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Amaclar

Bu sunumun sonunda;:

Hemorajik sok belirtilerini ve semptomlarini tanir

Travma hastalarinda erken kanama kontrolunun
onemini farkeder

Hemorajik sokun tedavisini ve devam eden
degerlendirmesini tanimiar

Hasar kontrolu resusitasyonunun Dbilesenlerini
Isteler

Kanama kontrolunde ila¢ yonetimini dusunur
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Hemorajiye%o\kbﬂYaralanmalar

Aort Dalak Pelvis
Vena Kava Karaciger Femur

Hizla Kan Kaybini Digla
Gogus Boslugu — PAAC / FAST

Abdomen — FAST
Pelvis — Rontgen
Femur — FM / Rontgen




Kanamaye

e Humerus 750 ml

 Tibia 750 ml
e Femur 1500 ml
¢ Pelvis >3 L

Cevre Yumusak Doku Travmasi
Sitokin Salinimi

* Gecirgenlik artisi

« Sivl kaybinda artis




Hemorajik Yar

Yas

Hastalik oykusu / ilaclar
Yaralanmanin agirhgi
Tedaviye ulasim

Sok suresi

Hastane oncesi sivi
tedavisi miktari

Hipotermi
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Patofizyoloji



Kalp Atim Kardiyak
Hizi Hacmi Output

(atim/dk.) (ml/atim) (L/min)

Miyokardiyal
Kontraktilite

Kardiyak Output



Sokta Hireresel Yanit

Yetersiz
Perfuzyon

Hucresel T (P2 .
Bdem g e Hucresel

Hipoksi

/

Laktik Asit . Aerobik
Aneorobik Metabolizma
Metabolizma 5@)
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Sokun K\ulgu&BeIirtiIeri

* Mental durum degisikligi
« Tasikardi
« Soguk, nemli deri

« Uzamis kapiller geri-dolum ‘
zamani /

 Daralmis nabiz basinci
* Azalmis idrar cikisi
* Hipotansiyon




Normal vital
bulgular okkult
hipoperfuzyonu
dislamaz

SD)
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TABLE 3-1 SIGNS AND SYMPTOMS OF HEMORRHAGE BY CLASS

CLASS I CLASS IV

PARAMETER CLASS | CLASS Il (MILD) (MODERATE) (SEVERE)
Approximate blood loss <I5% 15-30% 31-40% >40%
Heart rate o /1 1 t/11
Blood pressure — |
Pulse pressure - l ! :
Respiratory rate - — [t
Urine output - - | i
Glasgow Coma Scale score “
Base deficit® 0 to -2 mEq/L -2 to -6 mEqJL -6 to -10 mEqg/L -10 mEg/L or less
Need for blood products Monitor Possible Yes Massive Transfusion

Protocol

* Base excess is the quantity of base (HCO,-, in mEqg/L) that is above or below the normal range in the body. A negative number is called a base

deficit and indicates metabolic acidosis.

Data from: Mutschler A, Nienaber U, Brockamp T, et al. A critical reappraisal of the ATLS classification of hypovolaemic shock: does it really reflect
clinical reality? Resuscitation 2013.84:309-313



Degerlendirmeye arsilik Res usitasyon

[

Geleneksel < Yeni

9]

-

© Akut & Stiregelen o
£ Statik « Dinamik S
= Global & Hedef Organ LU
% - Mental Durum - pH C
1s,1| - Cilt Perfuzyonu - Serum Laktat Seviyesi =
8 - Nabiz - Baz Acigi S
2 . Kan Basinci - Ekokardiyografi &
s | - Nabiz Basinci . Arteryel Dalga Analizi [
. Sok indeksi . StO2 (NIRS/yakin kizil [z

. Idrar Cikis| otesi)




R
Nle KB Tahmini

Nabiz Palpsyoh

* Eger nabizi
semadaki
noktalardan birinde
palpe
edebiliyorsaniz,
SKB’Inin kabaca — 70
kacg oldugunu
bilebilirsiniz.

«— 80

— 80




Hastalar aniden kétilesmezler, daha ¢ok kétilesme
aniden bizim dikkatimizi ceker...




