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Objectives 

�  Approach to subsegmental PE, calf vein DVT and 
superficial vein thrombosis 

�  Determine duration of anticoagulation for VTE 
�  Review options for secondary prevention of VTE 
�  Manage anticoagulation in recurrent VTE 
�  Choose appropriate DOAC for VTE 
�  Role of thrombophilia work up 



Resources 

�  AC Forum clinical guidance-VTE, splancnic vein, 
reversal etc. 
https://acforum.org/web/education-guidance.php 

�  University of Washington Anticoagulation 
    http://depts.washington.edu/anticoag/home 



Subsegmental PE 

A 77 yo man had undergoes colectomy for recurrent 
bleeding from  diverticulosis. On POD # 3 he becomes 
tachycardic to the 110s. WBC is elevated.The surgical 
team orders an abdominal CT which shows a fluid 
collection concerning for early abscess. It also shows 
an isolated RLL subsegmental PE.  A dedicated CTa 
shows a single isolated RLL subsegmenral PE.  Do you 
anticoagulate this patient? 
a)  Sure, it is a PE. 
b)  No this is incidental. Let’s pretend we don’t know 

it is there 



Isolated Subsegmental PE 

Definition: PE shown on CT angiography that 
occurred in a subsegmental branch but no larger order 
of vessels. The subsegmental PE may involve one or 
more than one subsegmental branch 
 
Identification of ISSPE has tripled over past decade 



Isolated Subsegmental PE 

 



Isolated Subsegmental PE 

IS IT REAL? 
ISSPE is more likely to be TRUE if….good quality scan, mult defects,  centrally 
located, d-dimer elevated, seen on mult cuts, patient symptomatic vs 
incidental;high pretest prob of PE 
Get u/s of bilateral lower extrem (upper if CVC) 
Consider risk of recurrence-higher if not post op;  immobile; active cancer 
IF high bleed risk –don’t AC: get serial u/s  

Kearon et al. Chest. 2016;149(2):315-352.  



Subsegmental PE 

A 77 yo man had undergoes colectomy for recurrent 
bleeding from  diverticulosis. On POD # 3 he becomes 
tachycardic to the 110s. WBC is elevated.The surgical 
team orders an abdominal CT which shows a fluid 
collection concerning for early abscess. It also shows 
an isolated RLL subsegmental PE.  A dedicated CTa 
shows a single isolated RLL subsegmenral PE.  Do you 
anticoagulate this patient? 
a)  Sure, it is a PE. 
b)  No this is incidental. Lets pretend we don’t know it 

is there 



Calf Vein DVT 

A 37 year old man presents with right calf pain one 
week after being kicked in calf during a soccer game.  
On exam right calf is 2 cm> left. U/S  shows 
thrombosis in the peroneal vein. What anticoagulation 
regimen do you recommend? 
1.  Rivaroxaban 15 mg BID x 21 days then 20 mg daily 

to complete 3 months of therapy 
2.  Prophylactic dosing of LMWH or DOAC 
3.  No anticoagulation, return in one week for repeat 

ultrasound of lower extremity. 
4.  Um, is that a deep vein? 



Also includes gastroc and soleus veins 



Calf Vein DVT-CHEST 2016  

Kearon et al. Chest. 2016;149(2):315-352. 

Risk factors for extension: d-dimer +, extensive thrombosis 
 close to proximal veins; active cancer, prior VTE, inpatient 



Calf Vein DVT-CHEST 2016  

AC Forum clinical guidance  
We suggest treatment of 
distal DVT with 
anticoagulation versus 
observation. We suggest a 
duration of therapy 3 
months.  

 Streiff MB et al. J Thromb Thrombolysis. 2016;41:32-67.. 



