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Abstract

Background: The Cancer-VTE Registry evaluates the occurrence and management of venous
thromboembolism in Japanese participants with major solid tumors. Using Registry data, we
evaluated the frequency of concurrent venous thromboembolism in cancer patients prior to
treatment initiation by cancer type.

Methods: The Cancer-VTE Registry is an ongoing (March 2017-September 2020) prospective
cohort study using a nationwide, multicentre clinical registry. Participants aged >20 years with
colorectal, lung, stomach, pancreatic, breast or gynecologic cancer, confirmed staging, >6 months
life expectancy post-registration and who had undergone venous thromboembolism screening
were managed with routine clinical care. Venous thromboembolism frequency at registration was
evaluated.

Results: Of 9735 participants, 571 (5.9%) had venous thromboembolism at baseline, including
asymptomatic [5.5% (n = 540)] and symptomatic venous thromboembolism [0.3% (n = 31)]. Most
participants with venous thromboembolism (n = 506, 5.2%) had deep vein thrombosis only; 65
(0.7%) had pulmonary embolism with/without deep vein thrombosis. The prevalence of distal and
proximal deep vein thrombosis was 4.8% (n = 466) and 0.9% (n = 83), respectively. The highest
prevalence of venous thromboembolism was for pancreatic cancer (8.5%) and the lowest for breast
cancer (2.0%). Venous thromboembolism prevalence increased as cancer stage advanced.
Conclusions: Although there was a marked difference in venous thromboembolism by cancer type,
the data suggest that cancer stage is an important risk factor for venous thromboembolism. Thus,
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metastasis seems a critical risk factor for venous thromboembolism. This is the first demonstration
of venous thromboembolism prevalence and risk factors in Japanese cancer patients prior to

treatment.
Trial registration: UMIN000024942.
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Introduction

Venous thromboembolism (VIE) comprises pulmonary embolism
(PE) and deep vein thrombosis (DVT). VTE is associated with a
considerable disease burden, including long-term complications and
significant morbidity (1-3). Notably, among patients with cancer, the
risk of VTE is estimated to be four- to seven-fold that of the general
population (4-6). Furthermore, in cancer patients, VTE is associated
with worse prognosis (7-10) and increased medical costs (11,12).
Among 4466 cancer patients in the United States, VTE was observed
to be the second most common cause of death (8).

There are several pathways that can result in an increased risk of
VTE in cancer patients (13), including increased blood coagulability
resulting from the release of inflammatory cytokines from cancer
cells (14-16). The risk of developing VTE during cancer treatment
may depend on patient-related (including age, body mass index, per-
formance status, smoking and concomitant medical comorbidities),
tumor-related (cancer type and stage) and treatment-related factors
(such as surgery, use of chemotherapy, hormone therapy or immune-
checkpoint inhibitor and placement of a venous catheter) (17,18).
Although the association between cancer and VTE is well recognized,
information on Japanese or Asian patients with cancer and VTE is
currently scarce. No data from large-scale, reliable and prospective
studies evaluating the frequency (prevalence and/or incidence) of
VTE and treatment status have been reported in this population.
Thus, the relative VTE frequencies according to different types of
cancer and risk factors are not yet understood.

The Cancer-VTE Registry aimed to determine the prevalence
of VTE at treatment initiation and the cumulative incidence of
VTE after 1 year in patients according to cancer type (colorectal,
lung, stomach, pancreatic, breast or gynecologic), to investigate risk
factors associated with VIE manifestation and to clarify the current
treatment landscape of VTE in cancer patients, as well as survival
status. The study is ongoing. Here, we address the first of these
objectives by evaluating baseline data and the prevalence of VTE
prior to treatment initiation in participants enrolled in the Cancer-
VTE Registry.

Patients and methods

Study design

The full details of the Cancer-VTE Registry design have been reported
previously (19). In brief, this is a prospective cohort study based on
a nationwide, multicentre clinical registry (Supplementary Fig. S1).

As far as possible, all eligible patients were consecutively regis-
tered. Registered patients were managed with routine clinical care,
and no interventions were specified.