Degisikligi

Perflzyonun gostergesi
llaclar & alkol durumu

Hipoksi/Kafa travmasi
Aksi Ispat edilene kadar




Cilt Perfuz onu

* Soluk, soguk, alacali
* Vazokonstuksiyon

 En cok pediatrik
hastalarda duyarli
 Distal ekstremitelerde

baslar
« Govdeye dogru uzanir

« Kapiller Geridolum
* Olcumu guvenilir deqil
 Normal < 2 saniye




anDdSINCI

* Volum Kaybina KB Yaniti

« Kompansatuar mekanizmalardan dolay! non-linear
* Erken sok bulgusu olarak duyarsiz

« Az siklikta& yada yetersiz monitorizasyon
« Ik Slctilen KB her zaman manuel 6l¢tlmelidir
« Otomatik KB 10 mm Hg kadar fazla olger



Kan Basinci

Sistolik KB dususu gec bir bulgu
Sistolik KB dusmesi icin:
Yetiskinlerde %30 kan kaybi
Pediatrik %40-45 kan kaybi
gerekKili..

SKB <90 mm Hg: mortalite %65’e yaklasir
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Hastane-oncesi KB n lerken Dikkatli Ol

Hastane Oncesi .
Hipotansiyon ‘

Prehospital + AS Giiclii Ongoriicii
Hipotansiyon

* Mortalite
 Ameliyat Ihtiyac




Hipota on . Yeni Tanimi?

Yeni Hipotansiyon : SKB <110

b—._k

* Fizyolojik degisikliklerin baslangici ile ilgili

* Baz AcliQl

 GYB Gun Sayisi

* Ventilator Gun Sayisi
« Komplikasyonlar

« Sadece soku tanilamak icin kullan

« Resusitasyon u¢ uc noktasi olarak kullanma.
SD)

Soclery




Bilimsel arastirmalar sokta mortaliteyi azaltan ideal
SKB'nin yasla birlikte arttigini isaret eder.




Yetiskin Travma

60 /0 80 90 100 110 120 130

Geriatrik Travma

90 100 110 120 130 140 150 160




Nabiz Basinci

« Daralmis nabiz basinci ciddi kaybini isaret

eder
« Kompansatuar katekolamin saliniminin

sonucu olarak artmis diastolik basincin
sonucu geligir

100/66 100/74 100/77 100/84




Tek basina ozgul
degqil

Yasa bagimi
Etkileyen faktorler:
 Emosyonel durum
 Ates

 Agri

 llaclar

Nabiz & karakter
birlikte daha guvenli

Zamanla duyarli?
olabilecegi
diasintlmekte

Ne zaman
endiselenelim?

80 90 100 110 > 120

Soguk & tasikardik
olan her hasta aksi
o ERERER G

sokta kabul edilir.
(ATLS)



Sok

SI=KH/SKB
» Sokta erken eleve olur
* Normal 0.5-0.7

« SI>0.9ise:
 Normal KH& KB’da akut hipovolemi
* Yaralanmanin agirligi & mortalite icin bir marker

« Bazal SKB'i yuksek hastalarda sokun
atlanmasina sebep olur

« Kullanimi
 Hastane oncesi — triaj
« Masif transfuzyon riskini ongormede? sD)




Idrar Gikisi

I Yetiskin 0.5 ml/ kg / hour

I Cocuk 1.0 ml / kg / hour

Toddler 1.5 ml/ kg / hour

Infant 2.0 ml / kg / hour

L e e e - = -
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Arterval.pH

Asidoz - Serum pH <7.20

Agir Fizyolojik Dengesizlikte Devamli Marker

Azalmis kardiyak kontraktilite
Azalmis kardiyak output
Vazodilatasyon ve azalmis KB
Azalmis hepatik ve renal kan akimi




L \t

« Oksijen aciginin indirek olgeqi

 Normal degeri = 1.0 mEqg/L

« Degerler > 1.0 sokun buyuklugunu gosterir
« Laktat Seviyeleri > 5 = 1 mortalite

« 24 saat icinde laktat kleransi:
« Sag kalimi gosterir

« 12 saat icinde laktatin temizlenememesi:
* Multisistem organ yetmezligini

CIN

>
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Baz Reig (BA)

Perfuzyon yetersizliginin hassas gostergeci
Normal aralik -3 to +3

Kan gazi takibi

BA'nin kabul edilmesi kan kaybi ile iligkili

Kotulesen BA:
 Devam eden kanama
* Yetersiz volum replasmani

CIN

>
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Baz Agl flandirilmasi

Hafif <5 %11
Orta 6-9 %23
10-15 %44

Agir
16-20 %53
>20 %70



1zed Ratio (INR)

Pihtilasma testi (ekstrinsik yolak)

Protrombin (PT) sonuclarini tum dunyada
uluslararasi kabul gormus sekilde bildiren
metod

