TiAb] OR medulloblastoma[TiAb] OR medulloblas-
tom*[TiAb] OR neuroectodermal tumors, primitive[TiAb] OR retinoblastoma[TiAb] 
OR retinoblastom*[TiAb] OR meningioma[TiAb] OR meningiom*[TiAb] OR gli-
oma[TiAb] OR gliom*[TiAb] OR “pediatric oncology”[TiAb] OR “paediatric oncol-
ogy”[TiAb] OR childhood cancer[TiAb] OR childhood tumor[TiAb] OR childhood tu-
mors[TiAb] OR “brain tumor*”[TiAb] OR “brain tumour*”[TiAb] OR brain neo-
plasms[TiAb] OR (“central nervous system”[TiAb] AND neoplasm[TiAb]) OR (“cen-
tral nervous system”[TiAb] AND neoplasms[TiAb]) OR (“central nervous sys-
tem”[TiAb] AND tumor*[TiAb]) OR (“central nervous system”[TiAb] AND tu-
mour*[TiAb]) OR “brain cancer*”[TiAb] OR “brain neoplasm*”[TiAb] OR “intracranial 
neoplasm*”[TiAb]  

P 2. Different age categories 
(infants, children, adoles-
cents, young adults)  

Infan*[TiAb] OR toddler*[TiAb] OR minors[TiAb] OR minors*[TiAb] OR boy[TiAb] OR 
boys[TiAb] OR boyfriend[TiAb] OR boyhood[TiAb] OR girl*[TiAb] OR kid[TiAb] OR 
kids[TiAb] OR child[TiAb] OR child*[TiAb] OR children*[TiAb] OR schoolchild*[TiAb] 
OR schoolchild[TiAb] OR school child[TiAb] OR school child*[TiAb] OR adoles-
cen*[TiAb] OR juvenil*[TiAb] OR youth*[TiAb] OR teen*[TiAb] OR under*age*[TiAb] 
OR pubescen*[TiAb] OR pediatrics[mh] OR pediatric*[TiAb] OR paediatric*[TiAb] OR 
peadiatric*[TiAb] OR school[TiAb] OR school*[TiAb] OR young adult[mh] OR “young 
adult*”[TiAb] 

 3. Combine  #1 AND #2  

I 4. Dyslipidemia  dyslipidaemia OR dyslipidemia OR (“low* cholesterol”) OR (“high* cholesterol”) OR 
(“elevated cholesterol”) OR (“high* triglycerid*”) OR (“elevated triglycerid*”) OR 
(“low* HDL”) OR (“high* LDL”) OR (“elevated LDL”) OR hyperlipidemia OR hyper-
lipidaemia OR hyperlipidemias[MeSH] OR hyperlipidemia* OR hypercholesterolemia 
OR hypercholesterolaemia OR hypertriglyceridemia OR hypertriglyceridaemia OR 
“metabolic syndrom*” OR metabolic syndrome[MeSH] OR “insulin-resistance syn-
drome” OR “syndrom* X” OR cardiometabolic 

I 5. Treatment  treatment OR intervention OR medication OR drug OR counseling OR (“lifestyle mod-
ification”) OR (“cholesterol lower*”) OR (lipid-lowering agent*) OR antihyperlipidemic 
OR fibric acids[MeSH] OR fibrate* OR fibric acid* OR fenofibric acid* OR gemfibrozil 
OR gemfibrocil OR bezafibrate OR clofibrate OR fenofibrate OR statin* OR fluvastatin 
OR simvastatin OR pravastatin OR lovastatin OR meglutol OR cerivastatin OR atorvas-
tatin OR cholestyramine* OR “vitamin B3” OR niacin* OR ezetimibe OR 2-Azetidione 



 

 

OR “bile acid sequester*” OR cholestyramine OR colesevelam OR colestipol OR “Aden-
osine triphosphate-citrate lyase” OR “ANGPTL3 inhibit*” OR evinacumab OR “PCSK9 
inhibit*” OR alirocumab OR evolocumab OR "MTP inhibit*" OR lomitapide OR 
“omega-3” 

 6. Combine  #4 AND #5 

 7. Combine #3 AND #6 

C Comparators  None  

O Outcome None 

 8. Humans only  animals[mh] NOT humans[mh] 

 9. Combine #7 NOT #8 

 10. Date restriction "2015/01/01"[Date - Publication]: "2025/02/01"[Date - Publication] 

 12. Combine #9 AND #10 

 
 



