LETTERS

Thrombophilia testing in
venous thromboembolism

Khan and colleagues! advise thrombo-
philia testing for patients who are going
to stop anticoagulation after a deep vein
thrombosis or pulmonary embolism. They
also advise that patients with strong
thrombophilia (antithrombin deficiency,
antiphospholipid antibodies or combined
thrombophilias) should continue anti-
coagulation indefinitely.

This advice of Khan and colleagues is
not supported by the current evidence.

Dr. Jean Connors, in a recent New England
Journal of Medicine article, argued strongly
against thrombophilia testing to decide the
duration of anticoagulation therapy.?

Duration of anticoagulation should be
made on the basis of whether venous
thromboembolism was provoked or unpro-
voked. Patients with unprovoked venous
thromboembolism should continue anti-
coagulation for the rest of their lives,
irrespective of whether they have thrombo-
philia or not. Similarly, patients with a pro-
voked venous thromboembolism should
be anticoagulated for three months, irre-
spective of the presence or absence of
thrombophilia. These recommendations
are based on available data that show no
substantial difference in rates of recurrent
venous thromboembolism between
patients with and without thrombophilia.®

Thrombophilia testing is also used
inappropriately to decide about primary
or secondary thromboprophylaxis. Here,
again, there is no evidence that patients
with thrombophilia should be treated dif-
ferently from those without thrombo-
philia or a family history of recurrent
venous thromboembolism. Both groups
should receive thromboprophylaxis on
the basis of established risk factors for
venous thromboembolism (e.g., surgery
and type of surgery, active cancer, immo-
bility). Risk stratification tools such as
DASH (D-dimer, Age, Sex, Hormonal ther-
apy)* and HERDoo2 (Hyperpigmentation,
Edema, or Redness in either leg; D-dimer
level = 250 pg/L; Obesity with body mass
index = 30; or Older age, = 65 yr)°® do not
incorporate thrombophilia status into any
of these tools.

It becomes even more complicated
when we know that thrombophilia testing
does not identify all patients with increased
risk of venous thromboembolism and
hence may give a false sense of safety.

As mentioned by Connors, even
patients with homozygous factor V Leiden
or prothrombin gene mutation, or those
who have protein C, protein S or anti-
thrombin deficiency, do not require life-
long anticoagulation.®

Whether venous thromboembolism is
provoked or unprovoked determines the
duration of anticoagulation, irrespective

of thrombophilia status or family history
of recurrent venous thromboembolism.
Patients with antiphospholipid anti-
body syndrome fall into a different cate-
gory, and antiphospholipid screening may
be appropriate in the right clinical context.
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