The study was initiated in March 2017 and will be completed
in September 2020. Enrollment ended in January 2019, and the
data discussed herein are derived from the baseline demographic and
clinicopathologic information submitted at registration. For gyneco-
logic cancers, participants were separately enrolled in an investigator-

initiated study with an intervention; the data from that study were
added to those of the main registry in an integrated analysis. The
data cut-off for this analysis was 9 August 2019 for colorectal,
lung, stomach, pancreatic and breast cancers and 30 May 2019 for
gynecologic cancers.

Ethics

The study was conducted according to the Ethical Guidelines for
Medical and Health Research Involving Human Subjects and the
ethical principles originating from the Declaration of Helsinki. The
protocol, amendments and participant consent forms were approved
by the institutional review board/independent ethics committee at
each site prior to study commencement. All participants provided
written informed consent at the time of registration. All participant
information has been anonymized to ensure privacy.

Participants

Enrollment details for the Cancer-VTE Registry have been published
(19). All patients were registered before initiating planned cancer
treatment (including chemotherapy, radiation therapy or surgery).
Eligibility criteria included age >20 years and a diagnosis of col-
orectal, lung, stomach, pancreatic, breast or gynecologic cancer (com-
prising endometrial, cervical, ovarian, fallopian tube, and peritoneal
tumors). Patients with recurrent cancer (defined as patients for
whom all planned cancer treatments had been completed and who
had at least 6 months of stable disease before disease progression
was detected), who had previously received treatment (including
chemotherapy, radiation therapy or surgery) for the primary cancer,
were also eligible for registration; cases of recurrence were han-
dled as stage IV cases. Confirmation of stage II-IV cancer with
planned initiation of cancer therapy was necessary for participation
(stages I-IV for gynecological cancers and stages IB-IV for lung
cancer).

Participants could be outpatients or hospitalized, with an Eastern
Cooperative Oncology Group Performance Status (ECOG PS) of 0,
1 or 2 (for pancreatic cancer, a PS of 0 or 1 only was permitted),
with a life expectancy of >6 months after registration and had
undergone VTE screening [lower extremity venous ultrasonography
or computed tomography (CT) angiography] in the 2 months prior
to registration. Venous ultrasonography of the lower extremity was
standardized with the aid of the Japan Society of Ultrasonics in
Medicine guidelines (20). However, VTE screening was not required
if patients had a D-dimer concentration of <1.2 pg/ml after cancer
diagnosis (regarded as non-VTE) (21). When PE was suspected due
to subjective or other findings, its presence or absence was confirmed
by conducting diagnostic imaging tests (such as contrast CT) at the
physician’s discretion.

Patients with active double cancer were excluded, although multi-
ple intramucosal cancers in one organ could be registered. There were
no other specific exclusion criteria, although the investigator could
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Figure 1. Participant flow.

2Includes endometrial, cervical, ovarian, fallopian tube and peritoneal cancers.

PNo data available.

exclude patients if their participation was considered inappropriate
owing to compliance or safety reasons.

Endpoints
The overall outcome measures for the study have been defined
previously (19).

This article will present data derived from baseline participant
registration information, including baseline demographic and clinical
characteristics and an assessment of the prevalence of VTE [including
symptomatic/incidental PE, and symptomatic/asymptomatic DVT
(proximal and distal)] among participants with six different cancer
types.

The definitions of PE and DVT have been described (19); details
are also provided in Supplementary Table S1.

Statistical analyses

The planned sample size, which was based on estimated cancer
incidences among the Japanese population (22), included a total of
10 000 participants (colorectal cancer: 2500; lung cancer: 2500;
stomach cancer: 2000; pancreatic cancer: 1000; breast cancer: 1000;
and gynecologic cancers: 1000). Baseline demographic and clinico-
pathologic characteristics were reported using descriptive statistics
(frequency, mean and standard deviation). All analyses (including
data access, extraction and management) were performed using SAS
software version 9.4 (SAS Institute Inc., Cary, NC, USA) by an
external company (Mediscience Planning Inc., Tokyo, Japan).

Excluded n =467
Double registration n =58
Exclusion criteria violation n =400
Consent withdrawal® n=9

Results

Participants

Between March 2017 and February 2019, 10 202 participants were
registered at 162 sites in Japan, achieving both the overall target
of 10 000 participants and the targets for each cancer type. At the
time of registration, before the start of cancer treatment, VTE was
confirmed by imaging examinations, and the VTE status at baseline
was clarified. Herein, we report the results based on confirmed
baseline data, which included a total of 9735 participants. The study
flow is shown in Fig. 1.

