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The following succinct analysis appeared in Pharmacist’s Letter. Based on vol. 36. No. 7 

ANTICOAGULANTS
You’ll continue to see a shift toward direct oral anticoagulants (Eliquis, etc) for cancer-associated venous
thromboembolism (VTE).

We’re used to seeing these patients on a low-molecular-weight heparin (LMWH), such as enoxaparin...or warfarin as an
alternative.

But evidence with DOACs is stacking up for VTE due to cancer.

Treatment. Most DOACs work about as well as LMWH to treat VTE in cancer...but there are no data yet with Pradaxa
(dabigatran)

Expect to see Eliquis (apixaban) or Xarelto (rivaroxaban). Savaysa (edoxaban) must be “bridged” with 5 to 10 days of
an injectable anticoag.

But anticipate injectable LMWH for patients with GI tumors or a history of GI bleeding...due to higher GI bleeding risk with
DOACs.

Continue to recommend warfarin when CrCl is below 30 mL/min...or cost is an issue. DOACs cost over
$400/month...LMWH $500/month.

Advise treating for at least 3 to 6 months...and as long as the patient is receiving cancer therapy or has active cancer.

Prophylaxis. Be aware that guidelines now recommend assessing VTE risk when outpatients start chemotherapy.

Consider using the Khorana score to assess if outpatients with a solid tumor or lymphoma may benefit from
anticoagulation.

Risk is based on cancer type...high platelets or white count...low hemoglobin or prescribed a red cell growth factor...and
BMI over 35.

Help weigh benefits and risks if the score is 2 or higher.

Explain that withOUT prophylaxis, a score of 2 predicts up to 5 in 100 patients may develop a symptomatic VTE over 2.5
months...or over 7 in 100 patients with scores of 3 or above.

But caution about bleeding. Advise against prophylaxis for patients with recent bleeding, platelets below 50,000/mcL, or
limited life expectancy.

When prophylaxis is appropriate, recommend Eliquis, Xarelto, or LMWH for up to 6 months. These are the only options
shown to reduce the risk of VTE versus placebo.

Expect low doses for prophylaxis, such as Eliquis 2.5 mg BID.

Continue to watch for warfarin or DOAC interactions.

See our chart, Cancer-Associated Thrombosis FAQs, for dosing, monitoring, and special populations including multiple
myeloma.

(For more on this topic, see Clinical Resource #360608 at PharmacistsLetter.com.)

Agnelli G, Becattini C, Meyer G, et al. Apixaban for the treatment of venous thromboembolism associated with cancer.
N Engl J Med 2020;382:1599-1607.
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The following succinct analysis appeared in Pharmacist’s Letter. Based on vol. 36. No. 7

ANTICOAGULANTS
You’ll continue to see a shift toward direct oral anticoagulants (Eliquis, etc) for cancer-associated venous
thromboembolism (VTE).

We’re used to seeing these patients on a low-molecular-weight heparin (LMWH), such as enoxaparin...or warfarin as an
alternative.

But evidence with DOACs is stacking up for VTE due to cancer.

Treatment. Most DOACs work about as well as LMWH to treat VTE in cancer...but there are no data yet with Pradaxa
(dabigatran)

Expect to see Eliquis (apixaban) or Xarelto (rivaroxaban). Savaysa (edoxaban) must be “bridged” with 5 to 10 days of
an injectable anticoag.

But anticipate injectable LMWH for patients with GI tumors or a history of GI bleeding...due to higher GI bleeding risk with
DOACs.

Continue to recommend warfarin when CrCl is below 30 mL/min...or cost is an issue. DOACs cost over
$400/month...LMWH $500/month.

Advise treating for at least 3 to 6 months...and as long as the patient is receiving cancer therapy or has active cancer.

Prophylaxis. Be aware that guidelines now recommend assessing VTE risk when outpatients start chemotherapy.

Consider using the Khorana score to assess if outpatients with a solid tumor or lymphoma may benefit from
anticoagulation.

Risk is based on cancer type...high platelets or white count...low hemoglobin or prescribed a red cell growth factor...and
BMI over 35.

Help weigh benefits and risks if the score is 2 or higher.