Normal 0.8-1.2
Antikoagulan Kullanimi 2.0 - 3.0

Travma > 1.5 = koagulopati
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Kanamay ‘%mada Mekanik

Ara

Hemostatik Pansuman
« Arastirmalar hizla ilerlemekte

« Volkanik kaya, camur, kabuklar

« Etkiler:
* Direk kompresyon
« Pihtilasmayi aktive etmek
« Adhezyon
 Faydalar:
« Uygulama hizi (yangin mahallinde)

« Katlanabillirlik, Z biciminde
bukulebilme




My, >

olckan Kacgin

* Yarall ekstremite
* Olasi vaskuler yaranin distall
« Diyaframin altinda yaralanma varsa femoral yol




sokta VYol

« Femoral Ven e Subklavian/internal
8.5/9.0 French introdiiser Judg.

Yan baglantilar kapatilir 1~
akis hizi

Entubasyon ve gogus °
kafesi prosedurlerinin :
komsulugunda uzakta

Daha yuksek risk
(pnomotoraks)

Dusuk basari orani

Gogus kafesi
yaralanmalarinda,
yaralanan tarafa ac.




Intraos Araglar

Gecici yol
« Cocuk & yetiskinler

« 1 dakika icinde uygula

 Manuel veya matkapla

* Proks. tibia’/humerus/sternum

« Kirik/ yaralanmig bolgelerde uygulama
« Sivi/kan/ilaclar icin iy

« Basincg torbasi ile 125 mL/dk'ya kadar akim hlzg@
« Risk: ekstravazasyon — kompartman sendromu




Sivi Resusitasyonu




SIVI YONETI

Cok az...

Suren sok

Devam eden asidoz
Koagulopati
Myokardiyal
disfonksiyon

Renal yetmezlik

Olim

o :
Al DENGESI

(}ok fazla..

Kanamada artlg

 Pihti olusumunun
engellenmesi

« Koagulasyon faktorlerinin
dilusyonu

« Kompartman sendromlari

« Transflzyon endiseleri

« Enflamasyon

 Immunosupresyon

« Transfuzyona Bagh Akut
Akciger Hasari (TRALI)

SOCIETY O TRADHA BURSES



Normal Salin Laktath Ringer

 Na,Cl * Na, Cl, K, Ca, Laktat
 Dezavantay:  Dezavantay:
« Hiperkloremik asidoz * |Immun modulasyon



Kristaloidler (Izotonik Soliisyonlar)

Dengeli elektrolit solii . » benzer

2 yayilir

17 dakika icinde sadece %25’i
intravaskuler boslukta kalir!







Yeni Kabul Goren

Geleneksel
Yonetim

Sivi Kan
2 Litre ver PRBC 5-10 u
I = l
Devam et IV  Lab sonuclari
yolu genis acik bekle
tutacak kadar l
Plazma
l

Platelet

Yonetim

Sivi Kan

1:1or1:2
(Plazma: RBC)

Minimuma indir

Eriskinde 1L

<40 kg cocukta Protokolize

20ml/kg |

kristalloid Masif

asmamak Transfuzy_c_)n
Protokolu



Masif Transfiizyon Tanimi

Eski Tanim Yeni Tanim

10 unite
PRBC

24 saat yada 24
icinde saatte
>10 unite




Hemorajide Kan: Progresyonu

A - N

Ac Tip Spesifik
Kroslanmamis

50 dakika

Kroslanmis

O+ Erkekler ABO & Rh

Uyumlu

ABO & Rh Tip

O- Kadinlar/ Antikorlar

Cocuklar
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Inatci kanamali travma
Ekstrinsik yolagi aktive

Kullanimdan once duzelt:

eder

Travmada off label .
kullanim

Travmada Arastirma .
Sonuclartr:

Sayisiz anektodal bildiriler o
1 RCT yayinlanmis travma:

« | kan kullanimi

« | MSOF | ARDS

« Mortalitede | gostermis

 Trombotik olaylarda 1
yok

Hipofibrinojenemi:
« Kriopresipitat ver
Trombositopeni
 Platelet ver

Hipotermi
 Vucut i1sisini duzelt.