Calf Vein DVT 

•  1st DVT, no cancer, outpatient only 
•  6 weeks LMWH and GCS vs placebo and GCS 
•  U/S at 3-7 days and 42 days 
•  Outcome progression to proximal DVT or PE 
•  No difference in VTE (3% v 5%), increased risk of 

bleeding (4% v 0%) 
Righini et al. Lancet Haematol 2016;3: e556–62 



Calf Vein DVT 

A 37 year old man presents with right calf pain on 
week after being kicked in calf during a soccer game.  
On exam right calf is 2 cm> left. U/S  shows 
thrombosis  in the peroneal vein. What anticoagulation 
regimen do you recommend? 
1.  Rivaroxaban 15 mg BID x 21 days then 20 mg daily 

to complete 3 months of therapy 
2.  Prophylactic dosing of LMWH or DOAC 
3.  No anticoagulation, return in one week for repeat 

ultrasound of lower extremity. 
4.  Um, is that a deep vein? 



A 55 year old woman presents with painful swelling 
over anterior left thigh. On exam she has a palpable 
cord concerning for SVT. She has an u/s which shows 
thrombosis of the greater saphenous vein extending 
from the calf proximally and terminating 6 cm from 
the deep femoral vein. What do you recommend? 
a.  Prophylactic fondaparinux 
b.  Prophylactic rivaroxaban 
c.  Full dose DOAC or warfarin 
d.  NSAIDS and ice 

Superficial Vein Thrombosis 



Superficial Vein Thrombosis –CHEST Guidelines 

�  Factors that favor the use of AC : extensive SVT; 
above the knee, close to  saphenofemoral junction; 
severe symptoms; involvement of the greater 
saphenous vein; history of VTE or SVT; active 
cancer;  recent surgery 

�  In patients with superficial vein thrombosis of the 
lower limb of at least 5 cm in length, we suggest the 
use of a prophylactic dose of fondaparinux or 
LMWH for 45 days over no anticoagulation (Grade 
2B). 

Kearon C et al. Chest. 2012  

CALISTO TRIAL- fonda vs placebo 
Primary outcome 1% vs 6% 



Superficial Vein Thrombosis 

•  >400 pts symptomatic SVT riva 10 mg v fonda 2.5mg 
•   Symptomatic above the knee SVT of at least ≥ 5 cm  
    length + other risk factor (>65 , male,hx VTE ,  
     cancer, autoimmune disease, non-varicose veins) 
•  No difference in  primary efficacy outcome   
•  After 6 weeks 7% recurrence risk in high risk patients 
     (v 1.2% in CALISTO) 



Superficial Vein Thrombosis 

Full dose anticoagulation 
for at LEAST 6 weeks 





A 55 year old woman presents with painful palpable 
swelling over anterior left thigh. On exam she has a 
palpable cord concerning for SVT. She has an u/s 
which shows thrombosis of the greater saphenous vein 
extending from the calf proximally and terminating 2 
cm from the deep femoral vein. What anticoagulant 
regimen do you recommend? 
a.  Prophylactic fondaparinux 
b.  Prophylactic rivaroxaban 
c.  Full dose DOAC or warfarin 
d.  Nsaids and ice 

Superficial Vein Thrombosis 



Duration of Anticoagulation for VTE 

A 57 year old man  presents with unprovoked PE. He 
has no other PMHx. He is started on rivaroxaban.  
How long should he remain on anticoagulation? 
1) One year 
2) 6 months 
3) 3 months 
4) Indefinitely 
 



Risk of VTE Recurrence After 
Anticoagulation Is Stopped 
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Characteristic Recurrence at 1 yr Recurrence at 5 yr 

Major provoked 
(transient) 

1% 3% 

Minor provoked 
(transient) 

5% 15% 

Unprovoked  10% 30% 
Cancer 20% — 

 Kearon C et al. Blood. 2014;123(12):1794-1801.   
2. Heit JA. Nat Rev Cardiol. 2015;12(8):464-474. 

