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INTRODUCTION
Anticoagulants are
prevent

ABSTRACT

medications  that
existing blood
expanding and the formation of newer
ones by increasing the length of time it
takes a blood clot to form. Different types

Anticoagulation is indicated in several medical conditions including in the
prevention and treatment of venous thromboembolism. Different
anticoagulants are in use and may be taken through the oral or parenteral
route.

We undertook a cross-sectional study of patients presenting or referred to
the respiratory unit of the Federal Medical Centre, Owerri, who
underwent anticoagulation between September 2018 to August 2019, to
profile them based on their background demographics, medical/surgical
characteristics, type and duration of anticoagulation used, complications
and 30-day outcome.

A total of 106 patients were studied with an average age of 61.4 + 17.8
years, age range of 18 - 98 years and a M:F ratio of 1.1:1. Majority (65.1%)
of the patients were medical patients. Most (51.9%) of the patients were on
low molecular weight heparin (LMWH) alone and the median treatment
duration was 10 days. Two (1.9%) cases of nonfatal bleeding were
recorded and the 30-day mortality rate was 21.7%. The choice of a LMWH
either singly or in combination with a novel oral anticoagulant (NOAC)
marginally predicted 30-day survival over the use of warfarin.

We conclude that anticoagulant therapy reduces mortality in the medical
patient and the NOACs are a relatively safe option in achieving effective
anticoagulation where facilities for routine monitoring do not readily
exist.

Keywords: Anticoagulation, NOAC, survival.

of anticoagulants achieve this through
different mechanisms of actions!.

Various indications exist for
anticoagulation and these include: Deep
venous thrombosis (DVT), pulmonary
embolism (PE), atrial fibrillation (AF) and

clots from
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mechanical heart valves?. Ischaemic
stroke, certain congenital heart diseases,
artificial valve replacements, unstable
angina, coronary artery bypass graft,
angioplasty and stenting, carotid artery
disease and peripheral artery disease also
form indications for anticoagulation?3.

The main indications for anticoagulation
include venous thromboembolism (VTE)
prophylaxis in medical and surgical
settings, VIE treatment, atrial fibrillation
and valvular heart diseases. Incidence of
VTE increases exponentially with age?3.
This could be partly explained by the fact
that the prevalence of co-morbidities that
contributes to VTE risk, such as
malignancy or heart failure increases with
age. Also, recovery of full mobility after an
acute illness is much slower in the elderly
compared to younger adults. Attempts
have been made at defining among elderly
medical inpatients higher risk subgroups
being most likely to benefit from VTE
prophylaxis. Independent risk factors have
been identified including restriction of
mobility, age > 75 years, history of DVT or
PE, chronic oedema of lower limbs, acute
heart failure, paraparesis or paralysis of
lower limb, infectious or rheumatic
disease3*.

Historically, most patients who require
parenteral  anticoagulation  received
heparin whereas those requiring oral
anticoagulants received warfarin (vitamin
k antagonists - VKAs)5. Heparin is used in
form of unfractionated and low molecular
weight heparin. Warfarin, a racemic
mixture of laevorotatory S- warfarin and
laevorotatory R-warfarin, is the most
clinically used oral anticoagulant.
Warfarin acts by inhibiting the synthesis of
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Vitamin K-dependent clotting factors -
factors II, VII, IX and X - and the
anticoagulant proteins C and S. Physicians
in developing countries face a lot of
problems using warfarin. Anticoagulation,
especially when using warfarin, requires
good diagnostic facilities, appropriate
monitoring  tools and  adequate
anticoagulation management
infrastructure (for routine monitoring of
the INR and management of warfarin
toxicity) which are not readily available in
poor resource setting like ours, hence the
need for newer agents which require little
or no monitoring®. Also, the multiple food-
drug and drug-drug interactions exhibited
by warfarin and its narrow therapeutic
margins limit its use in such resource-poor
settings.

