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Notropeni

 ANC < 2000 hucre/mm3
e Grade 1: 1500 — 2000 hiicre/mm?3
e Grade 2: 1000 — 1500 hiicre/mm?3
e Grade 3: 500 — 1000 hicre/mm3
 Grade 4: <500 hucre/mm?3

FEN: Notrofil dizeyi <500/mm3 veya 500-1000/mm3 olup 48 saat icinde 500/mm altina
dismesi beklenen durumlar.

* Onkolojik Tedaviler icin halen en 6nemli doz sinirlayici toksisite



Kemoterapiye Bagli Notropeni ve Komplikasyonlari

Myelosupresif Kemoterapi
R oo el

Kemoterapi gecikmesi
ve doz azaltiimasi

Febril Notropeni

1l

Azalmis Doz

Yogunlugu

Komplikasyonlar ve
Uzamis Yatis

Azalmis Sagkalim <




Kemoterapi iliskili Notropeni

Alkilleyici ajanlar (6rnegin, siklofosfamid):
* DNA'ya ¢apraz baglanmalar olusturarak replikasyonu durdurur.
* Hematopoietik kok hicrelerde toksisiteye neden olur.

Antimetabolitler (6rnegin, metotreksat, 5-FU):
* DNA ve RNA sentezini engeller, hiicre donglistiinde S fazinda bloke eder.
* Kemik iligi hicrelerinde proliferasyon baskilanir.

* Topoizomeraz inhibitorleri (6rnegin, etoposid, doksorubisin):
* DNA’nin ¢6zulmesini ve replikasyonunu engeller, hematopoezi dogrudan etkiler.

Mitotik inhibitorler (6rnegin, vinkristin, paklitaksel):
e Mikrotlbul polimerizasyonunu engelleyerek hilicre boliinmesini bozar.



Hedef Tedaviler

Tirozin Kinaz inhibitorleri

* Hematopoietik progenitor hiicrelerde sinyal yolaklari Gizerinde baskilama etkisi olabilir.

Monoklonal Antikorlar (mAb’ler)
 Otoimmun aktiviasyon

CDK4/6 inhibitorleri
e Hiucre dongusu fazlarini hedef alarak hematopoietik kok hticrelerde proliferasyonu baskilar.

immunoterapi
e Otoimmun aktivasyon
 Sitokin firtinasi
e Kemik iligi baskilanmasi



Yuksek Riskli (= %20)

Acute Lymphoblastic Leukemia (ALL)

* Select ALL regimens as directed by treatment protocol

(NCCN Guidelines for ALL)

Bladder Cancer
* Dose-dense MVAC (methotrexate, vinblastine,
doxorubicin, cisplatin)’

Bone Cancer

* VAIA (vincristine, doxorubicin, ifosfamide, dactinomycin)?
* VDC-IE (vincristine, doxorubicin or dactinomycin, and
cyclophosghamide alternating with ifosfamide and

etoposide)

. Cisplatin;’doxorubic:in4

* VDC (cyclophosphamide, vincristine, doxorubicin or

dactinomycin)
» VIDE (vincristine, ifosfamide, doxorubicin or
dactinomyecin, etoposide)6

Breast Cancer
* Dose-dense AC followed by dose-dense paclitaxel
(doxorubicin, cyclophosphamide, paclitaxel)T’b

* TAC (docetaxel, doxorubicin, r.:yclophosphamide)8

* TC? (docetaxel, cyclophosphamide)
» TCH? (docetaxel, carboplatin, trastuzumab)10

Head and Neck Squamous Cell Carcinoma
* TPF (docetaxel, cisplatin, 5-fluorouracil)’!-1?

