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= Recent publications have demonstrated the
effectiveness and safety of intravenous (IV)
olanzapine for agitation in the emergency
department, but limited data is available for its
use in intensive care units (ICUJ -4

= A pilot study at Beth Israel Deaconess Medical
Center (BIDMC) suggested that IV olanzapine
for agitation in the ICU was effective and had
potential adverse effects®

Objective

To compare the effectiveness and safety of [V
olanzapine to IV haloperidol for treatment of
agitation in adult ICU patients

* Proportion of patients who achieve a Richmond
Agitation and Sedation Scale (RASS) score of <
1 without the use of rescue drugs® within 4 hours
of receiving IV olanzapine or IV halopendol

= RASS is a validated and reliable methed to
assess sedation in the ICU

= Nead for rescue drugs for agitation within 4
hours of initial drug administration

= |ncidence of adverse events
= |CU length of stay

*Rescue drugs: antipsychotics and benzodiazepines

* Retrospective, single-center, cohort analysis
approved by BIDMC Institutional Review Board

Patients who received
IV olanzapine or IV haloperidol between

April 2017 and April 2019

Seconioe Oucome

Inclusion Criteria
=18 years old
Admission fo any
ICU =etting

RASS score = 1
within 4 hours prior
o receiving drug

Exclusion Criteria
Any antipsychotic use 24
hours before initial dose
Chronic olanzapine or
haloperidol use
Mo RASS score within 4
hours after initial dose

}

Anticipated
400 chart reviews

PMH Past medical history HR  Heart rate

SBP  Systolic blood pressure BFM  Beats per minute

MAFP Mean arterial pressure M5 Milliseconds

“QTC calcuiated based on Hodges formula

Baciground T ethods
Study Design pata cotection N Swtstes

= Age = Acfive alcohol withdrawal
= Sex = Delirium

= Heightiweight = Pertinent PMH

» Race = Pertinent home drugs

= Admission diagnosis = Deliriogenic drugs

= Mechanical ventilation = QTe prolonging drugs

Effectiveness Endpoints

= RASS scores 4 hours before and after initial dose
= IV olanzapine/halopendol use 4 hours after initial dose

= Initial dose (mg) = Total dose (mg)
= Rescue drugs* used within 4 hours after initial dose:
= Freguency = Total dose (mg)

= Total dose (mg) of pertinent drugs used 4 hours before
and after iniial dose:

= Antipsychotics -
=  Sedafives -

Phencharbital
‘Valproic acid
= Analgesics

= Hypotension: SBP < 90 mmHg, MAP = 85 mmHg, new
or increased pressor reguirement

= Bradycardia: HR = 60 BFM
=  QTc** prolongation: = 60 ms from baseline or = 500 ms

= Respiratory events: respiratory rate < 12 breath/min, O,
sat < 90%, new non-invasive ventilation or infubation

= Somnolence: RASS =-3

= Categorical data:
* Summarized: counts or percentages
= Evaluated: chi-square or Fisher's Exact Test

= Continuous data:

= Summanzed: medians with interquartile
ranges or means with standard deviations

= Evaluated: T-tast or Mann Whitney U Test
= §0% power and a = 0.05
= Sample size calculation:

= 192 patients (96 patients in each arm) to
detect a 20% difference in the proportion of
patients who achieved a RASS score of < 1

The authors have no disclosures conceming possible financial or
personal relationships with commercial entities that may have a
direct or indirect interest in the subject matter of this presentation.
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Assessing the use of activated prothrombin complex concentrates for reversal of oral factor

Xa inhibitors at a level 1 trauma center

Lauren Bobby, PharmD, Evan Westlake, PharmD, Nathan Esplin, MD, Saral Young, PharmD

Department of Pharmacy and Department of Neurosurgery
Allegheny General Hospital, Pittsburgh, PA

