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CARE™ CLL DISCUSSION SERIES
PART 2: SUCCESSFUL INITIATION OF VENETOCLAX 

(VEN) + RITUXIMAB (R) IN OUTPATIENT SETTING

This is a continuation of the case study presented in the 4th issue of the CARE™ CLL Case Series:  Successful 

Initiation Of Venetoclax (Ven) + Rituximab (R) In Outpatient Setting. 

We were pleased to have Dr. Carolyn Owen (University of Calgary) sit down with Dr. Laurie Sehn (BC Cancer) 

who took a deeper look at the case and discussed the use of venetoclax and rituximab in routine practice. 

This publication provides a summary of their discussion as well as next steps and a conclusion to the case.

Case highlights follow but if you would like more details, please refer to Part 1 by clicking here. 

Dr. Carolyn Owen 
CARETM Hematology Faculty
University of Calgary

Dr. Laurie Sehn
CARETM Hematology Faculty
BC Cancer

Click here to watch  
the full video on the 

CARE™ website. 

Introduction

Part 2 ̶ Discussion and Conclusion 

https://careeducation.ca/reports/cll-case-study-series-issue-4-part-2/
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The patient opted for venetoclax and rituximab.  

Note: This discussion happened before the COVID 19 pandemic so was not a factor in the patient's decision making.  
While not included in this summary, the impact of the pandemic was discussed by Drs. Owen and Sehn. 

CASE HIGHLIGHTS
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CASE DISCUSSION

What factors were considered and discussed with the 
patient when recommending these options or would you 

have given him different options?  

This sounds like many patients I see in my own clinic. Unfortunately, CLL still tends to be a disease 
of the elderly because many of the patients higher in age and do have significant comorbidities. 
It sounds like this gentleman may not have a very complex medical history, but he's still 78+ 
years old and we know that his tolerance to treatment is going to be limited. Treatment of CLL 
has been transformed by BTK inhibitors and venetoclax, but particularly for our elderly patients 
where they are generally well tolerated. Going back to chemoimmunotherapy wouldn't be on 
my list as an alternative. I think he went with the best tolerated chemotherapy package that we 
have upfront, and he got a modest benefit from it, but it is not atypical that he now needs to go 
into another line of therapy.  I agree at this point the options would be going on to a targeted 
therapy and these are the two choices that I would have offered the patient in my own clinic.  

We've got two very good options here with BTKi’s and Ven + R, and what I do in my own clinic 
is I tend to run through what we understand in terms of benefit of each approach. This includes 
how they're administered, duration (finite vs. indefinite), and the advantages of an all-oral therapy 
approach. Risk for tumour lysis doesn’t play as large of a role for me since we've got good 
management algorithms to follow. I don't think this has dissuaded many of my patients and in 
fact, most of the time they don't see it as a big problem. For some, it can be reassuring to come 
in and be observed when they're starting a new therapy.  For the most part I haven't found that 
patients find these admissions problematic, and our system has been set up to admit patients 
if needed.

I agree. I think that most patients are only high risk for a very short period of time and usually 
they respond quite quickly to Ven + R. Risk can be mitigated by following the recommendations 
that we have for a slow dose ramp-up and hydration. In this case, I felt quite confident he was 
very competent and able to understand the instructions given to him, so we did the ramp up as 
an outpatient. He received IV hydration in the treatment area which is my habit for all patients 
who get a venetoclax (for 20 and 50 milligrams). I do this to make sure I can remember to check 
for tumor lysis labs because it's not the day that you're seeing the patient. I also order hydration 
in the treatment area in a way that the labs must be drawn and reviewed before the hydration 
is discontinued so the nurses cannot forget to call me to let the patient go home (they're not 
supposed to let them leave the treatment area until the labs are reviewed).

Dr. Carolyn Owen

Dr. Laurie Sehn
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When we rolled this out as a funded program, we created quite careful protocols to ensure 
that things didn't fall through the cracks and there was always somebody that was going to be 
monitoring the labs when necessary. If you do not have this same set up however, patients rarely 
need to start treatment right away so you can create a practice or algorithm that works and 
fits with your clinic schedule. Provincially we've created a process where most of our patients 
get started on a particular day of the week and we've got nice handouts that we give patients, 
so they know exactly when they're going to get their lab and what time. Our pharmacists have 
taken a primary role in checking these labs, so they do a lot of patient teaching and contact the 
patients to instruct them as to when to take their next pill and inform them of their labs. If there 
are problems, they will contact us, so it is a nice, shared relationship that we have with pharmacy 
and everybody's role is understood.  