Newer agents used for anticoagulation

include Factor Xa inhibitors, direct
thrombin inhibitors (DTIs) and the
fibrinolytics”8.

Oral anticoagulants - with VKAs or novel
oral anticoagulants (NOACs) - is the
mainstay of stroke prevention strategies in
patients  with  non-valvular  atrial
fibrillation = (NVAF). Supported by
guidelines in the management of NVAF,
the use of NOACs has increased markedly
over the past five years since they were
first licensed for this indication®10. Since
the introduction of NOACs, anticoagulant
options have widened. VKAs such as
warfarin, phenprocoumon and
acenocoumarol have been used for stroke
prevention in AF for many yearsl
Although highly effective the
management of VKAs can be challenging
and under pinned the need for
alternatives!.
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The NOACs - apixaban, dabigatran,

edoxaban and rivaroxaban - are

increasingly prescribed in preference to

VKAs because of their potential to

improve the quality of care®10.

All NOAC:s have the following qualities:

- Offer effective stroke prevention with a
good safety profile;

- Lack the requirement for routine
coagulation monitoring or frequent
dose adjustments;

- Have fixed-dose regimens, with
rivaroxaban showing consistent dose-
dependent plasma levels across a range
of patient populations and
pharmacodynamic parameters
correlating with rivaroxaban plasma
concentrations;

- Have a low risk of drug-drug or drug-
food interactions.11.12

The following  anticoagulants are

approved in Europe for the prevention of

stroke and systemic embolism in patients
with NVAF and at least one additional risk
factor for stroke:

a) VKAs: warfarin, phenoprocoumon and
acenocoumaro]!31415,

b) Direct factor Xa inhibitors: apixaban?®,
Edoxaban!” and Rivaroxaban!.

c) Direct thrombin inhibitor:
Dabigatran!9.2021.

Elderly patients and many immobilized

patients represent a population at high risk

of thromboembolism. Because risk of

bleeding is high in the elderly, there is a

general tendency among physicians to

underuse anticoagulants in the elderly.

With the introduction of these newer

agents more patients could be managed

with better outcome and little or no
complications!4.

The direct thrombin inhibitors (DTIs)

inhibit the intrinsic activity of thrombin.
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Unlike heparin, which also inhibits
thrombin, the DTIs do not require a factor,
and can inhibit thrombin directly®222.
Most DTlIs are given as parenteral except
for Dabigatran which is given orally. The
DTIs are used as prophylaxis and
treatment of VTE and acute coronary
syndromes (ACS), and for the prophylaxis
of thrombus formation in NVAF.
Dabigatran, the only orally available DTI,
is approved for the treatment of VTE in
patients  treated with  concomitant
parenteral anticoagulation for at least five
days, and for the treatment of thrombus
secondary to a NVAF.

Laboratory evaluations of the DTIs include
measurement of thrombin time (TT) or
ecarine clotting time (ECT). However,
these tests are not widely available,
thereby, limiting their applicability,
particularly in the emergency setting. In
the clinical setting, activated partial
thromboplastin time (aPTT) can be used as
a surrogate to monitor the effect of the
DTIs>24.

The primary side effect of DTIs is
haemorrhage, including gastro-intestinal
and intracranial haemorrhage. The
bleeding is dose-dependent and is more
common in those over 75 years of age 52526,
Until recently, no specific antidotes existed
to counteract bleeding caused by the use of
the NOACs. The American College of
Cardiology Foundation and the American
Heart Association recommend transfusion
of packed red blood cells and Fresh Frozen
Plasma (FFP). In addition, surgical
interventions to control bleeding, if
feasible, can be employed>. Idarucizumab
has been approved as a reversal agent for
bleeding caused by Dabigatran. It is a
monoclonal antibody and is administered
by the injectable route.?” Andexanet alpha
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is another reversal agent approved for
bleeding from the factor Xa inhibitors
apixaban and rivaroxaban.?® Their cost and
relative  unavailability in resource-
constrained settings limit their widespread
use in those settings.