Major transient risk factors 

Major surgery, trauma 
Minor transient risk factors 

Pregnancy, minor surgery, long-
haul air travel, immobilization, 

medical illness  

Nontransient risk 
factors 

Active cancer, severe 
thrombophilia, inflammatory 

bowel disease 

~20% in those 
with medically 
 provoked VTE 



Duration of Anticoagulation for VTE: 
2016 CHEST and AC Forum Guidelines/Guidance 
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Indication CHEST 20161   AC Forum 20162 

1st provoked VTE 3 mo 3 mo (surgical)a 

≥3 mo (medical) 
1st unprovoked VTE Extendedb  Extended 
2nd unprovoked VTE Extendedb Extended 
VTE + cancer Extendedb Extended 

aUnless risk factors for recurrence persist  
bNo scheduled stop date, unless high bleeding risk. 
 Kearon C et al. Chest. 2016;149(2):315-352. Streiff MB et al. J Thromb 
Thrombolysis. 2016;41:32-67. 



ESC PE Guidelines-Duration of Therapy  

 
≥ 3 months 

 
Recommend   
indefinite  

 
 Suggest 
 
indefinite 

 
DURATION OF AC 

Konstantinedes et al. Eur Heart J. 2019;Epub ahead of print. 



VTE and Bleeding Risk: 2016 CHEST Guideline 
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Risk of Major Bleeding After 3 Mo of Anticoagulation, %/y 
Low  

(0 risk factors) 
Moderate 

(1 risk factor) 
High 

(≥2 risk factors) 
Baseline risk 0.3 0.6 ≥2.5 
Increased risk 0.5 1.0 ≥4.0 
Total risk 0.8 1.6 ≥6.5 

•  Age >65 y 
•  Age >75 y 
•  Previous bleeding 
•  Cancer 
•  Renal or hepatic 

failure 
•  Thrombocytopenia 
•  Previous stroke 
•  Diabetes 

•  Anemia 
•  Antiplatelet therapy 
•  Poor anticoagulation 

control 
•  Recent surgery 
•  Frequent falls  
•  Alcohol abuse 
•  NSAID use 

Reprinted from Chest, 149(2), Kearon C et al, Antithrombotic Therapy for VTE Disease: CHEST Guideline and Expert Panel 
Report, 315-352, with permission from the American College of Chest Physicians. 

Risk Factors for Bleeding with Anticoagulation 



ASA for Secondary VTE Prevention 

ASA is not considered  a reasonable 
alternative to anticoagulant  therapy in 
patients who want extended duration 
therapy

Simes et al. Circulation. 2014;130:1062-1071.) 



•  After 6-12 months of anticoagulation for VTE 
•  Provoked (~60%) or unprovoked (~40%) 
•  Clinical equipose about indefinite AC therapy 
•  One year follow up 

Weitz et al. N Engl J Med March 2017 



All Provoked 
VTE 

Recurrent 
VTE 

BLEED 

Rivaroxaban 
20 mg 

1.5% 1.4% 1.5% 3.3% 

Rivaroxaban 
10 mg 

1.2% 0.9% 1.0% 2.4% 

ASA 81 mg 4.4% 3.6% 8.8% 2.0% 

Weitz et al. N Engl J Med March 2017 



Agnelli etal 
NEJM 2013 

1.7% 

8.8% 



Mai V et al CHEST 2019 

DO NOT USE LOW DOSE DOAC FOR 
SECONDARY PREVENTION IF: 
>120 kg 
Recurrent  VTE on anticoagulation 
Concurrent AFIB 
Cancer associated VTE 
APLS 
 



UNPROVOKED VTE 

�  All patients get 3-6 months of FULL intensity 
anticoagulation for VTE 

�  At 3-6 months determine candidacy for secondary 
prevention 

�  ~50% will develop recurrent VTE if off anticoagulation 
�  Case fatality rate of VTE is ~4% in all comers but closer 

to 9% in those who present with PE 
�  Case fatality rate of bleeding is ~10% 
�  Case by case decision…consider continuation in all if not 

high bleeding risk. Most compelling in low bleed risk 
patients and in those with PE 

