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Hospitalized, non-surgical patients

Assess VTE risk using Padua

Prediction Score!:?

* Active cancer (3)

* Previous VTE (3)

* Reduced mobility (>3 days
with bathroom privileges) (3)

* Known thrombophilia
(including IBD) (3)

* Trauma/surgery within 1
month (2)

* Age >70 (1)

* Heart/respiratory failure (1)

* ACS or ischemic stroke (1)

* Acute infection (1)

* Obesity (BMI >30) (1)

* Ongoing hormonal therapy (1)

High risk

High estimated
bleeding risk

Indirect data in surgical
populations shows benefit of
intermittent pneumatic

Assess

(score 24)

Low risk

\4

bleeding risk

(score <4)

A

—>| No prophylaxis

Low estimated
bleeding risk

v

compression device to prevent
DVT (uncertain effect on PE)?

Pharmacologic prophylaxis:

* UFH or LMWH

* LMWH causes less
bleeding; no difference in

Data in surgical patients
shows uncertain benefit of
pharmacologic vs. mechanical
prophylaxis for DVT or PE2

A\ 4

incidence of VTE (Dose
information)

* DOACs not approved;
similar VTE rates, higher
bleeding risk”:2
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Duration:

* Major guidelines recommend
ppx only during hospitalization3

* Extended therapy with DOACs
after hospital discharge reduces
VTE but increases bleeding; not
currently recommended?



http://www.mdcalc.com/padua-prediction-score-risk-vte/

Surgical patients

Very low (0) _| No ppx (consider for acute
* <0.5% VTE risk medical issues per Padua score)
Low (1-2)

A\ 4

Mechanical ppx only

¢ 1.5% VTE risk

Abd or pelvic surgery for
malignancy: 28 days*3

Assess VTE risk

(Caprini score)3
* Approved for Gl,

Moderate (3-4)

urologic, | © 3% VTE risk *| Pharmacologic ppx Pharmacologic )
vascular, breast, options: Orthopedics'#
thyroid surgery « UFH, LMWH, * TKA: 12-35 days
fondaparinux * THA: 35 days
* DOACs only
approved for
High (=5) Pharmacologic + orthopedic =
* 6% VTE risk "l mechanical ppX surgery All others:*
* Stop at time of

discharge from
acute care
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https://www.mdcalc.com/padua-prediction-score-risk-vte

Outpatients with malignancy

High risk (score 23):
e 7-17%VTE risk within 6
months
* Consider ppx with UFH or
LMWH?>
e Caution if thrombocytopenia
Receiving 5 Calculate Khorana risk from chemo (<20)

chemotherapy score

Low risk (score <3):
e 0-4% VTE risk within 6 months
* Prophylaxis not indicateds

High risk (21 therapy-related risk
factor):
*  RR 4-6for VTE compared Multiple myeloma * High-dose dexamethasone
with those w/o treated with (2480mg/month) -
Outpatients g malignancy | lenalidomide or *  Doxorubicin One of the following:
with malignancy | | * Routine VTE prophylaxis "| pomalidomide PLUS * Multi-agent chemo * LMWH .(ppx dosing)
still only indicated in a steroidsié *  Warfarin (INR 2-3)
few special scenarios * ALL need VTE ppx
Standard risk (22 patient-related
risk factors)
One of the following:
Low risk (0-1 patient-related risk | + ASA81mg
factor) 7|«  LMWH (ppx dosing)
*  Warfarin (INR 2-3)
ALL treated with L- No consensus on best
y asparaginase _| prophylaxis. Options include:
* Incidence as high as “| + Antithrombin
35% within 6 months'Z * LMWH 1 mg/kg daily8
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Chronically immobile outpatients

Chronically
immobile
outpatients
(e.g.SNF, ALF)

* Limited data (no RCTs)
* Annual incidence ~1%23
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* Major guidelines make
weak recommendation
AGAINST prophylaxis?




