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Thrombolyse

Tissue plasminogen
activator (tPA)
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Regional anesthesia in the patient receiving
antithrombotic or thrombolytic therapy: American
Society of Regional Anesthesia and Pain Medicine
Evidence-Based Guidelines (fifth edition)

Sandra L Kopp ©," Erik Vandermeulen, Robert D McBane,* Anahi Perlas @,
Lisa Leffert © ,°Terese Horlocker'
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https://doi.org/10.1136/rapm-2024-105766
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== SPECIAL ARTICLE

vz The Society for Obstetric Anesthesia and Perinatology
Consensus Statement on the Anesthetic Management
of Pregnant and Postpartum Women Receiving
Thromboprophylaxis or Higher Dose Anticoagulants
Lisa Leffert, MD,* Alexander Butwick, MBBS, FRCA, MS,t
Brendan Carvalho, MBBCh, FRCA, MDCH, 1 Katherine Arendt, MD,$
Shannon M. Bates, MDCM, MSc,§ Alex Friedman, MD, || Terese Horlocker, MD,#
Timothy Houle, PhD,* and Ruth Landau, MD,Y the members of the SOAP VTE Taskforce
(Anesth Analg 2018;126:928-44)

doi: 10.1213/ANE.0000000000002530
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CHRONIC AND INTERVENTIONAL PAIN
SPECIAL ARTICLE

Interventional Spine and Pain Procedures in Patients on
Antiplatelet and Anticoagulant Medications (Second Edition)
Guidelines From the American Society of Regional Anesthesia and Pain
Medicine, the European Society of Regional Anaesthesia and Pain Therapy, the
American Academy of Pain Medicine, the International Neuromodulation
Society, the North American Neuromodulation Society, and the
World Institute of Pain

Samer Narouze, MD, PhD,* Honorio T. Benzon, MD, } David Provenzano, MD, } Asokumar Buvanendran, MD,§
José De Andres, MD, || Timothy Deer, MD,** Richard Rauck, MD, 1} and Marc A. Huntoon, MD}

(Reg Anesth Pain Med 2018;43: 225-262)
DOI: 10.1097/AAP.0000000000000700
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Table 2 VTE risk scoring tools: medical patients
Points
Risk factor PADUA score'  IMPROVE score®
Active cancer B 2
Prior VTE 3 3
Reduced mobility 3 Limb paresis (2
points)
Immobility = 7 days
(1 point)
Thrombophilia 3 2
Recent traumalsurgery (<1 month) 2 -
Age 270 years 1 1 (age >60 years)
Heart or respiratory failure 1 =
Acute Ml or ischemic stroke 1 ICU stay (1 point)
Acute infection/rheumatological disorder 1 =
Obesity (BMI >30) 1 -
Hormonal therapy 1 =
High thrombosis risk >4 points >4 points
BMI, body mass index; ICU, intensive care unit; IMPROVE, Interational Medical
Prevention Registry on Venous Thromboembolism; MI, myocardial infarction;
PADUA, from University of Padua, Padova Italy; VTE, venous thromboembolism.
”“.‘ui’ﬁf.‘.'uﬁ HVR Eriiens e
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Hématome péridural

W PAIN AND REGIONAL ANESTHESIA

Blockades in Sweden 19901999

Vioks oan, M. s Daren, MLD. PRD. Lo bstod, MD. PR

Severe complications associated with epidural and spinal
anaesthesias in Finland 1987-1993. A study based on patient
insurance claims
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SPECIAL ARTICLE

Major complications of central neuraxial block: report on the
“Third National Audit Project of the Royal College of Anaestheists”

.M. Conk, . Canmsel and J. A . Wikdemih o bl af The Rova Colgs of

Université
‘de Montréal

Severe Neurological Complications after Central Neuraxial

Complication permanentes :

+ Epidurales:  =5-28: 100 000

« Rachidiennes: =1,6-5:100 000
« Combinées: =12-18:100 000

Parturientes : 1: 200 000

Complcaions sought n the audit process

Complcation Example
‘Spinal ntectons Epidurl absess, meningit
‘Spinal bceding ——

pialcord

Major nere damage o
ssjor nvopaty

Death wher the anscsihetcl  Candiovscnlr cllpse, ofher
analgesic procedure is impliated
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Hématome péridural

TABLE 6. Risk Factors and Estimated Incidence for Spinal Hematoma and Neuraxial Anesthesia

Relative Risk of Estimated Incidence Estimated Incidence
Spinal Hematoma _for Epidural Ancsthesia ___for Spinal Anesthesia
No heparin
Atrumatic 1.00 1:220,000 1320000
Trumatic 12 120,000 129,000
With aspirin 254 1:150,000 1220000
Heparin anticoagulation following neuraxial procedure
Atrumatic 316 170,000 1:100000
Trumatic 112 12000 1:2900
Heparin >1 h after puncture P 218 1:100,000 1:150000
Heparin <1 hafeer puncre (H1EPANTNE (V) 252 1:8700 1:13,000
With aspirin % 1:8500 1:12,000

‘Data from Stafford-Smith,* with permission.