Secondary Prevention Options 
Low dose DOAC*** 
Full dose anticoagulation 
ASA 

Do not use dose reduced DOAC: 
Obesity 
Cancer 
Recurrent VTE on AC 



Duration of Anticoagulation for VTE 

A 57 year old man  presents with unprovoked PE. He 
has no other PMHx. He is started on rivaroxaban.  
How long should he remain on anticoagulation? 
1) One year 
2) 6 months 
3) 3 months 
4) Indefinitely 



Thrombophilia Testing 

Should he have a thrombophilia work up for this 
unprovoked VTE event? 
�  Yes 
�  No 



Thrombophilia Testing 

No current guidance/.guidelines  
EXCEPT ASH Choosing Wisely Campaign-”do not test in provoked VTE” 
Results of thrombophilia testing should RARELY  affect clinical  
decisions about VTE treatment-no strong influence on recurrence risk 
beyond stratification based on clinical presentation 
Can help explain “why” 
Can be of interest to family members 
Current tests are insufficient for identifying inherited VTE risk 



Connors JM. N Engl J Med 2017;377:1177-1187 

Who should we suspect harbors thrombophilia? 



UNPROVOKED THROMBOSIS IN 
YOUNG PATIENT THINK ABOUT: 

 
�  PROTEIN C, S, ANTITHROMBIN DEFICIENCYàOFTEN POSITIVE 

FAMILY HISTORY 
�  FACTORV LEIDEN MUTATION AND PROTHROMBIN GENE 

MUTATION -Northern european descent 
�  APLS-PRIMARY OR SECONDARY (lupus) 
�  MAY THURNERS SYNDROME- ILIAC VEIN COMPRESSIOJN 

SYNDROME…LEFT LOWER EXTREM VENOUS COMPRESSION-LEFT 
ILIAC VEIN COMPRESSED BY RIGHT ILIAC ARTERY 

�  UPPER EXTREMITY DVT-PAGET SCHROEDERS SYNDROME-
THORACIC OUTLET SYNDROME WITH VENOUS COMPRESSION 

�  NEPHROTIC SYNDROME 
�  IBD 
�  PNH 
�  PREGNANCY, IVF 
�  CANCER (less likely < 50 yo) 



VENOUS AND ARTERIAL 
THROMBOSIS 

�  APLS 
�  PFO-with paradoxical embolism 
�  HYPERHOMOCYSTIENEMIA 
�  SICKLE CELL 
�  P VERA  
�  PNH 
�  HIT 
�  CANCER 
�  DIC 
�  Beurgers disease 
�  Hyperviscosity-MGUS, MM 



Thrombophilia Tests. 

Connors JM. N Engl J Med 2017;377:1177-1187 



Summary of Recommendations Regarding Testing for Thrombophilia. 

Connors JM. N Engl J Med 2017;377:1177-1187 



Algorithm for Selecting Patients with a First Venous Thromboembolism (VTE) for Thrombophilia 
Testing. 

Connors JM. N Engl J Med 2017;377:1177-1187 

Splanchnic vein thrombosis  
Cerebral vein thrombosis 



IMPACT OF ANTICOAGULATION & 
THROMBOSIS ON THROMBOPHILIA LABS 

ACUTE 
THROMBOSIS 

WARFARIN HEPARIN DOAC 

PROTEIN 
C,PROTEIN S 

↓ (FALSE 
POSITIVE) 

↓(FALSE 
POSITIVE) 
 

NO 
EFFECT 

FALSE 
NORAML 
 

ANTITHROMBIN ↓ (FALSE 
POSITIVE) 
 

↑(FASLE 
NEGATIVE) 
 

↓(FALSE 
POSITIVE) 
 