Asidoz
Bikarbonat tedavisi dusun
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Facte lla

Masif Transfuzyon Protokolune Dahil Et:

Cok gec ya da cok erken kullanma

8 - 20 PRBVC araliginda kullan
Onerilen doz: 100 mcg/kg

Pahali:

« 100mcg X 70kg =7,000mcg = 7,700%

Gerekli durumlarda 1-2 saatlik aralar ile tekrar
ver

-
Soctery



Traneksamik asit (TXA)

AA Lizin turevi- fibrinolizi inhibe eder
Ucuz ( $80/dose) ve guvenliligi kanitlanmis

Cochrane review (2007) 53 RCT's Cardiac/Ortho
« Sig reduction in bleeding without thrombotic complications

CRASH?2 trial (2010) Prospective RCT, > 20,000 pts

« Stat sig 1.5% reduction in mortality (overall)

« Subgroup analysis (Severe bleeding & early admin)
Reduced bleeding by 30% IF given within 1 hour

MATTERSs trial (2011) Camp Bastion in Afghanistan

« Marked improvement in survival in most severely injured
compared to those who did not receive it

Savas alaninda askerlerin otoenjektorler tagimasi gg)
>



Askeri Protokol

e Yaralanmanin ilk 1-3
saatinde ver.

« 1 unite kan
e 1 Gm TXA bolus

« 1 Gm TXA infuzyon 8
saate gidecek

Oregon Health & Science

University Protokolu

« Masif trasfuzyon
protokolu

« Hasta 2 saat icinde >4
unite aldi

e 1 GmTXA bolus

« 1 Gm TXA infuzyon 8
saate gidecek
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Major Bleeding Risk During Anticoagulation with
Warfarin, Dabigatran, Apixaban, or Rivaroxaban in
Patients with Nonvalvular Atrial Fibrillation

Ghoyega Adeboyeje, MD, MS; Gosia Sylwestrzak, MA; John J. Barron, PharmD;
Jeff White, PharmD, MS; Alan Rosenberg, MD; Jacob Abarca, PharmD, MS;
Geoffrey Crawford, MD, MS; and Rita Redberg, MD, MSc

ABSTRACT

BACKGROUND: The use of non-vitamin K oral anticoagulants (NOACS) has
increased steadily following marketing approval; however, their relative

What is already known about this subject

+ Clinical trial results have demonstrated the efficacy and safety of
safety in nonvalvular atrial fibrillation (NVAF) patients in real-world clinical non-vitamin K oral anticoagulants (NOACs) relative to warfarin
practice remains unclear. for stroke prevention in nonvalvular atrial fibrillation (NVAF)

OBJECTIVE: To compare the risk of major bleeding during anticoagulation patients.
therapy between warfarin and NOACs. + Concerns persist regarding the real-world safety of NOACs.

METHODS: This retrospective cohort study analyzed adminislrative claims WY/ ¥eRTS study adds
data on new NVAF users of warfarin, dabigatran, apixaban, or rivaroxaban
in routine clinical care from November 2010 to February 2015 in a com-
mercially insured population in the United States. The primary outcome
was time to first major bleeding event requiring hospitalization. Patients
were followed until discontinuation or switch of anticoagulants, health plan
disenroliment, death, or end of study. All patient characteristics were bal-
anced after propensity score inverse probability of treatment (IPT) weight-
ing. Event rates by type of anticoagulant exposure were comparad using
IPT-weighted Cox proportional hazards models,

+ This study examined major bleeding risk among NVAF patients
using NOACs during anticoagulation therapy.

+ Relative to warfarin, dabigatran and apixaban were associated
with a 33% lower major bleeding risk, while dabigatran and
apixaban were associated with a 48% lower risk of major bleeding
compared with rivaroxaban.

+ Apixaban was associated with a lower risk of major gastrointesti-
nal bleeding than dabigatran.

Efficacy and safety of prothrombin complex concentrate in
patients treated with rivaroxaban or apixaban compared to
warfarin presenting with major bleeding

Deepa R. ], Arachchillage,"™ Summary

Sharon Alavian,' Jessica Griffin,' _ . - _
K aronl Gman |l;23::rd: ayilo, This retrospective study investigated the efficacy and safety of prothrombin