 

 
 

Supplementary Table S2: Definitions of dyslipidemia sorted by first authors   
 

First Author Definition of dyslipidemia  
Armstrong [1] TG ≥150 mg/dL or treatment for elevated TG 

HDL-C <40 mg/dL (men) / <50 mg/dL (women) 
Barbosa-Cortes [2] TG 

- acceptable <75 mg/dL, borderline 75-99 mg/dL, high ≥100mg/dL (children <10 years) 
- acceptable <90 mg/dL, borderline 90-129 mg/dL, high ≥130 mg/dL  

HDL-C <40 mg/dL 
Total Cholesterol acceptable <170 mg/dL / borderline 170-199 mg/dL / high ≥200 mg/dL 

Barbosa-Cortes [3] TG ≥150 mg/dL 
HDL-C <40 mg/dL 

Bayram [4] Total Cholesterol >200 mg/dL 
TG >150 mg/dL 
LDL-C >130 mg/dL 
HDL-C <40 mg/dL 
Dyslipidemia if any of the above-mentioned parameters being abnormal  

Bélanger [5] TG >1.12 mmol/L (0-9 years), >1.46 mmol/L (>10 years), >1.69 mmol/L (20-24 years)  
Total Cholesterol (TC) >5.17 mmol/L (0-19 years) or 5.79 mmol/L (20-24 years) 
Free Cholesterol, esterified Cholesterol (EC) [calculated (TC-FC) x1.6] 
HDL-C <1.03 mmol/L (independent of age)  
LDL-C ≥3.36 mmol/L (0-19 years) and ≥4.14 mmol/L (> 19 years) 
Dyslipidemia if high LDL-C, high TG, and/or low HDL-C 

Bérard [6] TG ≥1.7 mmol/L (150.6 mg/dL) in adults, ≥1.47 mmol/L (130.2 mg/dL) in children  
LDL-C ≥3.4 mmol/L (131.5 mg/dL) in adults, ≥3.36 mmol/L (129.3 mg/dL) in children  
HDL-C <1.03 mmol/L (39.8 mg/dL) (men), <1.3 mmol/L (50.3 mg/dL) (women), <1.03 mmol/L (39.8 mg/dL) (children) 

Bhatt [7] Hypertriglyceridemia, hypercholesterolemia acc. to CTCAE Grade 1-4 
Bis [8] TG >150 mg/dL 

HDL-C <40 mg/dL 
Bolier [9] TG >1.7 mmol/L 

HDL-C <1.0 mmol/L (men)/ <1.3 mmol/L (women) 
Cacciotti [10] TG ≥1.71 mmol/L  

HDL-C 
- <0.91 mmol/L (children 2-10 years) 



 

 

- <1.0 mmol/L (children 10-16 years) 
- <1.0 mmol/L (boys) or < 1.3 mmol/L (girls) (children > 16 years) 

Dyslipidemia if high TG or low HDL-C or lipid lowering agent 
Cepelova [11] LDL-C >3.0 mmol/L 

HDL-C <1.0 mmol/L 
TG >1.7mmol/L 
Dyslipidemia if ≥1 of LDL-C, HDL-C, or TG abnormal 

Ciolli [12] TG >150 mg/dL 
Total Cholesterol >200 mg/dL 

Cooksey [13] TG >150 mg/dL 
HDL-C <40 mg/dL for men and women <15 years / men >16 years, < 50mg/dL for women >16 years 

Das [14] TG >150 mg/dL 
HDL <40 mg/dL 

Das [15] TG >150 mg/dL 
HDL <40 mg/dL 

Delorme [16] Total Cholesterol: acceptable <4.40 mmol/L, borderline 4.40-5.17 mmol/L, high ≥5.18 mmol/L 
LDL-C: acceptable <2.85 mmol/L, borderline 2.85-3.35 mmol/L, high ≥3.36 mmol/L 
HDL-C: low <1.03 mmol/L, acceptable >1.16 mmol/L, borderline 1.03-1.16 

England [17] LDL-C ≥3.4 mmol/L in adults 
High TG ≥1.7 mmol/L in adults 
HDL-C <1.03mmol/L (men) / <1.3 mmol/L (women)  
Dyslipidemia if high LDL-C, high TG and/or low HDL-C 