Hodgkin Lymphoma

* Brentuximab vedotin + AVD (doxorubicin,
vinblastine, dacarbazine)14

« Escalated BEACOPP® (bleomycin, etoposide,
doxorubicin, cyclophosphamide, vincristine,
procarbazine, prednisone)

* BrECADD (brentuximab vedotin, etoposide,
cyclophosphamide, doxorubicin, dacarbazine,
dexamethasone)1

Kidney Cancer
. Doxorubicinlgemcitabine17

Non-Hodgkin Lymphomas

* CHP (cyclophosphamide, doxorubicin,
prednisone) + brentuximab vedotin

» Dose-adjusted EPOCH? (etoposide, prednisone,
vincristine, cyclophosphamide, doxorubicin_)18

« ICE (ifosfamide, carboplatin, etoposide)219:20

* Dose-dense CHOP-142 (cyclophosphamide,
doxorubicin, vincristine, prednisone)21'22

* MINE? (mesna, ifosfamide, mitoxantrone,
etoposide)?®

* DHAP? (dexamethasone, cisplatin, cytarabine

*» ESHAP? (etoposide, methylprednisolone,
cisplatin, cytarabine)2°

* HyperCVAD? (cyclophosphamide, vincristine,
doxorubicin, dexamethasone)zs"h

* Pola-R-CHP (polatuzumab vedotin-piiq, rituximab,
cyclophosphamide, doxorubicin, prednisone)2

)24

Melanoma

e Dacarbazine-based combination with IL-
2, interferon alfa (dacarbazine, cisplatin,
vinblastine, IL-2, interferon alfa)29

Multiple Myeloma
* DT-PACE (dexamethasone,

thalidomide, cisplatin, doxorubicin,
cyclophosphamide, etoposide)30 e =
bortezomib (VTD-PACE)*!

Ovarian Cancer

* Topotecan®

« Docetaxel33

« Carboplatin/docetaxel 34

Soft Tissue Sarcoma

« MAID (mesnaé doxorubicin, ifosfamide,
dacarbazine)*®

« Doxorubicin®-36

* Ifosfamide/doxorubicin®

Small Cell Lung Cancer®
» Topotecan38

7

Testicular Cancer

* VelP (vinblastine, ifosfamide, cisplatin)3?

* VIP (etoposide, ifosfamide, cisplatin)

 TIP (paclitaxel, ifosfamide, c:is;platin)40
Disease Settings and Chemotherapy

Regimens with an Intermediate Risk for
Febrile Neutropenia, MGF-A (2 of 5)




Orta Riskli (%10 -20)

Occult Primary - Adenocarcinoma
« Gemcitabine/docetaxel43

Breast Cancer

» Docetaxel®

» AC (doxorubicin, cyclophosphamide)
+ sequentlal docetaxel (taxane portion
only) 246

« Paclitaxel every 21 days 247

» Sacituzumab govitecan- hZ|y

8,49

Cervical Cancer

« Cisplatin/topotecan %0:51
« Paclitaxel/cisplatin %0

» Topotecan 2

« Irinotecan %3

Colorectal Cancer
* FOLFIRINOX (quorouracll leucovorin,
oxaliplatin, irinotecan)"-54-56

Esophageal and Gastric Cancers
« Irinotecanicisplatin2°7

Non-Hodgkin Lymphomas

* GDP (gemcltablne dexamethasone, cisplatin/

carboplatin)2-58

* CHOP? (cyclophosphamlde doxorubicin,

vincristine, predmsone) 9,60 including
regimens W|th gegylated liposomal
doxorubicin %1

» Bendamustine?

Non-Small Cell Lung Cancer
« Cisplatin/paclitaxel

« Cisplati m'vmorelblne64

« Cisplatin/docetaxel 83

« Cisplatin/etoposide %°

. Carboplatlmfpaclltaxelal 9,67
« Docetaxel 55

Pancreatic Cancer
« FOLFIRINOXM (fluorouracil, leucovorin,
irinotecan, oxaliplatin)

Prostate Cancer
« Cabazitaxel"

Small Cell Lung Cancer®
» Etoposide/carboplatin 69

Testicular Cancer

lesticu'ar Gancer

* BEP® (bleomycin, etop05|de cisplatin)’%-72
 Etoposide/cisplatin 73

Uterine Sarcoma
« Docetaxel 74




Duisiik Riskli (< %10)
* Tek ajan tedaviler

* Immunoterapiler

e Hedef tedaviler



Yuksek Risk » G-CSF
. G-CSF

G-CSF
onerilmez




Febril Notropeni (FEN)

® Ates:

Oral veya aksiller tek sefer 38.3°C ve Ustl veya bir saat sireyle 38.0-
38.2°C

® Notropeni:

Notrofil dizeyi <500/mm3 veya 500-1000/mm3 olup, kemoterapiyi
takiben 48 saat icinde 500/mm3 altina diismesi beklenen durumlar.