* <1 heure
* Traumatique
* AAS

Universite th Hapicl Misonneave-Rosemon
‘de Moniréal HVR Eriiens e
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TABLES. Patient, Anesthetc, and UMWH Risk Factors® Asiocited
With Spinal Hematoma

Pasent actors

Female sex n
Elderly (265 ) w0
Abnormalitesofspnalcordor vercbrs comn 2
Pasients st ncresod ik ofhemorhaget W
Renal insufficioncy. 7

Anestheic fco
Trumatic nesdiccatheor placement %
Epidur) s S5
Indweling epidral cubeer during LVMWH adminison 36

Immediat preopeative administntion (<12 ) s
Incaoperaive adminisiraion 7
Early posoperative administation (<12 ) "

Administraion close 0 indwelling et removal (<121) |

Tuicedaily adminisation (vs once dly adminisiion) 45
Higher LMWII dose than tat i he Iabel |
‘Concomitant medicaions Tecting hemosasis B
“Mor tha 1k actor may v b s sl .
Adapid rom he FDA D Sty Communiation””

FDA paimtmeoe i & Drug Safety Communications

Updated recommendations to decrease risk of spinal column bleeding and
paralysis in patients on low molecular weight heparins

12, Horokes TT, Wode! DI Nl bock and -l seigt 53 Mosn V. Dagrn N, s L. Sevrs nemlogcl complcions
bear:salacing erperte anlgeca ndtempoprpiy s el el bictads n Sweln 1990199
Reg st P o, 19982516417, sl 04101950955
Universite b Hapital alsonneuve Rosemont
acioniren) HR
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Résumé facteurs de risque
d’hématome péridural

- Age avancé

- Anomalies spinales / vertébrales

- Coagulopathie sous-jacente

- Technique neuraxiale difficile / traumatique
- Cathéter in situ et anticoagulation continue

Universe b Hapital Misonneuve Rosemont
‘e Montreal HVR s
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Inhibiteurs sélectifs X, em
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Inhibiteurs directs de la thrombine

20/02/2025

Table 1. Main Properties and inetic Characteristics of Direct Thrombin Inhibitors.
(Angiomax) patients HIT) Ximelagatran

Recombinant Bivalirudin = Argatroban and Melagatran (Pradaxa)
Characteristic Hirudins* (Hirulog)  (Novastan) (Exanta) Dabigatran
Route of subcu- subcuta- Oral

administration taneous neous (melagatran),
oral (ximelagatran)

Plasma halflife Intravenous, 60min; 25 min 45 min Intravenous and sub- 12 hr

subcutaneous, cutaneous, 2-3 hr;

120 min oral, 3-5 hr
Main site of clearance  Kidney Kidney, liver,  Liver Kidney Kidney

other sites

* Recombinant hirudins include lepirudin (Refludan) and desirudin (lprivask).

‘de Montréal

Universite th Hapicl Misonneave-Rosemon
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Inhibiteurs sélectifs X,
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The anticoagulant effect of DXAs can be reliably measured
using drug-specific, calibrated anti-X activity (aXa) assays.’’
A non-detectable anticoagulant effect is defined as a drug-
specific threshold plasma level <30 ng/mL.””*’ If drug-specific
calibrated aXa assays are not available, a clinically relevant DXA
effect can be ruled out by the use of UFH-calibrated or LMWH-
calibrated chromogenic aXa assays.® ®! In these cases, an aXa
activity of 0.1 IU/mL or less is considered to be an undetectable
anticoagulant effect.”’*° Chromogenic drug-specific calibrated
aXa assays are very sensitive to the presence of DXA, especially
Prior to neuraxial block or deep plexus/peripheral block we
suggest that a residual dabigatran plasma level <30 ng/mL is
acceptable (grade IIC)

JHMR Hopial Maisomneuve-Rosemont
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Recommandations: Inhibiteurs sélectifs X,

MANAGEMENT OF NEURAXIAL BLOCK OR DEEP PLEXUS/
PERIPHERAL BLOCK IN THE PATIENT RECEIVING A HIGH
DOSE OF APIXABAN, EDOXABAN, RIVAROXABAN
‘We suggest that a high dose of apixaban be discontinucd at least
72 hours prior to neuraxial block or deep plexus/peripheral
block. Consider checking apixaban or aXa plasma level if <72

residual aXa activity plasma level <0.11U/mL is acceptable prior
to neuraxial block or deep plexus/peripheral block (grade IIC)

Remarks: this new recommendation includes acceptable plasma
levels and aXa levels.