Faber [18] No definition 
Fachin [19] No definition 
Felicetti [20] Total Cholesterol >200 mg/dL  

TG >200 mg/dL 
LDL-C >160 mg/dL 

Goldberg [21] LDL-C >160 mg/dL 
Non-HDL >190 mg/dL 
HDL-C < 40mg/dL (men) / <50mg/dL (women) 
TG >150mg/dL 

Heenan [22] Total Cholesterol >5.5 mmol/L 
TG >1.8 mmol/L 

Hwang [23] Children 
- Total Cholesterol ≥200 mg/dL 



 

 

- LDL-C ≥130 mg/dL 
- TG ≥130 mg/dL 
- HDL-C <40 mg/dL  

Adults 
- Total Cholesterol ≥240 mg/dL 
- LDL-C ≥160mg/dL 
- TG ≥200mg/dL 
- HDL-C <40 mg/dL  

Dyslipidemia if at least one of the above-mentioned values is abnormal  
Javalkar [24] LDL-C ≥130 mg/dL 

TG ≥100 mg/dL (children <9 years), >130 mg/dL (children ≥9 years) 
HDL-C ≤40 mg/dL 
Total Cholesterol ≥200 mg/dL 

Jin [25] Total Cholesterol ≥200mg/dL 
TG ≥150mg/dL  
HDL-C <40mg/dL (men), <50mg/dL (women) 
LDL-C ≥130 mg/dL 
Dyslipidemia if any of the above-mentioned parameters abnormal  

Kaplan [26] Total Cholesterol >220 mg/dL 
Triglyceride level ≥150mg/dL 

Khera [27] No definition 
Lau [28] No definition  
Laumann [29] No definition 
Lee [30] No definition 
Levy [31] Adults 

- LDL-C borderline ≥2.6 mmol/L and <3.4 mmol/L, high ≥3.4 mmol/L 
- TG borderline ≥1.3 mmol/L and < 1.7 mmol/L, high ≥1.7 mmol/L 
- HDL-C low < 1.03 mmol/L (men), <1.3 mmol/L (women) 

Children 
- LDL-C borderline ≥ 2.85 mmol/L and < 3.36 mmol/L, high ≥ 3.36 mmol/L 
- TG borderline ≥ 1.00 mmol/L and < 1.47 mmol/L, high ≥ 1.47 mmol/L 
- HDL-C <1.03 mmol/L 

Dyslipidemia if high LDL-C, high TG, low HDL-C and/or on drug treatment 
Lubas [32] Definition CTCAE v4.03, grades 2–4 

- Total Cholesterol grade 2: >300 - 400 mg/dL; or treatment with one lipid lowering agent  



 

 

- Total Cholesterol grade 3: >400 - 500 mg/dL; or treatment with ≥2 lipid lowering agent  
- Total Cholesterol grade 4: >500 mg/dL 
- TG grade 2: >300 mg/dL - 500 mg/dL; or treatment with one lipid lowering agent  
- TG grade 3: >500 mg/dL - 1000 mg/dL; or treatment with ≥2 lipid lowering agents 
- TG grade 4: >1000 mg/dL; life-threatening consequences 

Definition NCEP-ATP III 
- HDL-C <40 mg/dL (men), <50 mg/dL (women) or on current medication 
- TG ≥150 mg/dL or on current medication  

Mayerhofer [33] Severe hypertriglyceridemia > 5’000 mg/dL 
Mogensen [34] Dyslipidemia: Levels above the ULN or below the LLN in one or more of the lipid parameters  

Cutoff values for mild, moderate, severe elevation in TG and total Cholesterol 
- mild: 1 - 10x UNL, moderate: 10 - 20x UNL, severe: >20x UNL 

TG based on Danish Society of Clinical Biochemistry (DSCB, normal range) 
- 0.48 – 2.69 mmol/L (children 1 < 19 years) 

Total Cholesterol based on DSCB (normal range) 
- 1.9 - 5.1 mmol/L for girls; 2.8 - 5.7 mmol/L for boys (children 1 < 3 years) 
- 3.2 - 6.1 mmol/L for girls; 2.9 - 6.0 mmol/L for boys (children 3 < 6 years) 
- 2.7 - 5.5 mmol/L both (children 6 < 19 years) 