.’:’, Allegheny General
”’ Hospital

Introduction Results
& A eEhenty Gomees gt (ACETy o e v e o el T : Baseline Characteristi
“Allesheny General Hospital (AGH) for the reversal of oral factor Table 1: Charas 3 Table 3: —All Patients
*a inhibitors, spixsban and rivaroxsban All Patients ICH Patients Non-ICH Patients An ICH Nou-ICH
+# Coagulation factor ¥a (recombinant), inactivated-zhro received @=77 @m=47) (m=30) m=77 (m=47) (n=30)
food and drez adminisration (FDA) approval for reversal of Aps—3T T6.0 =127 T86=120 T21=115 Primary end point: Thromboembalic
s.pcinbmauﬂ.mmbm_in zmg Male sex —no. (%) 43 (35.8) 25(53.2) 18 (60.0) events — na. (%) ’ 1{13) 0{0.0) 1(3.3)
N E::E mﬁms:fm;;n;m ‘(:i;hih'mt “E.ST Weight at time of admission —kg fl2=233 Bl=214 1023204 Excellent or good hemostasis 60 (77 42 (20.3; 12
o apce d':sed um“ﬁls_.kg & e appreved i szt 2 o aPCC dose — mmifs 1802.1=3003 16848=3005 198583270 o -0 (%9) 9 (&3 (60.0)
et o ol farnar T e e aPCC dose — mitske 201230 04+35 197221 Hospital length of stay — hours 1385=1061 131.7=988  1402=1176
threstening bleads Below 18 mitskz —no_ (%) 13 (16.9) 8(17.0) 5(16.7) ICU length of stay — hours T12=788 T15=T08 T06=011
4 (Given cost and limired safery data regarding nse of coagulation Above 24 unitz kg — no. (%) ETERY] 3064 0 (0.0 In-hospital mortality 10 (13.0) 7(145) 3(10.0)
;Efm? Emofmhmm?,apéc mact "«Wdhe -mm& G{;ﬁﬂmﬂ' Oral Factor Xa Inhibitor (%) Plues-misns valuess e meses & S0
usea contnue to aw at. . -
Apixsban 47 (61.0) 31 (66.0) 16 (53.3) Conclusion
Dl}j ectives . Rm:mhm . . 30 (39.0) 16 (34.0) 14 (46.7)
Indicasion for anticoagmlation — no. (%e) 4 aPCC is safe to use to reverse oral Factor-Xa iphibitors given the low rate of
Primary safety: Atrial fibrllation 62 (80.5) 40(85.1) 22(73.3) thrombeembolic complications
% Rate of thromboembolic complications in patients that Venous thrombesmbolism 11{14.3) 4(8.5) 7(23.3) 4 Post-aPCC imaging shows aPCC is effective at establishing excellent or zood hemostasis
received aPCC prior to hospital discharge Ot 1(ED IE0) 133 following inracranial hemomhaze
Seromi.ar_\'_ safety: ] ) _ e X <+ Pafients experienced an average stay of approrimately 3 days in the ICU and § total days
@}':ln@m_l]ugﬂwcflslxy (LO%), infensive care unit (TCUT) LOS, LT | m the hospitsl following a life-threstsning bleed requirmz aPCC fo reverse an oral
in-hospital mortality SR 3(6.5) 0 0.0y 5167 Factor-Xa inhibitor, whether it was an ICH or not
Secomdary efficacy: _ ] Apixaban — no. (%) 4(80.0) 0(0.0) 4(80.0) + Rounding aPCC dosing to the nearest vizl size may need reassessed due to the number of
“ Percant of parients that achieved hemostatc efficacy Dharys after aPCC adminiseration 56=55 0 (0.0} 56=55 parients recaiving doses less than 18 unitsky
4 Compliance with institutions] dosing guidelines Glasgow Corma Scale on admission 13131 4+ Owr institutional practices utilizng aPCC for reversal of oral factor Xa inhibitors appear

Methods

4 Femospective analysis of aPCC use for oral factor Xa mhibitor
reversal at AGH from Fuly 1, 2018- June 30, 2019

Inclusion Criteria

< Patient received at least one dose of aPCC for reversal of
rivaroxsban or apixsban