1 out of 10 patients hospitalized for FN die?

Inpatient mortality

Breast cancer
(I‘l = 3,077)

Sarcoma
(n=1,119)
Testicular/bladder cancer
(l'l = 541)

Ovarian cancer
(n=1431)
Other

(ll = 11,24‘4)
Solid tumours
(n=22,142)
Multiple myeloma
(n = 2,025)
Colorectal cancer
(n=957)
Lymphoma

(l'l = 957)

Lung cancer
(n=3,339)
Leukaemia

(n= 8,871)
Multiple cancers
(l'l — 476)
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Komorbidite Mortalite Hastanede yatis

Hasta Sayisi e
Sayisi Suresi

@ Kalp yetmezligi: %23,9
@ Pulmoner emboli: %24,6

0 21386 (51.2) 2.6+0.2 9.2+0.1 @ Akciger hastaligi: %26,8
@ Karaciger hastaligi: %28,2
1 12 398 (29.7) 10.3+0.5 12.3+0.2 . .
@ Bobrek hastaligi: %30,2
2 5865 (14.0) 21.4+1.1 15.5 1.0 @ Damar hastaligi: %30,2
3 1772 (4.2) 38.6 +2.3 19.5+1.0

4 358 (0.9) 50.6 £5.2 220+1.9



FEBRIL NOTROPENI YONETIMI

Hastanin Degerlendirilmesi
)

Baslangi¢ testlerinin yapilmasi ve kultur
alinmasi

1

Risk belirlenmesi

Antibiyotik tedavisi

Hastanede veya ayaktan izlem karari

4

Ozel kosullarda tedavi, Tedavi izlemi,
Modifikasyonlar, Korunma




Vital Bulgular — Acil tedavi ihtiyaci

Basglangi¢ testlerinin yapilmasi ve kultiir

alinmasi Komorditeler

U

Risk belirlenmesi

Odak tarama — Detayli sistemik muayane

Sosyoekonomik diizeyin degerlendirilmesi

Antibiyotik tedavisi

Hastanede veya ayaktan izlem karari

g

[ Ozel kosullarda tedavi, Tedavi izlemi, }
Modifikasyonlar, Korunma




Hastanin Degerlendirilmesi

1l

Baslangi¢ testlerinin yapilmasi ve kultur
alinmasi

!

Risk belirlenmesi
||

Antibiyotik tedavisi

Hastanede veya ayaktan izlem karari

4

Ozel kosullarda tedavi, Tedavi izlemi,
Modifikasyonlar, Korunma




Hastanin Degerlendirilmesi
||

Baslangi¢ testlerinin yapilmasi ve kultur
alinmasi

Antibiyotik tedavisi

Hastanede veya ayaktan izlem karari

4

Ozel kosullarda tedavi, Tedavi izlemi,
Modifikasyonlar, Korunma




Notropenik Ates Skorlama Sistemi
(MASCC Kriterleri) (Multinational Association of Supportive Care in Cancer)

Asemptomatik 5
Febril nétropeniye bagl  Hafif sesmptom 5

semptomlarin yayginhg) ©'fa derecede semptom3
P ydyg 9 Agir derecede semptom veya olumciil 0

Hipotansiyon olmamasi (sistlik KB>90 mmHg)

KOAH yoklugu

Solid timor varligr veya hematolojik hastalik
varliginda fungal enfeksiyon gecirmemek

Ates baslangicinda hastane disinda olma

QOLUOEOe®O0




Dusuk — Yuksek Riskli Notropenik Hasta
Tanimi

Maksimum skor 26°dir.

