Thromboprophylaxis In
critically 1ll patients;
for whom and how
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VTE In medical inpatients

events occur due to hospital admission for
surgery (24%) or medical iliness (22%)

* Risk factors for VTE in hospital include

of hospitalized patients have 3 or more risk factors
for VTE

* Increase in thrombosis risk in medical inpatients persists 45 to
60 days after discharge

Blood Adv (2018) 2 (22): 3198-3225



American Society of Hematology 2018
guidelines for management of venous
thromboembolism:

prophylaxis for hospitalized and
non-hospitalized medical patients

CLINICAL GUIDELINES blood advances

American Society of Hematology 2018 guidelines for management of
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Background: Venous thromboembolism (VTE) is the third most common vascular disease. Medical inpatients,
long-term care residents, persans with minor irjuries, and long-distance ravelers are at increased risk.
Objective: These evidence-based guidelines from the American Society of Hematology (ASH) intend
to support patients, clinicians, and others in decisions about preventing VTE in these groups.
Methods: ASH formed a muttidisciplinary guideline panel balanced to minimize potential bias from
conflicts of interest. The McMaster Universty GRADE Centre supported the guideiine-development
process, including updating or performing systematic evidence reviews. The panel prioritized clinical
questions and outcomes according to their importance for clinicians and adult patients. The Grading of
and Evaluation approach was used to assess evidence
and make recommendations, which were subject to public comment.

Results: The panel agreed on 19 recommendations for acutely ill and eriticaly il medical inpatients,
people in long-term care facillties, outpatients with minor injuries, and long-distance travelers.

Conclusions: Strong recommendations included provision of pharmacological VTE prophylais in

acutely or critically il inpatients at acceptable bleeding risk, use of mechanical prophytaxis when

bieeding risk is unacceptable, against the use of drect oral anticoagulants during hosptalization, and

against extending phamacological prophykxis after hospital discharge. Condtional recommendations

included not to use VTE prophylasis routinely in long-term care patients or outpatients with minor VTE

sisk factors. The panel condiionaly recommended use of raduated compression stockings or low-
lar-weight heparin i long:di lers only f they are at high risk for VTE.

Summary of recommendations

Background

Venous thromboembelism (VTE) is the third most common cardiovascuiar diagnosis, with an ncidence
rate of ~1 in 1000 annually in middl dly 1% annually in " About
50% of 2l VTE events oocur as a resul of a current or recent hospital admission for surgery or acute
medical ilness? cquired VTE is with including

and mechanical measuree, including compreasion stookings and intermitient pneumatic campression.
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Acutely or Critically ill medical patients:
Pharmacological vs None

« Recommends using UFH or LMWH (strong, moderate)
 Suggests using LMWH over UFH (conditional, moderate)

RR (95% CI) Risk with UFH Risk difference with LMWH
=) | @ Mortality (0.750 i22.08) 243 per 1,000 24(?1ere:/v2(re?<t>h1s 9p;ro1ré())00
B e Amiom
?rlgfrwtn(:ln[a)t\i/cT (0.6(? ig71.25) 2> per 1,000 3(1;e0wf:N[e):l tTo %e:nl'roe()m
=) | @ Major bleeding (0.760 i281.27) >3 per 1,000 1 {?gv?ervx?elfigizer;c};g)oo
o ofntet 08 peiom e e pe o0
Quality of Evidence (GRADE): Low @ Moderate Strong @

Outcomes Relative effect:

Anticipated absolute effects (95% ClI)

Blood Adv (2018) 2 (22): 3198-3225



Acute or Critically ill medical patients:
Mechanical vs Pharmacological

 Suggests pharmacological VTE prophylaxis over mechanical
prophylaxis (conditional, very low)

Anticipated absolute effects (95% ClI)

Relative effect:

Outcomes ) Risk with pharmacologic Risk difference with
RR (95% Cl) 9 .
prophylaxis mechanical prophylaxis
. 0.95 1 fewer death per 1,000
@ Mortality (042 to 1.13) 18 per 1,000 (11 fewer to 21 more)
1.54 1 more PE per 1,000
=) @FE (0.48 to 4.93) 1 per 1,000 (1 fewer to 4 more)
Symptomatic 2.20 2 more DVT per 1,000
= proximal DVT (0.22 to 22.09) 2 per 1,000 (1 fewer to 38 more)
: . 0.87 4 fewer bleeds per 1,000
@ Major bleeding (0.25 to 3.08) 28 per 1,000 (21 fewer to 58 more)

