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US Emergency Department Visits for Outpatient
Adverse Drug Events, 2013-2014

US Emergency Department (ED) Visits for Adverse Drug Events (ADEs) by Drug Class. 2013-2014"

ED Visits for ADE=

National Estimate,

ED Visits for ADEs

Resulting in Hos; italizau'onb

National Estimate,

P B
No. of Cases % Hospitalized

Drug Class No.of Cazes % (93% CI)° Hospitalized  (95% CI)°

I Anticoagulants 7211 17.6 (14.1-21.0) 3691
Vitamm K antagonists (warfarin) 6179 15.1(12.3-17.9) 3156 485 (41.8-55.1)
Factor Xa inhibitors 580 1.4(0.9-2.0) 300 504 (43.0-57.8)

Jnfrac d and 1 lecular-weight heparins 450 0.8 (0.6-1.1) 224 465 (38.7-549)
Direct thrombin inhibitors (oral) 173 0.5(0.2-0.7) 107 63.8 (49.8-77.8)
Antiplatelets 2656 6.6 (4.7-8.5) 1312 444(357-53D)
Platelet P2Y 3 receptor amag‘mmsa' 1837 4.6(3.062) 942 478 (37.7-57.9)
Aspinn with or without dipyndamole 1545 3.6(2.2-5.0) 753 41.2(32.6-49.8)
Systemic Antimicrobial Azents"

I Antibiotics 6426 16.1(144-17.8) 481 7.1(5.3-9.0) I
Amoxicillin-contammg penicillins 2198 484254 96 3.7Q2.3-52)
Sulfonamide-containing agents 1174 32737 108 89 (6.2-11.5)
Cephalosporms 776 20(1.7-249) 63 6.7(4.2-92)
Qumolones 592 1.7(1.4-19) 77 14.5 (11.0-18.0)
Erythromycins and macrolides 410 1.2(1.0-1.3) 24 5.5(2.6-83)
Lincosamudes (clindamycin) 396 1.0(0.8-12) 28 5.5(2.1-8.8)
Tetracyclines 286 0.7 (0.6-0.8) 16 NA
Metronidazole 195 0.4 (0.3-0.5) 18 NA
Other antibiotics 439 1.1(0.9-1.3) 68 12.1 (7.6-16.6)

Antivirals and antiretrovirals 148 0.3(0.2-04) 14 NA
Other systemic antimicrobial agents 123 0.3(0.2-04) 16 NA
Hormone-Modifying Agents

I Diabetes agents 5995 13.3(10.8-15.8) 2314 385314457 I

ED Visits for ADEs

Adverse Event M:\nifestationb No.of Cases National Estimate, % (95% CI)C

Anticoagulants (n = 6290)

Hemonhage 5101 79.4 (75.2-83.6)

262 28(14-42)

d
Central nervous system

Pulmonary 149 23(1.7-3.0)

Gastrointestinal 1577 ’ 27.0 (21.0-32.9)

Genitourinary 547 9.5 (6.6-12.4)
i 4

Epistaxis 815 15.0(11.7-18.3)

Skin, wound. or other minor 1418

18.8(13.2-24.49)
41(255.6)

Other hemonthage types 333

Laboratory abnormality only (eg, elevated international normalized ratio) or unspecified overdose 1116 19.5(15.5-23.6)

1.1(0.7-1.5)

Other or unspecified effect 73

58 EDs in the United States:

prevalence of ED visits for adverse drug events was 4 per 1000

individuals in 2013 and 2014.

The most common drug classes implicated were anticoagulants, . ... <
L L . Em

antibiotics, diabetes agents, and opioid analgesics. i

b, JAMA 2016
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Bleeding related to oral anticoagulants: Trends in US
emergency department visits, 2016-2020
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Bleeding warfarin vs DOAC

Pooled NOAC Pooled warfarin RR (95% Cl) P
(events) (events)
Efficacy
Ischaemic stroke 665/29292 724/29221 —e—— 0-92 (0-83-1-02) 0-10
Haemorrhagic stroke 130/29292  263/29221 S 049 (038-0.64)  <0.0001
Myocardial infarction 413/29292 432/29221 —€>— 0-97 (0-78-1-20) 0-77
All-cause mortality 2022/29292  2245/29221 Q 0-90 (0-85-0-95)  0-0003
Safety
Intracranial haemorrhage  204/29287 425/29211 —e— 0-48 (0-39-0-59)  <0-0001
Gastrointestinal bleeding  751/29287 591/29211 + 1.25(1-01-1.55) 0-043
[ I |
0-2 0.5 1 2
<+—— —>
Favours NOAC Favours warfarin
ICH Incidence (% per year) Case fatality rate (%)
Warfarin 0.2-04 45-50
DOAC 0.1-0.2 59
V\A‘D\CINA 0'5,\,4_40
i - § ek
Raval, Circulation 2017 ;m
Ruff, Lancet 20147

Chai-Adisaksopha, JTH 2015
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Giuseppe 85y

March 24th admitted (11.00 p.m.) for melena for 5 days and hypotension.