Acute spinal cord injury

Acute spinal cord
injury (SCI)

Risk of DVT 12-100%

without prophylaxis?

* Highest risk first 14 days

* Otbher risk factors:
complete SCI (ASIA A),
older age, extremity
fracture

* Mechanical ppx ASAP
* Start LMWH 40mg SQ daily
within 72 hrs of SCI

A\ 4

* Data lacking for warfarin and
DOACs in acute phase of SCI
treatment!?®

A\ 4
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Duration

* Minimum 8 weeks

* Consider longer course
(throughout inpatient
rehab) if no bleeding risk

* May consider switching
to warfarin or DOAC
after transition to
inpatient rehab2?




Inflammatory bowel disease

Previous VTE Weak evidence to
(not provoked » consider prophylaxis
Outpatients by surgery) if moderate flarel!
| with IBD
flare
No prior VTE » No prophylaxisi!
* RR =3 for first VTE
Inflammatory * UCand Crohn’s
bowel disease equivalent risk!?
(IBD) * Higher incidence
during acute flares
Major Gl | Mechanical
bleeding "| prophylaxis only!
Inpatients
| with IBD
flare * Pharmacologic
Minor rectal proplllwlaxis generally
bleeding | safed
* UFH, LMWH or
fondaparinux
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Prolonged travel

Prolonged travel

A\ 4

RR ~3.0 for flights >8 hrs,
but still low overall VTE
incidence. Risk peaks
within 2 weeks:

* Overall: 1.4%

* DVT/PE: 0.5%

* Symptomatic: 0.3%*2

A\ 4

Risk factors:12

Active cancer

Other thrombophilia
Obesity

Pregnancy

Surgery within
previous 1 month
Previous travel-
associated VTE

Low risk:

Routine
prophylaxis not
indicated!2
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High risk (any risk factors
present):

Recommend frequent
ambulation g2 hrs, sit in
aisle seat if possible,
compression stockings; may
reduce asymptomatic VTE2
Very limited data for
pharmacologic ppx;
consider on case-by-case
basis if high risk.

No data showing
dehydration or EtOH
increases risk.




Prophylactic anticoagulant dosing in non-surgical patients

BMI <40 kg/m?

BMI >40 kg/m?

Renal dysfunction
(GFR <30 mL/min)

40 mg subcutaneous
every 24 hours

40 mg subcutaneous
every 12 hours

30 mg subcutaneous
every 24 hours

5000 Units
subcutaneous every 8
to 12 hours®

5000 Units
subcutaneous every 8
to 12 hours

5000 Units
subcutaneous every 8
to 12 hours

2.5 mg SQ daily

*Avoid if wt <50 kg

2.5 mg SQ daily

Avoid use

®No difference between every 8 vs. every 12 hour dosing scheme

Back to VTE prophylaxis
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Prophylactic anticoagulant dosing in surgical patients

Fondaparinux Apixaban Rivaroxaban Dabigatran
(Ortho only) (Ortho only) (hip replacement
only)
BMI <40 Non-ortho: 5000 UnitsSQ  *2.5 mg SQ daily 2.5 mg BID 10 mg daily 220 mg daily
kg/m? * 40mgSQ  qg8tol2hrs + TKA: 12 days + TKA: 12 days * 14-35 days
ekllly *Avoid if wt <50 « THA: 35 days « THA: 35 days
Ortho: kg
* 30 mgSQ
g 12 hrs

BMI >40 Same as 5000 UnitsSQ 2.5 mg SQ daily *2.5mg BID *10 mg daily *220 mg daily
kg/m? above; q8to12hrs » TKA: 12 days » TKA: 12 days * 14-35 days

consider » THA: 35 days » THA: 35 days

30% dose

Increase *These patients were " These patients *These patients were

excluded from trials were excluded excluded from trials
from trials

Renal 30 mg SQ 5000 Units SQ  Avoid use *2.5mg BID Avoid use *220 mg daily
dysfunction  daily q8to12hrs » TKA: 12 days * 14-35 days
(GFR <30 * THA: 35 days
mL/min)