Skorun>21 olmasi komorbidite ve komplikasyonlar agisindan dusuk riski belirler.

MASCC skoru >21....Mortalite %3
MASCC skoru <15... Mortalite %36

Dusuk riskli febril notropenik hastalarda ayaktan oral tedavi veya kisa sureli
hastane izleminde oral veya parenteral tedaviyi takiben hastane disi izlem

onerilir



Hastanin Degerlendirilmesi
||

Baslangig¢ testlerinin yapilmasi ve kultur
alinmasi

v

Risk belirlenmesi

Antibiyotik tedavisi

Hastanede veya ayaktan izlem karari

4

[ Ozel kosullarda tedavi, Tedavi izlemi, }
Modifikasyonlar, Korunma




Febril Notropenide

Yiiksek Risk Ozellikleri




G-CSF

* Filgrastim
* Giinde 5 mcg/kg dozunda uygulanir.

* Post-nadir mutlak notrofil sayisinin (ANC) laboratuvar standartlarina gére normal veya
normale yakin seviyelere toparlanmasina kadar strdaralur.

* 24-48 saat sonra veya miyelosupresif kemoterapinin tamamlanmasindan 3-4 giin sonrasina
kadar baslanabilir.

* Peg-Filgrastim
* 6 mg tek doz uygulanir.
* Kemoterapiden sonraki glin uygulanabilir
* Pegfilgrastim dozu ile bir sonraki kemoterapi dongusui arasinda en az 12 gilin olmalidir.



Study name

Statistics for each study

MH risk ratio and 95% CI

MH risk Z Lower Upper

ratio value limit limit P
Burton 0.936 -0.978 0.821 1.068 .328 —i—
Diehl 0.660 -2.157 0.452 0963 .031 =
Doorduijn 0.975 -0.333 0.838 1.134 .739 —=
Pan 1.385 0.397 0.277 6.913 .692 =
Pettengell 0.951 -0.274 0.665 1.360 .784 =
PfreundB1 0.717 -2.026 0520 0.989 .043 -
PfreundB2 0.845 -2.300 0.732 0975 .021 —l—
Verdonck 0.862 -1.277 0.687 1.083 .202 =
Zinzani 0.970 -0.144 0637 1476 .886 =
Pfreundschuh 0.995 -0.022 0.625 1.584 .983 »
Gisselbrecht 0.813 -1.085 0559 1.182 .278 =
Burnell 0.818 -1.204 0590 1.134 .228 =
Citron 0.828 -1.999 0.689 0.996 .046 —il—
Fumoleau 1.049 0218 0.684 1607 .828 =
Papaldo 0.938 -0.358 0.659 1.334 .720 s
Therasse 1.009 0095 0.834 1.222 925 —_—
Venturini 0.890 -0.957 0.701 1.130 .339 =
Veyret 1171 0630 0.717 1913 529 =
Fossa 0.849 -0.800 0.568 1.269 .424 o
Fleming1 1.027 0532 0932 1.131 595 — —
Fleming2 0.849 -2532 0.748 0964 .011 ——
Sternberg 0.868 -2.352 0.772 0.977 .019 —m—
Fukuoka 0.969 -0.565 0.868 1.082 .572 —-—
Gatzemeier 0.970 -0.651 0.884 1.064 515 —i—
Woll 0.807 -1.510 0610 1.066 .131 =
Discill 0.897 -4.765 0.857 0.938 <.001

| |

0.5

Favors G-CSF Favors Control




Yan Etkiler

Alerjik reaksiyonlar

O Cilt: dokuntd, drtiker (kurdesen),
ylz 6demi

¢ Solunum: hirilti, nefes darhgi

¢ Kardiyovaskiiler: hipotansiyon,
tasikardi, anafilaksi

e Bleomisin iceren rejimler: akciger
toksisitesi

e Dalak rupturii
o Akut solunum sikintisi sendromu

e Alveolar kanama ve hemoptizi ® Orak
hiicre krizleri (sadece orak hicre hastaligi
olan hastalarda)

 Miyelodisplastik sendrom (MDS) ve
akut myeloid l6semi (AML)