Medical history: systemic arterial hypertension, atrial fibrillation, previous AMI,
abdominal aortic aneurysm, PAD, diverticulosis of the colon, chronic renal failure
(stage 3). Last edoxaban 30 mg intake h 8.00 a.m. (15 h before admission)

Clinical examination: alert, conscious, mild epigastric abdominal pain. BP 89/70
mmHg, HR 88 bpm, Sp0O2 92% room air

Blood sample: WBC 8720/ulL, Hb 7.7g/dL, PLT 220000/uL, creatinine 1.36 mg/d|
(CrCl 39 ml/min), INR 1.37



B e TR TeWTTT
How would you manage this patient?

Andexanet alpha (PCC if not available)

Fluids and red blood cell transfusions

Fresh frozen plasma and vitamin K

- Norepinephrine and tranexamic acid E




RECOMMENDATIONS AND GUIDELINES

When and how to use antidotes for the reversal of direct oral
anticoagulants: guidance from the SSC of the ISTH

J.H.LEVY,* W. AGENO,f N. C. CHAN,f M. CROWTHER,§ P. VERHAMMEY and J. I. WEITZ,§ FOR
THE SUBCOMMITTEE ON CONTROL OF ANTICOAGULATION

*Duke University School of Medicine, Durham, NC, USA; tUniversity of insubria, Varese, Italy; tMonash University, Clayton, Vic., Australia;
§McMaster University and the Thrombosis and Atherosclerosis Research Institute, Hamilton, ON, Canada; and fUniversity of Leuven, Leuven,
Belgium

Potential indication @ Need for urgent surgery or intervention in

for use patients with acute renal failure
Antidotes should ® Elective surgery
not be used ® Gastroimntestinal bleeds that respond to sup-

portive measures

® High drug levels or excessive anticoagula-
tion without associated bleeding

® Neced for surgery or intervention that can
be delayed long enough to permit drug |
clearance L EM

J Thromb Haemost 2016




2020 ESC Guidelines for the diagnosis and management of AF

[ Patient with active bleeding
v
Compress bleeding sites mechanically if accessible
v
Assess haemodynamic status, blood pressure, basic coagulation parameters, blood count, and kidney function
v
[ Anticoagulation history (last NOAC / VKA dose)
I [
VKA NOAC
v v
[ Severity of active bleeding? ] [ Severity of active bleeding? ]
i ] ] i i
Minor Moderate - severe Severe or Minor erate - severe Severe or
v life-threatening v life-threatening
Add symptomatic Add symptomatic
treatment: treatment:
Fluid replacement Fluid replacement
Blood transfusion Blood transfusion
Treat bleeding Treat bleeding Consider specific
cause v cause antidote, or
(e.g. gastroscopy) | | Consider PCC and (e.g. gastroscopy) § PCC if no antidote
FFP available
v Consider to add Consider replace- v Consider to add oral @ Consider replace-
Delay VKA until Vitamin K ment of platelets Delay NOAC forli| | charcoal if recently § ment of platelets
INR <2 (1-10mg) iv. || where appropriate dose or 1 day ingested NOAC | where appropriate

NTag,

icks, Eur Heart J 2021
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_ Anticoagdafo*d Patient enters ED —

is the patient bleeding? ]

