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Bleeding and VTE-Risk

3 Cases:
1) CAT: Cancer associated TE

2) ACS and afib: Triple therapy

3) Unprovoked VTE and Thrombophilia: Long-
term treatment
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Update und individualisierte Medizin bei der Therapie
thromboembolischer Erkrankungen
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Bleeding and VTE-Risk

Case 1:

CAT: Cancer associated TE
70 yrs old male with colonic cancer T3NOML (liver)
Chemotherapy (folfox)
Fe deficiency anemia, recurrent colonic bleeds
Routine CT scan basal PE.

Anticoagulation at all?
Type of anticoagulant? (weight, kidney, plt count etc)
Dose of anticoagulant?
Timing?
Duration? Surgery?
Risk of VTE and Bleeding (Gl, other, minor, major?
Patient preferences, doctors preferences

Figure 2. Approach to Long-termand Extended Treatment of Venous Thromboembolism (After Acute Treatment Through 3to 6 Months After
Dlagnosts)
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Patient with PE or proximal upper or lower extremity
OV stable on acute phase treatment (see Figure 1)
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JAMA Clinkcal Guidelines Synopsis
Antithrombotic Therapy for Venous Thromboembolic Disease|

Abul Lain, MO, M5 A 5, Cifis, MO

« In patients with cancer and DVT or PE (cancer-associated
thrombosis), low-molecular-weight heparin (LMWH) is
preferred over VKA therapy, dabigatran, rivaroxaban,
apixaban, or edoxaban (grade 2C).

« In patients with an unprovoked DVT or PE who are stopping
anticoagulant therapy and do not have a contraindication
to aspirin, aspirin therapy is suggested (grade 2B).

(Reduced dose NOAC is more effective than ASA (Apixaban 2x2.5, Rivaroxaban 10maq)

JAMA  May 16, 2017 Volume 317, Number 19
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Patients with a high risk of]
gastrointestinal bleeding

First choice For patients with a high risk of gastrointestinal bleeding,
apixaban 5 mg twice daily or dabigatran 110 mg
twice daily may be used

Second choice Dabigatran 150 mg twice daily, edoxaban 60 mg once

Gastrointestinal Safety of Direct Oral Anticoagulants: A Large ®
Population-Based Study

Neena S. Abraham, ' Peter A, Noseworthy,” Xiaoxi Yao,” Lindsey R. Sangaralingham,” and
Nilay D. Shah™"
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How do you treat this patient @home

CAT: Cancer associated TE
70 yrs old male with colonic cancer T3NOM1 (liver)
Chemotherapy (folfox)
Fe deficiency anemia, recurrent colonic bleeds
Routine CT scan large basal PE.

Anticoagulation at all?
Type of anticoagulant? (weight, kidney, plt count etc)
Dose of anticoagulant?
Timing?
Duration?
Risk of VTE and Bleeding (Gl, other, minor, major?
Patient preferences, doctors preferences*
Follow up? What happened in real life?

Case 2:
Triple Therapy in atrial fibrillation and after ACS

6m ago
76y old woman, hypertension, afibo CHADS Vasc 5, Has Bled 3,
ACS & s-stent : Riva 15mg, ASA, Clopidogrel.
Fe deficiency anemia, occasional Gl and chronic mucocutaneous
bleeding
Anticoagulation at all?
Type of anticoagulant (weight, kidney, plt count etc)?
Dose of anticoagulant?
Timing?
Duration?
Risk of VTE and Bleeding (Gl, other, minor, major?
Patient preferences, doctors preferences?*
Follow up? What happened in real life?
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Figure 12 Ansithromboic therapy afier an acute coronary syndrome in atrial Friltion patierts requiring anticoagulation.

Patients with stable coronary
artery disease

First choice Monotherapy with an NOAC is preferable for patients
with AF and stable CAD. This suggestion is

applicable to all NOACs

In selected patients, addition of aspirin is still indicated
in the long-term, based on individual risk assessment
and coronary anatomy

Second choice

Comment In the absence of direct comparative studies, no

particular NOAC can be favoured over another

European Heart Journal (2017) 38, 852-859

Patients with a high risk of]
gastrointestinal bleeding

First choice For patients with a high risk of gastrointestinal bleeding,
apixaban 5 mg twice daily or dabigatran 110 mg
twice daily may be used

Second choice Dabigatran 150 mg twice daily, edoxaban 60 mg once
daily, or rivaroxaban 20 mg once daily

Comments Gastrointestinal bleeding, even in the setting of
anticoagulation, does usually not cause death or
permanent major disability. Thus, the choice of OAC
should be driven mainly by stroke prevention
considerations.

The label *high risk of gastrointestinal bleeding’ is
imprecise. For example, patients with
H. pylori-related ulcer haemorrhage may no longer
be at high risk of bleeding once the infection has
been eradicated.

