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Abstract
Introduction Cancer disease inducing an acquired hyperco-
agulable state is a well-established feature. Venous throm-
boembolism (VTE) occurs in 4% to 20% of the patients and
is the second cause of mortality in cancer; VTE incidence is
four to six times higher in cancer patients compared to
other patients. In the last 10 years, important randomised

clinical trials have clearly demonstrated that long-term use
of daily subcutaneous low molecular weight heparin
(LMWH) is more efficient than Vitamin K antagonists to
treat VTE in cancer patients. First Italian, then American
and more recently French national guidelines recommend
the use of LMWH for 3 to 6 months for curative treatment
of VTE in cancer patients with a clearly high level (A) of
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evidence. Despite convincing data, many physicians have
not yet modified their clinical practice, doubting the
tolerability of such a long period of subcutaneous injec-
tions. In fact, LMWH long-term use appears well tolerated
and may also increase cancer patient survival.
Objectives The aim of this review is to present the scientific
rationale for long-term daily subcutaneous LMWH in cancer
patients, and to reinforce the favourable benefit/tolerance
tolerability ratio with this specific antithrombotic strategy.

Keywords Lowmolecular weight heparins . Venous
thromboembolism . Cancer . Quality of life . Survival

Introduction

Venous thromboembolism (VTE), as defined by the
presence of deep venous thrombosis (DVT) and/or pulmo-
nary embolism (PE), occurs in 4% to 20% of cancer
patients [49]. It is the second cause of mortality in these
patients with approximately one death out of seven
hospitalised cancer patients related to VTE [15]. The
overall incidence of VTE is four to six times higher in
cancer patients compared to the rest of the population [25].
The presence of cancer is an independent risk factor of
VTE [5, 25, 43] and the onset of VTE during the course of
active cancer also appears to be an independent prognostic
factor for survival [43, 66]. Considering patients with the
same type and degree of cancer extension, those with VTE
have reduced overall survival rates [66]. Under chronic
anticoagulant therapy, patients with active cancer are at a
higher risk of bleeding complications and thromboembolic
recurrences, which are both responsible for altered quality
of life and increased health care expenses. In addition,
cancer per se is an independent risk factor for bleeding
during heparin and vitamin K antagonists (VKA) [30, 58]
and the majority of treatment failures with VTE recurrences
occur during VKA therapy.

The care of established venous thromboembolism in cancer
patients has been dramatically changed over the last 10 years,
given the results of comparisons between classical anti-
coagulation protocols using low molecular weight heparin
(LMWH) and early VKA therapy [8] compared to the long-
term use of LMWH for 3 to 6 months. Indeed, three
important randomised clinical trials (CANTHANOX [50],
CLOT [39] and LITE [28]) have clearly demonstrated that
long-term use of LWMH is more efficient than VKA to treat
VTE in cancer patients. These results led to the establish-
ment of national guidelines in Italy [45], the US [44]
and, more recently, France (www.sor-cancer.fr). These
guidelines recommend the use of LMWH during 3 to 6
months for VTE treatment in cancer patients with a high
level of evidence (grade A, level I). Despite these convincing

data provided by the studies mentioned above, many prac-
titioners have not yet modified their clinical practice and/or
still have to doubt on the tolerability of daily subcutaneous
LMWH for 6 months; however, few people would question
the tolerability of subcutaneous insulin injections for treating
diabetes in a cancer patient. Long-term use of LMWH
appears to be well tolerated [53] in cancer patients and may
prolong survival [40]. The aim of this review is to present
the scientific rationale for long-term daily subcutaneous
LMWH in cancer patients and to address the tolerability and
consequences of this specific therapeutic approach.