A ‘user-friendly’ score to assess one-year
risk of major bleeding in a patient with AF
was used. The "HAS-BLED’ score predicts
the risk of bleeding based on a
combination of risk factors (hypertension,
abnormal renal and liver function, stroke,
bleeding, labile INR, elderly patients and
use of alcohol and drugs)?. This bleeding
risk schema is simple and easy to calculate,
whereby a score of 2 3 indicates “high risk”
and some caution and regular review of
the patient is needed. Several studies have
shown ‘HAS-BLED" to have better
predictive value than other published risk
scores?9-31,

RATIONALE OF THE STUDY

This study was designed to assess the
profile of patients who received
anticoagulation over a one-year period. It
looked at the demographic data of patients

that were anticoagulated using the
NOACs, the «clinical consideration
including diagnosis, co morbidities,

complications and outcome following
anticoagulation therapy. By considering
the safety profile of the NOACS compared
with warfarin and heparin in relation with
monitoring and concern for complications
especially moderate to severe bleeding
among patients on anticoagulants, we
hoped to make a case for the practice of
routine anticoagulation in the right setting.

STUDY OBJECTIVE
The study aimed to investigate the profile
of patients who received anticoagulants
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under our care over a one-year period,
from September 2018 to August 2019.

METHOD

The study was a cross-sectional research
work which assessed adults in the
respiratory unit who received
anticoagulation during a period of one
year. They were either primarily seen in
the unit or referred by other units for
review within the period. The patients
were recruited from all the medical wards,
medical outpatients and intensive care
unit (ICU). Also, the patients who were
admitted in the surgical wards or
orthopaedic wards and needed respiratory
review were enlisted for the study.
Patients were initially assessed for risk of
bleeding using the "HAS BLED’ score?-
3land were then placed on anticoagulation
therapy. For patients who were very sick,
subcutaneous Enoxaparin at dosage of 40
mg daily was initially used for the first
four days. Then Dabigatran 150mg twice
daily was introduced on the 3rd or 4th day
after which parenteral anticoagulant was
withdrawn.

INCLUSION
CRITERIA
All consenting adults who were 18 years
and above, admitted and non-ambulant
for greater than 48 hours, including
unconscious patients and had received any
form of anticoagulation were included in
the study. Also included were those who
had atrial fibrillation. Exclusion criteria
included patients who had any kind of
bleeding problems - haemophiliacs,
patients with peptic ulcer disease, intra
cranial haemorrhage or abnormal platelet
counts on laboratory investigation.
Patients who were unwilling to participate
were also excluded from the study.

AND EXCLUSION
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DATA COLLECTION

The data were collected using a data sheet
created for this purpose. Information
obtained include patient’s demographic
data, clinical diagnosis and co-morbidities,
risk factors/indications for
anticoagulation, anticoagulant used, target
monitoring, outcome and complications of
anticoagulants. For our patients who
required monitoring; INR, PT and PTTK
were used when necessary. Recommended
therapeutic ranges of INR are 2.0 - 3.0.
Target INR was defined by the attainment
of  therapeutic = ranges of  oral
anticoagulation in keeping with the
guidelines. Patients were followed up
weekly in the medical outpatient
department for at least four weeks after
discharge from the ward.

Desired outcome was defined by the
attainment of prophylactic or therapeutic
goals of oral anticoagulants for those who
needed it. Other outcomes were in terms of
patient survival during the period of
study.

