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- Trombosi Venose Cerebrali

- Trombosi Venose Splancniche

- Altro

Mini-Agenda

Trombosi venosa cerebrale
The anatomy and terminology of the cerebral and sinus veins. 

Moll and Waldron; Circulation. 2014



Incidenza

Coutinho et al; Stroke 2012



Recidiva

• 2.8% (range 0-11.7%) had a 
CVT recurrence during 
follow up

• 3.7% (range 0-8.6%) had a 
VTE (other than CVT) during 
follow up 

Dentali, Ageno et al; Blood 2006
Dentali, Ageno et al; JTH 2012

Survival Plot (PL estimates)
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Trattamento Fase Acuta

ISCVT

• UFH             64% 

• LMWH         34.9% 

• Antiplatelets 5.9%

• Thrombolysis 2.1%

CEVETIS

• UFH             21.9% 

• LMWH         62.7% 

• Antiplatelets 0%

• Thrombolysis 1.5%

Dentali et al; JTH 2012
Ferro et al; Stroke 2004





Heldner et al.  Neurol 2020



DOAC?

Riva et al, J Clin Med 2020

Ferro, Dentali et al.  JAMA Neurol 2019



Nepal et al, Acta Neur Scand 2020

Ferro et al, Int Journ Stroke 2021



Coutinho et al; JAMA Neurol 2020

DURATA?



Sanchez Van Kammen et al, JAMA 2021

Sanchez Van Kammen et al, JAMA Neurology 2021



Sanchez Van Kammen et al, JAMA Neurology 2021

Sanchez Van Kammen et al, JAMA Neurology 2021



Palaiodimou et al, Neurology 2021
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Trombosi venosa splancnica
TROMBOSI (VENOSA) SPLANCNICA



Una o più patologie?

• Isolated PVT 246/613 (40.1%)

• Isolated MVT 61/613 (10.0%)

• Isolated SpVT 19/613 (3.1%)

• Budd Chiari 49/613 (8.0%)

• Multiple sites 238/613 (38.8%)

IRSVT
33 centres 613 pazienti



Causes of splanchnic vein thrombosis in the largest
published cohort from Mayo Clinic

Number 832
Idiopathic 15%
Cirrhosis 24%
Solid cancer (liver, pancreas) 27%

Infectious diseases 10%
Pancreatitis 13%
IBD 6%

Surgical (liver transplant, splenectomy) 10%

Myeloproliferative neoplasms 11%
Leukemias – lymphomas 5%

Oral contraceptives 6%
Autoimmune disorders 6%

Thatipelli et al Clin Gastroenterol Hepatol 2010



Major bleeding 6.9/100 patient-years
Independent predictors

Ø Esophageal varices HR 2.63 (95% CI 1.72-4.03)
Ø Warfarin HR 1.91 (95% CI 1.25-2.92)

Recurrent thrombosis 3.5/100 patient-years
Independent predictors

Ø Oral contraceptives HR 2.2 (95% CI 1.09-4.45)

1847 patient years of follow up (28% treated with warfarin)

Efficacy and safety of VKA therapy after PVT in 
non-cirrhotics

GI bleeding 12.5 (95% CI 10-15) 100 pt/y 
Independent predictors  

Ø Esophageal varices (RR 3.1)

Recurrent thrombosis 5.5 (95% CI 3.8-7.2) 100 pt/y
Independent predictors  

Ø Prothrombotic state (RR 4.6)

Ø No VKA (RR 3.3)

Condat et al Gastroenterology 2001

136 patients, median follow-up 46 months (84 on VKA) 



3.8 per 100 patient- years 

(95% CI, 2.7-5.2)

7.3 per 100 patient-years

(95% CI, 5.8-9.3)



Clinical history of incidentally detected SVT in 
the ISTH registry

Number 177

Median follow-up 2 years

Major bleeding 3.3/100 pt-yrs (95% CI 1.7-6.3)

Thrombotic events 8.0/100 pt-yrs (95% CI 5.2-12.1)

Major bleeding on treatment 3.2/100 pt-yrs (95% CI 1.2-8.4) 

Thrombosis off-treatment 11.9/100 pt-yrs (95% CI 5.0-28.7)

Riva et al Lancet Haemat 2016



Clinical history of incidentally detected SVT in 
the ISTH registry

Riva et al Lancet Haemat 2016

Liver cirrhosis (n:82) Solid cancer
(n:62)

Non-malignant non-
cirrhotic SVT (n:57)

Major bleeding 6.1/100 pt-yrs (95% 
CI 2.9-12.8)

1.2/100 pt-yrs
(95% CI 0.2-8.2)

1.8/100 pt-yrs
(95% CI 0.5-7.4)

Thrombotic events 14.8/100 pt-yrs (95% 
CI 9.2-23.8)

8.1/100 pt-yrs
(95% CI 3.9-17.0)

2.8/100 pt-yrs
(95% CI 0.9-8.6)

Mortality 9.9/100 pt-yrs (95% 
CI 5.9-16.7)

21.7/100 pt-yrs
(95% CI 14.0-33.6)

0 events

ISTH International registry on SVT:
therapeutic strategies

None 22.0%

UFH 10.4%

LMWH or fondaparinux 66.4%

VKA 48.5%

Surgery 3.1%

Thrombolysis 1.5%

Ageno et al  STH 2014



Treated vs untreated patients

No treatment Treated p
N 135 471
Previous VTE (%) 3.8 13.5 0.003

Incidental (%) * 49.6 23.7 <0.0001

GI bleeding (%) 15 7.1                0.008

Single vein (%) 77.8 55.8 <0.0001

Cancer (%) 31.3 20.1 0.009

MPN (%) 1.5 10.0 0.003

Surgery (%) 1.5 11.1 0.001

Cirrhosis (%) 49.3 21.4 <0.0001

PLT (mean) 151.7 240.8 <0.0001

*110/176 patients with incidental VTE received treatment Ageno et al  STH 2014

Valeriani et al  Blood 2021



• Symptomatic splanchnic vein thrombosis (portal, mesenteric, 
and/or splenic vein thromboses): anticoagulation over no 
anticoagulation (Grade 1B) 

• Incidentally detected splanchnic vein thrombosis (portal, 
mesenteric, and/or splenic vein thromboses): no 
anticoagulation over anticoagulation (Grade 2C)

• LMWH may be preferred over VKA if there is active malignancy, liver 
disease, or thrombocytopenia. 

• The presence of a reversible provoking factor for splanchnic vein 
thrombosis, such as intraabdominal sepsis or recent surgery, supports 
stopping anticoagulant therapy after 3 months. 

• Absence of a reversible risk factor (eg, “unprovoked” thrombosis or 
presence of a persistent risk factor, such as myeloproliferative disease) and 
a low risk of bleeding support extended anticoagulant therapy.



DOAC?

Riva et al, J Clin Med 2020