Baseline demographic and clinical characteristics are shown in
Table 1. The proportion of males was 51.4%, the mean age was
66.7 years and the mean body mass index was 22.6 kg/m?. Most
participants (95.5%) had a primary cancer, while just 4.5% had
cancer recurrence. The ECOG PS was 0 in 74.3% of participants.
Regarding cancer stage, 35.2% had stage II, 29.8% had stage III
and 24.0% had stage IV cancer. Around half of the participants
had lymph node metastasis (54.5%), but only a quarter (23.0%)
had distant metastasis. The most frequently observed complications
were hypertension (39.0%) and diabetes (18.9%), and 18.9% had a
history of organ resection.

Baseline prevalence of VTE

The baseline prevalence of VTE is shown in Table 2. Overall,
571/9735 (5.9%) participants were found to have VTE at baseline.
Most participants (7 = 506, 5.2%) had DVT alone, and 65 (0.7%)
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Table 1. Baseline clinical characteristics

Characteristic Baseline analysis set
N =973§
Sex, male 5001 (51.4)
Age, years, mean (SD) 66.7 (11.9)
>6S5 years 6246 (64.2)
Weight, kg, mean (SD) 58.1 (12.0)
BMI, kg/m?, mean (SD) 22.6 (3.9)
Cancer occurrence
Primary 9300 (95.5)
Recurrence 435 (4.5)
ECOG PS
0 7235 (74.3)
1 2164 (22.2)
2 336 (3.5)
Cancer stage
r 615 (6.3)
IBP 460 (4.7)
II 3425 (35.2)
I 2902 (29.8)
v 2333 (24.0)
Presence of lymph node metastasis 5309 (54.5)
Presence of distant metastasis 2238 (23.0)
Complications/comorbidities
Hypertension 3800 (39.0)
Diabetes 1837 (18.9)
Ischemic heart disease 459 (4.7)
Atrial fibrillation 319 (3.3)
Liver dysfunction 280 (2.9)
Peptic ulcer 281 (2.9)
Heart failure 42 (0.4)
VTE risk factors
Surgery 391 (4.0)
General anesthesia 340 (3.5)
Central vein port placement 211 (2.2)
Steroid use 184 (1.9)
Central venous catheterization 154 (1.6)
Bed rest for 4 days or more 118 (1.2)
Current smoker 1308 (13.4)
Medical history
Organ resection 1844 (18.9)
Cerebral infarction 397 (4.1)
Gastrointestinal bleeding 175 (1.8)
Intracranial hemorrhage 121 (1.2)
VTE 80 (0.8)
TIA 49 (0.5)
Myocardial infarction 11 (0.1)

Data are shown as 7 (%) unless otherwise stated. SD, standard devia-
tion; BMI, body mass index; ECOG PS, Eastern Cooperative Oncology
Group performance status; VTE, venous thromboembolism; TIA, transient
ischemic attack.

2Gynecologic cancers only.

bLung cancer only.

had PE with or without DVT. The prevalence of asymptomatic and
symptomatic VTE was 540 (5.5%) and 31 (0.3%), respectively. Of
the 549 participants with DVT, 466 (4.8%) had distal and 83 (0.9%)
had proximal DVT.

Analysis of VTE prevalence by cancer type and stage

Figure 2A and B shows the VTE prevalence by cancer type and stage.
The numbers of patients with PE (with or without DVT) and DVT

Table 2. Summary of VTE

Baseline analysis set

N =9735
VTE prevalence
All VTE 571 (5.9)
PE with/without DVT 65 (0.7)
DVT only 506 (5.2)
Type of VTE
Symptomatic 31(0.3)
Asymptomatic 540 (5.5)
Site of DVT
Proximal 83 (0.9)
Distal 466 (4.8)

Data are shown as 7 (%). PE, pulmonary embolism; DVT, deep vein
thrombosis.

and those with symptomatic or asymptomatic VTE are also described
in Supplementary Table S2. The highest VTE prevalence was found
in pancreatic cancer (8.5%) and the lowest in breast cancer (2.0%);
the prevalence in other types of cancer was similar (5.1-6.9%).
VTE prevalence appeared to increase as the cancer stage increased,
reaching a level of 11.2% at stage IV.

