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Figure 1. Diagnostic Management of Patients With Suspected DVT or PE




Wells Pre-test Probability of DVT

Clinical Parameter Score:

Active cancer (treatment ongoing, or within 6 months or palliative) +1
Paralysis or recent plaster immobilization of the lower extremities +1
Recently bedridden for =3 d or major surgery <4 wk +1
Localized tenderness along the distribution of the deep venous system +1
Entire leg swelling +1
Calf swelling =3 cm compared to the asymptomatic leg +1
Pitting edema (greater in the symptomatic leq) +1
Previous DVT documented +1
Collateral superficial veins (nonvaricose) +1
Altlernative diagnosis (as likely or > that of DVT) -2
r
>3 High probability
1or2 Moderate probability

<0 Low probability




RISK FACTORS FOR VENOUS THROMBOEMBOLISM
*Older Age
*Intrinsic blood characteristics (Factor V, Non-O blood-type, SC disease)
*Lifestyle (smoking, obesity)
*Acquired risks (CA, hormone Rx, Acute infection, RA, COPD and Pregnancy)

-During pregnancy and the puerperium period VTE risk is at 1.4% (higher with
HRT)

*Sex: Highest risk in Female <50 yo and, conversely Male >65 yo



IMAGING FOR SUSPECTED DVT

Patients with suspected DVT according to a clinical decision rule and
positive age-adjusted D-dimer testing should be referred for diagnostic
Imaging.

*VENOUS ULTRASONOGRAPHY IS THE
LINE IMAGING TEST




When do you order an US withouta D -

dﬂﬂﬁ&ﬁts where clinical decision rules suggests that DVT is likely, including
cancer, venous US should be performed without getting a Blimer first because a
normal level does not reliably exclude the diagnosis when pretest probability is high.

--THIS PATIENT HAS A HISTORY OF CANCER

= --THIS PATIENT DOES
NOT




REATMENT STRATEGIES FOR VTE

DOACHs: Al though Dabi gat r atermaitafitredndeatx a b ¢
WITH a parenteral anticoagulant, Rivaroxaban and Apixaban can be initiated
WITHOUT a parenteral anticoagulant by starting with a higher initial dose followed

by a lower maintenance dose.

Compari son between DOACHs showed no di f
VTE-related deaths.

Choosing a DOAC should be based on patient comorbidities.
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*Antiphospholipid Antibodies: Warfarin has lower rate of thromboembolic events
when compared to DOACHSs.

*Cancer: LMWH have been standard therapy.

*HOKUSAI VTE Trial with Edoxaban was nonanferior, but higher bleed rate in Gl
cancer. Rivaroxaban had a lower rate of VTE and no difference in major bleeding,
but increase risk of nonmajor bleeding.

*The CARAVAGGIO Trial showed noninferiority of Apixaban for prevention of
recurrent VT without an increased risk of major bleeding.

** DOACHs are considered an alternative
associated VTE, especially in patients without GI cancer.



Does isolated calf DVT need anticoagulation

It is recommended that with severe symptoms or risk factors for PE or extension to
proximal veins (hospitalizations, CA, H/O VTE) that you start anticoagulation.

In an asymptomatic patient with none of the above, no therapy is needed.




SUPERFICIAL THROMBOPHLEBITIS GUIDELINE

*Everything connects to the deep; get an US *DVT associated with40%
*PE associated with SVT: 2033% are Asymptomatic, 2213% are Symptomatic
*Treatment : Symptom relief= Compression, Ice/Heat, Elevation, NSAIDS

*CHEST (2012): If SVT > 5cm in length treat with prophylactic anticoagulation. SURPRISE Trial (2017)=Rivaroxaban
10mg gqd X 6 weeks. You can also use LMWH 60mg qd X 6 weeks (AS LONG AS IT IS > 3cm FROM JUNCTION OF
DEEP SYSTEM)

*SVT <5cm long and >3cm from junction, treat symptomatically. If symptoms are severe can treat with prophylactic
dose. If they are high risk: prior DVT/SVT, Ca, pregnancy, recent surgery or trauma can treat with prophylactic dose.