Epidemiology

In the general population, cancer is associated with 16% to
20% of all VTEs [16, 41, 63]. In a large population-based
North American case-control study comparing two groups
of 625 patients with and without VTE, the risk of developing
VTE related to cancer was estimated at 19.6% [24] and the
risk of VTE was enhanced four to 6.5-fold in cancer cases
[25]. In this series, several factors such as surgery (odds ratio
[OR]=21.7), hospitalisation (OR=7.98), a central catheter
(OR=5.6) or chemotherapy (OR=6.53) were also associated
with an increased risk of DVT or PE [25]. The frequent
coexistence of these independent risk factors in cancer
patients contributes to the high rate of VTE. Similar figures
were reported in Europe with the MEGA study, another large
population-based case-control of VTE risk factors including
3,220 consecutive patients with a first thromboembolic
episode and 2,131 controls [9], where the overall risk of
VTE was increased sevenfold in patients with malignancy
(OR, 6.7; 95%[CI], 5.2–8.6). In France, analysis of 458 VTE
cases from the EPI-GETBO register in 2005 shows that 15%
of the VTE were related to a cancer [54].

In cancer patients, the main risk factor for VTE occurs
with surgery. In the @RISTOS study, 2.1% of the VTE
events—including 0.8% of lethal PE—were noted among
2,773 patients despite adapted VTE prophylaxis in 81% of
hospitalised patients and in 31% of ambulatory patients [1].
VTE risk varies depending on the type of surgery. Among
1,375 patients operated on for a gynaecological tumour, the
frequency of postoperative VTE was about 4% in the case
of major cancer surgery, 0.4% in case of minor cancer
surgery and only 0.3% in non-cancer surgery [48]. The rate
of VTE among 3,898 women with breast cancer surgery
was 0.16% [7].

In hospitalised cancer patients, VTE prevalence was
estimated at 2% among the 40,787,000 patients recruited in
the National Hospital Discharge Survey from 1979 to 1999
[67] and at 4.5% in the University Health System Consortium
data base collected between 1995 and 2003 [32]. These
figures illustrate that the observed rate of VTE in cancer
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patients rose by approximately 30% between 1995 and
2003 [32].

During chemotherapy, the rate of VTE is quite hetero-
geneous according to the studied populations and the drugs
used to treat the underlying cancer. It varied from 2.2% in a
prospective study including more than 4,000 patients [33]
to 7.3% (15/206) among patients presenting various types
of cancer [56] and 8.4% (15/179) in patients with germinal
tumors [72]. More recently, Khorana et al [33], using a
North American prospective observational cohort of 2,701
cancer outpatients, developed a simple model for predicting
chemotherapy-associated VTE risk using five baseline
clinical and laboratory variables: site of cancer (two points
for very high risk site, one point for high-risk site), platelet
count>350,000/mm3, haemoglobin<10 g/dl and or use of
erythropoietin, leucocyte count>11,000/mm3, and body
mass index (BMI)>35 (one point each). Patients at low
risk (score=0) had a VTE rate of 0.3% to 0.8%, at
intermediate risk (score=1 or 2) had a VTE rate of 1.8 to
2.2% and those at high risk (score>2) had a VTE rate of
6.7% over a median of 2.5 months [33]. Validity of this
scoring system in the European population, with lower BMI
values, will have to be evaluated.

Venous thromboembolism: an independent prognostic
factor of decreased overall survival in cancer patients

The presence of VTE has emerged as an independent risk
factor of reduced survival in cancer patients. Using multi-
variate analysis of various prognostic factors associated with
decreased survival in cancer patients, several studies have
found that cancer patients without VTE live longer than
those with VTE. Three different register studies have shown
significant differences in survival rates in cancer patients
with or without VTE. In the Medicare Claims registry data
with a large number of 211,944 cancer patients gathered
from 1988 to 1990, the overall survival rate was only 6% in
cancer patients with VTE compared to 58% in those without
[43]. In the Danish cancer registry, Sorensen et al. reported
a 1-year survival of 12% in 668 cancer patients with VTE
compared to 36% in 5,371 matched control patients with
comparable cancer stage but no thrombosis [66]. More
recently, analysis of the 235,149 cancer patients in the
Californian registry showed that VTE (hazard ratio [HR]=
1.3 to 14.4) was the second most important predictor of
death after metastasis extension (HR=1.8 to 49) [15].