LDL-C based on DSCB (normal range) 
- 0.69 - 2.55 mmol/L for girls; 0.83 – 2.1 mmol/L for boys (children 1 < 6 years) 

o - 3.4 mmol/L (children 6 < 19 years) 
HDL-C based on DSCB (normal range) 

- - 1.6 mmol/L (children 1 < 4 years) 
- 0.9 - 1.9 mmol/L (children 4 < 6 years) 
- - 2.3 mmol/L (boys 6 < 14 years) 
- 0.8 - 2.0 mmol/L (Boys 14 < 19 years) 
- Girls 6 < 19 years 1.0 - 2.3 mmol/L  

Mohapatra [35] No definition  
Morel [36] HDL-C in adults 

- <1.03 mmol/L (men), <1.3 mmol/L (women) 
Children: Expert Panel on Integrated Guidelines for Cardiovascular Health and Risk Reduction in Children and Adolescents; National Heart; 
Lung; Blood Institute. Expert panel on integrated guidelines for cardiovascular health and risk reduction in children and adolescents: Summary 
report. Pediatrics 2011 

- HDL-C 
- Low <40 mg/dL, acceptable <45 mg/dL, borderline-high 40-45 mg/dL 



 

 

- TG  
- Acceptable: < 75 mg/dL (children 0-9 years), < 90 mg/dL (children 10-19 years) 
- Borderline: 75-99 mg/dL (children 0-9 years), 90 - 129 mg/dL (children 10-9 years) 
- High: ≥100 mg/dL (children 0-9 years), ≥130 mg/dL (children 10-19 years) 

- LDL-C 
- Acceptable: <110 mg/dL, borderline-high: 110-129 mg/dL, high ≥130 mg/dL 

- Total Cholesterol 
- Acceptable: <170 mg/dL, borderline-high: 170-199 mg/dL, high ≥200 mg/dL 

Dyslipidemia: at least one abnormal lipid value  
Nagayama [37] Total Cholesterol ≥140 mg/dL 

LDL-C >104 mg/dL  
HDL-C >7.5 mg/dL  
TG ≥150 mg/dL 
Apolipoprotein subgroups (normal ranges): A-I: 24.6 -33.3 mg/dL, A-II: 69-105 mg/dL, B: 1.5-3.8 mg/dL, C-II: 5.4-9.0 mg/dL, C-III: 
164-284 mg/dL, E: >36 mg/dL 

Napartuk [38] No definition  
Nirmal [39] HDL-C <40 mg/dL (men), <50 mg/dL (women), ≤40 mg/dL (children) 

TG ≥150 mg/dL (adults), ≥110 mg/dL (children) 
Oudin [40] HDL-C <40 mg/dL (men), <50 mg/dL (women) 

TG ≥150 mg/dL or on drug treatment for elevated TG  
Özdemir [41] HDL-C ≤40 mg/dL 

TG ≥150 mg/dL 
LDL-C ≥130 mg/dL 
Total Cholesterol ≥200 mg/dL 

Persson [42] Hypertriglyceridemia - defined as triglycerides ≥5× age-dependent upper normal limit (UNL). Additional analysis at ≥10× UNL. 
Reference <1.0 mmol/L, hypertriglyceridemia if >5.0 mmol/L (children 1-5 years) 
Reference <1.2 mmol/L, hypertriglyceridemia if >6 mmol/L (children 6-11 years) 
Reference <1.6 mmol/L, hypertriglyceridemia if >8 mmol/L (children 12-15 years) 
Reference <1.8 mmol/L, hypertriglyceridemia if >9 mmol/L (children 16+ years) 

Pluimakers [43] TG ≥1.7 mmol/L or use of statins 
HDL-C ≤1.03 mmol/L (men), 1.29 mmol/L (women) or use of statins 
LDL-C, apolipoprotein(apo)-A1, apoB, leptin, adiponectin, lipoprotein(a) (Lp(a)) (no cutoff) 
(NCEP-ATPIII classification) 

Pranjić [44] TG >1.7 mmol/L 
HDL-C <1.03 mmol/L (men), <1.29 mmol/L (women) 



 

 

LDL-C >3.0 mmol/L 
Total Cholesterol >5.0mmol/L 

Salvador [45] No definition  
Saultier [46] HDL-C <1.03 mmol/L (men), <1.3 mmol/L (women) 

