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Dear Editor,

In 2016, we published a survey on the prophylaxis and treat-
ment of cancer-associated venous thromboembolism (VTE) in this
journal [1]. The survey showed that practice patterns often do not
follow guideline recommendations with respect to the use of low
molecular weight heparin (LMWH) for the long-term treatment of
VTE in cancer patients. This is a subgroup analysis comparing the
2 largest groups of respondents: hematologist/oncologists versus
angiologist/phlebologists. It does not show significant differences
in the treatment of acute VTE but in the secondary anticoagulant
prophylaxis 3-6 months after acute VTE.

Cancer patients have a 4-7-fold higher risk of VIE than non-
cancer patients [2, 3]. This is due to numerous risk factors, e.g. sur-
gery, immobility, advanced age, prothrombotic medications, and
coagulation activation by the tumor itself. Several guidelines on the
prophylaxis and treatment of cancer-associated VTE have been
published [4-7]. They uniformly recommend that VTE prophy-
laxis should be given to all cancer patients hospitalized with an
acute illness, while for outpatients routine thromboprophylaxis is
not recommended but under active discussion and investigation.
For the treatment of established acute VTE, cancer patients should
be given LMWH, both initially and long-term (first 3-6 months),
while non-cancer patients are usually switched to a vitamin K an-
tagonist (VKA) or a non-vitamin K new oral anticoagulant
(NOAC) for secondary prevention. The use of NOACs is currently

not recommended for the first 3-6 months in patients with malig-
nancy and VTE. Despite these recommendations, several studies
indicate that the impact of VTE guidelines on clinical practice is
limited [8, 9]. We recently published a survey among physicians
who treat cancer patients, which showed several deviations, in par-
ticular that hospitalized cancer patients often do not receive VTE
prophylaxis and many cancer patients with established VTE re-
ceive VKAs or NOAC:s [1]. Cancer patients with a VTE are seen by
many different medical specialists, e.g. their family physician, he-
matologist/oncologists, or angiologist/phlebologists. Here, we pre-
sent a subgroup analysis to see whether there are differences in the
approach to VTE in cancer patients among medical specialties.

The details of our survey have been published previously [1].
Briefly, a questionnaire was sent to all members of DGHO
(Deutsche Gesellschaft fiir Himatologie und Onkologie), BNHO
(Berufsverband Niedergelassener Himatologen und Onkologen),
and DGP (Deutsche Gesellschaft fiir Phlebologie). 275 question-
naires (5.9% of all sent) were returned and analyzed. The low re-
sponse rate was discussed in the preceding publication [1]. While
the survey results may not be representative, they are still
hypothesis-generating.

The largest groups among the responding physicians were he-
matologist/oncologists (n = 214, 78.4%) and angiologist/phlebol-
ogists (n = 34, 12.5%); the remainder included internists (not
hematologist/oncologists or angiologist/phlebologists), surgeons,
radio-oncologists, and transfusion medicine specialists. Here, we
compare hematologist/oncologists and angiologist/phlebologists
(table 1). Cancer-associated VTE is a common problem both in he-
matology/oncology and in angiology/phlebology practice. For both
the initial treatment of established VTE and secondary prophylaxis
throughout the next 3-6 months, both specialties give primarily
LMWH but a considerable percentage also switches to VKAs and
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Table 1. Responses
of hematologist/oncol-
ogists and angiologist/

Angiologist/
phlebologists, %

Hematologist/ p
oncologists, %

phlebologists to differ-
ent aspects of venous
thromboembolism
(VTE) prophylaxis and
treatment in cancer

Cancer patients with suspected or newly diagnosed thrombosis/embolism are 30.0 29.9 N.S.
a frequent issue in my practice/clinic (e.g. 1 patient per week or more).

For the initial treatment of a newly diagnosed thrombosis in cancer patients, 70.0 78.8 N.S.
I administer as a rule only low molecular weight heparin (LMWH).