Rl EREEY Main inclusion criteria

_('U Last Fxa inhibitor intake < 18 h (ANNEXA-4)
Provide Emerg . . .
W L/ Last Fxa inhibitor intake < 15 h (ANNEXA-I)
qh) Flla inhibitor, group B intervention < 8 h (REVERSE-AD)
> Is the bleed life threatening or at a critical site? Routine Care
OR
NO = &
Does the non-bleeding patient need emergent surgeryiurge nt proc edure?
m (see Figure 4) Resssess e
h YES
— '
L Class Direct thrombin D+c1 Xa inhibitor . AT-mediated | Inhibition of thrombin; indirectly Vitamin K
o inhibitor | inhibitionof Xa inactivates Xa | antagonist
! l Agent Dabigatran Rl:;r&::l;:nl Edoxaban | Betrixaban = Fondaparinux Unf::::::ted Eg:::::::’ Warfarin
b fiagi (<8-12 hrs) <18hrs) || (10-1ahes) |K19-24vs) | (17-21 hrs) (T B:;‘;d) (35 hrs) (:m
Dose’ )
= Y TN A I A
o : o
()
E Estimated Drug Half-Life Based on CrCl =
(@)}
® === Dabigatran Apixaban, Betrixaban, Edoxaban, or Rivaroxaban E
h crcl, mL/min =80 50-79 30-49 15-29 <15 =30 15-29 <15 LIEJ
Estimated drug half-life, h 13 15 18 27 30 (off dialysis) e Apixaban, edoxaban, e Apixaban: 17 e Apixaban: 17 (off dialysis) cC
rivaroxaban: 6-15 e Edoxaban: 17 e Edoxaban: 10-17 c
e Betrixaban: 19-27 ¢ Rivaroxaban: 9 (off dialysis) JW“‘”““‘E%,,S
e Rivaroxaban: 13 (off dialysis) 3 Ef?ﬁ %; o
CrCl = creatinine clearance. %Or' simew JE é




= e TYmtT
Marta 63 vy

Feb 19th admitted (11.00 a.m.) for major trauma (pedestrian against car).
118 territorial emergency administered tranexamic acid + pelvic binder applied.

Clinical examination: alert but confused, unable to provide her medical history or
medications, complains of pelvic pain. BP 105/65 mmHg, HR 110 bpm, Sp0O2 94%
room air.

Blood sample: WBC 9130/ulL, Hb 10.9g/dL, PLT 310000/uL, creatinine 0.87 mg/dl,
INR 1.1, aPTTR 0.9, fibrinogen 256 mg/dlI.

CT scan: fracture of the pelvis, hematoma of the psoas muscle and the left quadriceps
femoris muscle, no signs of active bleeding. Small subdural hematoma (7 mm).

)

Medical history (husband): systemic arterial hypertension, atrial fibrillation, currem’Em*"g
smoker. Last apixaban 5 mg intake at 8 a.m. (3 hours before).



B e TR TeWTTT
How would you manage this patient?

Andexanet alpha (PCC if not available)

Fluids and red blood cell transfusions

Fresh frozen plasma and vitamin K

- Norepinephrine and tranexamic acid E




“Growth” occurs more often and over a longer
time period in OAT-ICH compared to S-ICH

Proportion of Hematoma Expanders

1.00

075

0.50

025

No warfarin (n=9)
(of 57; 16%)

0.00

:F P<0.001
i
|
Warfarin (n=7)
(of 13; 54%)
12 24 % 48 60 T,
Time [hours] E&m}

Adapted from: Flibotte, Neurollggy 2004



Predictors of severe intracerebral hemorrhage
expansion

A total of 1472 patients with spontaneous ICH were included, of whom 223 (15.2%) had sHE.

N

Table 2. Predictors of severe ICH expansion.

OR (95% Cl) p
Age, years 1.02 (1.01-1.04) 0.001
Anticoagulant treatment 3.00 (2.09-4.31) <0.001
GCS 0.93 (0.89-0.98) 0.002
Time from onset/LKW to 0.96 (0.93-0.99) 0.009
NCCT, h
Baseline ICH volume, mL 1.02 (1.02-1.03) <0.001
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Morotti, European Stroke Journal 2024



Bleeding while using a NOAC

v

Inquire about NOAC, dose, and time of last intake

Inquire about co-medication (including antiplatelets, NSAIDs, OTC drugs, ...)
Blood sampling to determine creatinine (clearance), hepatic function, WBC
Rapid coagulation assessment, incl. plasma drug levels (if available)

9 © . .