Further, the prevalence of VTE increased rapidly for patients
with advanced stomach cancer, lung cancer and pancreatic cancer
(i.e. stage III or higher stages) (Fig. 3). The prevalence of VTE with
confidence intervals by cancer type and stage is also shown in Fig. 3.

The regression coefficients and odds ratios of the logistic regres-
sion model obtained as a result of variable selection are shown in
Supplementary Table S3.It was confirmed that female sex and higher
age were independent risk factors, in addition to the combination
of cancer type and stage. Applying variable selection (backward
elimination) to assess the influence of other background factors on
VTE and using the Akaike Information Criterion (AIC), sex, age,
metastasis, history of VTE, bed rest for >4 days and D-dimer level
were confirmed to be independent risk factors. The C-index was
0.898. The Hosmer-Lemeshow test, which was 5.81 (8 degrees of
freedom; P = 0.67), indicated a good fit.

Discussion

It has long been recognized that cancer patients have a high fre-
quency (prevalence and/or incidence) of VTE, resulting in worse
prognosis and high morbidity levels (7-10). However, data on the
frequency and risk factors for VTE in Japanese cancer patients are
currently lacking. The Cancer-VTE Registry was initiated to evaluate
the frequency and management of VTE in Japanese participants
with a range of solid tumors (19). The baseline data from this
registry, which included 9735 participants with six cancer types,
indicated that the prevalence of VTE prior to the initiation of cancer
treatment was 5.9% overall. Notably, most of the cases of VTE
detected at baseline were peripheral DVT; the clinical impact of
DVT in these patients will be revealed after follow-up. Moreover,
the frequency of VTE observed in this analysis should be interpreted
and compared with caution. To put this number into the context
of previous research, it is necessary to consider several possible
variables, including whether the frequency was calculated during
VTE screening, how the flow of VTE diagnosis was applied and
the differences in background characteristics of the target patients
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Figure 2. VTE prevalence by (A) cancer type and (B) cancer stage.
2Gynecologic cancer only.
bLung cancer only. VTE, venous thromboembolism.

before treatment. Asymptomatic VTE with a D-dimer <1.2 pg/ml
may be underestimated, and asymptomatic PE without thrombosis
in the lower leg may not be detectable.

The prevalence of VTE varied considerably according to the type
of cancer, with the highest rates of VTE observed in pancreatic cancer,
followed by stomach, colorectal, gynecologic and lung cancers. When
the cancer stage was considered, VTE prevalence was found to
increase with stage. It was also observed that the prevalence of VTE

increased sharply in patients with stage IV stomach cancer, lung
cancer and pancreatic cancer. These results are in line with data from
analyses in cancer patients of other ethnicities, in which the frequency
of VTE was also found to be highest in pancreatic cancer (23-26)
and in tumors at a higher stage (23,25,27). Furthermore, the analysis
results of risk factors affecting VTE prevalence showed that cancer
stage was the dominant factor, rather than cancer type. The preva-
lence of VTE in gynecological cancers seemed different when viewed
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Figure 3. VTE prevalence by cancer type and stage.
2Gynecologic cancers only.

L ung cancer only. Data in the table show the exact probability based on binomial distribution. Cl, confidence interval.

only by cancer type (Fig. 2A) and by cancer stage (Fig. 3). In fact, the
prevalence of VTE among patients with gynecological cancer was the
highest at every stage compared with other cancer types. There was
a large proportion of stage I gynecologic cancers in this study, which
may explain these findings. Other reasons may be that gynecologic
cancers often present peritoneal metastasis, and tumors tend to be
large in size (28). Thus, from the present results, it can be inferred that
metastasis (i.e. advanced cancer stage) is a critical risk factor of VTE.
The high prevalence of VTE in patients with pancreatic cancer may
be attributable to the fact that this cancer type is commonly detected
at advanced stages. In addition, mucin expression during pancreatic
cancer progression may be associated, in part, with higher VTE risk
(29).