Decreased survival rate in cancer patients with VTE has
been shown in various types of tumours, but its impact varies
according to the tumor extension and the timing of VTE
occurrence. Among 68,142 patients with colorectal cancer, the
risk of death was 1.2-fold higher in patients presenting VTE.
This difference was significant only in cases with extensive

local and regional disease, with respectively 1.8- and 1.5-fold
increased risk of death and was not found among metastatic
patients [4]. Among 12,835 ovarian cancer patients, the
survival rate at 1-year was 63% in those without VTE, 54%
in case of VTE diagnosed more than 4 months prior to
ovarian cancer diagnosis and 44% in patients with VTE
occurrence within the 4 months preceding cancer diagnosis
[69]. In patients operated for non-small-cell lung cancers, the
survival rate at 18 months was also higher in cases without
thrombosis (44% versus 18%) [47].

Treatment of established VTE in cancer patients

Unfractionated heparin (UH) or low molecular weight
heparins (LMWH) with early introduction of vitamin K
antagonist (VKA)

Three retrospective studies [12, 13, 17] and the control
arm of a randomised multicentre study [28] show that
unfractionated heparin (UFH) followed by long-term VKA
therapy is associated with an unacceptable rate of
recurrence (10% to 30%) and severe bleeding. As
observed in the general population, the use of LMWH to
start anticoagulation allowed significant progress in treat-
ing DVT and PE in cancer patients. In the absence of a
specific randomised trial in cancer patients to compare the
efficacy of LMWH to UFH in the initial treatment for
VTE, one may learn from the results reported by non-
specific meta-analyses in the general population, which
included 10 to 15% of cancer patients [19, 22, 27, 42, 51,
60, 61, 65]. All these studies favour the use of LMWH
compared to UFH in the initial treatment of VTE. In the
general population, the incidence of major bleeding events
and the rate of VTE recurrence was significantly reduced
(five of the eight meta-analyses) under early treatment by
LMWH compared with UFH. However, these meta-
analyses rarely present any subgroup analysis, therefore
limiting any conclusions for the cancer patients. Only, the
meta-analysis by Hettiarachi included an analysis of
efficacy for the subgroup of cancer patients, showing that
LMWH was associated with a decrease in the recurrence
rate of VTE [27]. A few other studies were specifically
designed in the cancer population, with one retrospective
[29] and four prospective studies [10, 57, 58, 70] plus the
respective control arms of three randomised multicentre
studies [18, 39, 50] using LMWH and early introduction
of VKA. All results reported in the “cancer” population
were similar with an increased risk of recurrence (2% to
16.9% according to the study) and of major bleeding
complications (2.7% to 16%) during VTE treatment by
LMWH with an early start of VKA. Therefore, other
therapeutic protocols were proposed.
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Prolonged use of LMWH for three to 6 months

The results of the long-term use of LMWH after initial
treatment by heparin were evaluated by one meta-analysis
[21] and four specific randomised trials in cancer patients
comparing LMWH during 3 to 6 months with LMWH plus
early introduction of VKA in the treatment of established
VTE [18, 27, 39, 50].

The CANTHANOX trial evaluated enoxaparin in one
daily sc injection of 150 UI/kg for 3 months in 67 patients
and compared it to LMWH with early introduction of
warfarin in 71 patients [50]. The main outcome in the
CANTHANOX trial was a combined criterion, aggregating
the recurrence and bleeding complications rates, for which
a trend (p=0.09) but no significant difference was shown
(21% in the VKA group compared to 10% in the LMWH
group) [50]. Nevertheless, the analysis of time passed to
event (recurrence of VTE or major bleeding) revealed a
statistically significant difference in favour of the long-term
use of enoxaparin (p=0.04). It is likely that the aggregated
outcome would have shown a significant difference in
favour of LMWH, but the trial was stopped prematurely
because the inclusion period was considered too long.