Nilanthi Karavitage' and Mike Laffan"? complex concentrates (PCCs) for management of major bleeding events
Department of Haematoogy, Imperial Colege ~ (MBE) i 344 patients receiving the anticoagulants rivaroxaban, apixaban
Healtheare NITS Trust Impeial Collee London, 0T Warfarin during the period January 2016 to April 2018. Median (range)
PCC dose was 2000 units (1000-4500). Intracranial haemorrhage (ICH)
was the most common indication (137/344, 39-8%) for PCC use followed
by gastrointestinal bleeding (93/344, 27%). ICH patients more frequently
received rivaroxaban (62:5%) or apixaban (52:5%) compared to warfarin
(34-5%), P = 0-002; and visceral bleeding patients reccived warfarin more
Correspondence. Dr. Deepa R, . Arachcillage, frequently (24:2%) than rivaroxaban (5%) or apixaban (10%), P = 0-003.
Department of Hacmatolog, Imperial College Median rivaroxaban and apixaban levels were 230 ng/ml (47-759) and
Healthcare NHS Trust and Imperial College 199 ng/ml (45-255). Median  International Normalised Ratio pre- and
Landon, Hammersmith Hospital, 4th Hoor,  Post-PCC in patients on warfarin were 34 (1:9-15-4) and 12 (1:0-19),
Blood products use was the same between groups. Thirty-day mortality
and re-bleeding rates in patients with ICH were 35% (P = 0:50) and 18%
(P=090) with no differences between the groups. Thrombosis occurred

“Centre for Haematology, Imperial College
London, and *Department of Haematology,
Royal Brompton Hospital, Lndon, UK

Received 12 September 2018; accepted for
publication 5 Navember 2018

Commonwealth Building, Du Cane Road,

London W12 ONN, UK.

E-mail: d.arachchillage@imperial.ac.uk
in 4:1% patients within 30 days with no difference between groups, Two of
91 (2:2%) patients with ICH only (both on warfarin) had ischaemic strokes
within 30 days post-PCC. In conclusion, there was no difference in the
safety (thrombosis) or efficacy (30-day mortality, re-bleeding) in use of
PCC for MBE in patients on warfarin, rivaroxaban or apixaban.

Keywords: prothrombin complex concentrate, warfarin, ~rivaroxaban,
apixaban, major bleeding,.

SD)
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CLINICAL TRIALS AND OBSERVATIONS

Management of rivaroxaban- or apixaban-associated major bleeding
with prothrombin complex concentrates: a cohort study

Ammar Majeed," Anna Agren,"? Margareta Holmstrém,'® Maria Bruzelius,' Roza Chaireti,**® Jacob Odeberg, """
Eva-Lotta Hempel,"? Maria Magnusson,®®® Tony Frisk,'® and Sam Schulman'"?

"Department of Medicine and “D of Medical i and Bi ics, Karolinska Institutet, Stockholm, Sweden; “Coagulation Unit,

How can we reverse bleeding in patients
on direct oral anticoagulants?

Hematology Center, Karolinska University Hospital, Stockholm, Swaden; “Contral Clinical School, Monash University and Alfrod Hospital, Melbourmne,
Australia; “Department of Molecular Medicine and Surgery and “Clinical Chemistry and Blood Coagulation Research, Department of Molecular Medicine and
Surgery, Karolinska Institutel, Stockholm, Swaden; “Science for Life Labaratory, School of Biotechnology, Royal Institute of Technology, Stockholm,

Sweden; *Division of Pediatrics, Department of Clinical Science and T Institutet, Sweden; "Astrid Lindgren
Children’s Hospital, Karolinska University Hospital, Stockholm, Sweden; '"Depariment of Women's and Children's Health, Karolinska Institulet,
Stockholm, Sweden; '' Department of Medicine, McMaster University, Hamilton, ON, Canada; and '* is and At

Institute, Hamillon, ON, Canada

Mark Crowther', Adam Cuker?

"McMaster University, Hamilton, Ontario, Canada
University of Pennsylvania, Philadelphia, PA, United States