Nadir: vaskulit, Sweet sendromu
eimmiinojenisite

Kemik agrisi



CTCAE
grade 1

CTCAE
grade 2

CTCAE
grade 3/4

Hematological Adverse Events

Blood count testing should be complete always prior to starting treatment

Trombocytopenia

. Eliminate other causes
Observe asymptomatic cases

Severe neutropenia

. Supportive care:
Iron therapy
Blood transfusion if medically
appropriate (comorbidities)

Interrupt treatment until resolve
to grade 1

Reduce dose if postponed
administration 2 times

Monitor blood counts weekly until
recovery

Observe asymptomatic cases

Grade 4 neutropenia
(ANC<500/mm2) lasting >7 days
Grade 3 febrile neutropenia
(ANC<1000/mm3 and fever
>38.5°C)

Grade 3-4 neutropenia which has
delayed dosing by 2-3 weeks for
recovery to grade <1

o Supportive care

° Interrupt treatment

. Reduce dose

. Monitory blood counts weekly until
recovery

Interrupt treatment until resolve
to grade 1

Reduce dose by one level if grade
4

Monitor blood counts weekly until
recovery

* For afebrile neutropenia :

-Grade 3 interrupt treatment until resolve
to grade €2 then maintain dose

-Grade 4 :interrupt treatment until resolve
grade £2 then reduce dose by 1 dose level
-Monitor blood count weekly until recovery
* For febrile neutropenia :

-start antibiotic prophylaxis

-interrupt treatment

-Monitor blood count weekly until recovery
-Prophylaxis with G-CSF for patients with
prior neutropenic complications

-Reduce dose by one level after resolution
to Grade 2 or less

If any AE has not recovered to CTCAE grade 1 or better after 4 weeks, the patient should be referred to a Hematologist for further investigations and
discontinue treatment if there is a third occurrence of Grade 3 or 4 AEs

Hold treatment until grade 1
Assess weekly for grade 3 and
biweekly for grade 4
If delay >3 weeks , discontinue
Reduce dose
In case of ADC with recall is
recommended :
- Day 1 onset use daily G-CSF on day 4
and 5 or 4-6 (day 1 avoid use 24 hours
before or after ADCs infusion)
- Day 8 onset use pegylated G-CSF
(pegfilgrastim or biosimilar ) 24-48 hours
post infusion.




ANEMI

Grade 1: 10 g/dl — Alt limit degeri
Grade 2: 8-10 g/dI

Grade 3: <8 g/dl, trasnfuzyin ihtiyaci var
Grade 4: Hayati tehdit eden durum

Oncelikli olarak anemi etyolojisi belirlenmeli




Kanser iliskili Anemi L6 & Epcidin tretimine bagl

Tedavi iliskili anemi

* Kanama
* Hemoliz
vo * Beslenme eksikligi
Diger Nedenler > Besdier
* Renal Yetmezlik
* Demir Eksikligi
e RT







National

comprehensive NCCN Guidelines Version 1.2025 NCCNTigliSZI;n&s) r:;wednet:
ey Cancer Hematopoietic Growth Factors D oers

RISK ASSESSMENT AND INDICATIONS FOR INITIAL TRANSFUSION IN ACUTE SETTINGY

Asymptomatic without significant comorbidities® —> Observe ——— Periodic re-evaluation

High risk (ie, progressive decline in Hb with
recent intensive chemotherapy or radiation)
or

Asymptomatic with comorbidities™: >
» Cardiac disease

* Chronic pulmonary disease
» Cerebral vascular disease

Anemia in patients

Consider red blood cell (RBC) transfusion per AABB
with cancer

Guidelines9

Symptomatic (physiologic):

* Sustained tachycardia

* Tachypnea

* Chest pain

* Dyspnea on exertion » RBC transfusion per AABB Guidelines?