TG ≥1.7 mmol/L or treatment for hypertriglyceridemia 
Combination of low HDL-C and elevated TG 

Schindera [47] HDL-C <1.03 mmol/L (men) / <1.30 mmol/L (women) and/or treatment 
TG ≥1.7 mmol/L and/or treatment 

Schmidt [48] According to CTCAE version 5.0: Hypertriglyceridemia grade ≥ 3  
- TG grade 3: >500 mg/dL - 1000 mg/dL; or treatment with ≥2 lipid lowering agents 
- TG grade 4: >1000 mg/dL; life-threatening consequences 

Sonowal [49] Total Cholesterol ≥170 mg/dL 
TG >200 mg/dL 
HDL-C <35 mg/dL 
LDL-C >160 mg/dL 
VLDL-C >45 mg/dL 

Warris [50] No definition  
Wei [51] TG ≥1.7 mmol/L or lipid-lowering therapy 

HDL-C <1.03 mmol/L (men), <1.29 mmol/L (women) or lipid-lowering therapy 
Zareifar [52] HDL-C ≤5th percentile (assessed as a component of MS) 

Triglyceride (TG) ≥95th percentile (assessed as a component of MS) 
Zawitowska [53] No definition  

 
Abbreviations: DSCB, Danish Society of Clinical Biochemistry; HDL-C, high-density lipoprotein; LDL-C, low-density lipoprotein; TG, triglyceride    



 

 

Supplementary Table S3: Other definitions of dyslipidemia by publication  
  

 Definition  
Barbosa-Cortés [2] AIP (atherogenic index in plasma - logarithmic transformation of the TGs/HDL-C ratio) 

low: < 0.1, borderline: 0.1-0.24, high > 0.24  
Bayram, Bélanger, Cacciotti, Cepelova, England, 
Hwang, Jin, Levy, Mogensen, Morel, Saultier 
[4,5,10,11,17,23,25,31,34,36,46] 

Dyslipidemia defined as at least one abnormal lipid value (TG, HDL-C, LDL-C, total Cholesterol)  

Cacciotti [10], Levy [31] Use of lipid lowering agents  
Nagayama [37] Apolipoprotein subgroups (A-I, A-II, B, C-II, C-III, E) 

Sonowal [49] VLDL-C  
 
Abbreviations: HDL-C, high-density lipoprotein; LDL-C, low-density lipoprotein; TG, triglyceride, VLDL-C, very low density lipoprotein   



 

 

Supplementary Table S4: Outcomes assessed and prevalence of abnormal values, reported by first authors   
 

First Author Outcomes assessed Prevalence of abnormal values 
Armstrong [1] HDL-C, TG High HDL-C: 36.8%  

High TG: 26% 
Barbosa-Cortes 
[2] 

Total Cholesterol, LDL-C, HDL-C, 
TG 
 

High TG in intervention vs. placebo at baseline: 85 % vs. 80 %  
High TG in intervention vs. placebo at 3 months: 50 % vs. 85 % 
High total Cholesterol in intervention vs. placebo at baseline and at 3 months: 0 % vs. 0 % 
HDL-C, LDL-C, VLDL-C, and AIP: NR 

Bayram [4] Total Cholesterol, LDL-C, HDL-C, 
TG, dyslipidemia  

Abnormal Total Cholesterol, TG, LDL-C and HDL-C: prevalence NR  
Dyslipidemia: 23.3% 

Bélanger [5] Total Cholesterol, LDL-C, HDL-C, 
TG, dyslipidemia 

High TG: 12% 
High total Cholesterol: 10% 
Low HDL-C: 16% 
High LDL-C: 10% 
Dyslipidemia: 30% 

Bérard [6] Total Cholesterol, LDL-C, HDL-C, 
TG, apolipoprotein A1 and B100, 
dyslipidemia 

For total Cholesterol, LDL-C, HDL-C, TG, apolipoprotein A1 and B100: prevalence NR 
Dyslipidemia: 41.1%  

Bhatt [7] Total Cholesterol, TG*  Hypertriglyceridemia in HSCT survivors vs. community controls: 45.4% vs. 1.2%, p <0.001 
Hypertriglyceridemia conventional therapy vs. community controls: 20.9% vs. 18.1%, p = 0.057 
Hypercholesterolemia in HSCT survivors vs. community controls: 46.9% vs. 30.8%, p = 0.001 
Hypercholesterolemia conventional therapy vs. community controls: 23.9% vs. 30.8%, p = 0.69 