For secondary prophylaxis after acute VTE during the first 3-6 months, I N.S.

patients

(VKA), new oral anticoagulant (NOAC)).

switch my cancer patients to another anticoagulant (vitamin K antagonist

No, I continue LMWH 40.7 55.6
Yes, toa VKA 22.2 12.8
Yes, to 1 of the NOACs 18.5 17.8
Yes, to either a VKA ora NOAC 18.5 13.9
I intend to give anticoagulation treatment for thrombosis/embolism to my N.S.
cancer patients (LMWH and other anticoagulants taken together).?
Up to 1 month 3.7 3.0
Up to 3 months 11.1 32.7
Up to 6 months 51.9 59.9
Longer than 6 months 77.8 76.2
When you give anticoagulation, e.g. LMWH, for 3-6 months, do you reduce 0.026
the dose in the further course?®
I do not reduce 56.5 36.6
I reduce after 1 month 13.0 21.1
I reduce after 3 months 8.7 32.6
I reduce at another point in time 21.7 9.7
When LMWH is given for 3-6 months, 0.001
I do not reduce the dose and give 100% 385 34.7
I give 75% of the initial dose 50.0 21.0
I give 50% of the initial dose 115 44.3
For permanent anticoagulation, i.e. beyond 6 months, do you as a rule put N.S.
your cancer patients on another anticoagulant (VKA/NOAC)?
No 345 35.9
Yes, ona VKA 31.0 21.2
Yes, ona NOAC 10.3 21.8
Either on a VKA or aNOAC 24.1 21.2
Have you previously used a NOAC in cancer patients, not just for VTE but <0.001
also for other indications such as atrial fibrillation?
No 48.1 15.8

?For this question, more than 1 answer was possible and the sum of percentages therefore exceeds 100%.
bThe percentage for ‘T do not reduce’ is not identical for these 2 questions because not all respondents marked both questions.

N.S. = Not significant.

NOACG:s. If hematologist/oncologists give LMWH for 3-6 months,
they reduce the dose earlier than angiologist/phlebologists and pre-
fer half-therapeutic doses. Beyond 6 months, there is no difference
with regard to using LMWH or oral anticoagulants. Fewer angiolo-
gist/phlebologists reported to have previously prescribed NOACs
to cancer patients (not only for VTE but also for other indications,
e.g. atrial fibrillation). We can only speculate about the reasons for
these differences:

Angiologist/phlebologists might be more familiar with VTE
guideline recommendations than hematologist/oncologists since
VTE is more central to their medical specialty, while in hematol-
ogy/oncology practice this is only one of many issues.

More hematologist/oncologists than angiologist/phlebologists
give secondary anticoagulant prophylaxis after acute VTE for only

Cancer-Associated VTE, Hemato-Oncologists vs.
Angio-Phlebologists

up to 3 months. For long-term treatment, angiologist/phlebologists
prefer an LMWH dose of 75% (similar to the recommendation for
dalteparin), while hematologist/oncologists often reduce the
LMWH dose to 50%. Hematologist/oncologists perform dose re-
ductions earlier than angiologist/phlebologists. A possible reason
for this could be that hematologist/oncologists are more concerned
about the risk of bleeding which is particularly high in cancer pa-
tients. Shorter anticoagulation and half-therapeutic dosing ‘feel’
safer.

More angiologist/phlebologists than hematologist/oncologists
stated they have not yet prescribed NOACs to cancer patients. Pos-
sible reasons could be that angiologist/phlebologists are more fa-
miliar with VTE guideline recommendations and might also be
more focused on VTE treatment, while hematologist/oncologists
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see cancer patients not only for VTE but also for many other medi-
cal problems such as atrial fibrillation. In addition, cancer patients
often take numerous medications at the same time. It could be that
hematologist/oncologists prefer oral anticoagulants for cancer-as-
sociated VTE because they worry that their patients will not com-
ply if prescribed yet ‘another injection’ in addition to antitumor
and supportive care agents.

In conclusion, this study shows that angiologist/phlebologists
follow guideline recommendations to a higher degree than hema-
tologist/oncologists. In previous findings, we discovered that more
than half of the hematologist/oncologists stated to transfer VTE
care to the family physician, vascular medicine specialists, or other
non-oncologists [1]. This is unfortunate because the incidence of
cancer-associated VTE is comparable to that of febrile neutropenia
after chemotherapy, and VTE is a leading cause of death in cancer
patients [10]. A limitation of this survey is the low response rate
(5.9%) which is lower than usual for oncology surveys. The survey
results might therefore not be representative but are still
hypothesis-generating.

Over the last decade, hematology and oncology have been
among the fastest growing specialties in medicine. Much of the at-
tention in daily hematology/oncology practice is focused on new
treatment strategies and new anticancer drugs, while the issue of
anticoagulation for VTE prophylaxis and therapy seems to be of
secondary importance. The awareness of VTE being not only a
major cancer-associated but also sometimes treatment-dependent
complication demands that the knowledge about standards and
new developments in the prophylaxis and treatment of cancer-
associated VTE must become a center of attention for all medical
specialists who participate in the care of cancer patients.
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