Explain that withOUT prophylaxis, a score of 2 predicts up to 5 in 100 patients may develop a symptomatic VTE over 2.5
months...or over 7 in 100 patients with scores of 3 or above.

But caution about bleeding. Advise against prophylaxis for patients with recent bleeding, platelets below 50,000/mcL, or
limited life expectancy.

When prophylaxis is appropriate, recommend Eliquis, Xarelto, or LMWH for up to 6 months. These are the only options
shown to reduce the risk of VTE versus placebo.

Expect low doses for prophylaxis, such as Eliquis 2.5 mg BID.

Continue to watch for warfarin or DOAC interactions.

See our chart, Cancer-Associated Thrombosis FAQs, for dosing, monitoring, and special populations including multiple
myeloma.

(For more on this topic, see Clinical Resource #360608 at PharmacistsLetter.com.)

Agnelli G, Becattini C, Meyer G, et al. Apixaban for the treatment of venous thromboembolism associated with cancer.
N Engl J Med 2020;382:1599-1607.
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DISCUSSION QUESTIONS 
OVERVIEW OF CURRENT THERAPY 

1. What are the new guidelines for the management of gout?

ANALYSIS OF NEW GUIDELINE 

2. What are the criteria for development or evaluation of practice guidelines?

3. Are the new guidelines for gout evidence based? Is evidence linked to
recommendations with a strength of recommendation grading system?

4. Are the guidelines unbiased and representative of a wide range of clinicians?

5. Are the guidelines based on outcomes important to patients?

6. Are the interventions proposed in the guidelines feasible in all practice settings?
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7. Have the guidelines been prospectively validated?

8. What are the major recommendations of the guidelines?

9. Are the guidelines expressed in terms we care about and can use?

HOW SHOULD THE NEW GUIDELINES CHANGE CURRENT THERAPY? 

10. Do the guidelines change your practice? How?

APPLY THE NEW FINDINGS TO THE FOLLOWING CASE 

BD is a 50-year-old Caucasian male who presents to the clinic for left great toe pain, 
redness and swelling for the past 3 days. He cannot recall any specific associated injury.  He 
is having trouble walking due to the pain.  His only chronic condition is hypertension, which 
is well controlled on hydrochlorothiazide 25 mg daily.  When asked about any changes in 
his diet over the past few days, BD tells you he recently celebrated his 50th birthday at the 
local steakhouse, with a “surf-and-turf” meal along with some cocktails and a bottle of 
fancy red wine.  

Based on your history and physical examination, you suspect BD is having his first gout 
attack.  Further laboratory evaluation reveals he has an elevated uric acid level of 8.7 
mg/dL.  
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11. What treatment recommendations do you initially recommend to BD to help control
his symptoms?

You counsel BD on lifestyle modifications to help limit further gout flares.  You decide to treat 
BD’s gout flare with naproxen, and his symptoms slowly resolve within a week.   

Over the next 6 months, BD has 3 additional gout attacks, in his feet and ankles.  When he 
sees you following resolution of the most recent flare, he expresses frustration at the impact 
of the disease on his life. 

12. What medication adjustments might you consider for BD?

Since BD is having frequent flares, you recommend adding a medication to lower BD’s uric 
acid level, and discuss its possible side effects.  At the same time, you recommend that BD 
restart naproxen, to prevent a flare when starting urate-lowering therapy.  You also 
recommend changing BD’s antihypertensive to a different medication.   

At his 3-month routine follow-up appointment, BD happily reports he’s had no further gout 
attacks and is tolerating allopurinol 300 mg/day without any side effects.  He recently had 
labs completed and has a normal renal function and serum uric acid level of 7.0 mg/dL.  He 
has lost weight and altered his lifestyle to a low-purine diet, with no red meat or shellfish. He 
still enjoys a glass of wine occasionally but even this is limited, and he no longer drinks spirits 
or beer.  

13. What guidance do you provide BD regarding dosing of allopurinol now that his
symptoms are under control, but his serum uric acid level remains elevated?

After hearing of BD’s significant lifestyle modifications, coupled with having no further gout 
attacks, you decide to keep him on allopurinol 300 mg/day with continued close 
monitoring and agree to titrate the dose up if attacks occur in the future.      
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