The CLOT trial evaluated dalteparin administered at
200 UI/Kg once a day during 1 month followed by 150 UI/kg
once a day for 5 months versus LMWH with early intro-
duction of warfarin in good performance cancer patients
(336 patients in each group) [39]. Confirmed diagnosis of
symptomatic VTE recurrence during the 6-month treatment
was statistically less frequent in cancer patients treated by
LMWH (8%) versus classical anticoagulation (16%) [39].
In a further pharmacoeconomic analysis of the CLOT study,
compliance was significantly better in the LMWH arm
(98%) than in the VKA arm (89%, p<0.001) [20].

The ONCENOX trial was an open randomised trial
with three arms, comparing two daily doses of 1.5 mg/kg
and 1 mg/kg of enoxaparin sc with warfarin for
6 months in 102 patients [18]. In this study, major aims
were to test feasibility and treatment compliance. Efficacy
was judged on the rate of VTE recurrence and symptomatic
extensions, which were identical under VKA and LMWH
(3.3%).

In the LITE trial, tinzaparin at its usual therapeutic dose
(175 UI/kg sc once a day) was compared to UFH with early
introduction of warfarin for 3 months with 100 patients in
each arm [28]. The main outcome was symptomatic VTE
recurrence as evaluated three and 12 months after starting
anticoagulation. After 3 months, recurrence rates were
identical (6% for long-term LMWH vs 10% for UHF plus
VKA); by 12 months, there was a significant difference
with a 7% recurrence rate in long-term LMWH vs 16% in
LMWH plus VKA. However, the control arm of the LITE
trial may be controversial since the association UFH with

early introduction of VKA is not the standard treatment for
DTV and was inferior to the association LMWH with early
introduction of VKA in the general population and in
cancer patients [19, 27, 42, 51, 60, 61, 65].

None of these four randomised trials showed a signifi-
cant statistical effect on the rate of bleeding complications
under long-term use of LMWH as compared to their
respective control arms.

These four trials were included in a meta-analysis
published in 2006 by Ferretti et al. on 2,907 patients from
11 randomised trials [21]. Analysis of the subgroup of
1,115 cancer patients showed a statistically significant
lower rate of VTE recurrence when using LMWH alone
for 3 to 6 months (RR=0.52; IC 95: 0.359–0.769). Hull et
al. published an update of Ferretti’s meta-analysis with all
the data from the LITE trial [28] confirming the benefit in
favour of long-term use of LMWH on the recurrence rate of
VTE (RR=0.5; IC95: 0.35–0.72). On the other hand, there
was no significant difference concerning the rate of
bleeding complications (RR=0.80; IC95: 0.61–1.05).

Therefore, data in the literature reported for cancer
patients in prospective randomised trials and the meta-
analyses were coherent. In comparison with LMWH plus
early VKA, long-term use of LMWH alone over 3 to 6
months in cancer patients with VTE is associated with a
statistically significant 50% decrease in recurrence, without
increase of major bleeding. These data finally led the
authors of the Italian (AIOM) [45], North American (ACPP
and ASCO) [11, 44] and French (FNCLCC, www.sor-
cancer.fr) guidelines to recommend the use of 3 to 6 months
of therapeutic dose sc LMWH for treating established VTE
in cancer patients.

The cost of long-term use of LMWH in cancer patients

The cost effectiveness of the long-term use of LMWH in
cancer patients has been studied in a Canadian post hoc
analysis of the CLOT study performed by Dranitsaris et al
[20]. When all the components were combined for the
entire population (n=676), patients in the dalteparin group
had a significantly higher cost overrun of $Can 2,159. Drug
acquisition contributed for 67% of the cost in the dalteparin
group (vs 13% in the control), while VTE treatment and
laboratory monitoring were the largest cost components in
the oral anticoagulants group. A cost-utility analysis was
then performed to estimate the incremental cost per quality-
of-life adjusted year (QALY) gained. Indeed a $Can 50,000
cost per QALY has been suggested as a threshold, at or
below, which new medical interventions should be consid-
ered by health care systems with an ‘acceptable’ economic
value [37]. When differences in treatment preferences and
health utilities were combined, the additional cost with
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dalteparin was associated well below the breakeven point
mentioned.