Excusion Criferia |

4 <218 years of age, incarcerated, pregnant, or received aPCC for
; hili

< Data exiraction per the electronic medical record

+ Hemostatic effcacy defined per standard: from smdy achieving
FDA aspproval for factor Xa (recombinant), insctivated-zhzo
(please see handous)

4% Computed tomography (CT) scan interpretation of intracranial
hemormhage (ICH) performed by neurosurzeon

Plus-mines velues se mean = 50

Table 1: Results — ICH Patienis

Figure 1: Impact on Coagulation

(m=47)
. - Surgical intervention required —no. (%) 0 (0.0)
» BPre Post-aPCC hematoma expansion — no. (%) 5(10.8)
= 4 - aPCC
2l 172 — Post-aPCC stable CT — no. (%) 42 (29.4)
! aPCC
Time after aPCC to follow-up CT — no. (o)
1w -
< 12 hours 34(123)
*1 12 to 24 hours 10 (213)
03 T T =24 hours 1(2.1)
PT aPTT
Mone performed 2(43)

to be zafe and sfective
Discussion

<+ The tmial that gained FDA approval for coagulation factor Xa (recombinant), inactivated-
zhzo was 3 mulacenter, prospective, open-label, single-group smdy
< Key exchision criteria of this approval mial inchuded:
< ICH in @ patient with a score of less than 7 on the Glasgow Coma Scale, an estimated
hemaroms volume of more than §0 cc, or expectad survival of less than | month
< The outcome results of this approval trial mcluded:
% Good or excellent hemostasis was achieved in 204248 (82%) patents
<+ ICH patients ({135/158) 80%
< Thrombeembolic complicatons includad 34352 (9.7%) patents
< Mortality rate was (48/332) 14%
< (Given the efficacy of aPCC seen at owr instifution we recommend contnning the use of
aPCC for reversal of oral factor Xa inhibitors

References
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Comparison of an anti-Xa versus aPTT guided management of heparin in patients go, srael Deaconess
requiring an Impella® percutaneous ventricular assist device Medical Center

Justina Girgis, BS, PharmD; Sandra Rumyantsev, PharmD, BCCCP; Ifeoma Mary Eche PharmD, BCPS, BCCCP, CACP,
George Abdallah, PharmD, BCCCP T s LA
Department of Pharmacy, Beth Israel Deaconess Medical Center, Boston, MA

Background e L s
= An Impella® is a percutanecusly inserted « Categorical data:
ventricular assist device that requires a heparin Study Design Data Collection

+ Summanzed: Counts and percentages
containing purge solution to prevent device

+ Evaluated: Chi-square or Fisher's Exact Test

thrombosis. . Ret_mspec'[i\re, gingle-:_:enter, cohort analysis at a Baseline Characteristics® + Continuous _data_: ) o _
« Currently, there is no consensus regarding tertiary academic medical center +  Summarized: Medians with interguartile ranges
anticoagulation dosing and monitoring strategies. « Patient demographics  + Initial heparin purge or means with standard deviations
it ; . ) 'hi
* Retrospective data show that compared to aPTT, Impella® Support . gomlc:r!mdl:t.lets f ' cAiTit_:;;tL::t:Sﬁ N Evaluated: Mann Whitney U Test
' goal antcoaguiation and oreater percentage of Reaured eedngana . thetme of beed or Clinical Implications
time within the desired goal range. [ thromboembolic thromboembolic event . The results of this study will provide data
- In September 2019, Beth lsrael Deaconess ' ' evenls * Need for transfusions comparing outcomes between two monitoring
Medical Center (BIDMC) transitioned from an Implﬁtatinn Im Ie?::rt&ation = CHADS,VAS. Score or blood products strategies, and add to the limited data available on
aPTT to anti-Xa guided management of heparin (0810118 to 20”1”9‘ « HASBLED Score = Use of concomitant anticoagulation strategies with Impella® devices.
purge solutions for Impella® support. ( :

