Lenalidomide-associated arterial thrombosis in a
patient with JAK2 positive atypical myeloproliferative
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DESCRIPTION

A 71-year-old woman, with a recent diagnosis
of JAK2 positive atypical myeloproliferative
neoplasm, presented to the emergency room
(ER) for bilateral foot pain and purplish disco-
louration of her toes (figure 1). She started her
first cancer treatment 3 weeks ago using lenalido-
mide with prednisone 20 mg daily. Venous throm-
boprophylaxis was not prescribed then due to
anaemia and history of intracranial haemorrhage.
ER work up included simple X-rays of her feet
that were normal. Lower extremity ultrasound
did not show any deep vein thrombosis, so she
was discharged home. The patient did not have
atrial fibrillation or hyperviscosity. No history of
arterial thrombosis or smoking. Two weeks later,
she was re-evaluated by her haematologist, and
a hospital admission was arranged given wors-
ening symptoms. Her physical exam now showed
the purplish discolouration has progressed over
both feet, associated with some toes turning black
(figure 2). She had strong lower extremity pulses.
Arterial lower extremity ultrasound showed
normal ankle-brachial indices with no large vessel

Figure 1

Plantar and dorsal aspect of both feet,
showing mild purplish discolouration.

Figure 2  Plantar and dorsal aspect of both feet
2 weeks later, showing significant progression and
development of gangrenous changes on multiple toes.

arterial disease. Heparin infusion was started
given her gangrenous changes. Lenalidomide
was discontinued. A CT angiogram of the aorta
and large vessels looking for any embolic source
was negative. Echocardiogram was normal. Her
presentation was consistent with lenalidomide-in-
duced arterial thrombosis. On discharge, she
opted for a palliative approach with hospice. She
passed away a month later.

While lenalidomide has been associated with an
increased risk of venous thromboembolism, arte-
rial thrombotic events are less common but can

Learning points

» While usually well tolerated, lenalidomide
therapy can increase the thromboembolism
risk, which, if not recognised early, can lead to
significant complications.

» Thromboprophylaxis should be considered to
prevent both venous and arterial events with
lenalidomide therapy, based on risk factors
and immunomodulators.
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be catastrophic.! Prevention and early recognition is key to © BMJ Publishing Group Ltd (unless otherwise stated in the text of the article)

improve morbidity and mortality.? 201 7t ﬁll rights reserved. No commercial use is permitted unless otherwise expressly
granted.
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