The same medico-economic analysis had been previous-
ly performed in the non-cancer population using six trials
comparing LMWH and long-term VKA [46]. The cost of a
year of life with maintained quality of life was estimated at
a cot of $6,583 per QALY based on the cost in Italy and
$28,231 per QALY based on the costs in the United States.
This figure is higher than noted in the cancer population by
Dranitsakis [20]. However, LMWH appeared as a cost-
effective drug for secondary prophylaxis of VTE, especially
in patients at high risk of recurrence and in countries where
the drug’s cost is lower.

Enhanced survival of cancer patients treated by long-term
use of LMWH?

The experimental effects of LMWH on cancer progression
have been previously reviewed [68] with several targets,
including inhibition of coagulation, interaction with selec-
tins, inhibition of heparanases and facilitation of apoptosis.
The inhibiting effects of LMWH on metastatic tumor cells
partly depend on previous activation of the coagulation by
the tumor cell bound tissue factor and on the presence of
fibrinogen as an important part of tissue stroma. Indeed,
LMWH can inhibit the expression of L-selectin and P-
selectin on platelets and endothelial cells, which facilitate
the binding of glycoproteins in the plasma membrane of
cancer cells and to the endothemium and platelets. LMWH
do also inhibit the heparanase, which elevated levels in
tumors have been shown to correlate with a more advanced
cancer stage and a higher likelihood of metastasis. In
addition, uptake of LMWH by the cancer cells could lead to
enhanced apoptosis via interfering with a transcription
factor and caspase activation [68].

Low molecular weight heparin may prolong survival in
certain tumor types, apart from their effect on VTE. In a
meta-analysis including 3,581 patients treated for VTE with
LMWH or UFH followed by VKA relay, the 3-month
mortality rate observed in the subgroup of 629 cancer
patients was 15% in patients first treated by LMWH
compared to 22% with UFH (odds ratio 0.61; confidence
interval at 95% 0.40–0.93) [26]. To develop strategies
potentially associated with a better life expectancy, recent
studies have addressed the role of LMWH in cancer patient
survival.

The FAMOUS and MALT studies aimed to assess the
potential benefit of the prophylactic use of LMWH on
survival with cancer but without VTE [31, 34]. One
hundred ninety patients with various types of solid tumor
at different stages were randomised in a group receiving
dalteparin 5,000 UI daily sc for 1 year and 184 in the
placebo group [31]. For all patients, survival at 1, 2 and 3

years did not differ (46%, 27% and 21% in the dalteparin
group vs 41%, 18% and 12% in the placebo group). In
patients with good prognosis (survival>17 months), sur-
vival was improved at 2 and 3 years in the dalteparin group
(78% vs 55% and 63% vs 36%). The MALT study [34]
compared 148 patients treated with nadroparin (9,500 anti
XA U/ml) versus 154 patients receiving placebo for 6
weeks. The median survival was higher with nadroparin (8
vs 6.6 months, p=0.02) and the difference was more
pronounced (p<0.01) in patients with a life expectancy of
more than 6 months at inclusion (15.4 vs 9.4 months).

In patients with localised cancer treated for VTE, an
increased survival rate was also found with the long-term
use of LMWH using an a posteriori analysis of the CLOT
trial [40]: life expectancy was higher at 1 year in the long-
term LMWH arm (80%) compared to LMWH with early
introduction of VKA (64%). In an open randomised trial,
dalteparin at 5,000 UI daily for 18 weeks together with
chemotherapy in small-cell lung cancer patients without
VTE was associated with a significant improvement in the
mean survival (13 months with dalteparin vs 8 months in
the control group (n=42 in each group) [6]. In another
controlled study performed on 138 cancer patients of
various types to compare dalteparin, 5,000 UI sc daily vs
placebo, no difference in mean survival was demonstrated
(7.3 with dalteparin and 6.2 months with placebo, 70
patients in each group) [64]. The trial was stopped early for
slow recruitment, which might explain the absence of
significant difference in survival.