. i ntiplatelet
911019) 03/31/20)* Goal anti-Xa or aPTT ? t platelets
- = » |Impella® indicafion * Intensive care unit
Objective

« Duration of Impella® length of stay The authors of the presentation have nothing to

To compare the safety and effectiveness of anti-Xa aPTT guided Anti-Xa guided support - Hospital length 0 13y giciose conceming possible financial or personal
wersus aPTT guided menitoring of unfractionated heparin heparin *Not all inclusive relationships with commercial entities that may have a
heparin in patients reguiring Impella® support. management management N n direct or indirect interest in the subject matter of this
Primary Endpoint oresentation
e L tleast g corsecutive | References
Impella® Support + At least two consecutive aPTT or anti-Xa References
Reﬂui"}d values within goal range 1. Impslla Program Proocois & Tools. F"D‘lE:le:_ PCl  Community.
Ablomesm. Avalable at: "IEE-'.'.'WW.E’ULEE'EEELW“'I.'. Accested. .A.IgLE'.
: 2013,
Iﬂi‘ﬁallpl.l'ge semndaw Emmlnﬁ 2. Myat A, Patel M, Tehranl 5, Bamning AP, Redwood SR, Bham DL.
) ] . . Perutaneous Circulatory Assist Devices for High-Risk Coronary
Anti-Xa solution *0One month wash-out period » Percentage of time at goal anticoagulation Intervention. JACCT: Cardovascuiar Intenventions. 2015,5(2):225-244.
monitored | | Heparin 50 wml « Major and non-major ciinically significant bleeding  *  Snicciuiaton srosc for satents wn persutanious vercuar sses:
[ . i i devices,” ASAIC Joumal, val. 51, no. 5, pp. S02-508, 20135,
Every 6 hours Goal anti-Xa - Age = 18 years old while on heparin . ) 4. B.Reed. R DiDomenico, J. Allender et al., “Varabillty In anticoaguiation
0.2 to 0.4 IU/mL Inclusion + Requiring Impella® support + As defined by the International Society on Dractices With ihe IMpela percutananis Venticular asslst savice: 3 survey
— Criteria « On heparin anficoagulation Thrombosis and Haemostasis ?Lﬂ*;;:‘;“:‘i;’i’?ﬁ;_\;ﬁ dpuemal of Heart 3o Lung Transglantatan.
pparie 49— + Monitored using aPTT or anti-Xa « Thromboembaolic events: 5. Rhd O, Nadu 55, Gherz MM, 2t 3l 2015 SCAUACCHFSASTS
— . . Clirical Expert Comsensus Statement on fhe Use of Percuianeous
+ Device thrombosis Machanical Cireulatary Support Devices In Cardiovascular Care. Joumal
Exclusion . ::'regr:lagcy . ah + Systemic thromhbosis aof the American Coliege of Caniology. 2015:55(19)e7-226.
- + Impella® support for < ours | ) } Py
- . * In-hospital mortal i
Criteria » Known coagulation disorder . DisposI.Jition v K7 !;\*'1 CPH et

Comparison of an anti-Xa versus aPTT guided management of heparin in patients requiring an Impella percutaneous ventricular assist device
Justina Girgis, BS, PharmD; Sandra Rumyantsev, PharmD, BCCCP; Ifeoma Mary Eche, PharmD, BCPS, BCCCP, CACP; George Abdallah, PharmD, BCCCP
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Introduction

The efficacy and safety of anticoagulation
reversal agents in life-threatening bleeds
outside of infracranial hemormrhage (ICH) and
emergent surgery is not well understood.
Similarty, there are no consistent
recommendations on dosing of these agents
for bleeding outside of ICH.

The Cleveland Clinic Health System
formulary includes the following reversal
agents: 4-factor prothrombin complex
concentrate (Kcentra®), activated
prothrombin complex concentrate {FEIBA®),
and idarucizumab (Praxhind®).