*If SVT is <3cm from the junction, treat like a DVT with full anticoagulation for 3 months
*US should be repeated after 3-7 days to see of thrombosis is progressing

*SVT in Pregnancy: LMWH, use throughout pregnancy and 6 weeks after
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DOACHs are considered an alternative 1t
associated VTE in patients WITHOUT GI malignancy (increased risk of Gl bleeding
with use of some DOACHs; Edoxaban i n p:
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AVOID USE
*Kidney Function:
Stage 13: DOACHS
Stage 4: Warfarin @ ak-@odesLMWH
Di al ysi s: DOACHSs a rnwhrfatilM WH
*Cancer:
Non-Gl: LMWH or DOACHS
Gl: Rivaroxaban, Edoxaban MWH, Apixadan (consider)
Chemo: Assess cherdOAC i nteraction



CENTRAL ILLUSTRATION: Aspects of Care of VTE in the Pregnant Patient

DVT in Pregnancy

:m\"‘ i -Morunmcotm
+ Obesity = Known thrombophilia
SRR, AVOIlI D DOACHSs

Pregnancy Risks

» Gestational age
* Multiple gestation
» Artificial

Nichols, K.M. et al. J Am Coll Cardiol. 2020;76(18):2128-41.




SUSPECTED PE DURING PREGNANCY
High pretest probability, or intermediate/low

probability and positive D-dimer result

[ Anticoagulate with LMWH j

e Chest X-ray?@
e Compression proximal duplex ultrasound,
if symptoms or signs suggestive of DVT

Proximal DVT not present

SPECIFIC INVESTIGATION FOR PE

e If chest X-ray normal>» CTPA or perfusion lung scan

P i L
roxima e If chest X-ray abnormal@ > CTPAC

DVT present

l Negative ¢ Indeterminate or positive
Negative

Review by radiologist or
nuclear physician
experienced in diagnosis
of PE in pregnancy

PE ruled out

l Positive
A\ 4

e Continue with LMWH at therapeutic dosed

e Assess PE severity and the risk of early death ©

e Refer to multidisciplinary team with experience of PE management in pregnancy

e Provide plan to guide management of pregnancy, labour and delivery, postnatal and future care




MAY-THURNER SYNDROME

Accountsfor2-5% of al | DVTHs and typically af
peripartum. Diagnosis with MRV, but IVUS with Venogram is more specific.
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NEW Antithrombotic
Therapy for VTE: CHEST
Guideline (see page 315)
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CENTRAL ILLUSTRATION: Approach to Risk Stratification and Risk-Based
Management of Acute Pulmonary Embolism Syndromes

Patient with Acute Pulmonary Embolism

STEP 1: Is the patient hemodynamically stable?

STEP 2: Does the patient have high-risk clinical features
(increased PESI or SPESI)?

STEP 3: Does the patient have CT or echocardiographic evidence of RV
dysfunction OR elevated troponin OR both?

Low-risk clinical High-risk clinical High-risk clinical
features, normal RV, features, abnormal RV | features, abnormal RV,
AND normal troponin OR elevated troponin AND elevated troponin

OR neither

LOW-RISK PE INTERMEDIATE INTERMEDIATE
-LOW-RISK PE -HIGH-RISK PE

Patient with Acute Pulmonary Embolism

STEP 1: Can the patient be anticoagulated?

Consider IVC filter

STEP 2: Start immediate therapeutic anticoagulation

INTERMEDIATE HIGH-RISK PE

-HIGH-RISK PE

INTERMEDIATE
-LOW-RISK PE

LOW-RISK PE

STEP 3:
Continue anticoagulation
monitor in critical care setti
support hemodynamics,
and consider reperfusion

STEP 3:
Continue anticoagulation,
monitor, and consider
reperfusion if deterioration

STEP 3: Continue anticoagulation

Piazza, G. J Am Coll Cardiol. 2020;76(18):2117-27.




IS MY PATIENT HAVING A PE?

SR BT

American College of Cardiology, January 2020, Vol. 49, Number 1, Page 39



PULMONARY EMBOLISI\/IRESPONSE TEAMS

Endovascular Today: Supplement July 2019, page 6