The major strength of this study is the large number of patients
included from real-world clinical practice, which allows the data
to be extrapolated across the spectrum of Japanese cancer patients.
This study has several limitations. First, only six cancer types were
examined in this registry, and there are notable differences in baseline
VTE risk between these six cancers; thus, further studies will be
needed to expand the evidence-base and provide risk predictions
for other cancer types. Second, because the registry was conducted
within usual clinical practice, VTE screening was not carried out
for all patients, and the screening methods used for PE were not
pre-specified compared with those used for DVT. In accordance
with local insurance regulations, the 5569 patients with D-dimer
<1.2 pg/ml were not routinely screened for VTE; however, 694 of
these patients underwent lower extremity venous ultrasonography or

CT angiography. Of these, 33 participants were diagnosed with DVT.
The prevalence of concurrent VTE in cancer patients may, therefore,
be higher than the 5.9% recorded in this study.

As cancer progresses, patients undergo treatment, and follow-
up is necessary. Herein, we report the prevalence of VTE prior
to the initiation of cancer treatment, and subsequent publications
will provide details of the course of the incidence of VTE during
cancer treatment, information on VTE treatment and other cancer
therapies (i.e. chemotherapy, radiotherapy and surgery) and overall
survival rates. Moreover, in the future, we will examine patient back-
ground characteristics and analyze potential risk factors to further
expand our understanding of VIE occurrence in cancer patients.
It is expected that these data can be used to create a VTE risk
score by examining the relationship between the frequency of VTE
and potential VTE risk factors in cancer patients, thereby inform-
ing treatment decisions for physicians and improving outcomes for
patients. We expect that further analysis of the obtained data will
yield valuable information on VTE and cancer. As the data on the
subject are limited, the forthcoming information that will result from
these analyses is eagerly anticipated.

Conclusions

For the first time in Japan, the prevalence of VTE in cancer patients
prior to treatment initiation has been demonstrated. There was a
marked difference in the VTE prevalence between the various cancer
types. The present data suggest that cancer stage is the dominant
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risk factor for VTE rather than cancer type. From this, we inferred
that metastasis, a key characteristic of advanced cancer stage, is an
important risk factor for VTE.

Supplementary data

Supplementary data are available at JJCO online.

Funding

The Cancer-VTE registry was supported by Daiichi Sankyo Co., Ltd.
The investigator-initiated study of gynecologic cancers was funded
by Daiichi Sankyo Co., Ltd.

Conflict of interest statement

Yasuo Ohashi, Masataka Ikeda, Hideo Kunitoh, Mitsuru Sasako,
Takuji Okusaka, Keiichi Fujiwara, Hirofumi Mukai, Mashio Naka-
mura, Mari S. Oba and Masato Sakon received personal fees from
Daiichi Sankyo. Tetsuya Kimura and Kei Ibusuki are employees of
Daiichi Sankyo. Outside of the submitted work, the authors report
the following conflicts of interest: Yasuo Ohashi reports personal fees
from Sanofi; Chugai Pharmaceutical; and Shionogi. Masataka Ikeda
reports personal fees from Daiichi Sankyo; Bayer Yakuhin; Kaken
Pharmaceutical; Pfizer; Chugai Pharmaceutical; Taiho Pharmaceuti-
cal; and Merck Serono. Hideo Kunitoh reports personal fees from
AstraZeneca; Johnson & Johnson; Taiho Pharmaceutical; Chugai
Pharmaceutical; Boehringer Ingelheim; Daiichi Sankyo; Mochida
Pharmaceutical; MSD; Eisai; Pfizer; EA Pharma; Covidien; Takeda
Pharmaceutical; Hisamitsu Pharmaceutical; and Astellas Pharma.
Takuji Okusaka reports research participation for Eisai; Novar-
tis Pharma; Eli Lilly; Dainippon Sumitomo Pharma; AstraZeneca;
Chugai Pharmaceutical; Bristol-Myers; and Taiho Pharmaceutical,
and advisory board participation for Teijin Pharma; Eli Lilly; Taiho
Pharmaceutical; Takeda Pharmaceutical; Eisai; Novartis Pharma;
and Bristol-Myers. Hirofumi Mukai reports grant support from
Kaken; Shionogi; Chugai Pharmaceutical; Immunogen; Oncother-
apy; and Regenerone. Keiichi Fujiwara reports personal fees from
Nihon Kayaku and Kyowa Hakko Kirin, and grants and personal
fees from AstraZeneca; Pfizer; Eisai; MSD; Taiho Pharmaceutical;
Zeria; Ono; GlaxoSmithKline; and Eli Lilly. Hirofumi Mukai reports
grant support from the Japanese Government; Nippon Kayaku; and
Eisai, personal fees from AstraZeneca; Taiho Pharmaceutical; and
Takeda Pharmaceutical, and grants and personal fees from Daiichi
Sankyo and Pfizer.