The gastrointestinal bleeding risk associated with any
anticoagulant is increased by concurrent use of

898-098 ‘8€ (£107) Jeunof 1eap ueadoang

antiplatelet agents, including aspiv‘in.'H

Follow up and how do you do it @home

Case 2:
Triple Therapy in atrial fibrillation and after ACS

6m ago
76y old woman, hypertension, afio CHADS Vasc 5, Has Bled 3,
ACS & s-stent
Fe deficiency anemia, occasional Gl and chronic mucocutaneous

bleeding
Anticoagulation at all?

Type of anticoagulant (weight, kidney, plt count etc)?
Dose of anticoagulant?
Duration/When to stop which medication?

Risk of VTE and Bleeding (GI, other, minor, major?
Patient preferences, doctors preferences?*
Follow up? What happened in real life?

ESC GUIDELINES

@ Eurapace (2016) 18, 16031678

doi:10.1093/europace/euw95
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2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS

The Task Force for the management of atrial fibrillation of the
European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart
Rhythm Association (EHRA) of the ESC

Endorsed by the European Stroke Organisation (ESO)

Prevention

Choosing a particular oral anticoagulant
and dose for stroke prevention in individual
patients with non-valvular atrial fibrillation: part 1

Hans-Christoph Diener'®, James Aisenberg?, Jack Ansell’, Dan Atar?,
Giinter Breithardt®, John Eikelboomé, Michael D. Ezekowitz"®”,
Christopher B. Granger'?, Jonathan L. Halperin'!, Stefan H. Hohnloser!?,

Elaine M. Hylek", Paulus Kirchhof'*', Deirdre A. Lane't, Freek W.A. Verheugt,
|Bnlam! Veltkamp"®, and Gregory Y.H. Lip!™¥




Bleeding and VTE-Risk

Case 3:

Pt, 65 yrs old woman with unprovoked VTE 3 months ago and
ATIII (55%) deficiency wants to stop the therapy with rivaroxaban
20 mg because of frequent nose bleeding.

Second phase of history taking: Brother stroke with 27y.

Anticoagulation stop or longterm?

Local problem vs systemic factor (eg VWD)
Type of anticoagulant (weight, kidney, plt count etc)?
Dose of anticoagulant?

Duration?

Risk of VTE and Bleeding
Patient preferences - doctors preferences?*
Follow up? What happened in real life?

Figure 2. Approach fo Long-term and Extended Treatment of Venous Thromboembolism (After Acute Treatment Through 3to 6 Months After
Diagnosis)

Patient with PE or proximal upper or lower extremity
DV stable on acute phase treatment (see Figure 1)
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PHASES OF TREATMENT FOR VENOUS THROMBOEMBOLISM
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Rivaroxaban or Aspirin for Extended Treatment of Venous
Thromboembolism
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Case 3: Follow up and how I do it @ home

Pt, 65 yrs old woman with unprovoked VTE 3 months ago and
ATIII (55%) deficiency wants to stop the therapy with rivaroxaban
20 mg because of frequent nose bleeding.

Second phase of history taking: Brother stroke with 27y.

Anticoagulation at all? Riva 20mg open ended
Local problem vs systemic factor (eg vVWD); ORL Cons solved the problem
Type of anticoagulant (weight, kidney, plt count etc)?
Dose of anticoagulant?if not ATIII deficient: Riva 10mg/d or apix 2.5x2/d
Duration? Indefinitely with 3 monthly reconsideration
Risk of VTE and Bleeding
Patient preferences - doctors preferences?*
Follow up? What happened in real life?3 yrs well, no bleeds not VTE

Take Home Messages: Risk assessment
3 Cases:

1) CAT: Cancer associated TE
LMWH, DOACSs non inferior (Edoxaban), more Gl bleeds

2) Afib and CA stenting: Triple trouble
Keep triple anticoagulation as short as possible after careful
weighing risks and benefits

3) Unprovoked VTE with thrombophilia

Long term tx: Consider dose reduction in lower risk pts
4) Individualize therapy and consider pt
preferences

Guideline vs individual pts
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Guidelines vs Individual
Management:

.No decision about the patient
without the patient!
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Rivarcuaban +aspirin vs. aspirin alone
Hazard ratio, 0.76 (95% C1, 0.66-0.86)
0,10 P<0.001
Rivarcxaban alone vs, aspirin alone
Hazard ratio, 0.90 [95% C1, 0.79-1,03)
P-0.12

Rivaroxaban with or without Aspirin
in Stable Cardiovascular Disease

— _rAspirin alone

0.084

-+ Rivarcxaban alone
Rivarexaban s aspirin

Cumulative Risk of Cardiovascular
Death, Stroke, or Myocardial Infarction

This article was published on August 27, This article was published on August 27,
2017, at NE[M.org. 2017, at NE[M.org.
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EDITORIAL

An Important Step for Thrombocardiology

This editorial was published on August 27, 2017, at NEIM Org