Quality of Evidence (GRADE): Low @ Moderate Strong @ Blood Adv (2018) 2 (22)_. 3198-3225



Acute or Critically ill medical patients:

Mechanical vs Combination

 Suggest pharmacological or mechanical prophylaxis alone

over combination (conditional, very low)

Outcomes

Relative effect: _ : :
RR (95% Cl) Risk with pharmacologic

prophylaxis alone

Anticipated absolute effects (95% ClI)

Risk difference with
combined prophylaxis

® voraty 0%, spertoro 4 feter deaths per 1000

® Pt (0.0(5)132.22) 1 per 1,000 1($e1:’<\e’\?vref fop1e:n1é?e(;0

® el VT oot 2 per 1,000 * @ fower 0 | fower)

® Major bleeding (0.3()2£()82?’6.70) 28 per 1,000 51(2??25\/::?[?75286;;;2)00
Quality of Evidence (GRADE): Low @ Moderate Strong @

Blood Adv (2018) 2 (22): 3198-3225



Acute or Critically ill medical patients:
Mechanical vs none

In whom do not receive pharmacological prophylaxis, suggest

using mechanical VTE prophylaxis over no prophylaxis
(conditional, moderate)

Blood Adv (2018) 2 (22): 3198-3225



Acutely 1ll hospitalized medical patients:

LMWH vs DOACs

« Recommends using LMWH over DOACs (strong, moderate)

=

Outcomes

Relative effect:
RR (95% CI)

Anticipated absolute effects (95% ClI)
Risk with prophylactic LMW  Risk difference with any DO

H AC
: 0.64 0 fewer deaths per 1,000
@ Mortality (0.21 to 1.98) 1 per 1,000 (1 fewer to 1 more)
1.01 0 fewer PE per 1,000
ok (0.29 to 3.53) 1 per 1,000 (1 fewer to 3 more)
Symptomatic 1.03 5 ber 1.000 0 fewer DVT per 1,000
proximal DVT (0.34 to 3.08) P ' (1 fewer to 4 more)
: : 1.70 2 more bleeds per 1,000
@ Major bleeding (1.02 to 2.82) 2 per 1,000 (0 fewer to 4 more)*
Strong @

Quality of Evidence (GRADE): Low @ Moderate

Blood Adv (2018) 2 (22): 3198-3225



Acutely 1ll hospitalized medical patients:
need for extended therapy?

« Recommends inpatients over inpatients plus extended
duration outpatient VTE prophylaxis (strong, moderate)

Relative effect: Anticipated absolute effects (95% ClI)

Outcomes
RR (95% CI) Risk difference with extended prophylaxis
: 1.00 0 fewer deaths per 1,000
@ Mortality (0.89 to 1.12) (5 fewer to 5 fewer)
@ Fr 0.63 1 fewer PE per 1,000
(0.39 to 1.03) (3 fewer to 0 fewer)
Symptomatic proximal 0.54 3 fewer DVT per 1,000
DVT (0.32 to 0.91) (4 fewer to 1 fewer)
: : 2.09 4 more bleeds per 1,000
- I\/IaJor bIeedlng (1.33 to 3.27) (1T more to 8 more)

Quality of Evidence (GRADE): Low @ Moderate Strong @ Blood Adv (2018) 2 (22)_. 3198-3225



Prevention of VTE in Korea

Table 6. Levels of VTE risk in medical patients

Risk groups Medical illness
Very low Acute exacerbation of COPD without mechanical ventilation
Low Long term immobilization

Non-metastatic active cancer
Central venous catheterization
Nephrotic syndrome
Inflammatory bowel disease
Thalidomide treatment
Moderate Acute exacerbation of COPD with mechanical ventilation
Sepsis, MI, CHF (NYHA grade IIl or IV)
Metastatic cancer with immobilization
Admitted to intensive care unit
High Severe medical iliness with previous VTE or thrombophilia
Cerebral stroke complicated with paralysis

VTE, venous thromboembolism; COPD, chronic obstructive pulmonary disease; M,
myocardial infarction; CHF, congestive Heart failure; NYHA, New York Heart Association.

« Recommends repeated
assessment of VTE risk and
oleeding risk

* For acutely ill medical
patients with one or more
risk factors, recommend
pharmacological or
mechanical prophylaxis

J Korean Med Sci 2074, 29: 164-177



Risk of VTE vs Risk of bleeding

e Critically ill patients are at high risk for venous thromboembolism
and bleeding.