* Lightheadedness

* Syncope

» Severe fatigue preventing
work and usual activity'




Asemptomatik

Yiiksek Riskli

- KT ve RT sonucu progressif azalan
Asemptomatik — Komorbidite + Transflizyonu digtn
- Kardiyak Hastalik, SVO, KOAH

Semptomatik
-Surekli tasikardi
® Tasipne Transflizyon
e GOgUs agrisi
e Bas donmesi

e Senkop




CTCAE
grade

Hematological Adverse Events

Blood count testing should be complete always prior to starting treatment

Trombocytopenia

Neutropenia

. Eliminate other causes
o Observe asymptomatic cases

Severe neutropenia

Supportive care:
Iron therapy
Blood transfusion if medically
appropriate (comorbidities)

Interrupt treatment until resolve
to grade 1

Reduce dose if postponed
administration 2 times

Monitor blood counts weekly until
recovery

. Observe asymptomatic cases

. Grade 4 neutropenia
(ANC<500/mm2) lasting >7 days

. Grade 3 febrile neutropenia
(ANC<1000/mm3 and fever
>38.5°C)

. Grade 3-4 neutropenia which has
delayed dosing by 2-3 weeks for
recovery to grade <1

Supportive care

Interrupt treatment

Reduce dose

Monitory blood counts weekly until
recovery

Interrupt treatment until resolve
to grade 1

Reduce dose by one level if grade
4

Monitor blood counts weekly until
recovery

* For afebrile neutropenia :

-Grade 3 interrupt treatment until resolve
to grade €2 then maintain dose

-Grade 4 :interrupt treatment until resolve
grade £2 then reduce dose by 1 dose level
-Monitor blood count weekly until recovery
* For febrile neutropenia :

-start antibiotic prophylaxis

-interrupt treatment

-Monitor blood count weekly until recovery
-Prophylaxis with G-CSF for patients with
prior neutropenic complications

-Reduce dose by one level after resolution
to Grade 2 or less

. Hold treatment until grade 1

. Assess weekly for grade 3 and
biweekly for grade 4

. If delay >3 weeks , discontinue

. Reduce dose

. In case of ADC with recall is
recommended :

- Day 1 onset use daily G-CSF on day 4

and 5 or 4-6 (day 1 avoid use 24 hours

before or after ADCs infusion)

- Day 8 onset use pegylated G-CSF

(pegfilgrastim or biosimilar ) 24-48 hours

post infusion.

If any AE has not recovered to CTCAE grade 1 or better after 4 weeks, the patient should be referred to a Hematologist for further investigations and
discontinue treatment if there is a third occurrence of Grade 3 or 4 AEs




Trombositopeni

* Kemoterapi iligkili trombositopeni, et

trombosit sayisinin 100x10°%L’nin B s o
one Marrow
altinda olmasi olarak tanimlanur. %‘{
S Etoposiqg

e o Derece 1: 75x10%L ile 100x10%L ... |

arasinda /) HPC «———— Carboplatin
« o Derece 2: 50x10%L ile 75x10%L }

arasinda f)

MEP

« o Derece 3: 25x10%L ile 50x10%/L —

arasinda e

Megakaryocyte C h em Oth era py

e Derece 4: 25x10°%’nin altinda



Nile

Trombosit sayisi 10x10%Lnin altina diistiigiinde, spontan kanama riski artabilir.

50x10%L’nin altinda olan trombosit sayilarinda cerrahi /girisimsel islemlerde kanama riski
artar

Trombosit sayisi 100x10%L'nin altinda oldugunda, kemoterapi ve radyoterapi dikkatle
uygulanmali

Sonugc olarak kemoterapi veya radyoterapi doz yogunlugunun azaltilmasi (RDI), daha az
etkili tedavi rejimlerinin secilmesi veya tedavinin tamamen durdurulmasina neden olabilir



Platelet

Regimen Cancer Thrombocytopenia S
Grade 3 Grade 4

Ibritumomab tiuxetan2 NHL 87% (est) 13% 30%
Bortezomib® Myeloma' 28% 3%
Carboplatin® Various'#! 23%
Cisplatind Unknown primary4? 4%
Cisplatin/etoposide® SCLC4 4%
Cisplatin/etoposide! SCLC# 17% 6%
Cisplatin/tegafurs Gastric'*s 5% 3%
Gemcitabine" Pancreas’# 3.4% 1.7%
Gemcitabin' Pancreas'+” 3.7%
Gemcitabinei Pancreas'#® 12% 1%

