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Methods: 
  Prospective Observational study  

  507 newly diagnosed ambulatory patients 

  May 2014 to july 2015. 

 

 

  Bilateral lower limb venous Doppler to detect Cancer associated silent VTE. 

  Thrombus detected during imaging as part of staging. 

  Patients diagnosed  with  inherited thrombophilias,  Recurrent Cancer and with prior VTE were 
excluded      



   Demographics 
 VTE: 92/507 patients: 62 incidental, 30 symptomatic 

                                                                 symptomatic 

 VTE/HCC            13/15 (86%)                       3 

 VTE/gastric        13/78 (16%)                      10 

 VTE/Pancreas     9/12 (75%)                         7 

 VTE/Lung            8/62 (13%)                        5 

 VTE/CRC             7/48 (14%)                        4 

 Index VTE: portal vein 25, IVC 18, P.E 4, Sup. mesenter. vein: 4 



Comments and Questions: 
New patients: 

18% of pts with an unexpected distribution of VTE: Incidental twice 
symptomatic cases. 

 very high rate of VTE, incidental as well as symptomatic 

  Very high rate of portal vein and ICV thrombosis, for 4 pulmonary emboli 

? Stage or tumor mass of patients with VTE vs non VTE 

? Difference on biology-laboratory data of these patients: thrombophilic 
data: fibrinogen, CRP, d-dimer, platelet count…. 

 



 Impression: 
 VTE is a major problem, especially in advanced cancer patients. 

 In this setting if confirmed, treatment indications would need to be 
adapted. The benefit/risk ratio might be shifted to more therapy for VTE 
but also for prevention. 

 Confirmatory data would be welcome. 
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Predictor Odds 

Ratio 

Regression 

Coefficient 

P-value Score 

High-Risk Regimen without 

prophylactic G-CSF 

36.59 3.6 <0.001 2 

Intermediate-Risk Regimen 

without  prophylactic G-CSF 

8.09 2.09 0.011 1 

GFR <60 27.66 3.32 <0.001 2 

Abnormal Ferritin 4.9 1.59 0.020 1 

Elevated Haptoglobin 5.69 1.73 0.030 1 

BMI under 23 4.73 1.55 0.027 1 

Results 

• Data from 212 patients were  prospectively collected 

• 153 patients were  included in the final analysis 

• 26 patients experienced grade 4 neutropenia 

Characteristics of components in multivariate model 



MASCC Risk Score for Febrile Neutropenia 

Klastersky J. et al. JCO 2000,18:3038 

                        N=756 pts -> 1100 pts,  PPV 133/142 patients: 94% 
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Characteristics of components in multivariate model 

ESMO Asia 2015, LBA1 B. Mofid 

Febrile Neutropenia vs Neutropenia 



Questions: 

 

• How many of the 153 patients had febrile neutropenia? 

• Were these patients all in the predicted neutropenia subgroup? 

• Were there patients with < grade 4 neutropenia who had FN  

• Independent from the study, do you apply a risk score for febrile 
neutropenia? 



N= 108 pts. Median age 28,3y., ANC at diagnosis: 400,  33.8% neutrophil antibodies not associated with any 
clinical or other characteristic. No patient died or has a hematological malignancy. 44 severe bacterial 
infections in 22 patients over 8.3 years of follow-up. 50 patients had G-CSF sporadically or continuously, 
response 96% 
 
The only predictive factor for occurrence of severe bacterial infections was an ANC <200 at diagnosis.    
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Definitions: severe neutropenia: ANC =/< 500,  
                      febrile neutropenia: fever + ANC =/< 1000 



Conclusion 

• Interesting study, raising new and old questions. 

• Neutropenia alone is supposed to be a predictor (+/-) of infection. Is it 
relevant if all patients will be hospitalized? Is this useful if the most 
used score may miss 10 % of infections in ambulatory stable patients? 

• Recent data question the MASCC score and as patients and 
treatments are very heterogeneous, predictions become very 
difficult. Additional parameters might have to be added and some 
seem to be readily available at no additional effort 