« Balancing the dual risks of DVT and bleeding is difficult.

« Optimal care of ICU patients is to administer anticoagulant
prophylaxis for reducing VTE while simultaneously minimizing
bleeding.

Curr Opin Pulm Med 2009, 15: 455-462



Venous thromboembolism
risk factors in ICU

General VTE risk factors ICU-acquired VTE risk factor
Age Sepsis

Past history of VTE Vasopressor use

Past history of cancer Respiratory or cardiac failure
Immobilization Pharmacologic sedation
Obesity Mechanical ventilation
Pregnancy Central venous catheter
Trauma, spinal cord injury End-stage renal failure
Recent surgery

Stroke

Critical Care (2015) 19:287



Risk Assessment; Padua Prediction Score

[ ] Cancer: Active or treated with chemotherapy and or XRT within the last 6 months (3 points) i LOW' rl S k p atl e ntS (S CO re <4) :

| History of venous thrombotic disease (not to include superficial thromboses) (3 points) O 3 %

[ | Impaired/reduced mobility of at least 3 days duration (3 points)

IEI Preexisting hypercoaguable state (3 points) ¢ H ig h - ri S k pati e ntS (SCO re 24) :
IEI TFEILI-I'I'IE or surgery withilj 1 month (2 points) 2 .2% (rece iVi N g 3 d eq U ate i n-
[ hospital thromboprophylaxis)

I:I Stroke or acute M (1 peint) 1 1 % (not FECEiViﬂg adequate in-
|_| Acute infectious disease or rheumatic disease (1 point) h 0S p Ita | th rom bO p ro p hyl aX| S)

] Obesity with a body mass index =30 I{g.-fm2 (1 point)

| Heart or respiratory failure (1 point)

[ ] Intercurrent hormone replacement treatment (1 point)

N Engl | Med. 2005,352(10):969



Risk Assessment:
modified IMPROVE risk score

VTE risk factor VTE risk score eOor1:04-0.6% at 42dayS

Previous VTE 0.5-0.7% at 77days

Enown thrombophilia

« 2 or 3: 0.8-1% at 42days

Current lower limb paralysis or paresis =

1-1.2% at 77days

History of cancer <

ICU/CCU stay

*4 or 5: 1.6-1.9% at 42days

Complete immobilization? = 1d

2.2-2.71% at 77days

e e B el ™ N ™ I N ¥ R o |

Age =60y o .
’ « 6 or 7: similar risk as a score

of 4 or 5

TH Open. 2020,;4(1):e59.



Risk Assessment: Geneva risk score

Item

Cardiac failure

Respiratory failurs

» Low-risk patients (score <3):
0.6% (thromboprophylaxis +)
. 0.8% (thromboprophylaxis-)

; » High-risk patients (score >3):

Recent stroke
Recent mvoecardial infaretion

Acute infectious disease (incl. sepsis)

Myeloproliferative syndrome

3.2% (thromboprophylaxis +)
3.5% (thromboprophylaxis-)

Nephrotic syndrome

History of venous thromboembolism

Known hyvpercoagulable state

Immobilization (=30 min walk per day) for3 days or more
Recent travel (=6 h)

Age =60

Obesity (BMI >30)

Chronic venous insufficiency

Pregnancy

Hormonal therapy (contraceptive or substitutive)

Thromb Haemost. 2014 Mar;111(3):531-8

Dehvdration



Risk Assessment:
simplified Geneva risk score

Table 3
Incidences of VTE and their association with the Geneva, Improve Low risk 0-2
and Padua risk scores

High risk =3

Scores WTE risk[a]
W (%) Sensitivity At 30 d At 90 d Subdistribution HR (95% CI)[h]
Geneva score Previous VTE 3
Low risk (<3) 518 (35%) 0.4% 0.6% ref.
High risk (=3) 960 (65%) 90% (27/30) 2.0% 2.8% 5.1 (1.5-16.6) H'ﬁJ'E FCcagu lable state 2

Improve score

Cancer or myeloproliferative syndrome 2

Low risk (<3) 1,009 (28%) 0.6% 0.8% ref.
High risk (=3) 469 (32%) 73% (22/30) 3.6% 4.7% 6.1 (2.7-13.5) . . ,