Acknowledgements
The authors would like to thank Sally-Anne Mitchell, PhD and Keyra Martinez

Dunn, MD, of Edanz Evidence Generation, for providing medical writing
support, which was funded by Daiichi Sankyo Co., Ltd., in accordance with
Good Publication Practice (GPP3) guidelines (http://www.ismpp.org/gpp3).

References

1. Japanese Circulation Society (JCS) Joint Working Group. Guidelines for
the diagnosis, treatment and prevention of pulmonary thromboembolism
and deep vein thrombosis (JCS 2009). Circ ] 2011;75:1258-81.

2. Japanese Circulation Society (JCS). Guidelines for the diagnosis, treatment
and prevention of pulmonary thromboembolism and deep vein thrombo-

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22,

23.

24,

25.

sis (JCS 2017). https://www.j-circ.or.jp/cms/wp-content/uploads/2020/02/
JCS2017_ito_h.pdf (14 April 2020, date last accessed). [In Japanese.]
Bartholomew JR. Update on the management of venous thromboem-
bolism. Cleve Clin | Med 2017;84:39-46.

Blom JW, Doggen CJ, Osanto S, Rosendaal FR. Malignancies, prothrom-
botic mutations, and the risk of venous thrombosis. JAMA 2005;293:
715-22.

Heit JA, Silverstein MD, Mohr DN, Petterson TM, O’Fallon WM, Melton
LJ 3rd. Risk factors for deep vein thrombosis and pulmonary embolism: a
population-based case control study. Arch Intern Med 2000;160:809-15.
Walker AJ, Card TR, West J, Crooks C, Grainge M]J. Incidence of venous
thromboembolism in patients with cancer - a cohort study using linked
United Kingdom databases. Eur | Cancer 2013;49:1404-13.

Timp JF, Braekkan SK, Versteeg HH, Cannegieter SC. Epidemiology of
cancer-associated venous thrombosis. Blood 2013;122:1712-23.
Khorana AA. Venous thromboembolism and prognosis in cancer. Thromb
Res 2010;125:490-3.

Serensen HT, Mellemkjer L, Olsen JH, Baron JA. Prognosis of cancers
associated with venous thromboembolism. N Engl | Med Overseas Ed
2000;343:1846-50.

Okura Y, Ozaki K, Tanaka H, Takenouchi T, Sato N, Minamino T. The
impending epidemic of cardiovascular diseases in patients with cancer in
Japan. Cire | 2019;83:2191-202.

Kourlaba G, Relakis J, Mylonas C, Holm MV, Maniadakis N. The
humanistic and economic burden of venous thromboembolism in cancer
patients: a systematic review. Blood Coagul Fibrinolysis 2015;26:13-31.
Mabhe I, Mayeur D, Krakowski I. Management of venous thromboem-
bolism in cancer patients: the economic burden of hospitalizations. Sup-
port Care Cancer 2016;24:4105-12.

Hisada Y, Mackman N. Cancer-associated pathways and biomarkers of
venous thrombosis. Blood 2017;130:1499-506.

Falanga A, Russo L, Milesi V, Vignoli A. Mechanisms and risk factors of
thrombosis in cancer. Crit Rev Oncol Hematol 2017;118:79-83.
Ikushima S, Ono R, Fukuda K, Sakayori M, Awano N, Kondo K.
Trousseau’s syndrome: cancer-associated thrombosis. Jpn | Clin Oncol
2016;46:204-8.

Ay C, Pabinger I, Cohen AT. Cancer-associated venous thromboem-
bolism: burden, mechanisms, and management. Thromb Haemost
2017;117:219-30.

