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Haematology cancer presentations

= Acute leukaemia

= Chronic leukaemia

= High grade lymphoma
* Low grade lymphoma
* Myeloma

= Amyloidosis



Acute leukaemia

= Usual presentation

= AML

= Older people
» General deterioration +- B symptoms
» Usually over short weeks or a few months

= Atleast 1 cytopenia (not lymphopenia) but usually 2/3. Not always
a raised white count

= If there are leukaemia cells on the film — we call you!

= ALL
= Younger people
» General deterioration +- B symptoms
» Usually over short weeks or a few months

= Atleast 1 cytopenia (not lymphopenia) but usually 2/3. Not always
a raised white count

= |f there are leukaemia cells on the film — we call you!



Acute leukaemia

= So either;

= There will be low blood counts and we might write on a film
that we are concerned

= There are blasts on the film and we will call you/advise urgent
referral

= A high lymphocyte count does not mean acute leukaemia



Chronic leukaemia

= Chronic myeloid leukaemia

* |ncidental finding on an FBC — raised neutrophils, basophils,
+- eosinophils, monocytes (not lymphocytes) and left shift

= Splenomegaly

= B symptoms

= Comes on over months, if later diagnosis, risks acute myeloid
leukaemia



Chronic leukaemia

» Chronic lymphocytic leukaemia
* |ncidental finding on an FBC - raised lymphocytes

* Or lymph nodes/hepatosplenomegaly/autoimmune
complications/cytopenias

= Comes on over years

» ‘Late’ diagnosis rarely significant as symptoms will usually
develop insidiously



High grade lymphoma

» Usually symptomatic
* Lymph nodes/hepatosplenomegaly
» Usually coming on over weeks or months
= Sometimes B symptoms
» Bloods rarely reassuring/diagnostic

= Complications
» Hypercalcaemia
* Vessel/lymph obstruction
= Renal outflow obstruction
= Airway obstruction

» Types; DLBCL, Burkitt



Low grade lymphoma

» Usually asymptomatic
* Lymph nodes/hepatosplenomegaly
= Usually coming on over months or years
= Sometimes B symptoms when advanced
» Bloods rarely reassuring/diagnostic

= Complications
» Hypercalcaemia
* Vessel/lymph obstruction
= Renal outflow obstruction

= Types

» Follicular/marginal zone



Myeloma

» Always preceded by MGUS, but not always known
about

* Presenting features
» Hypercalcaemia
= New/progressive renal impairment
= New/progressive anaemia
= Bony pain
» Constant, stops sleeping or wakes from sleep
* Not in joints, more in proximal skeleton and trunk

* \Weight loss very rarely a feature



Plasma cells make paraproteins
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Pathology in plasma cells
lead to paraproteins

» MGUS
= Myeloma
= Amyloidosis
= Lymphocytes and LPL cells
* Lymphoma
* Lymphoplasmacytic lymphoma



Paraprotein

= Malignant plasma cells make
either:;
= Paraprotein and light chain (75%)
= Light chain only (20%)
= No protein (very rare)

= Tests

= For paraprotein

= Serum electrophoresis and
immunofixation

» For pathological (clonal) light chains
= Serum free light chains
= Bence Jones not used routinely now




How to interpret light chain results

Light chains Kappa 13
* These are the smaller element of a Lambda 8
paraprotein Normal K:L ratio 1.08
» Will either be part of the paraprotein or it Ref. range (0.26-1.65)
may be a ‘light chain only’ myeloma
» These should be interpreted as a ratio Kappa 90
rather than individual levels Renal i : " Lambda 60
enal impairmen :
*Eg K:L ratio 1.33
Ref. range (0.26-1.65)
Immunology
| 1gA *0.09 Kappa 750
| 196 *39.0 Lambda 20
IgM *0.10 MGUS/myeloma K-L ratio 37.5
Serum Electrophoresis * Paraprot ) )
| Paraprotein Level *31.6 Ref. range (026'1 65)
| Total Protein *80 - SERUM FREE LIGHT CHAINS
.‘ Serum Free Kappa nght chains *660,72 SERUM KAPPA FREE LIGHT CHAIN 12.26 (3.3-19.4) ma/L
Serum Free Lambda nght (ha[ns x 617 SERUM LAMEID‘IA FREE LIGHT CHAIN 0 52,32 (5.71-26.3) mg.a"L
: Serum Kappalambda Ratlo . 10?09 ;:;%1 KAPPASLAMBDA LIGHT CHAIN 00.23 (0.26-1.65)