Ethical clearance was obtained from the
Federal Medical Centre Owerri (FMCO)

research and Ethics Committee
(FMC/OW/HREC/1201).
RESULTS

A total of 106 patients were recruited over
the study period, comprising 55 (51.9%)
males and 51 (48.1%) females (M:F = 1.1:1).
The mean (SD) age of the participants was
61.4 +17.8 years with an age range of 18 -
98 years. Patients who were older than 65
years of age made up 43 (40.6%) of the total
number and only about a quarter (25.4%)
of the patients were up to 50 years old.
Medical patients made up 69 (65.1%) of the
106 patients (table 1).
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The HAS-BLED score was significantly
lower in the surgical patients compared to
their medical counterparts (HAS-BLED
score 0 - 1: 34 (91.9%) vs 37 (53.6%), p
<0.001) (figure 1). No surgical patient had
a HAS-BLED score of more than 2.

Fifty-five (51.9%) patients received
Enoxaparin as the sole anticoagulant while
39 (36.8%) received it with Dabigatran, and
12 (11.3%) with Warfarin. The median
(IQR) duration of treatment was 10 (5 - 30)
days. There was a variable period between
prescription of the anticoagulation and
commencement, ranging from 0 - 15 days
with a median (IQR) delay of 0 (0 - 2) day.
The delay in commencing anticoagulation
was evident when the anticoagulation
prescribed was either a NOAC (median
(IQR) delay of 1 (0 - 1.25) day) or LMWH
alone (median (IQR) delay of 1 (0 - 2) day)
compared to no delays between
prescription and commencement of the
VKA group of anticoagulants (p = 0.003)
(table 2).

There were 2 (1.9%) non-fatal bleeds over
the treatment period, both of which
occurred in medical patients while on
Dabigatran. None occurred with Warfarin
treatment. The HAS-BLED score of the 2
patients with the bleeds was 3.

The 30-day mortality was 23 (21.7%). Of
these, 22 (95.7%) were medical patients
while 1 (4.3%) was a surgical patient (p
<0.001). Nine (39.1%) of the deaths were of
female patients as against 14 (60.9%) male
patients (p = 0.330). Eleven (47.8%) of the
deaths occurred in patients who were
older than 65 years of age compared to 12
(52.2%) deaths in those younger than 65
years (p=0.556) (table 3).

37



Nigerian Journal of Chest Diseases

The duration of treatment, type of
anticoagulant, HAS-BLED score, a prior
history of DVT/PE and the patient
category were significantly associated
with 30-day mortality. After adjusting for
confounders by  multiple logistic
regression, longer durations of treatment
were found to be significantly associated
survival (OR for mortality = 0.66, 95% CI =
0.5-0.84; p=0.001). Also, the use of LMWH
alone compared to LMWH plus warfarin
(OR for mortality = 0.01, 95% CI = 0.00 -
0.25; p = 0.007), as well as LMWH plus
dabigatran compared to LMWH plus
warfarin (OR for mortality = 0.00, 95% CI
= 0.00 - 0.12; p = 0.003) marginally, but
significantly, predicted 30-day survival
(table 4).

DISCUSSION

Anticoagulants are routinely wused in
medical practice in the management of
patients. Indications are varied both in
medical and surgical wards. Routine
practice of anticoagulation has been
known to prolong life and prevent
morbidity and mortality in medical and
surgical patients.

The demographic data showed more male
preponderance with M: F ratio of 1.1:1. The
age range is 18-98 years, with mean SD of
61.4 + 17.8 years. Observation from the
study shows a linear increase in number of
patients that received anticoagulation as
the age increases. This agrees with other
studies which showed that anticoagulants
are one of the most frequently prescribed
medications in elderly patients. The reason
is because the prevalence of medical
conditions representing a risk for
thromboembolic ~ complications  and
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requiring antithrombotic
increases with age 1.