A systematic review with meta-analysis of these four
randomised trials specifically evaluating the impact of
LMWH on the survival of cancer patients without VTE
has been performed [38]. In this review, LMWH appeared
to improve the overall survival in cancer patients, (HR=
0.83, 95% CI 0.70–0.99; P=0.03), even in those with
advanced disease (HR=0.86, 95% CI 0.74–0.99; P=0.04).
However, sensitivity analyses, according to tumor type,
were not conducted, because of a lack of information.

Another meta-analysis included 11 studies with cancer
patients without VTE treated with anticoagulant [35]. The
relative risk for mortality was 0.877 (95% CI, 0.789–0.975;
P=.015) for LMWH, compared with a relative risk of 0.942
(95% CI, 0.854–1.040; P=.239) for warfarin, resulting in
an absolute risk difference (ARD) of 8% for LMWH. This
meta-analysis suggested that improved survival with anti-
coagulation may depend on tumor type. A third meta-
analysis included five randomised controlled trials (RCTs)
comparing UFH or LMWH to no intervention or placebo in
cancer patients without clinical evidence of VTE [2].
Overall, heparin therapy was associated with a statistically
and clinically significant survival benefit (HR=0.77; 95%
CI 0.65 to 0.91). In the subgroup analysis, patients with
limited small cell lung cancer clearly experienced a survival
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benefit (HR=0.56; 95% CI 0.38 to 0.83). The survival
benefit was not statistically significant for either patients
with extensive small cell lung cancer (HR=0.80; 95% CI
0.60 to 1.06) or patients with advanced cancer (HR=0.84;
95%: 0.68 to 1.03). Many ongoing clinical studies at the
European and North American levels will help to better
elucidate the respective type of cancer patients who may
benefit from LMWH and at which dosages, according to
their specific VTE risks factors and cancer type and staging.

Tolerance of long-term use of LMWH in cancer patients
(Table 1)

The major feared adverse effect keeping clinicians from
prescribing daily subcutaneous injections of LMWH long
term is the presumed intolerance and low acceptance by
cancer patients. Indeed, many oncologists still do not
prescribe LMWH for 3 or 6 months, fearing to impose
additional constraint on their patients and, in consequence,
to decrease their patients' quality of life.

Bleeding complications common to any type of antico-
agulant treatment are identical in cancer patients with
LMWH or VKA [28, 39, 50]. Theoretically, potential
complications related to LMWH include heparin-induced
thrombocytopenia, allergic reactions, pain and bruising
linked to the subcutaneous injection and the risk of
fractures due to induced osteoporosis.

In cancer patients, the various prospective studies did not
report any cases of heparin-induced thrombocytopenia
(HIT). The incidence of thrombopenia was identical with
the long-term use of LMWH and VKA as assessed in the
LITE [28], the CANTHANOX [50] and in the Sideras [64]
studies. A retrospective study of patients treated with UFH
found 55 episodes of HIT, including 11 in the cancer

patients, but did not allow for an estimation of the
prevalence of HIT in cancer patients [55]. From two
prospectively evaluated groups of 598 patients treated with
UFH and 1,754 patients under LMWH, extrapolation of the
data estimated a HIT frequency of 1.5% (5/335) in the
subgroup of cancer patients [59]. In the absence of specific
studies and with a total of 16 HIT episodes reported
(including five patients on LMWH), it was impossible to
draw a firm conclusion on the real frequency of HIT in
cancer patients. Nevertheless, it seems well established that
thrombopenia is predominantly related to simultaneous use
of chemotherapy and to bone marrow infiltration than
heparin per se. In addition, thrombopenia related to heparin
is less frequent with LMWH than with UFH [71]. Lastly,
during prolonged use of LMWH, HIT is generally observed
within the first month of treatment and infrequent thereafter.

Similarly, the risk of bone fractures was not increased
with LMWH (no case in either arms in the CANTHANOX
study [50], 5% with VKA and 3% with long-term LMWH
in the LITE study [28] and appeared preferentially related
to cancer than to LMWH. Allergic reactions were only
documented in the MALT study and did not differ between
the prophylactic use of LMWH and placebo [34].