Docetaxel« Breast'+® 1.9%

Docetaxel/doublet’ NSCLC'=0 7.5%
Temozolomide™ Glioblastoma'®! 11%
Gemcitabine/cisplatin® Unknown primary4? 37% 15%
Gemcitabine/cisplatin® NSCLC1=2 21.2%
Gemcitabine/cisplatine Pancreas'+” 2.1%
Gemcitabine/cisplatine NSCLC1s 4.5% 4.5%
Gemcitabine/oxaliplatin Pancreas’#® 10% 1%
Gemcitabine/carboplatins NSCLC™ 32% 24% 9%
Gemcitabine/carboplatint SCLC# 22%

Pemetrexate/cisplatinv NSCLG™ 41% 1.8%
Pemetrexate/carboplatin® NSCLC's4 13% 11% 3%
R-CHOP 21w NHL1ss 5%

R-CHOP 14~ NHL1s5 9%

ICEY NHL125 35% 23%
MAID: Sarcoma's¢ 52%
MAIDa=2 Sarcoma'®’ 34%
MAID-Intensives® Sarcoma's’ 79%
5FU/doxorubicin/cyclophosphamidac® Breast!s8 10%

FOLFOXad Colon'*® 3.4%

FOLFOX42 Colorectal'®® 2.0% 1.0%

FOLFIRI=! Colorectal'® 0.5% 0%
Lapatinib/capecitabine Breast'®! 0.2%
T-DM13h Breas'' 12.9%
T-DM1= Breast'®? 4.2% 8.3% 4%
T-DM18 Breast'®? 7.3% 1.8%
T-DM 13 Breast'® 5%

Palbociclib/fulvestrant? Breast'®® 1.7% 0.6%
Topotecan®™ SCLC'® 28.8% 9.8% 5.8%
Topotecan/cisplatin® SCLC™ 29% 9%
Cyclophosphamide/adriamycin/ SCLG e 4.9% 1.4% 1.9%

vincristine=
Oxaliplatin/tegafurap Gastric'*s 10% 3%
Capcitabine/oxaliplatinas Colorectal's” 9% 0%



Days with Bleeding of Grade 2 or Higher
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Trombositopeni Checklist

Trombositopeni yapabilecek altta yatan
neden var mi ?

e Kemik iligi metastazi ?

immun trombositopeni ? e Sekonder ITP?

Enfeksiyonlar ?

Tedavi son! suresi e KT/RT sonrasi genelllikle 7glin sonra dismeye baslar.



Trombositepeniye Yaklasim

Trombosit Transflizyonu
* Trombosit < 10.000
* Trombosit < 20000 (Ates veya kanama eslik ediyorsa)

Oprelvakin — rekombinant insan IL-11 - Gr 3-4
* Kardiyotoksisite !!!

Romiplostim

Eltrombopag

Avatrombopag

Trilaciclib



Ozet

* Baslica Notropeni, Anemi, Trombositopeni gorulmektedir

* KT disiolasi diger nedenler acisindan da dikkatli olmak gerekir

* KT sonrasi sitopeni gelisme zamani etyolojiyi belirlemede yardimci olabilir

* KT disiimmoterapi ve hedef tedavilerde de daha az sikliklada olsa farkli mekanszmalar araciligl ile hemtolojik yan etkiler gelisebilir.

* Uzun suresi sitopenilerde sekonder kemik iligi maliginteleri !!

* Grade 3-4 yan etkilerde tedavi gerekliyken, Grade 1-2 asemotomatik yan etkilerde copu zaman ek tedaviye gerek olmamaktadir.

* FEN hizli antibiyotik tedavisi baslanmasi, gerekli olgularda G-CSF; Semptomatik anemide ES tranflizyonu, Trombosit < 10000
(20000) trombosit transfuzyonu gereklidir.
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