*These patients were
excluded from trials
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*These patients were
excluded from trials



Bleeding risk calculators

Important notes:
* No bleeding risk tools have been validated for VTE treatment, only for prophylaxis and atrial fibrillation
* Observational studies suggest net clinical benefit of anticoagulation even with very high bleeding risk

* No RCTs exist demonstrating benefit of withholding anticoagulation based on high bleeding risk

HAS-BLED (atrial fibrillation) IMPROVE (VTE prophylaxis for inpatients)
1 point each

HTN (SBP >165 mmHg) Active gastroduodenal ulcer (4.5)

Renal disease (ESRD, Cr >2.26, or transplant) Bleeding within past 3 months (4)

Liver disease (cirrhosis, AST/ALT >3x upper limit, Tbili >2x upper ~ Admission platelets < 50 x10° cells/L (4)
limit)

History of stroke Hepatic failure (INR >1.5) (2.5)
History of bleeding or predisposition to bleeding ICU/CCU stay (2.5)

Labile INR Central venous catheter (2)
Alcohol or illicit drug use Rheumatic disease (2)

Taking antiplatelet or NSAID Active malignancy (2)

Age > 65 Age: 40-84 (1.5), 2 85 (3.5)

Renal disease: GFR 30-59 mL/min (1), <30 mL/min (2.5)

High risk

v
w

27
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Myeloma VTE risk factors

Therapy-related risk factors

High-dose dexamethasone [ 51 therapy-related - High risk: VTE prophylams indicated
D bici "| risk factor > ° LMWH (ppx dosing)
oxorubicin ¢ Warfarin (INR 2-3)

Multiagent chemotherapy

Individual risk factors
Obesity
Previous VTE
CVC or pacemaker
Cardiac disease

Chronic renal disease
Diabetes VTE prophylaxis indicated:
0-1 patient-related .| = ASA81mg

risk factor | * LMWH (ppx dosing)

*  Warfarin (INR 2-3)

Acute infection B
Immobilization
Surgery

Trauma

Any anesthesia

ESA therapy

Other thrombophilias
Hyperviscosity
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VTE risk in patients with malignancy (Khorana score)

Online calculator

Site of cancer

Very high risk: Stomach, pancreas 2
High risk: lung, lymphoma, bladder, testicular, gynecologic 1
Pre-chemotherapy platelet count > 350 x 10°/L 1
Pre-chemotherapy Hgb < 10 g/dL or use of ESA 1
Pre-chemotherapy WBC > 11 x 10°/L 1
BMI 2 35 1

Total score
< 3: No need for pharmacologic prophylaxis
2 3: Consider pharmacologic VTE prophylaxis
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https://www.mdcalc.com/khorana-risk-score-venous-thromboembolism-cancer-patients

VTE risk stratification in surgical patients (Caprini score)

Online calculator

Age 41-60

Minor surgery

Serious lung disease (inc.
abnormal PFTs or PNA <1 mo.

ago)

Swollen legs or varicose veins (1
point each)

Pregnant/6 weeks postpartum

OCP or HRT use

Unexplained/recurrent
spontaneous abortion

Sepsis <1 mo ago

Heart failure (<1 mo ago)

Inflammatory bowel disease

BMI >25

Medical patient at bed rest

Age 61-74

Arthroscopic surgery

Major open surgery > 45 min

Laparoscopic surgery > 45 min

Malignancy

Bedrest >72 hrs

Immobilizing plaster cast

Central venous catheter

Age >74 Stroke <1 mo ago

Personal or family hx of VTE Elective arthroplasty

Thrombophilias: Factor V Leiden,
prothrombin gene mutation,
APLA, HIT, other congenital
thrombophilias

Hip, pelvis, leg fracture

Acute spinal cord injury
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http://venousdisease.com/dvt-risk-assessment-online/
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