Please note normal free light chain ratio is
dependent on renal function.
eGFR ml/minl.73m2 MNormal free light chain

ratioc

45-539 B.46-2.62
3g-44 B.48-3.38
<38 B.54-3.38

Please refer to guidelines, available at;
https://bit.Lly/3RAFE3W and on the Buku

Medicine App/ website.



A process for working through
myeloma investigations

Serum electrophoresis YE
. S
Is there a paraprotein?

Serum free light chains

Is there an abnormal V=S
SFLC ratio?

Is there end organ VES
damage?
MGUS/

Asymptomatic
myeloma

Myeloma
ruled out

Light Non-
chain secretory

Myeloma myeloma



MGUS transformation

= > 50% die of unrelated causes after 25 years of follow
up
» 1% per year progress to MM/WM/AL

» Risk factors for progression;
= Size of paraprotein
= PP IgM>IgA>IgG
= Abnormal serum free light chain ratio

= |owest risk — 2% at 20 years
» Highest risk — 53% at 20 years

* Prognosis less than 5 years — some suggest not monitoring
* |ncreased rate thrombosis, infection, osteoporosis



High haemoglobin

= For routine review
= Persistent Hct over 0.52 male/0.48 female

* For urgent review
= >0.6

= Call us if;
= Those Hct measurements with stroke/other clot/headaches



Splenomegaly

= VVery common
* Increasingly seen with overweight/obese individuals
» Use expected spleen size calculator
= |f;
= Spleen less than 15cm

= No abnormal blood counts
* No B symptoms/nodes

* Then haem cause unlikely

* If B symptoms, nodes or cytopenias it suggests
haem cause moree
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Types of referral

Avoidable with the right
educational resource

Referrer l

encounters

sign or
symptom or

Needs more
30-40% information to allow

result and feel e
specialist to answer

they need

haematologist

advice
Needs specialist

experience

40-50%




Why current resources do not work

~ LOGIN Almost all online educational

{7 TER S rcsources require;
IN-DEPTH :

- Alogin

- Payment

Or are too detailed

&
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How to reduce this burden

Buku Medicine offers the unique combination of being;

* Free
* Concise and clinically relevant

» Accessible in 25-30 seconds

» Covers 8 specialties

"I always use this app as a
first reference before | seek

‘Can't recommend more highly’
A & G from consultants” %

Invaluable to clinical practice’

‘love the app, it has saved a lot of phone calls and often makes bu ku
those that | do refer more helpful to the clinician” med iCi ne



How to reduce this bur
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Quick Tip; An acutely raised high platelet count is

most

y ive due to i ion or

bleeding and often needs only observation

Thrombocytosis is a common finding in hospital
inpatients as a reactive feature to acute illness.
Persistent or significantly raised platelet counts (=450 x
10"9*L), especially in the absence of an inflammatory
trigger, should be referred for investigation for a
possible underlying myeloproliferative neoplasm
(essential thrombocythaemia, polycythaemia vera or
myelofibrosis).

Common causes;

Reactive thrombocytosis to acute or chronic
inflammation

Iron deficiency

Essential thrombocythaemia (or part of other
myeloproliferative neoplasm such as
polycythaemia vera)

Hyposplenism/post-splenectomy

Less common, but significant - underlying
malignancy. See NICE CKS reference below for
advice regarding the role of X-ray in patients over
40 with thrombocytosis to investigate for lung
cancer
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Any questions?
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