Indications for use of anticoagulants are
more in medical than in surgical patients
probably because of prevailing more
medical conditions and co-morbidities in
the elderly. Reports show that 54% of
hospital inpatients who had developed
symptomatic VIE were general medical or
non-surgical oncology inpatients3233. This
reflected in our study, as 65% of medical
patients had indications for
anticoagulation, while 35% were surgical
patients. The clinical presentations were
mainly Diabetes with complications.
Untreated and poorly controlled diabetes
is a common cause of hospital admission in
our environment. Both acute and chronic
complications eg diabetic coma and
diabetic foot ulcers lead to limitation of
movement, and many of these patients will
require anticoagulation during this period.
Other medical conditions include
hypertension, CCF/AF and
cerebrovascular accident (CVA). Many of
the hypertensive patients have
uncontrolled blood pressure which may
predispose the patient to complications
like CCF, stroke and various forms of
cardiac arrhythmias. Independent risk
factors, including restriction of mobility,
age greater than seventy-five years, history
of DVT or chronic oedema of lower limbs
and acute heart failures in elderly patients
are conditions requiring VTE
prophylaxis®#. Ischaemic CVA is common
in our medical wards, many of which are
associated with arrhythmias. Meta-
analysis of randomized trials estimates the
risk of DVT in hospitalized medical
patients receiving no thrombo-
prophylaxis to be as high as 20%3334.
Therefore, the use of anticoagulants in the

therapy
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primary and secondary prevention of CVA
and other medical patients is advocated.
Fractures and  other  orthopaedic
conditions are common cause of
immobility and DVT. VTE is a significant
cause of morbidity and mortality
following major orthopaedic surgeries
such as total hip arthroplasty (THA) and
total knee arthroplasty (TKA)35-3¢,
Previous studies have shown ten-fold
increase in hospitalized patients after
trauma, surgery or immobilized medical
conditions 7.

Anticoagulant prophylaxis is, therefore,
common  practice in  orthopaedic
procedures since this reduces risk of
thrombus formation, embolism and
subsequent death from pulmonary
embolism3-36. A good number - 15 (14.2%)
- of our patients who had fractures

received anticoagulation. Lower limb
fractures are common causes of
immobility and DVT; therefore,

prophylactic anticoagulation is required to
prevent embolism.

The HAS-BLED score is an effective means
of predicting AF patients at increased risk
of major bleeding during treatment with
anticoagulants who will require closer
monitoring 2931 Significant number of
patients have low score <3. The score was
significantly lower in surgical than
medical patients (69 vs 37, p 0.002).

Two (1.9%) of our patients had non-fatal
bleeds during the treatment period; and
this was found among 2.9% of our medical
patients that were on dabigatran. No
bleeds occurred in patients on warfarin.
The HAS-BLED score of these 2 patients
were greater than three.
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Majority of our patients (59.9%) received
the low molecular weight heparin,
enoxaparin as the sole anticoagulant. This
is because in the acute and initial stage
enoxaparin is started due to its prompt
action and it does not require routine
monitoring. Again, many of the patients
were too sick to tolerate oral anticoagulant
therapy; enoxaparin was then continued
until their clinical conditions improve and
they were able to take orally or, probably,
their demise. Many of those patients who
died had very short admission durations.
Thirty-six percent of our patients received
enoxaparin with dabigatran, while 11%
received enoxaparin with warfarin.

Clinical and laboratory monitoring is a key
issue in the management of patients on
anticoagulants. Many centres have
challenges in getting initial and
subsequent results of PT and INR. When
available, the cost and delay in getting the
results make many physicians tilt to use of
the new anticoagulants (NOACs), which is
a major advantage of these groups because
of their lack of requirement for routine
coagulation monitoring. There has been
argument for and against the use of
NOACs because of their high cost. But the
cost-effectiveness lies in prompt initiation
of the NOACs without waiting for
laboratory results. Considering the fact
that time is money, then there lies
justification in choosing the NOACs as it
increases the chance of recovery and
survival of the patient. Dabigatran was the
most common available NOAC in the
hospital pharmacy and open market and
that was why most of our patients were
placed on it. Most of our patients on
admission did well while on Dabigatran.
This is because during emergency and
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acute stage, the caregivers will rally round
to procure the drug. But once the patient is
discharged home the story changes. We
also observed that a one-week prescription
was better than more than two weeks
prescription. This is because the patient
purchases his drugs through out of pocket
expense and as such when prescription is
given for a longer duration he finds it
difficult to mobilize fund for the
purchasing. Poverty remains an issue and
a challenge to our health system. There is
need to review the health insurance
scheme in order to optimize its benefits.