We suggest that needle placement/catheter removal occurs at
least 24 hours prior to the first postoperative dose (grade IIC)
Remarks: this is a new recommendation in the setting of high-

dose administration.

With the unanticipated administration of high dose of apix- ﬂ 1JOUR

‘aban with a neuraxial catheter in situ, we suggest that apixaban

dosing be withheld for at least 72 hours, or a residual apixaban

plasma level <30ng/mL or a residual aXa activity plasma level

S0.11U/mL before the catheter s removed (grade IIC)

Remarks: this is a new recommendation in the setting of high-
d

dose
levels and aXa levels.

hours (grade I1C)
Remarks: there is no change in this recommendation.
‘We suggest that a residual apixaban plasma level <30ng/mL or a 3 JOURS

Université
‘de Montréal

HVR Hopia Maisomenve Rosemone
Cortre sfia Unverste ce o 6

29



Recommandations: Inhibiteurs sélectifs X,

MANAGEMENT OF NEURAXIAL BLOCK OR DEEP PLEXUS/
PERIPHERAL BLOCK IN THE PATIENT RECEIVING A LOW
DOSE OF APIXABAN
We suggest that a low dose of apixaban be discontinued for 2t RIVAROXABAN
Ja 36 bours rior 0 nuraial bk o dcp plexmsperper 24,y

lock. Consider checking apixaban or aXa plasma level if <36 '
hours (grade T1C) 30 h i CICr < 30

inth low-dose EDOXABAN : Eliquis :

We suggest that a residual apixaban plasma level <30ng/mL or a ? 1-1/2 JOURS
residual aXa activity plasma level 0.11U/mL is acceptable prior Xarelto :

to neuraxial block or deep plexus/peripheral block (grade IIC) 24-30 HEURES
Remarks: this new recommendation includes acceptable plasma

levels and aXa levels.
We suggest that needle placementcatheter removal occurs at

least 6 houss prior 1o the first postoperative dose (grade I1C)

Remarls: there is no change in this recommendation.

With the unanticipated administration of low dosc of apixaban ﬂ 6 HEURES

with a neuraxial catheter in situ, we suggest that apixaban

dosing be withheld for at least 36 hours, or a residual apixaban
plasma level <30ng/mL or a residual aXa activity plasma level

<0.1TU/mL before the catheter is removed (grade T1C)

Remarks: this is a new recommendation in the setting of low-

dose administration and recommendations for acceptable plasma
levels and aXa levels.

administration.

Universite th Hapicl Misonneave-Rosemon
‘de Moniréal HVR Eriiens e
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Recommandations : inhibiteur direct de la
thrombine ORAL : Dabigatran (Pradaxa)

MANAGEMENT OF NEURAXIAL BLOCK OR DEEP PLEXUS/ MANAGEMENT OF NEURAXIAL BLOCK OR DEEP PLEXUS/
PERIPHERAL BLOCK IN THE PATIENT RECEIVING A HIGH PERIPHERAL BLOCK IN THE PATIENT RECEIVING A LOW
DOSE OF DABIGATRAN DOSE OF DABIGATRAN

‘We suggest that a high dose of dabigatran be discontinued for
at least 72 hours in patients with a CiCl =50mL/min prior 48 hours prior to neuraxial block or decp plexus peripheral block.
Consi levlif <48 %)
. . ou
We suggest that a high dosc of dabigatran be discontinucd o | So o

to neuraxial block or decp plexus/peripheral block. Consider
chockdng dabigatran plasma level if <72 hours (grade 11C) 3 JOURS [} 2 JOURS we sugges that a esidual dabigatran plasma level <30 ngimL
for 120 hours in patients with a CeCl 3049 mL/min prior to

is acceptable prior to neuraxial block or decp plexus/peripheral
neuraxial block or decp plexus/peripheral block. Consider

block (grade I1C)
ou
checking dabigatran plasma level if <120 hours (grade 1IC) NON