Cardiac or respiratory failure 2
Low-risk (<2) 690 (47%) 0.4% 0.6% ref

Intermediate-risk (2-3) 545 (37%) 87% (26/30) 1.5% 2.2% 3.8(1.2-11.8) .I':'l.':utE iI‘le-CtiDr'I or rhEUITIEItiI: diSE‘ElSE 2

High risk (z4) 243 (16%) 4.1% 5.8%  10.3 (2.4-30.0)
Padua score Immaobilization 2
Low risk (<4) 764 (52%) 0.7% 1.0% ref.
High risk (=4) 714 (48%) 73% (22/30) 2.2% 3.1% 3.0 (L.3-6.7) Age =60y 1
Simplified Genava score 3
BMI =30 kg/m 1
Low risk (<3) 489 (33%) 0.4% 0.6% ref.
High risk (23) 080 (67%) 90% (27/30) 1.9% 2.8% 4.6 (1.4-15.2) .y .
' ) Recent stroke or myocardial infarction 1
Low-risk («<3) 489 (33%) 0.4% 0.6% ref

Intermediate-risk (3-5) 800 (54%) 90% (27/30) 1.2% 1.8% 3.0 (0.8-10.4)

High risk (=7} 189 (13%) 5.0% 7.1% 12.3 (3.6-42.8)

Thromb Haemost 2018;118:82-89



Table 2. Risk of Hospital-Acquired Venous Thromboembolism in High-Risk vs Low-Risk Groups Based on Each

Risk Assessment Model
Risk assessment model Unadjusted SHR (95% Cl) Pvalue Adjusted SHR (95% Cl)? P value
Simplified Geneva score 2.16 (0.88-5.31) .09 2.04 (0.83-5.05) 12 Abbreviations: IMPROVE, International Medical
Original Geneva score 2.38 (0.91-6.26) 08 2.26 (0.86-5.98) 10 Prevention Registry on Venous Thromboembolism;
SHR, subhazard ratio.
Padua score 1.98 (0.91-4.29) .08 2.03(0.94-4.37) .07
2 Adjusted for site and use of pharmacologic
IMPROVE score 1.53 (0.72-3.26) 27 1.52 (0.72-3.23) 28

thromboprophylaxis as a time-varying covariate.

Table 3. Predictive Accuracy of Each Risk Assessment Model for Hospital-Acquired Venous Thromboembolism

% (95% Cl)

LHR (95% CI)

Risk assessment model Sensitivity Specificity PPV NPV Positive Negative

Simplified Geneva score 78.6 (60.5-89.8) 37.2(34.6-39.8) 2.6(1.7-3.9) 98.8(97.4-99.4) 1.25(1.03-1.52) 0.58 (0.28-1.18)
Original Geneva score 82.1(64.4-92.1) 34.3(31.8-36.9) 2.6 (1.7-3.8) 98.9(97.5-99.5) 1.25(1.05-1.49) 0.52 (0.23-1.16)
Padua score 64.3 (45.8-79.3) 52.6 (49.9-55.2) 2.8(1.8-4.4) 98.6 (97.4-99.2) 1.36 (1.02-1.80) 0.68 (0.41-1.12)
IMPROVE score 39.3(23.6-57.6) 70.4(67.9-72.8) 2.7 (1.5-4.8) 98.2(97.1-98.9) 1.33(0.83-2.12) 0.86 (0.64-1.16)

Abbreviations: IMPROVE, International Medical Prevention Registry on Venous Thromboembolism; LHR, likelihood ratio; NPV, negative predictive value;
PPV, positive predictive value.

JAMA Netw Open. 2024;7(5):e249980
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100+
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JAMA Netw Open. 2024;7(5).:e249980



) Medical (model, cut-off, data source) C-statistic (95%C1)