We noticed a variable period of delay
when the anticoagulants were prescribed.
When enoxaparin and dabigatran were
prescribed, there were longer delays in
procurement of the drugs than when
warfarin was prescribed. This variability
period between prescription of the
anticoagulants and commencement of the
drug was significant especially when the
anticoagulant was either a NOAC or
LMWH compared with the VKA. This
reflects the poor socio-economic status of
the country.

The 30-day mortality rate was 23 (21.7%).
These events were more significantly more
common among the medical patients than
their surgical counterparts but not among
the different sexes. The reason for this may
be attributed to the fact that most of the
cases were medical patients whose
conditions were quite critical on
admission. These groups of patients had
many complications and co-morbidities
such as diabetes, hypertensive heart
diseases and age-related problems. Longer
duration of anticoagulation was an
independent predictor of survival in this
study.
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In this study, patients with HAS-BLED risk
scores of 2 or more had 185% greater odds
of dying compared to patients with lower
scores. This finding was no longer
significant following adjustments for other
confounders on logistic regression. Most of
the factors considered in the scoring
system (hypertension, abnormal renal and
liver function, stroke, bleeding, labile INR,
elderly patients and use of alcohol and
drugs) are pointers to poor prognosis in
medical and surgical patients?>-31.

We noticed a better survival outcome
when LMWH alone or combined with
dabigatran was used than when the
anticoagulant employed was a
combination of LMWH with warfarin.
While the effect sizes of this study were
modest at best, they do provide further
evidence of the clinical utility, and possible
survival benefits, of the NOACs and
LMWH over warfarin-based therapies in
the context of pulmonary embolism
treatment.

CONCLUSION: The use of anticoagulants
in medical practice is known to reduce
morbidity and  mortality.  Routine
monitoring of patients while using
warfarin and heparin has been a huge
challenge to physicians. The NOACs have
widened the use of anticoagulants as they
require little or no monitoring as well as
guarantee patients’ safety. We therefore
advise use of the NOACs in clinical
settings where laboratory monitoring
poses a challenge.
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Table 1. Baseline characteristics of patients

Characteristics Frequency (%)
Gender
Male 55 (51.9)
Female 51 (48.1)
Age (years) Mean (SD) 61.4+17.8
Age group (years)
<35 10 (9.4)
36 - 50 17 (16.0)
51 - 65 36 (34.0)
>65 43 (40.6)
Patient category
Medical 69 (65.1)
Surgical 37 (34.9)
Presentation (%)
PE/DVT 15 (14.2)
CCF/AF 15 (14.2)
DM with complications 19 (17.9)
Stroke 10 (9.4)
Trauma 54.7)
Fracture 15 (14.2)
Others 27 (25.5)
Inte:rnatlonal Normalized 148 £ 037
Ratio (INR)
HAS BLED risk score
0 37 (34.9)
1 34 (32.1)
2 24 (22.6)
3+ 11 (10.4)

Comorbidities (%)

Vol. 4 No. 1 November 2023
None 30 (28.3)
Hypertension 49 (46.2)
DM 36 (34.0)
Obesity 54.7)
COPD 7 (6.6)
Others 23 (21.7)
Clinical findings

Pulse rate (bpm)

Systolic blood pressure 93.2+17.3

(mmHg) 126.5+23.0
Diastolic blood pressure 76.7+144

(mmHg)

20 20

17

HASBLED 0 HASBLED 1

0

HASBLED 2 HASBLED 3

m Medical Surgical

Fig. 1 Patient stratification by HAS -BLED score

and type of patient

Table 2: Comparison of choice of anticoagulation used by duration of treatment and
latency in commencing treatment