To date, an in-depth look at the use of these
agents in severe hleeding outside of ICH has
not been conducted within the regional
Cleveland Clinic hospitals.

This was a retrospective chart review of
adult patients who had an order for either
AF-PCC, aPCC, or idarucizumab hetween
January 1, 2019 and June 30, 2019.

Data was collected from three of the regional
Cleveland Clinic tfrauma centers — Fairview
Hospital (level I1), Akron General Hospital
{level 1), and Hillcrest Hospital (level I1).

Patients were excluded if they did not
receive a dose of one of the medications or if
they received the agent for ICH.

without Intracranial Hemorrhage
Amber M. Ooley, PharmD, Melissa Smith, PharmD, BCCCP

Department of Pharmacy — Hillcrest Hospital, Mayfield Heights, OH

75 excluded

128 patients (6 did not
identified B
69 received
for ICH)

53 patients
included for
analysis

= 4F-PCC: median 25.9 units/kg (range 9.5 — 50)

= aPCC: median 50 units/kg (range 10.9 — 58.1)

= Idarucizumab: 5 g IV x 1 (all)

4F-PCC (n=27) was the most
commenly utilized agent, followed Ly
aPCC (n=24) and idarucizumakb (n=2),
respectively. Dosing of all agents
closely mirrored recommendations for
dosing in ICH, with few exceptions.

Therapy was deemed appropriate if the
patient was hemodynamically unstable
{(SBP =90 mmHg despite fluid
resuscitation), or if the bleeding was
causing acute clinical worsening
requiring immediate intervention.

Of 53 patients included in the analysis,
only 2 had a documented in-hospital
thromboembolic event after the
administration of the reversal agent
(3.7%). No patients were re-admitted to
a Cleveland Clinic hospital within 90
days for a thromboembalic event.

Median age, yr {range) B0 (45-96)
Female, n (%) 30 (55.6)
Median weight, kg (range) 79 (45- 163 2)
Concomitant antiplatelet
therapy, n (%) 26 (48)
Anticoagulant, n (%)
‘Warfarin 25
Apixaban 19
Rivaroxaban B
D=bigatran 2

M Appropriate

Other

Urinary tract

Spinal

Skin,/soft tissue
Cardiac tamponade
Intra-abdominal
Respiratory
Surgical reversal

Gl

Reversal Indications

M Potentially Inappropriate

[=]
[}

10 15 20

25

Efficacy and Safety of Anticoagulation Reversal Agents in Patients

Discussion/Conclusions

The use of anficoagulation reversal agents at
the three regional Cleveland Clinic irauma
centers has increased in recent years, and
approximately 42% of these orders appear to
he used for non-life-threatening bleeding or
non-emergent surgery.

The fotal cost of the potentially inappropriate
orders amount to neary $90,000 overa 6
maonth period.

Potential follow-up actions include increasing
restriction criteria, as well as providing
education to providers of all disciplines.

The authors of this study have no actual or
potential conflicts of interest to disclose.
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Evaluatic.vfn of antipsychotic utilization for delirium treatment from the

intensive care unit to hospital discharge
Khine Tun, PharmD, Matthew Hornsby, PharmD, Corey Goodwin, PharmD, BCPS, BCCCP

CARILION
£ CLINIC

Department of

Department of Pharmacy, Carilion Roanoke Memorial Hospital, Roanoke, VA Pharmacy Services

Background

= Delirium is the common complication of patients admitted o the
intensive care unit (ICU) and is associated with increased