oo sy
« PCCs for the management of :qlnr bmm;TJBB)m or e (PCCs) for “'"___"mm of The direct oral anticoagulants (DOACs), or non-vitamin K antagonist oral anticoagulants (NOACS), including dabigatran, which
major bleeding in patients on | ofPCCsgivenforthe of MBES in ] or inhibits thrombin, as well as rivaroxaban, apixaban, edoxaban, and betrixaban, which inhibit coagulation factor Xa, are as-
rivaroxaban or apixaban is an | 1January 2014 and 1 October 2016, we y onr or sociated with similar or lower risk of bleeding compared with warfarin. The need for reversal of their anticoagulant effect may
effective sirategy in most apixaban treated with PCCs for the management of MBEs, The effectiveness of PCCs was occur in patients with life-threatening bleeding or those requiring urgent surgery. Currently, the only specific reversal agent for
cases. assessed by using the Society of Thromb and F j and dabigatran, idarucizumab, is widely available, while andexanet alfa, which reverses factor Xa inhibitors, was approved in the
« The thromboembolic Standardization Subcommittee criteria for the of the of major United States in May 2018. Ciraparantag, which has been designed to reverse all DOACs and other anticoagulants, is being
complication rate in this gement. The sfuly were events and all-cause investigated in clinical trials. In the absence of licensed reversal agents for the oral factor Xa inhibitors, prothrombin complex
setting is low and comparable ;;“'I"m" e dm‘;";':ﬁ:::é::‘““?““:*mmc’m:: concentrates are suggested in patients with life-threatening bleeding. Vitamin K and fresh frozen plasma should not be used
with that of anticoagulation range) dose of 2000 1U (1500 ) = (ICH) was the most - to reverse F)OA(E, This review presents the cyrrent evwdenc? regarding bleeding nsk on DO{\& and thre reversal strategies to
discontinuation without site of bleeding requiring reversal (n = 59; 70.25%), by g n provide guidance on the management of patients treated with DOACs, who experience serious bleeding.
reversal. 13(15.5%) with PCCs in 58 (69.1%) Key words: bleeding, non-vitamin K antagonist oral anticoagulants, reversal agents
and In 25 (30.0%) p Most p with wih Kardiol Pol 2019; 77, 1: 311
PCCs had ICH (n = 16; 61.5%). Two ped an stroke, g 5 and 10 days after treatment with PCC. Twenty- (R
seven (32%) patients died within 30 days after a MBE. The administration of PCCs for the of MBEs with
or is in most cases and is associated with a low risk of thr Our are limited by the
absence of a control group in the study. (Blood. 2017;130(15):1706-1712) SUMMARY

Reversal strategies in patients receiving DOACs depend on
the anticoagulant involved, the location and severity of the
bleeding, and/or the urgency of the invasive procedure. The

available specific reversal agent for dabigatran, idarucizumab,
Review Article . - - -

) is used infrequently for the reversal of DOACs, without in-

Novel reversal agents and laboratory evaluation for

direct-acting oral anticoagulants (DOAC): An update

creasing the underlying risk of thrombosis. Andexanet alfa to
reverse FXa inhibitors has been approved by the FDA recently.
Evidence supporting non-specific reversal therapies including

Address for correspondence:  Shagun B Shah, Akhilesh Pahade, Rajiv Chawla PCC, aPCC, or recombinant factor Vlla is still limited in terms
Dr. Shagun B Shah, Department of Anaesthesia, Rajiv Gandhi Cancer Institute and Research Centre, Sector-5, Rohini, New Delhi, of clinical outcome data. Administration of PCC or aPCC ma
H. No- 174-175, Ground  |ndia -/ Y

Floor, Pocket -17, Sector-24, be considered in addition to supportive measures for patients
Rohini, Delhi -110 085, India
E-mail: drshagun_2010@  ABSTRACT with severe or life-threatening bleeding.
diffmail
eemet e Most importantly, the best way to treat a bleed related
to a DOAC is to prevent it by using the right drug at the right
dose in the right patient and by withdrawing anticoagulation
in patients without an indication for such therapy.

Novel oral anticoagulants (NOACs) are no longer “novel” but their reversal agents definitely are.
Although NOACs enjoy high clinical efficacy, monitoring and reversal of their effect is a challenge
which this review attempts to surmount. Ideally, for NOAC activity measurement, specific anti-Factor
Access this article online lla levels and anti -Factor Xa levels should be monitored (chromogenic assays), but such tesls are
Website: www.ijaweb.org not readily available. Modifications of the existing coagulation tests catering to this unmet need
for quantification of DOAC activity have been reviewed. The available United States Food and
Drug Administration (FDA) approved reversal agents, idarucizumab for dabigatrin and andexanet
alfa for anti-Xa direct acting oral anticoagulants have given promising resulis but are prohibitively
priced. Medline, Embase, and Scopus databases were thoroughly searched for clinical trials on
laboratory investigations and specific as well as non-specific reversal-agents for DOACs. on 12t May 2018.

DOI: 10.4103/ja.lJA_734_18
This review was based on a lecture at the 4% McMaster Interna-

tional Review Course in Internal Medicine in Krakow, Poland,

Quuick response code

Key words: Andexanet alfa, idarucizumab, oral anticoagulants, PRT064445, reversal, reatment
outcome




Koagulopatiyi erken sapta

Travmada sivi tedavi ilk segcenegi SF/RL
Masif Transfuzyon Protokolunu uygula
Kuguk volum resusitasyon teknikleri
Traneksamik asit and Faktor Vlla'yr dusun
Asidoz ve hipotermiyi durdur

KANAMAY| DURDUR!
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