Bis [8] Total Cholesterol, LDL-C, HDL-C, 
TG  

High total Cholesterol: 75%  
High TG: 82.91% 
High LDL-C: 37.6%  
Low HDL-C: 62.96% 

Bolier [9] TG, HDL-C High TG survivors vs. controls: 27.4% vs. 17.8% 
Low HDL-C survivors vs. controls: 36.4% vs. 18% 

Cacciotti [10] Total Cholesterol, HDL-C,  
TG, dyslipidemia  

High TG: 17% 
Low HDL-C: 25% 
High total Cholesterol: 75% 
Dyslipidemia: 25% 

Cepelova [11] Total Cholesterol, LDL-C, HDL-C, 
TG, dyslipidemia  

Low HDL-C survivors vs. controls: 17.5% vs. 13.3%  
High TG survivors vs. controls: 25% vs. 13.3%  



 

 

High total Cholesterol, LDL-C: prevalence NR  
Cooksey [13] TG, HDL-C, non-HDL-C  High TG in irradiated vs. non-irradiated: 25% vs. 8.6% 

Low HDL-C in irradiated vs. non-irradiated: 25% vs. 14.6% 
Non-HDL: prevalence NR 

Das [14] HDL-C, LDL-C, VLDL-C,  
TG 

Abnormal HDL-C, LDL-C, VLDL-C, TG: prevalence NR 

Das [15] HDL-C, TG Low HDL-C: 40 % 
High TG: 26 % 

Delorme [16] Total Cholesterol, LDL-C, HDL-C High total Cholesterol intervention vs. control group: 11.9% vs. 11.7%, p = 1.0 
High LDL-C control intervention vs. control group: 9.8 vs. 11.7, p = 0.773  
Low HDL-C control intervention vs. control group: 19.5% vs. 19.5%, p = 1.0 

England [17] LDL-C, HDL-C, TG  
Dyslipidemia 

LDL-C, HDL-C, TG: prevalence NR 
Dyslipidemia in total cohort: 41.8 %, adults 46.9 %, children 30.2 % 

Faber [18] LDL-C, HDL-C, TG 
Dyslipidemia 

LDL-C, HDL-C, TG: prevalence NR 
Dyslipidemia : 28.3% 

Felicetti [20] Total Cholesterol, TG High total Cholesterol: 20% 
High TG: 6% 

Goldberg [21] LDL-C, HDL-C, non-HDL-C, TG  
 

High LDL-C: 8.7% 
High non-HDL-C: 11.5% 
Low HDL-C: 60.5% 
High TG: 17.2% 

Hwang [23] Total Cholesterol, LDL-C, HDL-C, 
TG, dyslipidemia 

Total Cholesterol, LDL-C, HDL-C, TG: prevalence NR  
Dyslipidemia in total cohort: 22%, prepubertal age at HSCT: 18%, post pubertal age at HSCT: 26% 

Javalkar [24] Total Cholesterol, LDL-C, HDL-C, 
TG  
 

High LDL-C survivors vs. controls: 47.6% vs. 48.1% 
High TG survivors vs. controls: 84.3% vs. 49.4% 
Low HDL-C survivors vs. controls: 62.5% vs. 35.2% 
High Cholesterol survivors vs. controls: 62.8% vs. 58% 

Jin [25] Total Cholesterol, LDL-C, HDL-C, 
TG  

High total Cholesterol and LDL-C: prevalence NR 
High TG survivors vs. controls: 26.8% vs. 16.8% 
Low HDL-C survivors vs. controls: 25.4% vs. 20.8% 

Lee [30] LDL-C, HDL-C, TG, dyslipidemia High LDL-C: 2.1% 
High TG: 2.4% 
Dyslipidemia: 3.2% 

Levy [31] LDL-C, HDL-C, TG, dyslipidemia  Total cohort:  
- High LDL-C: 17.4% 



 

 

- High TG: 12.2% 
- Low HDL-C: 23.1% 
- Dyslipidemia: 41.3% 

Adults: 
- High LDL-C: 22.2% 
- High TG: 13% 
- Low HDL-C: 26.5% 
- Dyslipidemia: 48.1% 