Caprini 22 (Lul 2016) S — 0.77 (0.733,0.806)
Caprini 23 (Moumneh 2020) . 0.6 (NR)
Caprind 2% (Zhou 2018) —— 0.709(0.686,0.733)
Caprini NR (Cobben 2019) - 064 (0.54,074)
Geneva, N (Cobben 2019) - 0.61(0.51,0.71)
IMPROVE 4 Factor 22 (Greene 2016) . 0.57 (0.565,0.576)
IMPROVE 4 Factar, NR (Cobben 2019) - 0.65 (0.56,0.74)
IMPROVE 7 Factor, NR (Cobben 2019) g 0.66(0.57,0.75)
IMPROVE 7 Factor, NR (Mahan 2014) 8 0.773(NR)
IMPROVE 7 Factor, NR (Moumneh 2020) . 0.63 (NR)
IMPROVE 7 Factor, NR (Rosenberg, 2014) . 0.7 (NR)
IMPROVE, NR (Nafee 2020) ° 0.59 (NR)
Padua =4 [Greene 2016) - 06 (0594, 0606)
Padua =4 [Lul 2016) . 0554 (0.55, 0.639)
Padua 24 (Moumneh 3020) - 0G4 [MR)
Padua =4 [Wang 2020) - 0,756 [MR)
Padua B4 [Zhou 2018) —— 0.716 (00693, 0.740)
Padua, NR [Cobben 2019) - 062 (0.53,0.72)

ﬂl.l- IIZII'. ﬂ.ﬁ 'l:l. T [+F 1 ﬂ-'l i

C-statistic

BMJ Open 2027,71.e045672



Bleeding Risk Assessment:
IMPROVE Bleeding Risk Score

IMPROVE bleeding RAM: score 27 indicates high bleeding

riskq

Renal failure (GFR 30-59 vs =60 mL/min per m?) 1
Male vs female 1
Age 40-80 vs <40y 1.5
Current cancer 2
Rheumatic disease 2
Central venous catheter 2
ICU/Critical Care Unit stay 25
Renal failure (GFR <30 vs =60 mL/min per square meter) 25
Hepatic failure (INR > 1.5) 2.5
Age =85 yvs <40y 3.5
Platelet count <50 x 10°/L 4
Bleeding in 3 mo before admission 4
Active gastroduodenal ulcer 4.5

CHEST 2011, 139(7):69-79



Bleeding Risk Assessment:
IMPROVE Bleeding Risk Score

OR (95% CI)
A 100 903% Active gastroduodenal ulcer = 415 221107.77)
80 Bleeding in3 months before = 364 (2.2110599)
admission
2
3“_ &0 Platelet count <50 = 109 cells/L I 337 (1B4t0B.18)
b
£
» Agez85vs < 40 years 1 296 (1.43106.15)
® 40 |
o
Hepatic failuret _) 218 (111010 4.33)
20
9.7% }
Severe renal failure* GFR <30 vs _l— 214 (1.44 10 3.20)
0 2 B0 mL/minfm?
>
<70 270 oUieeU S 210 (1.42103.10)
Bleeding risk score
CV catheter —t 185 (1.18 10 2.90)
B -
OMajor bleading .
. . 7.9% Rheumatic disease —I— 1.78 (1.08 1o 2.89)
x® OAny bleeding .
o urrent cancer 1.78 (1.20 to 2.63
£ 6 —— { )
o
s 41% Age 40-84 vs < 40 years I 172 09110329
& 1
2] 150 Male vs femnale —— 148 (1.10t0 1.99)
0 0.4% Moderate renal failure! GFR 30-89 vs _|_ 1.37 {097 10 1.92)
2 B0 mU/minfm?
<7.0 z7.0 ’ ' ) ) i i '
. . 0 1 2 3 4 5 5 7 8
Bleeding risk score .
Lowerrate of Higher rate of
FIGURE 5. 11||plit.';1timl.~i ui'h]t'(’tling risk score for clinical decision bleeding bleeding
1|1;1ki|1:-_1__ A, Proportion of patients with risk score of << 7.0 and
=7.0 points. B, Rates of major bleeding and any bleeding (defined FicURE 3. Multiple logistic regression model results for characteristics at admission independently asso-
as major or nonmajor but clinically rft*]t'\':i.llt bleeding) according ciated with i]l—]mﬁrita] }|(*(’diug in ;1(r1|t(’|)' ill medical patients in IMPROVE (9,358 patients with L.'llllll}l(’t(’
to the risk score cutoff of 7.0 p(lillﬁ = = data, 198 with in- l[;spitu] bleeding within 14 days of admission). Note that 1,478 patients had no covari-

ates observation to be included in the analysis. THepatic failure defined as an international normalized
ratio = 1.5. tSevere renal failure defined as GFR < 30 mL/min/m?. *Moderate renal failure defined as
GFR 30 to 59 mL/min/m2. CCU= coronary care unit; CV = central venous; GFR glmnvru]:u‘ filtration

rate. See Figure 1 |f‘3ii'|u] for expansion of other abbreviation. CHEST 207 7 . 739(7) .6'9_79
/ .