Y
Non-life-threatening
major bleeding
7+ | l
] Supportive measures: * For dabigatran-treated patients:
cation * Mechanical compression Idarucizumab 5g i.v.
dosing * Endoscopic hemostasis if gastrointestinal blefid * For FXa inhibitor -treated patients:
* Surgical hemostasis Andexanet alpha (Dosing: See Fig. 10)
* Fluid replacement; RBC / platelet substitutio
* Consider adjuvant tranexamic acid Otherwise, consider:
* Treatment of factors / comorbidities contribuling * PCC 50 U/kg; +25 U/kg if indicated
to bleeding * aPCC 50 U/kg; max 200 U/kg/day
For dabigatran:

ine

* Consider idarucizumab / hemodialysis (if
idarucizumab is not available)

Steffel, Europace 2021

2" Jine

ACTIVE BLEEDING

l

Life-threatening, critical site, or not responsive
to maximal supportive measures?

Critical bleeding sites:

intracranial, other CNS, pericardial tamponade,
airway, hemotorax, intrabdominal (non-Gl),
retroperitoneal, intramuscular, intrarticular

YES
.
I Tests to detect relevant OAC levels:
Demonstration or reasonable expectation of INR (vitamin K antagonist)
clinically relevant plasma OAC levels? TT, dTT, ECT, ECA (dabigatran)

YES)

Anti-Xa activity (factor Xa inhibitor)

J

.

LLonsmer activated charcoal IT Known |ngest|on¥-4 h

Vitamin K antagonist Dabigatran ‘ Factor Xa inhibitor
4-F PCC Idarucizumab Andexanet alfa
* Escalating dose: 25-50 5mg Rivaroxaban/apixaban:
U/Kg based on INR * 800 mg bolus + 8 mg/min infusion up to 2 h if

* Fixed dose: 1500 U for
ICH, 1000 U for non-ICH
major bleed

Vitamin K

5-10 mg

|

If not available

last dose was >10/5 mg and taken <8 h prior
* 400 mg bolus + 4 mg/min infusion up to 2 h if
last dose was £10/5 mg or taken 28 h prior
Edoxaban/betrixaban:
* 800 mg bolus at 30 mg/min + 8 mg/min
infusionupto 2 h

[

. . v
FFP 4-F PCC or aPCC 4-F PCC or aPCC
10-15 mL/kg 4-F PCC: 2000 UI 4-F PCC: 2000 UI
aPCC: 50 U/Kg aPCC: 50 U/Kg

Hemodialysis

Cao, Eur Heart J 2023



Specific reversal

Idarucizumab (reversal of dabigatran) Andexanet Alfa is administered as an IV bolus at a target rate
of 30 mg/min over 15-30 min, followed by a continuous infusion of
5g i.v. divided in two 2.5g-doses, 4 mg/min (low dose) or 8 mg/min (high dose) for 2 hours

given within up to 15 minutes apart

400 mg i.v. bolus over 15 min,

Suppression of dTT , followed by 480 mg i.v. infusion (4mg/min) over 2 h.

: _ 5 800 mg iv. bolus over 30 min,
s s followed by 960 mg i.v. infusion (8mg/min) over 2 h.

o nnibtor | lasdme | Timing of telatdoe

—
=

Apixaban <5mg LOW dose -
>5 mg or unknown HIGH dose LOW cose E

Rivaroxaban <10 mg LOW dose :E
>10 mg or unknown HIGH dose LEON et |.|3_|\

g ¥

IR
0 min 2h 24’h é *{g




PATIENTS

WHO 530 adults
Mean age, 78.9 years

Men: 54%; Women: 46%

JOURNAL of MEDICINE

The NEW ENGLAND

ESTABLISHED IN 1812

Andexanet for Factor Xa Inhibitor—Associated Acute

MAY 16/23, 2024

VOL. 390 NO. 19

Intracerebral Hemorrhage

Table 2. Efficacy End Points.

End Point

Hemostatic efficacy
Hematoma volume change <35%7
NIHSS score change <7 points

No receipt of rescue therapy between
3hrand 12 hr

Hematoma volume increase =12.5 mli

Hemostatic efficacy, excluding patients
nonevaluable for administrative
reasons

Andexanet
(N=224)

Usual Care
(N=228)

no.ftotal no. (%)

150/224 (67.0)
165/215 (76.7)
188/214 (87.9)
218/224 (97.3)

24/216 (11.1)
150/218 (68.8)

121/228 (53.1)
137/212 (64.6)
181/218 (83.0)
213/228 (93.4)

36/214 (16.8)
121/225 (53.8)

Adjusted Difference per
100 Patients
(95% Cl)*

percentage points

13.4 (4.6 10 22.2)

12.1 (3.6 t0 20.5)
46 (-2.0t011.2)
3.8 (-7.6 t0 0.0)