_!Mﬂ Regimen Administration in ICU

Saseline aracteri

morbidity and mortality.! Age, mean (SD) 61 (16.1) Antipsycholi.;: administered, n
= Prior studies have revealed unnecessary conlinuation of Sex: male, n (%) 92 (61.3) galoper!dol g?
antipsychotic therapy at hospital discharge in patients who were Race, n (%) O:-;er?zaari::;i 24
initiated on them for delirium while in the 1CU.23 White 130 (86.7) Flopeer fare 16
* Inappropriate continuation results in the potential for serious African American 20 (13.3) Ziprasidons s
short-term and long-term adverse effects 4 ICU services, n (%) Reme 1
*  The utilization pattern of antipsychotics for ICU delirium upon Medical. o 86 (57.3)
ICU and hospital discharge is unknown at our institution. o ’ Freguency, n
Surgicaltrauma B4 (42.7) Once g2
Objectives Comorbidities, n (%) Scheduled 77
Hyperension 112 (74.6) Administered as needad 47
-+ Primary: To assess the continuation rate of anlipsychotics at Cerebrovascular accident 15 (10)
each transition of care from ICU to hospital discharge. Neurological or psychiatric disorders 87 (58)
* Secondary: To determine the appropriateness of antipsychotics Risk factors ) ) ) )
at each transition of care from ICU to hospital discharge. APACHE I, mean (SD) 16 (6.9) . Th? conlinuation of gr}[|psych01|cs for the management of ICU
Methods Opioid administration, n (%) 125 (83.3) dE|I!’ILIm dur.mg transitions of carg x.r.-as c:omrnon. .
Benzodiazepine administration, n (%) 121 (80.6) * Antipsychotic therapy for ICU delirium was inappropriately
Study Design Mechanical ventilation, n (%) 99 (66) n:;r}n[r;nueq: |4I:1|% ordlgus pa;_liﬁms when [ransf?rreddﬂ;_om thr:a IEE:UUIO
= This was a retrospective cohort study from July 2018 to July Duration of mechanical ventilation, median (IQR) 4 (5) szsslp#gor g?rr:i con:ir?u;deupp)llcaj[rlleaéﬁsgilaarlsd?srgre\art;gm e °
2019, ICU length of stay [days], median (IQR) B (9) ) ) o
Importantly, about 15% (10/69) of patients continued on
Setting and Population Hospital length of stay [days], median (IQR) 14 (13) antipsychotics from ICU to hospital floors were inappropriately
= The project was conducted at Carilion Clinic Roanoke Memorial prescribed with antipsychotics upon hospital discharge.
Hospital, a 763-bed tertiary care facility located in Roanoke, WA. +  Dur study finding hiohlights the importance of reqular assessment
The study was approved by the Casrilion Clinic IRB. hotic Utilization from Hospltal Discharge A B ; N

of antipsycholic use in patients with ICU delirium, particularly

= Inclusion Criteria: = 18 years of age admitted to the ICU for at
least 24 hours, at least one positive CAM-ICU assessment,
received at least one dose of antipsychotics (aripiprazole,
haloperidol, olanzapine, guetiapine, risperidone and
ZFiprasidone) for ICU delirium.

= Exclusion Crteria: Antipsychotic therapy prior to |ICU admission.

Data Collection

* Data was extracted from the electronic medical record at each
transition of care.

Definitions

= |CU delirium: at least one positive Confusion Assessment
Method for the ICU (CAM-ICU) documented during ICU stay

= Inappropriate continuation of antipsychotics (transfer from ICU
to haspital floors): negative CAM-ICU within 24 hours before
transfer to hospital floors

= Inappropriate continuation of antipsychotics upon hospital

discharge: no documentation of delirium diagnosis on discharge
summary while antipsychotics were listed as discharge
medications

Patients initiated
on antipsychotics
in the ICU

Patients
transferred from
ICU to hospital
floors

Palients continued
on antipsychotic
from ICU to
hospital floors

Palients continued
on antipsychotic
from ICU to
haspital discharge

141/150

|

(84%)

69/141 2 by
|

Inappropriately
continued

during transitions of care.

* There is a need for educational effort to the providers in order to
minimize patient harm by reducing inappropriate continuation of
antipsychotic agents during transitions of care.