Enoxaparin Warfarin + Dabigatran +
_ alone Enoxaparin Enoxaparin p-value 2t
(N=106) (n=55) (n=12) (n=39)

Duration of

uration of treatment 3 o 140_18 8(325-1725  5(3.75-7) <0.001
(days)*
Latency of
commencement of 0(0-2) 1(0-2) 0 1(0-1.25) 0.003
anticoagulation
(days)*

fValues are expressed as median (IQR).
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aKruskal-Wallis test. ®Post-hoc testing of pairwise anticoagulant used showed no difference in duration of treatment

between the three groups (adjusted Bonferroni p -value >0.05). There were, however, significant differences in the
latency of treatment commencement between the VKAbased therapies and LMWH with or without the NOACs
(adjusted Bonferroni p-value <0.05) but none between the LMWH alone and with the NOAC:s.

Table 3: Comparison of patient characteristics by 30-day outcome

Characteristic Survival Mortality p-value
(n=83) (n=23)

Age (years)$ 60.6 £18.0 66.2£16.3 0.143
Age group

>65 years 34 (41.0) 11 (47.8) 0.556
Male (%) 41 (49.4) 14 (60.9) 0.330
Patient category

Medical (%) 47 (56.6) 22 (95.7) 0.001
Previous anticoagulation (%) 10 (12.0) 4 (17.4) 0.503
History of cancer (%) 8(9.6) 0 (0) 0.196
History of previous DVT/PE (%) 0(0) 2(8.7) 0.007
History of immobility (%) 45 (54.2) 15 (62.5) 0.346
History of Atrial fibrillation (%) 8(9.6) 0 (0) 0.196
History of ischaemic CVA (%) 5 (6.0) 4 (17.4) 0.100
HAS-BLED score 0.023

0 35 (42.2) 2(8.7)

1 25 (30.1) 9(39.1)

2 16 (19.3) 8 (34.8)

3+ 7 (8.4) 4 (17.4)
Pulse rate (bpm)s 929+18.1 944 +14.2 0.702
Systolic BP (mmHg)$ 124.6 £22.9 133.5+£227  0.102
Diastolic BP (mmHg)$ 763+144 783 +14.4 0.558
International Normalized Ratio (INR) 1.5+04 1.4+0.3 0.649
Type of anticoagulant (%)

LMWH 42 (50.6) 13 (56.9) 0.001

VKA + LMWH 5 (6.0) 7 (30.4)

NOAC + LMWH 36 (43.4) 3 (13.0)
Duration of treatment (in days)* 6(3-9 4(3.25-65) <0.001
Latency of treatment commencement (in days)+ 0(0-1.75) 2(0-2) 0.675

SMean + SD. {Median (IQR). *Enoxaparin. DVT: deep venous thrombosis; LMWH: low-molecular weight heparin;
NOAC:S: Novel Oral Anticoagulants; PE: Pulmonary embolism; VKA: Vitamin K antagonist
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Table 4: Multivariate analysis of predictors of 30-day mortality in patients on

anticoagulants
Variable AOR 95% CI p-value
Duration of treatment (days) 0.68 0.54 - 0.86 0.001
VKA + LMWH vs LMWH 0.00 0.00 - 0.12 0.003
VKA + LMWH vs NOACs + LMWH 0.01 0.00 - 0.25 0.007
Medical vs Surgical patient 7.59 0.78 - 74.09 0.081
HASBLED risk score <2 vs >2 0.58 0.12-2.82 0.501
Previous DVT/PE 1.42 x 1012 0.00 - 0.999

AOR: Adjusted Odds Ratio; DVT: deep venous thrombosis; LMWH: low-molecular weight heparin; NOACs: Novel
Oral Anticoagulants; PE: Pulmonary embolism; VKA: Vitamin K antagonist.
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