FALSE 
NORMAL 

LUPUS 
ANTICOAGULAN
T 

NO EFFECT 
 

FALSE 
POSITVE 

FALSE 
POSITIVE 

FASLE 
POSITIVE 

B2GP1, Acl ABS NO EFFECT 
 

NO EFFECT 
 

NO 
EFFECT 
 

NO EFFECT 

FACTOR V 
LEIDEN 

NO EFFECT 
 

NO EFFECT 
 

NO 
EFFECT 
 

NO EFFECT 
 

PROTHROMBIN 
GENE 
MUTATION 

NO EFFECT 
 

NO EFFECT 
 

NO 
EFFECT 
 

NO EFFECT 
 

DEFER TESTING (3-6 MOS) 
 
RARELY WE SEND APLS 
 ACUTELYIF STRONG  
SUSPICION 
 
CAN SEND FLV/PTG BUT 
IN HETEROZYGOUS FORM 
NOT IMPORTANT 



Antiphospholipid Antibody Syndrome 



Antiphospholipid Antibody Syndrome 

�  WHY- risk of recurrence off AC much higher; at risk for 
arterial disease, bridge therapy; DOACs generally avoided 

�  WHO-  arterial and venous events, unexpected arterial events, 
recurrent thrombosis ON anticoagulation, underlying 
autoimmune d/o, prolonged aPTT 

�  WHAT-send Lupus anticoagulant, Beta 2 glycoprotein 
antibodies and anticardiolipin antibodies (IgG & Ig M) 

�  WHEN-LAC-don’t do it on anticoagulation; antibodies you 
can send anytime 

�  IF POSITIVE- 
¡  must repeat in 12 weeks-high rate of transient positivity 
¡  LAC most predicative of 1st and recurrent VTE, triple positives at highest 

risk 



Thrombophilia Testing 

Should he have a thrombophilia work up for this 
unprovoked VTE event? 
�  Yes 
�  No 



A 65 year old man with unprovoked PE that  
occurred 3 months ago develops SOB and chest 
pain and is found to have recurrent PE.  He is on 
warfarin. His INR is 2.0. What anticoagulation 
regimen do you recommend now?

A) rivaroxaban

B) warfarin with goal inr 3-4

C) IVC filter
D) Low molecular weight heparin

E) Honestly, why me?
 

VTE Recurrence on Anticoagulation  



VTE Recurrence on Anticoagulation 

Shulman Blood 2017 



 VTE Recurrence on Anticoagulation 

1st-is it REAL? 

D-dimer 

1 in 3 may have cancer  

MPO-JAK 2 
Other exon mutations 

APLS-beware the INR 

PNH-hemolysis cytopenias 
 and clots in weird places 

DOAC-acute VTE vs AFIB 
No dose reduction for renal 
insufficieny with DOAC 
except edox 
Warfarin overlap  

Shulman Blood 2017 



VTE Recurrence on Anticoagulation 

NOTICE-NO MENTION OF IVC FILTER! 

Shulman Blood 2017 



CHEST 2016:VTE Recurrence While on AC 



Anticoagulation in Recurrent VTE in APLS 

�  Increase INR to 3-3.5 
�  Add ASA to usual intensity warfarin? 
�  Add statin 
�  Consider hydroxychloroquine 
�  LMWH-case reports:some good, some not so good 
�  Fondaparinux-limited data 



A 65 year old man with unprovoked PE that  
occurred 3 months ago develops SOB and chest 
pain and is found to have recurrent PE.  He is on 
warfarin. His INR is 2.0. What anticoagulation 
regimen do you recommend now?