We i P pl
peripheral blocks in patients with a CrCl <30mL/min unless a

‘We suggest against the performance of neuraxial or deep plexus/ dabigatran plasma level s obtained and <30ng/mL. (grade IIC)

peripheral blocks in patients with a CrCl <30 mL/min unless a We t that needle placement/catheter removal oceurs at
dabigaan plasma evl i obained and <30ng/mL. (grade 110) Ieaot & hourspror o the e postoperaive dose (grade T1C)

Pror 10 neuraxial block or decp ":Zf.':.’ﬂi?f:"i';‘;'ﬂ;f.:ﬂﬁ With the unanticipated administration of low dose of dabiga-
. ;:;ubk (grade 110) s Lo tran with a neuraxial catheter in situ, we suggest that dabigatran

- e peementents ‘ dosing be withheld for a least 48 hours,or a residual dabigatran
e suggest that needle placementcatheter removal occurs at Jasma level <30ng/mLbefore th catheer i removed (grade 1C)
lesst 24 hours prior o the frst postoperative dose (grade i) | JOUR || 6 heures P o b

‘With the unanticipated administration of high-dose dabigatran
with a neuraxial catheter in situ, we suggest that dabigatran
dosing be withheld for at least 72 hours (120 hours if CrCl
30-49mUmin) or a residual dabigatran plasma level <30ng/

mL before the catheter is removed (grade IT

J—" JPI—

‘do Montréal
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Recommandations : inhibiteurs directs de
la thrombine INTRAVEINEUX :

MANAGEMENT OF NEURAXIAL BLOCK OR DEEP PLEXUS/
PERIPHERAL BLOCK IN THE PATIENT TAKING PARENTERAL
THROMBIN INHIBITORS (ARGATROBAN, BIVALIRUDIN, AND
DESIRUDIN)

In patients receiving p al th bin inhibi we suggest
against the performance of neuraxial techniques (grade IIC)

Remarks: there is no change in this recommendation.

Universe b Hapital Misonneuve Rosemont
‘e Montreal HVR s
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Figure1 Peroperstive DiectOrlAnicoagulant (DOAC) Dsing Schedule
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Inhibiteurs sélectifs X,: antidote

Drugs (2018) 78:1049-1055
hitps./doiorg/10.1007/540265-018-0940-4

ADISINSIGHT REPORT

Andexanet Alfa: First Global Approval

Young-A Heo'

Published online: 20 June 2018
© Springer Nature 2018, cortected publication Juy/2018

Abstract
Intravenous andexanet alfa ion factor Xa ; Andexxa®] is a first-in-class recom-
binant modified factor Xa protein that has been developed by Portola Pharmaceuticals as a universal antidote to reverse
anticoagulant effects of direct or indirect factor Xa inhibitors. In May 2018, andexanet alfa received is first global approval
in the USA for use in patients treated with rivaroxaban and apixaban, when reversal of anticoagulant effects is required in
life-threatening or uncontrolled bleeding. Intravenous andexanet alfa is under regulatory review in the EU and is undergoing
clinical development in Japan. This article summarizes the milestones in the development of andexanet alfa leading to this
first global approval for reversing anticoagulation of rivaroxaban and apixaban in adults.

J—" JPI—
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ANDRAXENET ALFA

- FDA
- Approbation : antidote APIXABAN et RIVAROXABAN pour
hémorragie non-contrélée ou mettant la vie en danger.

- NON APPROUVE : pré-chirurgie urgentes et procédures

neuraxiales
Uniersite b JHVR il Masmeue Rosemons
deiomtent e st e e
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[
Inhibiteurs directs de la thrombine :
antidote

/Damgatran “ ,g O

.
Idarucizumab €19

& i Praxbind’

idarucizumab
\\\X \\\\ INJECTION 59 u
ProthrombMThrombin
voepteth VR o

PRAXBIND

- FDA

- Approbation : antidote DABIGATRAN pour hémorragie non-
contrdlée ou mettant la vie en danger ou pour situations urgentes.