Children: 
- High LDL-C: 8.2% 
- High TG: 10.6% 
- Low HDL-C: 16.5% 
- Dyslipidemia: 28.2% 

Lubas [32] Total Cholesterol, LDL-C, HDL-C, 
TG, dyslipidemia 

Total Cholesterol, LDL-C, HDL-C, TG: prevalence NR 
Dyslipidemia: 12.7% 

Mogensen [34] Total Cholesterol, LDL-C, HDL-C, 
TG, dyslipidemia 

High TG: 58%  
High total Cholesterol: 5%  
Low LDL-C: 13% 
Dyslipidemia: 99% 

Mohapatra [35] HDL-C, TG 
 

High TG: 19.7%  
Low HDL-C: 36.8%  

Morel [36] Total Cholesterol, LDL-C, HDL-C, 
TG, dyslipidemia 

Low HDL-C: 23.1% 
High TG: 12.2% 
High LDL-C: 17.4% 
High total Cholesterol: prevalence NR 
Dyslipidemia: 41.4 % 

Nirmal [39] HDL-C, TG Low HDL-C: 28.2% 
High TG: 24.9% 

Oudin [40] HDL-C, TG Low HDL-C: 36.4% 
High TG: 29.6% 

Özdemir [41] Total Cholesterol, LDL-C, HDL-C, 
TG, dyslipidemia 

Low HDL-C: 14%  
High LDL-C: 6%  
High TG: 4% 
High total Cholesterol: 4%  
Dyslipidemia: 38%  



 

 

Persson [42] TG  TG ≥5× UNL at least once: 65.3% 
Pluimakers [43] LDL-C, HDL-C, TG 

Apolipoprotein(apo)-A1, apoB, 
Leptin, Adiponectin, Lipoprotein(a) 

High TG survivors vs. controls: 23% vs. 10% 
Low HDL-C survivors vs. controls: 29% vs. 18% 
Apolipoprotein(apo)-A1, apoB, Leptin, Adiponectin, Lipoprotein(a) (Lp (a)): prevalence NR 

Pranjic [44] Total Cholesterol, LDL-C, HDL-C, 
TG 

High total Cholesterol, LDL-C, TG: prevalence NR 
Low HDL-C: 44.4% 

Saultier [46] HDL-C, TG 
 

Low HDL-C: 26.8% 
High TG: 11.7% 
Combination of low HDL and high TG: 5.2% 

Schindera [47] HDL-C, TG Low HDL-C: 18 % 
High TG: 19 % 

Schmidt [48] TG High TG: 7 % (overall), 4.31 % (<10 years), 12.2 % (>10 years), 6 % (>14 years) 
Wei [51] HDL-C, TG 

 
High TG in chemotherapy group with HSCT/TBI: 48% 
High TG in chemotherapy group without HSCT/ TBI: 10% 
Low HDL in chemotherapy group with HSCT/TBI: 57% 
Low HDL in chemotherapy group without HSCT/TBI: 27%  

Zareifar [52] HDL-C, TG Low HDL-C (≤5th percentile): 45.28% 
High TG (≥95th percentile): 32.07 % 

 
Abbreviations: HDL-C, high-density lipoprotein; LDL-C, low-density lipoprotein; TG, triglyceride   



 

 

Supplementary Table S5: Results from case reports and small case series reporting about interventions performed during treatment and at diagnosis of 
dyslipidemia  
  

Author Intervention  Results  
Ciolli [12] Intervention: L-carnitine 2 g twice a day intramuscularly for 5 

days, fenofibrate 145 mg/day orally and omega-3 1000mg three 
times a day orally and low-fat diet. Start after detection of hy-
pertriglyceridemia and hypercholesterinemia  
Omega-3 continues as prophylaxis; unclear how long L-carnitine 
and fenofibrate were given  

“Quick normalization” under intervention one. After one week, TG and 
total Cholesterol was back to normal levels 

Fachin [19] Intervention 1: Continuous insulin-dextrose infusion with re-
duced triglyceride levels  
Intervention 2: Evinacumab started at 15 mg/kg every four 
weeks 

Max. level: TG up to 6000 mg/dL, total Cholesterol up to 2900 mg/dL.  
After insulin-dextrose infusion: triglyceride levels 1300 mg/dL in 1 week 
After start of Evinacumab: reduction of TG to 154 mg/dL in 24 h. Continu-
ation of Evinacumab, triglyceride levels remained below 350 mg/dL. After 
8 months (still under Evinacumab) triglyceride levels of 167 mg/dL at the 
last follow-up 