Disclosure
Authors of this presentation have the following to disclose concaming possible financial
or parsonal relationships with commercial entities that may have a direct or indirect
interest in the subject matter of this presentation:
Mameas: Khine Tun, Corey Goodwin, Matthew Hornsby
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Enzyme immunoassay versus automated immunoassay in the
diagnosis of heparin-induced thrombocytopenia
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T S ethods | Ciinical impiications

= Heparin-induced thrombocytopenia (HIT) can
be diagnosed by detection of antibodies
against platelet factor 4 (PF4)

* Previously  we used the  enzyme
immunoassay (EIA) for patients with
suspected HIT. This assay has a reported
sensitivity of 98-99%, however, it has a low
specificity of 85%. Additionally, there is a long
turnaround time due to batching

* The automated latex immunoturbidimetric
assay (LIA) is a new diagnostic }assay with
better sensitivity (97%) and specificity (94%).
Additionally, the test results in =1 hour

= Qur institution adopted the use of LIA in place
of EIA for the diagnosis of HIT

Test Detection method
EIA Detect the presence of anfibodies against
PF4/Heparin complaxes
Usas a monaclonal antibody to compete with HIT
LIA iy
antibodies
SRA Detacts the capability of the HIT antibodies to
activate platelets in the presance of heparin

* SRA — Serotonin release mssay

Objective

To compare the impact of the use of LIA
versus EIA on the incidence of switching to
alternative anticoagulant therapy such as a
direct thrombin inhibitor (DTI).

Study Design _______ Outcomes

Retrospective pre/post study

PrElepIementatmn Post-impleme ntatmn
May 2018 - September 2018 May 2019 — September 2019

_“

Iin-l-ilqn'llpdu:ls
Consider awaiting result

before initiating DTI

Data Collection

Baseline data:

Demographic (age, gander, weight, height, raca)
Dose, route, duration, and type of anticoagulant
Indication for anticoagulation

Primary team (medicine, surgary, critical care)
Active hematology consult

Discontirue all heparin produsds
Initiate 0TI

4T score

Assessment of sensitivity and specificity: =

ElALIA result «| ordered
Megative
|| Weak posifive

Moderate Positive | SRR

Strong Positive ot
orderad

Assessment of outcomes:

+  Appropriateness of immunoassay ordar

Time fo result of immunoassay

Appropriateness of SRA order

Time fo switching to altemative anticoagulant

+  Dose, route, duration of alternative anticoagulant
(if initiated)

p Proportion of patients who
rimary
) were switched to an
QUICOmME | - lternative anticoagulant
Secondary 'I'|rT.'|el frgm ordering thelassay
e to initiating an alternative
anticoagulant
Cost Total cost of management of
suspected HIT
Rates of bleeding and
Safety |thrombosis due to alternative
anticoagulant use

Results from this study will validate the use of
LIA instead of EIA for the diagnosis of HIT at
our institution. Based on the fast turnaround
time we can minimize the need to switch
anticoagulants in patients with suspected HIT.

= Single-center, retrospective analysis

* Comparing to historical control creates risk
for imbalance between the two groups

* 4T score calculation is based on historical
data

The aufors have no disclosures concerming possible financial or
personal relationships with commercial entiies thal may have a direct o
ndirect interest in the subject malier of this preseniation.

meziztien ] Reteronces

= Preliminary sample size: ~160 patients

= Fisher's exact test or chi-square test will be
used for categorical data

= Continuous variables will be analyzed using
Wilcoxon-rank sum or Student's t-test

= Sensitivity, specificity, positive predictive
value, and negative predictive value will be
reported with 95% confidence intervals

= Pre-test probability will be calculated with
respect to SRA status

Evaluation of automated immunoassay versus enzyme immunoassay does the diagnosis of heparin induced thrombocytopenia
Alexandra Adler, PharmD; Robert D. Willim, MD, Mary Eche, PharmD., BCPS, BCCCP, CACP
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New Hanover
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Background

american College of Chest Physicians and Surgical Critical Care recommend
phytonadione to reverse oral vitamin-k antagonists

