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Assessing Bleeding Risk With Oral Anticoagulants

Management Algorithm for DOAC-related Bleeding'

Bleeding while using a DOAC

* Inguire about last DOAC intake
* Blood sample to determine creatinine (clearance), hemoglobin, and WBC
* Rapid coagulation assessment, incl. plasma drug levels (if available)
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* Delay or discontinue next dose Suppartive measures : For dabigatran-treated patients:

* Reconsider concomitant medication * Mechanical compression idarucizumab 5g i.v.

* Reconsider choice of DOAC & dosing * Endoscopic hemostasis if gastro-intestinal bleed * For FXa inhibitor-treated patients:
: i‘::::;‘:;:m' '“mESt:i's andexanet alpha
* RBC substitution if needed

Otherwise, consider:

- Platelet substitution (if platelet count S60x10%
= e L + PCC 50 Ufkg; +25 Ukg if indicated

* Consider adjuvant tranexamic acid

» Maintain adequate diuresis * aPCC (Feiba®) 50 U/kg; max 200
U/ke/day

For dabigatran:
« Consider idarucizumab/hemodialysis (if idarucizumab is

not available)
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Hemostasis at 12 Hours Post Andexanet in Patients With Gl Bleeding?

Anatomic Location of Bleed
Upper Gl Tract | Lower Gl Tractn =
(n=21) 14)

Clinical hemostatic efficacy®

Excellent/Good 51 (82) 17 (81) 11 (79) 23 (85)
Poor/None 8 (13) 3(14) 2(14) 3(11)
Not evaluable: clinical issue 1(2) 0(0.0) 0(0.0) 1(a)
Not evaluable: administrative issue 2(3) 1(5) 1(7) 0(0)

*Based on assessments of hemostasis for PCC reversal of warfarin?

Managing Bleeding Risk Factors to Reduce Risk of Bleeding-ESC Guidelines*

Modifiable bleeding risk factors Non-modifiable bleeding risk factors

Hypertension (especially when SBP is >160 mmHg)>* [l | |Age® (>65 years)? (275 years)?™

Labile INR or time in therapeutic range <60%? in patients on History of major bleeding®4
VKAs '

Medication predisposing to bleeding, such as antiplatelet
drugs and NSAIDs*¢

Excess alcohol (28 drinks/week)?

|Previous stroke®®

Dialysis-dependent kidney disease or renal transplant®¢

|Cirrhotic liver disease?®

|Malignancy®

Potentially modifiable bleeding risk factors ?__Gen etic factors®

Anaemia® i

Impaired renal function® & High-Sensitivity tropoRin®

Impaired liver function®® il Growth differentiation factor-15¢

Reduced platelet count or function® O] Serum creatinine/estimated CrCl® 1]

Taken from the ESC 2016 guidelines which are for AF but the bleeding risk factors are the same for VTE
*Derived from the HAS-BLED score; "Derived from the HEMORR2HAGES score; “Derived from the ATRIA score;
4Derived from the ORBIT score; eDerived from the ABC bleeding score

[l More prevalent with age
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Immediate Care and Risk Stratification

Rockall Score® Glasgow Blatchford Score®

0 i 2 Score variable GBS Score varlable GBS
Age <60 yr 60-79 yr =80 yr Blood urea (mmol/l) Systolic blood pressure (mmHg)
<6.5 1] >109 1]
No shk, Tachycardia
systolic BP ik Hypotension, &30 2 100- 109 !
Shock systolic BP = 100, -
=100, pulse = 100 systolic BP < 100 8-99 3 90-99 2
pulse < 100
10-25 4 <90 3
Fardlac Ifallure, Renal failure, »25 & Other markers
Mo major betemic fnar) liver failure,
Comorbidity o d|5ea5|‘3, any Sictaminatid Hemoglobin: men (g/1) BPM = 100
e lignan >129 0 Melena 1
comorbidity el
120-129 1 Syncope 1
Mallory-Weiss | . . =
bi ; tear, no lesion All other Malignancy of 100-119 3 Liver diteass 2
gnosts identified and diagnoses UGI tract <100 ' Heart failure* 2
no SRH I
Hemoglobin: women (g/1)
Blood in UGl tract, »119 0
. MNone or dark adherent clot, !
Major SRH snit-only visible or 100-119 1
Spurting vessel <100 6

Rockall score predicts risk of mortality and so allows stratification into low and high-risk bleeds
*Based on past medical history, clinical or laboratory evidence

Key Takeaways
* Consider the following key factors in deciding to use DOAC reversal agents in patients experiencing
bleeding:

Bleed location and severity

Type, dose, and time since last dose of DOAC

Creatinine (clearance) and hemoglobin

Coagulation assessment, including plasma drug levels (if available)

« Differentiate nuisance bleeding from major bleeding

* If time is limited, monitor anticoagulant activity using PT, anti-Xa levels (if available), and/or aPTT/TCT
(qualitatively)

* Manage bleeding risk factors in order to reduce the risk of further bleeding
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