-5.6 (-12.0t0 0.8)
14.5 (5.7 to 23.4)

P Value*

0.003

Thrombotic Event
(P=0.043)

10.3%

o
]

Usual Care

Andexanet

Ischemic Stroke

6.5%
e

Andexanet

The trial did not have sufficient power or information to draw conclusions about the effect of

Connolly, NEJM 2024

andexanet on mortality: 30-day death A=27.8% vs UC=25.5%

1.5%

Usual Care
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The NEW ENGLAND

- JOURNAL of MEDICINE
£ \ I\ 7 ESTABLISHED IN 1812 MAY 16/23, 2024
& y > Andexanet for Factor Xa Inhibitor—Associated Acute
‘ ‘ Intracerebral Hemorrhage
o B
N 7 Main exclusion criteria
...Before the protocol was amended, 34 v Hematoma volume > 60
patients in whom the primary site of m
hemorrhage was subdural or subarachnoid
were enrolled (22 patients [9.8%] in the v NIHSS > 35
Andexanet group and 12 patients [5.3%] in v/ Glasgow Coma Scale <
the usual-care group). Subsequently, only 7
patients with intracerebral hemorrhage W, Surgery planned < 12’%’1“1

were eligible...
Connolly, NEJM 2024



Specific reversal

Idarucizumab

Andexanet alfa

Type of molecule
Mechanism of action

Procoagulant activity
Terminal half-life

FDA approved indications

Humanized mouse monoclonal antibody fragment

Binds with both free and thrombin-bound dabigatran
with high affinity

No

10 h

Catalytically inactive recombinant form of factor Xa
derived from Chinese hamster ovarian cells

Binds to factor Xa inhibitors with high affinity

Uncertain
5-7h

Patients treated with dabigatran who require rapid
reversal of the anticoagulant effects during emergency
surgery or urgent procedures or in life-threatening or
uncontrolled bleeding

Patients treated with rivaroxaban or apixaban who require
reversal of the anticoagulant effects in life-threatening o

uncontrolled bleeding

G
%
S e %
tEm ;

<

)

%

Chaudhary JTT 201"



RE-VERSE-AD

Idarucizumab for Dabigatran Reversal — Full Cohort Analysis

503 patients were enrolled: 301 in . .

group A (uncontrolled bleeding), ‘§' ‘3‘

and 202 in group B (urgent i I . ]

procedure within 8h). i e j::é . ,
éé%%%%é o & s sesad

T T T T T T T T T T T T T T T T
Baseline Between 10-30 1 2 4 12 24 Baseline Between 10-30 1 2 4 12 24

Group A (45.5% Gl bleeding and e e Bl R e el

32.6% |CH) medlan time to the (e Conc;)gintion of Unbound Dabigatran in Groups A and B D Activated P.anial-'l'hromboplaslinTimeinGroupsAandB
cessation of bleeding was 2.5 e g

hours. Plasma ; = |

Group B median time to the concentration of i 1" .
initiation of the integdad unbound e 2 B éé
procedure was 1.6 30-day death 12% P e ea0g

Infusions min hr hr hr hr hr
Time of Blood Sample

Pollack, NEJM 2017

Time of Blood Sample




342 patients who had acute MB within 18
hours since last dose (factor Xa inhibitor).

ICH 71.3%, Gl bleeding 22.3%.

Andexanet markedly reduced anti—factor Xa
activity, and 82% of patients had excellent or
good hemostatic efficacy at 12 hours.

ANNEXA-4

Full Study Report of Andexanet Alfa for Bleeding Associated with Factor Xa Inhibitors

Apixaban

Rivaroxaban

Edoxaban

30-day deaths 15.7%

Milling, Circulation 2023
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Prothrombin Complex Concentrate for Major Bleeding on Factor Xa
Inhibitors: A Prospective Cohort Study

Patients on apixaban or rivaroxaban with a major bleed received PCC 2,000 U (fixed dose)
P.O. To evaluate the haemostatic effectiveness at day one

66 patients included: rivaroxaban 56%, apixaban 44%

Outcome (n = 66)
Haemostatic effectiveness rating®
Good 43 (65)
Moderate 13 (20)
Poor/None 10 (15)

ICH=36 GIB=16

% %
67 69
17 12
17 19

PCC may have a beneficial effect, the risk of thromboembolism after reversal has to be taken into account (5
major thromboembolic events).