Converting IMPROVE bleeding and VTE

predictive models into FFT (T) for implementing most
optimal hospital VTE prophylaxis at the point of care

@ IMPROVE In-hospital _
e T Preeaion Risk Models Bleeding Score <7

VTE Risk Factors Score Bleeding Risk Factors Score
Yes No
Previous VIE 3 Gastro-duodenal ulcer 4.5
Thrombophilia 2 Bleeding prior 3 months 4 ¢ ¢
Lower limb paralysis 2 Admission platelets < 50 x 109 4 VTE Score > 2 Do not give AC prophyIaXIS
Current cancer 2 Hepatic failure 2.5 )
Immobilization 2 7 days 1 JCU/CCU stay 2.5 Yes No
JCU/CCU stay 1 CV catheter 2
Age > 60 years 1 Rheumatic diseases 2 i ¢
Current cancer 2 Give AC prophylaxis Do not give AC prophylaxis
Sex | Female v 1
Age <40 v years 1vs3.5
GFR 260 v mL/min/m? 1vs2.5 \;
Probability of Symptomatic VTE Probability of Bleeding EHR ORDERS
0.4% *0.1% iy 0.5%

EHR-Electronic Health Record

Calculator | Instructions IMPROVE Info | References Disclaimer

Blood Adv (2024) 8 (12): 3214-3224



Table 1. VTE baseline characteristics and outcomes

Predictors

N = 2072 %

Age >60 56.2
Current cancer 16.8
Previous VTE 0.7
ICU (yes) 30.2
Lower limb paralysis 0.8
Thrombophilia 1.0
Immobility =7 days NA
VTE_OQutcome (yes) 2.9

MA, not available.

Table 2. Bleeding baseline characteristics and outcomes

Predictors

N = 2072 %
GFR 30-59 14.4
Male 49.6
Age 40-84 778
Current cancer 16.8
Rheumatic diseases 7.4
Central venous catheter 345
ICU (yes) 30.2
Severe renal failure GFR <30 11.7
Hepatic failure 2.4
Age >85 8.3
Platelet count <50.10% cells/L 0.9
Bleeding before admission 2.8
Active gastro ulcer 0.0
Bleed_outcome (yes) 1.6

GFR, glomerular filtration rate.

Blood Adv (2024) 8 (12): 3214-3224



A VTE B Bleeding
08 4 I 35 4 i
! I
I
07 4 i = 3 J :
i
06 - I = i
LLg I = E‘ 25 = I
= 05 4 | . '
05 i =8 1
= I ii 2 < b
£ 04 - : o= = [
= - EE i5- :
ﬁ 03 o i = = 1
| g5 1 |
02 4 i ACCP and ASH-defined VTE risk = ASH defined high bleeding risk |
o1 I when prophylasiz is indicated (Score =1%) B o5 (commesponding to 2% - 4%)
R v T T -
0 4 ' 0 4
I : L L] L] I I L] I I L] L I ; L I L] L I I L) I I L] L I
1 2 3 4 5 & T 1 2 3 4 5 & 7 & © 10 11 12 13 14 15 16 17 18 19
|MPROVE 7 predictars VTE scare IMPROVE 11 predictors bleeding score
—a— MUSC IMPROVE validation model —s— Original IMPROVE model

Figure 4. Relationship between IMPROVE VTE scores (A) and bleeding scores (B) and the probability of VTE and bleeding (major and clinically relevant).

Blood Adv (2024) 8 (12): 3214-3224



Events (out of 100000)

RRR =.41, RRI=.48,RV=1
3N

3,000 Rx01: treat NONE

Rx02: treat ALL
N Rx03: treat if risk of VTE > 1%

Rx04: treat if VTE score = 2

0430 2490 Rx05: treat if VTE score = 4

Rx06: treat if bleeding score < 7

2104 AW A Rx07: FFT(VTEscore=4)

Rx08: FFTT(VTEscore=4)

Rx09: FFT(VTEscore=2)

Rx10: FFTT(VTEscore=2)

2,000 - -

1553 1653 1561 1661

1,000 -

B Humber of VTEs
l NMumber of Bleedings
B Weighted Average (RV =1)

Ful1 RxD2 Rwx03 Rx04 Rx05 Rx086 Rx07 Rx08 Rx09 BEx10
The probabilities of VTE and bleeding per ASH/IMPROVE model.

Blood Adv (2024) 8 (12): 3214-3224
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