Streiff MB, Holmstom B, Angelini D et al. National Comprehensive
Cancer Network (NCCN) clinical practice guidelines in oncology: cancer-
associated venous thromboembolic disease. Version 1.2019. https://media.
mycme.com/documents/385/ncen_guidelines_96189.pdf (14 April 2020,
date last accessed)

Fernandes CJ, Morinaga LTK, Alves JL Jr et al. Cancer-associated throm-
bosis: the when, how and why. Eur Respir Rev 2019;28:180119.

Ohashi Y, Ikeda M, Kunitoh H et al. Venous thromboembolism in patients
with cancer: design and rationale of a multicentre, prospective registry
(Cancer-VTE Registry). BM] Open 2018;8:¢018910.

Nomura H, Wada H, Mizuno T, Katayama N. Negative predictive value
of d-dimer for diagnosis of venous thromboembolism. Int | Hematol
2008;87:250-5.

Tanaka S, Nishigami K, Taniguchi N et al. Criteria for ultrasound diag-
nosis of deep venous thrombosis of lower extremities. | Med Ultrason
2008;35:33-6.

Foundation for Promotion of Cancer Research. Cancer statistics in
Japan-20135. https://ganjoho.jp/data/reg_stat/statistics/brochure/2015/ca
ncer_statistics_2015.pdf (14 April 2020, date last accessed)

Muiioz Martin AJ, Ortega I, Font C et al. Multivariable clinical-genetic
risk model for predicting venous thromboembolic events in patients with
cancer. Br | Cancer 2018;118:1056-61.

Horsted F, West J, Grainge MJ. Risk of venous thromboembolism in
patients with cancer: a systematic review and meta-analysis. PLoS Med
2012;9:¢1001275.

Gade IL, Braekkan SK, Naess IA et al. The impact of initial cancer stage on
the incidence of venous thromboembolism: the Scandinavian Thrombosis
and Cancer (STAC) Cohort. | Thromb Haemost 2017;15:1567-75.


https://academic.oup.com/jjco/article-lookup/doi/10.1093/jjco/hyaa112#supplementary-data
http://www.ismpp.org/gpp3
https://www.j-circ.or.jp/cms/wp-content/uploads/2020/02/JCS2017_ito_h.pdf
https://www.j-circ.or.jp/cms/wp-content/uploads/2020/02/JCS2017_ito_h.pdf
https://media.mycme.com/documents/385/nccn_guidelines_96189.pdf
https://media.mycme.com/documents/385/nccn_guidelines_96189.pdf
https://ganjoho.jp/data/reg_stat/statistics/brochure/2015/cancer_statistics_2015.pdf
https://ganjoho.jp/data/reg_stat/statistics/brochure/2015/cancer_statistics_2015.pdf

Jpn J Clin Oncol, 2020, Vol. 50, No. 11 1253

26.

27.

Paneesha S, McManus A, Arya R et al. Frequency, demographics and
risk (according to tumour type or site) of cancer-associated thrombo-
sis among patients seen at outpatient DVT clinics. Thromb Haemost
2010;103:338-43.

Louzada ML, Majeed H, Dao V, Wells PS. Risk of recurrent venous
thromboembolism according to malignancy characteristics in patients
with cancer-associated thrombosis: a systematic review of observa-

28.

29.

tional and intervention studies. Blood Coagul Fibrinolysis 2011;22:
86-91.

Berek JS, Crum C, Friedlander M. Cancer of the ovary, fallopian tube, and
peritoneum. Int | Gynaecol Obstet 2015;131:5111-22.

Ansari D, Ansari D, Andersson R, Andrén-Sandberg A. Pancreatic cancer
and thromboembolic disease, 150 years after Trousseau. Hepatobiliary
Surg Nutr 2015;4:325-35.



	Venous thromboembolism in cancer patients: report of baseline data from the multicentre, prospective Cancer-VTE Registry
	Introduction
	Patients and methods
	Study design
	Ethics
	Participants
	Endpoints
	Statistical analyses

	Results
	Participants
	Baseline prevalence of VTE
	Analysis of VTE prevalence by cancer type and stage

	Discussion
	Conclusions
	Supplementary data
	Funding
	Conflict of interest statement