Schulman, Thromb Haemost 2018



Reversal agents for oral anticoagulant-associated
major or life-threatening bleeding

Table 5 Comparison of major oral anticoagulation-reversal studies

Trial Reversal agent Anticoagulant Number of Hemostatic Thrombotic event | Mortality at
patients Efficacy (95%] rate at 30 days (%) |30 days (%)
CI
Total % ICH )
ANNEXA-4 (2019) Andexanet FXa inhibitors (enoxaparin. 352 64 82% (77-87) 10 14
ANNEXA-I Andexanet 263 263 10.3 27.8
Usual care 267 267 5.6 25.5
RE-VERSE AD (201/) ldarucizumab Dabigatran 301 32.6 6/.1'%" 4.8 12
Sarode (2013) 4F-PCC Warfarin 98 12 72% (64-81) 78h 5.8
Plasma 104 12 65% (56-75) | 6.4° 4.6

4F-PCC four factor prothrombin complex concentrate

“Hemostatic efficacy reported only in patients without intracranial hemorrhage

®Events evaluated at 45 days

an f\o&'

-
m

3& vl“‘”

Moia, Intern Emerg Med 019



Reversal agents for oral anticoagulant-associated
major or life-threatening bleeding

Table 2 7-Element bundle for managing OA-associated major or life-threatening bleeding

A N B W N -

Cessation of the OA

Fluid replacement, to support the cardiovascular system and renal function

blood tests, to check for hemoglobin level, platelet count, renal function, liver function, PT, aPTT, and DOACSs’ plasma level

Red blood cell transfusion, and eventually platelet and/or fresh frozen plasma transfusion when necessary; consider tranexamic acid
Any local hemostatic measure, such as endoscopy, interventional radiology procedure or surgical intervention

Check and management of any additional bleeding risk factor, such as uncontrolled hypertension, excessive alcohol intake, acute renal
insufficien ow platelet count. antithrombotic therapies. in particular antiplatelet drue AlDs and elucocorticoid

If DOAC: plasma measurement of the DOAC level and reversal agent administration (idarucizumab, Andexanet alfa or 4F-PCC) only when

the anticoagulant drug is active in patient’s plasma in measurable quantities
VKA INK measurement and vitamin K administration plus reversal with P P11 PCC unavailable

OC oral anticoagulant, DOAC direct oral anticoagulant, VKA vitamin K antagonist, 4F-PCC 4-factor prothrombin complex concentrate, INR
international normalized ratio, FFP fresh frozen plasma

3& e

;Er’ﬁ

Moia, Intern Emerg Med 019



Algorithm for Rapid Exclusion of Clinically Relevant
Plasma Levels of Direct Oral Anticoagulants in Patients
Using the DOAC Dipstick: An Expert Consensus Paper
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Patient on Take urine sample DOAC Dipstick
oral Anticoagulation threshold level = 30 ng/mL
* DOAC intqke ;
* unknown intake @ Example A Example B
* unconsciousness
P ” Flla: " negative | positive
0 Q S = - ¢
: O —_— ! — X positive negative
i Urine colour: normal normal
Emergency room or elsewhere Creatinine: W romat [l normal
G . N
Algorithm
x/ A
DOAC negative: DOAC positive: DOAC positive and
relevant DOAC proceed to test limitation:
concentration unlikely medical decision, + collect blood sample
+ proceed to necessary consider for quantitative
medical intervention - presence of DOAC DOAC measurement
- consider bleeding risk - reversal agent - delay procedure
if clinically feasible
\
Visual summary. Algorithm of clinical management of patients based on exclusion of intake of a DOAC supported
by results of DOAC Dipstick.

842 patients in 5 studies

Direct oral factor
Xa inhibitors
Mean (95% Cl)

Direct oral
thrombin inhibitor
Mean (95% Cl)

Sensitivity 97.8 (95.6-99.0) 98.3 (91.0-100)
Negative 86.6 (76.0-93.7) 99.6 (97.7-100)
predictive

value

Positive 87.2 (83.7-90.1) 73.4 (63.7-83.2)
predictive

value

Specificity 50.0 (40.2-59.0) 91.8 (87.7-94 0.9)
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Thromboembolic and BLEEding events while on DOAC treatment:
role of DOAC tests in the Emergency Department.
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Conclusions

v Knowing the type and last intake of anticoagulant treatment is
crucial

¢/ The decision-making should be based on bleeding severity
v/ Local assets/resources should be known

¢/ Future studies should assess the clinical role of DOAC levels and
reversal agents