Dose and routs are dependent on the presence of bleeding, time to surgical
imtervention, and the patient’s international normalized ratio [IMR)

Purpose

= Assess the safety and effectivensss of phytonadione dosing strategies

Study Design

= Design: single-center, retrospective obsenational cohort

= &5 3 quality improvement project, IRB review was not required

= Study Site: 855-bed Regional Referral Community Teaching Hospital
= Study Period: April 1 to June 30, 2019

pcison | oxsin
= Agez 1E years [y} Pregnancy
Phytonadizne Administerad Incarcerated

Endpoints

Primary = Appropristeness of reversal of bleeding
IMR reduction post-phytonadions dose
Secondary Pravalence of adverse effects associated with
phytonadione use

Definitions

Appropriateness of

reversal

Appropriate dose and route based on indication and INR
aocording to the CHEST guidelinas

Evaluation of phytonadione prescribing practices
Courtney Olesky, PharmD; Lucy Stanke, PharmD
New Hanover Regional Medical Center, Wilmington, North Carolina

All FARNOrS Of this PrEsentation ave NDHINg o MSCSS SONCEMIng PoSSIbie MNAncial of pErsonal Fesatonships WEN commecial entiies hat may Nave a drect of INATECt IMares In the subject matter of this presentation.

INR Reduction Post-Phytonadione
Active Bleeding  Emergent Surgery  Supra-Tx INR
N=18 N=15 N=12
Age, yr* 73811 73:12 73t82 724122 . - - . .
Male** 22 ja18) B Aty 1 a0 2067) Baszeline INR 61244 2EZ16 1238
Anticongulation with warfarin®* 42 [33.3) 18 {100] 1357 11 [91.6) Myt B carcieredh, B () 13 (200) 12 (500 12 (100)
Anticongulation for atrial Bbrillation®* 31 (62.9) 1161 11 (30) 075 IR ot 24-hr* 17i08 1707 48149
Hemogobin, g/dL* 106223t 101225 117233t 10221 INR < 1.5 at 20-br, n (%) 10 (58.8) 5(50) 4[333)
=44 =14 *mesn £ 50 "n=12
—
= Twelve patients [20%) were appropriately reversed for emergent surgery
Dose, n (%]
15 mg PO 4{267) 5ix patients |50%) were appropriately reversad for Supra-Te INR with no bleading
5 mg PO 4(257)
0 mg IV 4267 . - . . )
10me PO 2133 Three adverse reactions (M = 2) occurred post-phytonadione administration
10mesa LI8T) = A patient developed a hematoma after intramuscular injection of phytonadions
Mubtiple Dozes, n %] 1(5.6) for Supra-Tx INR
[ ae | w0 | 1os Conclusions
Gastrointestinal SmgPO | 1[58] Supra-Tx INR
Tt ImgV 1[5.6) Dosing Strategy Summary Phytonadione was safe and effective for anticoagulation reversal
5-7.49 Smg PO 1[5.8) INR Range Doze: n (%) ; . .
Wmglv | 3[167) 0 Ty 1E3) Results will lead to a review of the anticoagulant reversal order set
i | = R R 5-7.48 5mg PO 183 Identified need of crder panel and education for INR reversal without bleeding
= WOme v 158 75-009 10 mg PO 2[167)
References
7.5-8.99 ImgV 1[5.5) L5mg PO 1(8.3)
. 5mg PO 4333
== S5mg PO 1(5.6) =10 10 mg PO 1(B.3) 1. Holbrook &, et al. Evidence-based management of anticoagulant therapy. CHEST. 2012;
i Wmgh | 1[56 1Wmg 50 1(83) 12152,
10 mg I 1{E.3) 2. Surgiczl Critical Care. Warfarin reversal guidelines. fvailable at
Hepatic 5-7.43 Wmg v 1[5.6) warve surgicslcriticalcane. et/ Guidelines/ Warfarin ¥ 20Reverss R 202017 pef.
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