A) rivaroxaban

B) warfarin with goal inr 3-4

C) IVC filter

D) Low molecular weight heparin

 

VTE Recurrence on Anticoagulation  



What To Do After the Bleed 

76 y/o man with CAD (NSTEMI 2006), AFIB CHADS-
Vasc=4 on warfarin and ASA is admitted with UGIB. INR 
is 3.0. He requires 3u PRBCs, vit K and FFP. EGD shows 
peptic ulcer disease. He is started on high dose PPI 
therapy, bx for H Pylori done. When should his 
anticoagulation be restarted? 
a)  Never 
b)  In two weeks 
c)  In  three months  
d)  Let the primary provider deal with this one 



What To Do After the Bleed 

Witt  Hematology 2016 







 
AC FORUM Clinical Guidance 

Antithrombotic Therapy for VTE 

“IN THE EVENT OF GI  BLEED 
WE SUGGEST WAITING AT 
LEAST 7 DAYS WITHOUT 

EVIDENCE OF ACTIVE 
BLEEDING AND AFTER 

ENDOSCOPIC TX BEFORE 
REINITIATING AC” 



GIBs: DOACs vs Warfarin 

Di Minno et al. Blood Reviews 2015. 



GIBs: DOACs vs Warfarin 

Di Minno et al. Blood Reviews 2015. 



GIBs: DOACs vs Warfarin 

Di Minno et al. Blood Reviews 2015. 



Resumption of DOACs 

Anticoagulation FULLY therapeutic within 1-2 hours 
Only dabigatran has a reversal agent 



 Considerations After GIB on AC 
�  Reassess risk benefit of anticoagulation 

secondary prevention of VTE therapy, low CHADS-vasc 
�  Assess risk of rebleeding from source 

 identifiable source, treatable lesion? 
�  Take steps to decrease risk of bleeding related 

to AC regimen 
�  Reconsider need for antiplatelet therapy  

 if  warfarin-was INR in range, is control good? 
 spurious elevation in INR or poor TTRàDOAC 
 increase INR monitoring->home POC INR?  

�  If ongoing strong indication for AC  determine 
best time to restart therapy in 
multidisciplinary meeting with proceduralist - 
Remember DOAC immediately active 



What To Do After the Bleed 

76 y/o man with CAD (NSTEMI 2006), AFIB CHADS-
Vasc=4 on warfarin and ASA is admitted with UGIB. INR 
is 3.0. He requires 3u PRBCs, vit K and FFP. EGD shows 
peptic ulcer disease. He is started on high dose PPI 
therapy, bx for H Pylori done. When should his 
anticoagulation be restarted? 
a)  Never 
b)  In two weeks 
c)  In  three months  
d)  Let the primary provider deal with this one 

“Two weeks may provide 
the best balance among GI 

bleed recurrence , 
thromboembolism and 

mortality”” 



DOAC selection, dosing, monitoring 

Mr. M is an 80 year old man with CHF, HTN, CKD, 
and acute unprovoked PE. He has a remote history of 
GI bleed from gastritis. He is on a PPI. He does not 
want to use warfarin and is interested in a “new” 
blood thinner. Which DOAC do you choose for him? 

63 



TAKE HOME POINT #1 Check the renal 
function!!! 

TAKE HOME POINT #2 note short half lives-
don’t miss a dose 



TAKE HOME POINT #3 DOSING FOR VTE 
NOT THE SAME AS AFIB AND NO RENAL 
ADJUSTMENT FOR RIVA AND APIX 



    SAFETY 

�  GIB- apixaban< dabigatran< warfarin< rivaroxaban 
�  ICH-DOACS< warfarin 
�  Renal clearance-apixaban< rivaroxaban< dabigatran 

TAKE HOME POINT #4 APIXABAN WINS 
BEST IN SAFETY 



DOAC selection, dosing, monitoring 

Mr. M is an 80 year old man with CHF, HTN, CKD, 
and new non valvular AFIB. SCr = 1.4 mg/dL, Wt 70 
kg. He has a remote history of GI bleed from gastritis. 
He is on a PPI. He does not want to use warfarin and 
is interested in a “new” blood thinner. Which DOAC 
do you choose for him? 