Heenan [22] Interventions: Gemfibrozil, Atorvastatin and fish oil capsules No trajectory of lipid values described  
Kaplan [26] Intervention: Fenofibrate (Lipanthyl® 267 mg capsules) Total serum total Cholesterol:  

- before starting AML treatment: 131.2 mg/dL 
- after starting AML treatment but before fenofibrate: 727.6 mg/dL 
- 10 days after start of fenofibrate: 265 mg/dL  

Triglyceride levels:  
- before starting AML treatment: 89.8 mg/dL 
- after starting AML treatment but before fenofibrate: 6015.6 mg/dL 
- 10 days after fenofibrate start: 743 mg/dL 

Lau [28] Intervention 1: Low fat diet; lipid omitted from the total paren-
teral nutrition (case 1) 
Intervention 2: IV infusion of SMOFlipid (containing 3 % fish oil 
which is high in eicosapentaenoic acid [EPA] and docosahex-
aenoic acid [DHA]) at 0.5 g/kg/day (5 days) (case 1 and 2) 

Case 1: Before SMOFlipid: Elevated serum triglyceride at 8.86 mmol/L; 
further increase despite conservative measures and patient became deliri-
ous (14.97 mmol/L). After SMOFlipid: triglyceride level reduced rapidly 
over the next 2 days 
Case 2: Before SMOFlipid (day 28 induction chemotherapy): triglyceride 
measured retrospectively (1.77-3.07 mmol/L). Day 3 of admission: fasting 
TG elevated: 15.49 mmol/L. Two days after SMOFlipid: TG declined to 
5.77 mmol/L 

Mayerhofer 
[33]  

Intervention: Lipid apheresis Severe hypertriglyceridemia diagnosed at day 32 and apheresis started 



 

 

Improvement in TG levels: day 32: 7700mg/dL to 1200 mg/dL: day 34: TG 
remained < 500mg/dL 

Nagayama 
[37] 

Intervention: Metreleptin (0.04 mg/kg) daily for 1 week, then 
0.08 mg/kg s.c. daily   

- 

Salvador [45] Intervention 1: Low-fat diet 
Intervention 2: Omega-3 and Acipimox for patients with TG 
>3000 mg/dL despite Intervention 1 
Combination of omega-3 fatty acids: Omacor 1000 mg capsules, 
1 capsule/d to a maximum dose of 3 capsules/d in 1 adolescent 
patient) Plus analogue of nicotinic acid (Acipimox, Olbetam 250 
mg capsules, 2 capsules/d as maximum dose) 
Intervention 3: Omega-3, Acipimox and Fibrate for patients with 
TG > 3000 mg/dL despite Intervention 1 and 2. 
Intervention 2 plus a fibrate (Bezalip 200 mg tablets, 1 tablet/d) 

Hypertriglyceridemia  
- moderate: 500-1000 mg/dL (65.9%) 
- severe: 1000-2500 mg/dL (19.5%) 
- very severe: >2500 mg/dL (14.6%) 

Zawitowska 
[53]  

Intervention Case 1 + 2 First Line: Insulinotherapy (10 % glucose 
infusion), low-fat diet, and low molecular weight heparin subcu-
taneously. 
Intervention Case 1 Second Line: Plasmapheresis applied with 
fresh frozen plasma as replacement fluid; continued for three 
days.  
Intervention Case 2 Second Line: Plasmapheresis with 5 % albu-
min as replacement fluid; continued for three days 

- 

 
 
  



 

 

Supplementary Tables S6: Critical appraisal of studies included in final systematic review according to JBI (https://jbi.global/critical-appraisal-tools, accessed 
27 August 2025)  
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Analytical Cross-Sectional Studies 
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Oudin [40] 2025 Yes Yes Yes Yes No No Yes Yes 2 
Pluimakers [43] 2020 Yes Yes Yes Yes Yes Yes Yes Yes 1 
Pranjic [44] 2025 Yes Yes Yes Yes No No Yes Yes 2 
Salvador [45] 2018 Yes Yes Yes Yes No No Yes Yes 2 
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Wei [51] 2016 Yes Yes Yes Yes No No Yes Yes 2 
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