Dr. Laurie Sehn

For sites that haven't used a lot of venetoclax I do think that they need to work with their own 
schedule and their own medical team to create an approach is consistent because believing that 
you yourself are going to remember to check six-to-eight-hour post labs, and then 24-hour post 
labs for five weeks in every patient that you start at different times is not feasible.   

Dr. Carolyn Owen

The important thing is that this is really such a small component of the patient's treatment 
(just the initiation) and although we've got precautions in place, we have rarely had any serious 
implications and it's all been fairly routine. Most patients tolerate the ramp up very well and once 
you get beyond the first few weeks of the ramp up it becomes certainly much easier and even 
less likely that TLS will be an issue.  Beyond the five weeks when they get on the stable dose, 
we find it to be a very well tolerated treatment by our patients.   

Dr. Laurie Sehn

I think you might have a better approach at your centre  
(BC Cancer) where the pharmacy may help your review-  

is that true? 

I completely agree and think that patients do tolerate it really well and the only unexpected 
problem that comes up is severe neutropenia that can happen really quickly, even during the 
ramp up, but tends to be inconsequential if you can get access to GCSF.  Interestingly the product 
monograph recommends the TLS labs but doesn't recommend a CBC every week when you're 
doing the ramp up. This is something that I would recommend because the patients also like 
to know that their numbers are getting better.

Dr. Carolyn Owen
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We still don't have easy access to acalabrutinib as it's not funded yet in our own system, although 
I suspect that eventually we'll have numerous options. This hasn't yet changed how I approach 
my own patients because ibrutinib is still the primary drug that we have funded and available, 
but I think as it becomes more readily accessible and is part of the funded program it will enter 
the conversation.  Everything becomes a balance between risk and benefit, and I think that we 
feel that it will likely offer a better tolerated option for some of our patients. Some of the toxicities 
that we worry about with daily use of BTK inhibitors you know will likely be less so I think it will 
be a factor.  

Dr. Laurie Sehn

Most of the time I go into the room thinking I you know which the better option is, and I think 
you have huge power to sway a patient. It really comes down to how you present the options. It 
is an interesting situation because we don't have comparative data to say that one is going to 
be a better approach, at least efficacy wise. I think most of us are convinced that they're both 
very effective therapies and I would feel comfortable with both treatments in terms of what they 
may offer for efficacy. The difference really revolves around the comparative toxicities and the 
comparative schedules. The toxicity, the logistics of administering the drugs, and the longevity 
that the patient needs to be on them become a major part of the discussion. This is a situation 
where it is not ‘one size fits all’ and it never ceases to amaze me that patients do tend to side 
with one approach or the other as soon as they hear about you know the implications of both.  
They do have their preferences which is why I think it's important to give them all the information 
about both options.  

Dr. Laurie Sehn

Do you think your conversation is different today than when 
I had this conversation with this gentleman approximately a 
year and a half or two years ago? Would you feel swayed by 

the availability of acalabrutinib now? 

One of the things that comes up a lot is deletion 17p and the feeling that people would rather 
have patients on a continuous therapy, so favour BTKi at relapse. I don't think that's wrong but 
there isn't comparative data in that setting, or any other setting, so it also wouldn't be wrong 
for the patient to hope that they could have some time off treatment.  Venetoclax does seem 
to be so well tolerated in most patients.  In terms of the BTKi’s, they can be really well tolerated 
by some, while others really don't tolerate them well.  The other thing I like is being able to offer 
finite duration for a younger patient who's had a good remission chemoimmunotherapy. 

Dr. Carolyn Owen

How much does patient preference play a role in your 
treatment decisions?  



This patient received his ramp ups as an outpatient after having the discussion with him 
ensuring he understood that when he came in for the hydration he had to be mentally 
prepared for being admitted at the end of the day if the labs were abnormal. It is important 
that the patient recognizes that hospitalization is mostly just for the sake of hydration and 
regular testing. He did get 2 liters in the treatment area and didn't have any evidence of 
tumor lysis with either the 20, or the 50 milligram ramp up. He's now almost completed 
his two years and had complete normalization of labs within a couple months of being on 
the full dose. His lymph nodes are no longer palpable, and he is happy with his current 
quality of life.  

Case Wrap Up/Conclusion

̶ Dr. Carolyn Owen

Click here to watch  
the full video on the 

CARE™ website. 
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