67 



DOAC Selection in NVAF 
68 

Dabigatran Rivaroxaban Apixaban Edoxaban 

MOA FIIa inh FXa inh FXa inh FXa inh 
Admin  BID 

swallow whole 
QD 

*w/ meal* 
BID QD 

Renal 
elimination 

~80% ~1/3   ~1/4 ~1/2 

Drug 
Interactions 

P-gp CYP3A4/  
P-gp 

CYP3A4/   
P-gp 

P-gp 

Other No pill box - - Avoid in CrCl 
>95 ml/min 

in AFIB 



DOAC Selection in NVAF  

*DOACs compared to warfarin; no head-to-head RCTs 
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DABI RIVA APIX EDOX 
FDA Approval 
Trial vs. WARF 

RE-LY ROCKET-
AF 

ARISTOTL
E 

ENGAGE 

Eff: CVA, SEE Superior Noninferior Superior Noninferior 
Saf: Maj bleed Similar Similar Superior Superior 
ICH Superior Superior Superior Superior 
GI bleed Worse Worse Similar Worse 
Mortality Favorable Favorable Superior Favorable  
Bleeds in 
elderly 
subgroup 
≥75 yrs 

Trend of 
more major 

bleed 

Trend of 
more CR 

bleed 

Less bleed Less major, 
more GI 

bleed 



Appropriate NVAF DOAC Dosing 

DABI RIVA APIX EDOX 
Regular dosing 150 mg BID 20 mg QD 5 mg BID 60 mg QD 

(CrCl ≤95) 
Reduced 
dosing 

75 mg BID 15 mg QD 2.5 mg BID 30 mg QD 

Indications for 
lower dose: 

-CrCl 15-30 
ml/min 
-CrCl 30-50 
ml/min +DDI 

-CrCl 15-50 
ml/min 

-2 or more: 
   -SCr ≥1.5 
   -Wt ≤60 kg 
   -Age ≥80 y 

-CrCl 15-50 
ml/min 

Studied 
clinically 

NO Not CrCl <30 
ml/min 

Not CrCl <25 
ml/min or SCr 
>2.5 

Not CrCl <30 
ml/min 

70 

TAKE HOME POINT #5 there is adjustment 
for renal function for AFIB indications.Use 
appropriate dose according to PI 



DOAC selection, dosing, monitoring Mr. M is an 80 year old man with CHF, HTN, CKD, 
and new non valvular AFIB. SCr = 1.4 mg/dL, Wt 70 
kg. He has a remote history of GI bleed from gastritis. 
He is on a PPI. He does not want to use warfarin and 
is interested in a “new” blood thinner. Which DOAC 
do you choose for him? 

71 



 DOACS in AFIB Selection  
 

�  Overall, DOACs perform in most aspects as good or in some 
cases better than warfarin 
¡  *Renal function* 

÷ Avoid dabigatran in patients with significant impairment or 
fluctuating or borderline renal function  

÷ Avoid edoxaban in patients with very good renal function (CrCl >95 
ml/min) 

÷ High bleed risk / GI bleed history or high risk –consider apixaban 
¡  Drug interactions may guide selection 

72 



DOAC selection, dosing, monitoring 

Mr. M is an 80 year old man with CHF, HTN, 
CKD, and new AF. SCr = 1.4 mg/dL, Wt 70 kg. He 
has a remote history of GI bleed from gastritis. 
He is on a PPI. He does not want to use warfarin 
and is interested in a “new” blood thinner. Which 
DOAC do you choose for him? 
�  CHA2DS2-VASc Score = 4; high risk 
�  CrCl ~42 ml/min 
�  You recommend apixaban 5 mg BID 
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GO TO WARFARIN INSTEAD OF DOAC IF: 

�  Valvular AFIB 
�  Mechanical heart valves 
�  APLS 
�  ?Dialysis and CrCl < 25 ml/min 
�  ?LV thrombus 
�  ? Extremes of weight? 