Pain and skin hematoma at the injection sites are
common adverse side effects in daily practise, which may
occur in 30 to 90% of subjects with sc administration [23].
However, these side effects have not been evaluated in
randomised trials. They were only mentioned by Sideras,
who reported a significant difference between the placebo
(19%) and the LMWH group (50%) [64]. These side effects
can be the source of discomfort for patients with prolonged
treatment and could limit the number of available injection
sites. Nonetheless, they can be reduced by a change in
subcutaneous injection techniques of LMWH. In a series of
subjects with chronic obstructive pulmonary disease, a

Table 1 Adverse side effects of long-term use of LMWH in cancer patients

Study N = Treatment Thrombopenia (%) HIT (%) Bruising (%) Allergy (%) Fracture (%)

CANTHANOX [50] 71 VKA 24 0 – – 0
67 LMWH 32 0 – – 0

CLOT [39] 336 VKA – – – – –
336 LMWH – – – – –

LITE [28] 100 VKA 4 – – – 5
100 LMWH 6 – – – 3

ONCENOX [18] 34 VKA 14 0 – – –
68 LMWH 3 0 – – –

MALT [34] 154 Placebo – 0 – 1 –
148 LMWH – 0 – 0 –

FAMOUS [31] 184 Placebo – – – – –
190 LMWH – – – – –

SIDERAS [64] 70 Placebo 2 – 19 – –
68 LMWH 5 – 50 – –
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prolonged 30-s injection or a 10-s wait before pulling the
needle compared to an injection performed within 10 s
allowed to observe less frequent (61% or 64% vs 89%) and
less pronounced indurations (55 mm and 35 mm vs 110 mm)
[3]. In two studies performed among 34 patients with stroke
[14] and 50 hospitalised medical patients [73], an injection
of LMWH performed over 30 s compared to 10 s reduced
the pain (10 and 14 vs 23 and 21 on the Visual Analogic
Scale) and the incidence of bruising (30% and 42% vs 53%
and 54%).

A lot of data on the influence of the needle size exists
too, but results are non-conclusive. Ice application after
injecting the LMWH does not reduce the frequency and the
size of skin induration [36, 62], although if it may have an
analgesic effect.

Overall, the long-term use of LMWH to treat VTE is
well accepted in cancer patients and their use does not
appear more detrimental than daily subcutaneous injections
for other life-long therapies, such as diabetes treatment.
Two studies in palliative care performed by Noble reported
the results of semi-directive 30-min interviews with cancer
patients treated with long-term LMWH [52, 53]. In the
first study, 37 out of 40 indications for the use of LMWH
were secondary to the impossibility to adequately maintain
oral anticoagulation with VKA, i.e. the impossibility to
achieve therapeutic ranges of INR, VTE recurrence under
VKA or the impossibility to achieve oral absorption of
VKA [52]. LMWH were well accepted and were even
acknowledged to have a positive impact on the quality of
life of patients. Constraints under LMWH were considered
insignificant as compared with those occurring under
chemotherapy or radiotherapy. Most patients, who were
once treated by VKA, preferred LMWH, which allowed far
less biological surveillance and therapeutic adaptation [52].
LMWH were also preferred to compression stockings,
which patients found too difficult to wear [53]. This finding
was not limited to palliative care patients and analysis of
the CLOT study also showed improved quality of life in
patients treated by LMWH (score of 0.66 for LMWH and
3.4 for VKA) [20].

Conclusion

Analysis of data available in the literature shows that low
weight molecular heparins are the gold standard therapy for
VTE in cancer patients. They are more efficient than VKA
in preventing recurrence without increased bleeding risk in
comparison. The higher costs of LMWH appear acceptable
in consideration of the gain in quality of life. Among
classical complications that may occur with LMWH,
allergies, fractures and HIT were not more frequent
compared to VKA and were linked to the cancer and other

treatments. Skin indurations at injection sites can be
minimised by changing the injection techniques. Long-term
LMWH was equally or even better tolerated than VKA
even in palliative care situations. The potential longer
term benefit with increased survival in cancer patients
treated by LMWH will have to be confirmed by ongoing
prospective trials.
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