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Chemotherapy induced neutropenia

Primary profylaxis

e Why?
o To reduce the incidence and duration of febrile neutropenia.
o Toreduce the need for hospitalization for antibiotic therapy.
o To avoid dose chemotherapy reductions or delay

e When?

Assess frequency of FN associated with the planned chemotherapy regimen

‘ FN risk = 20% \ FM risk 10-20% FN risk < 10%
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Assess factors that increase the frequency risk of FN
Ane » 65 years
(Other comorbities

-

v
[ Define the patient’s overall FM risk for planned ]

Tt
Rieassess at
each cycle

chemotherapy ragimen

Overall FM risk = 20% J [ Owerall FM risk < 20%

v v
Tt e
[ Prophylactic G-CSF recommended ] [ G-C5F prophylaxis not indicated ]7

Risk factors: persistent neutropenia, bone marrow involvement, recent surgery, liver or renal
dysfunction, age >65y

e Consideration should be given to alternative, equally effective and safe chemotherapy
regimens not requring CSF support when available.
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Risk assesment of febrile neuterapie with regard to disease settings and chemotherapy :
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EXAMPLES OF DISEASE SETTINGS AND CHEMOTHERAPY REGIMENS WITH A HIGH RISK FOR FEBRILE NEUTROPENIA (>20%)?
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in the NCCN Guidelines for Treatment by Cancer Type
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Breast Cancer
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Regimens with an Intermediate Risk for
Febrile Neutropenia, MGF-A (2 of 5)

EXAMPLES OF DISEASE SETTINGS AND CHEMOTHERAPY REGIMENS WITH AN
INTERMEDIATE RISK FOR FEBRILE NEUTROPENIA (10%-20%)?
. Thrs list is not compnihens:ve there are other agents/regimens that have an intermediate risk for the development of febrile neutropenia.

in the NCCN Guidelines for Treatment by Cancer Type are considered when updating this list of examples.

*The type of chemotherapy regimen is only one component of the Risk Assessment. See Patien

Neutropenia (MGF-2).

* The exact risk includes agent, dose, and the tr
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« Paclitaxel every 21 days®
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Cervical Cancer

« Cisplatin/topotecan 50:51
« Paclitaxel/cisplatin®50

« Topotecan®

« Irinotecan 33

Colorectal Cancer
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Non-Small Cell Lung Cancer
« Cisplatin/paclitaxel

« Cisplatin/vinorelbine®*

« Cisplatin/docetaxel 8365

. Clsplatmletoposs|de5"s

« Carboplatin/paclitaxel®:9:67
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Pancreatic Cancer
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irinotecan, oxaliplatin)

Prostate Cancer

* Cabazitaxel"
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« Etoposide/carboplatin®®
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Uterine Sarcoma
o 7

Docetaxel

Reimbursement of G-CSF in Belgium :

Short-acting agents: filgrastim (Neupogen/Tevagrastim/Accofil)

e Breast cancer 265 y and treated with chemotherapy containing anthracyclines and/or
taxanes in adjuvant or neo-adjuvant setting (no metastases).

e M+ gastric / GEJ cancer treated with chemo containing docetaxel, cisplatine and 5-FU

Long-acting agents: lipefilgrastim (Lonquex) en pegfilgrastim (Neulasta/Ziextenso)

e Cytotoxic treatment with risk of febrile neutropenia >= 20%.
e Cytotoxic treatment with risk of febrile neutropenia >= 10%, where underlying and/ortumor-

related factors significantly increase the risk of febrile neutropenia.

e Dose-dense or dose-intense chemotherapy (if supported by efficacy data):

o Adjuvant treatmen

o High dose—-intensity methotrexate, vinblastine, doxorubicin, and cisplatin (HD-MVAC)

in urothelial cancer
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e To avoid the need for dose reduction and/or dose delay of treatment, especially in curative
treatment or in first-line treatment of metastatic disease.

e How?:
o Start with the first cycle and continuing through subsequent cycles of chemotherapy.
o Avoid administration immediately before or simultaneously with chemotherapy:
worsening neutropenia.

e Filgrastim:
o Dose based on weight: <60 kg: 300 pg; > 60 kg: 480 g
o Continue until reaching target ANC of at least 2 to 3 x 10°/L (ASCO guidelines).
o Administration 24-72h after thelast day of chemo until sufficient post-nadir ANC recovery.

o Pegfilgrastim:
o Individualized single dose of 6 mg (Equivalent dose of filgrastim is 5 pg/kg/day for ~ 10 d)
o Administration SC 24h after chemotherapy
o Atleast 12 days between the dose of pegfilgrastim and next cycle of chemotherapy.
e NB. Avoid in patients receiving concomitant chemoradiotherapy, particularly involving the
mediastinum: increased risk of bone marrow suppression.

Secondary prophylaxis

e Why? To prevent dose chemotherapy reductions or delay that may compromise disease-free or
overall survival or treatment outcome
e When? Recommended in patients who experienced from a previous cycle of chemotherapy:
o Febrile neutropenia
o Neutropenic complication
o Dose-limiting neutropenic event

NB. Dose reduction or delay may be a reasonable alternative for secondary prophylaxis

Therapeutic use in neutropenic fever:

e Why? To prevent infection-associated complications.

e When? Consider in patients with fever and neutropenia who are at high-risk for infection-
associated complications or who have prognostic factors that are predictive of poor clinical
outcomes:

= Expected prolonged (> 10 days) and profound (< 0.1 x 10°/L) neutropenia.
= Ageolderthan 65 years.

= Uncontrolled primary disease.

= Pneumonia.

= Hypotension.

= Multiorgan dysfunction (sepsis syndrome).

= |nvasive fungal infection.

Update: January 2025
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NB. No routine use for patients with neutropenia who are afebrile

NB. No routine use as adjunctive treatment with antibiotic therapy for patients with fever and
neutropenia
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