
To Whom It May Concern, 

I am the physician. Every patient we see is on an anticoagulant, or will be after our visit.  Patients are 
often referred to us that need to have the right anticoagulant chosen for them, need additional teaching 
about their high-risk anticoagulant medication, or need help finding resources to be able to afford to 
stay on the anticoagulant medicine that is best for them. 

I feel strongly that Eliquis should be on the preferred drug list for Medicaid patients.  Eliquis is the best 
choice for a large percentage of my patients.  It shows superior stroke reduction, superior reduction in 
major bleeding and a superior reduction in all-cause mortality in atrial fib patients vs. warfarin.  Not only 
are these reductions important for the safety of the patients, but strokes and bleeds are very expensive 
for the system.   

A small number of patients are good candidates for all three choices - Pradaxa, Xarelto and Eliquis (and 
even a fourth - Savaysa) - but this isn’t true for the majority.   Often there are specific characteristics 
that lead me to Eliquis or one of the other agents over the other options.  In my patients that have 
significant GERD or a history of GI bleeding, Eliquis is preferred over Pradaxa and Xarelto.  It can be 
taken with or without food, and for my patients who don’t eat at regular times during the day 
(especially if they already take other twice a day pills), that makes Eliquis a better choice for them than 
Xarelto.  In contrast, if they eat supper the same time every night and take no other twice a day pills and 
don’t think they could remember to take something twice daily, then Xarelto is a better fit, which is why 
both need to be on the preferred list.  Eliquis has the lowest amount of renal excretion of all the new 
agents, so for my patients with history of, or strong potential for, renal insufficiency (like some 
diabetics), Eliquis is often our best choice – we are more cautious with Pradaxa and Xarelto in renal 
patients.   Eliquis showed a superior reduction in major bleeding in DVT/PE patients compared to 
warfarin plus it doesn’t require the expense or hassle of Lovenox injections prior to initiation of the 
Eliquis (unlike warfarin and Pradaxa).  In addition, after 6-12 months of therapy we can decrease the 
Eliquis dose to 2.5mg twice daily for DVT/PE patients, for which rates of bleeding are close to placebo - 
which is incredible.  In other worse, the DVT/PE patients can be protected from having additional clots 
(and associated expensive ED visits, with possible admissions) without significant increase in bleeding 
compared to not taking anything – we can’t say that about warfarin or the other new agents.  Unlike 
Savaysa, Eliquis has all the necessary indications to cover my a fib patients as well as my DVT/PE 
treatment AND prevention patients.  Unlike Pradaxa, it doesn’t require any special handling, so it can be 
easily added to the patient’s pill box (without requiring the special bubble packaging that often gets left 
off prescriptions).  Pradaxa stands out right now not only because of good stroke reduction data but also 
because it has a reversal agent, and that is the key for some patients.  There is reportedly a specific 
reversal agent being fast-tracked right now that should be available by the end of the summer and will 
be effective for both Eliquis and Xarelto (in the rare event that it’s needed), which make the Factor Xa 
inhibitor agents even more appealing.  Eliquis is a popular choice to be started in the hospitals because 
it’s the best choice for so many patients.  I’ve been told Eliquis has recently become the number one 
prescribed alternative to warfarin and it's number one among cardiologists starting new a fib patients 
on anticoagulation.  Eliquis is on the formulary of the biggest insurance plan in Iowa.  It’s important for 
continuity of care for patients to be able to continue the Eliquis in the outpatient setting.  For patients 
not to have access to Eliquis when they leave the hospital just because of which type of insurance they 
have – and have to choose an agent that’s not the best fit for them, as determined by their healthcare 
provider, and might put them at higher risk of bleeding – is discrimination.   



From my standpoint as a provider, I want the flexibility to choose the best agent for my patient, whether 
that be Eliquis, Xarelto or Pradaxa.  My patients trust me to help them choose and manage the best 
anticoagulant for them and I want them as safe as they can be – protected from strokes and clots, but 
with the lowest bleeding risk possible.  Not every patient is a good candidate for each drug, which is why 
we need all three of the most popular new agents on the Medicaid preferred drug list.  From a taxpayer 
standpoint, worried about overall cost in the system, I want to keep patients out of the emergency 
departments and hospitals.  A few cents difference in the cost of a pill is quickly overshadowed when a 
patient is admitted with a stroke, pulmonary embolism, or major bleed.  Strokes are consistently one of 
the most expensive admissions/diagnoses among Americans.  Prevention, using the best anticoagulant 
for the patient, is the key to cost reduction.  For the sake of the health of Iowans on Medicaid, and to 
reduce the number of expensive strokes and bleeds the rest of us have to pay for, please include Eliquis, 
Xarelto and Pradaxa all on the preferred drug list. 

  

Thanks for your time and consideration, 

 