- NON APPROUVE : procédures neuraxiales

Universte HVR o tatsomeuve Rosemont
e Montréal r

Inhibiteurs sélectifs X,: antidote

Ciraparantag : toujours a I'étude
* Rivaroxaban

* Apixaban

» Edoxaban

+ HBPM

* HNF

» Dabigatran

Unersie

‘de Montréal
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Héparine non-fractionnée (HNF)

Universite th Hapicl Misonneave-Rosemon
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20/02/2025

HBPM

effet anti-lla & aumoins 18 saccharides

HNF ++
HBPM  +

effet anti-Xa 9 aumoins 5 saccharides

HNF ++
HBPM  ++++

Penta. ++++

© PHARMACOMédicale org

Universte VR o tatsomenve Rosemone
e Montréal r

Héparine non-fractionnée

- Métabolisme : hépatique, CYP 450, syst réticulo-
endothélial.

- Excrétion : urinaire : T4 1,5h

- Pic plasmatique (et d’action) IV : immédiat
- Pic plasmatique (et d’action) S/C : 1-2h

- Monitoring : aPTT =

Universe b Hapital Misonneuve Rosemont
‘e Montreal HVR s
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Héparine non-fractionnée

- Antagonisme (1V)
+ 1mg prot. : 100 U hép.
- 25mg prot. : 1200 U/h hép.

Recommandations - HNF

» Héparine 5000 U SC
* OKBID et TID
» Technique 4-6 heures aprés la dose
* +/- test
* 1 h aprés le retrait (mise en place ?)
* OK KT in situ

» CF guidelines pour doses plus élevées

J— JPI—

Recommandations - HNF

* Héparine IV et chirurgie vasculaire
» Technique 4-6 heures post-dose + test
* Dose 1 heure post-technique
* Idem pour mise en place et retrait
* Pas de KT in situ
» Pas d’annulation systématique :
» Technique difficile
» Traumatique

20/02/2025
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Héparines de bas poids moléculaire
(HBPM)

20/02/2025

HBPM

effet anti-lla & aumoins 18 saccharides

HNF ++
HBPM  +

effet anti-Xa 9 aumoins 5 saccharides

HNF ++
HBPM  ++++

Penta. ++++

© PHARMACOMédicale org

Universte HVR o tatsomeuve Rosemont
e Montréal r

Héparines de bas poids moléculaire
(HBPM)

» Antidote : protamine pour
I'activité anti-ll; seulement

LMWH  Average molecular weight Ratio anti-Xa/anti-lla activity
Bemiparin | 3600 9.7
Certoparin 5400 24
Fragmin Dalteparin 6000 25
Lovenox Enoxaparin 4500 3.9
Nadroparin 4300 33
Parnaparin 5000 23
Reviparin 4400 42
Innohep Tinzaparin 6500 1.6

Unersie

‘de Montréal
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e
HBPM

« Pic d’action (act. anti-X3) : 3-5 heures
« T12: 3-4 X HNF (ANinsuffisance rénale)
- Activité présente 12h post administration

Universite th Hapicl Misonneave-Rosemon
‘de Moniréal HVR Eriiens e

Recommandations - HBPM

Thérapie en cours

» Dose prophylactique (LOW DOSE) :
» Technique 12h post-dose

* Dose thérapeutique (HIGH DOSE):
» Technique 24h post-dose

* Dans les deux cas :
* PRN : Activité aXa : <0,1 Ul/mL

J— JPI—

Recommandations — HBPM

Thérapie débutée en post-opératoire
* Prophylaxie die :
» 1ére Dose 12h post-technique
» OK cathéter continu
* Retrait de kt 12h post-dose
* Dose 4h post retrait de kt

20/02/2025
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Recommandations — HBPM

* Prophylaxie bid :
* Dose le lendemain
* min 12h post-technique
* PAS de cathéter continu
» Sikten place :
* Dose 4h post retrait de kt

virgiech HR e
51
Fondaparinux
0S0Ma COONa 0S0.Ha 0S0,Na
0 0 0 0 0
HO 0 0 OMe
NHSONa OH HHSOMa 0S0.Na NHSONa

[ arIXUgum

o e

effet anti-lla > aumoins 18 saccharides

HNF ++
HBPM  +

effet anti-Xa 9 aumoins 5 saccharides

HNF ++
HBPM  ++++

Penta. ++++
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Fondaparinux

MANAGEMENT OF NEURAXIAL BLOCK OR DEEP PLEXUS/
PERIPHERAL BLOCK IN THE PATIENT RECEIVING
FONDAPARINUX

Low-dose fondaparinux (2.5 mg once per day)

We suggest holding low-dose fondaparinux (2.5 mg once
pee day) for 36 hous (youns patiens) t0 42 hours (clderly
patients) in healthy paticnts with normal renal function (grade
5y

Reiarks thse i i i o b she e of o
dose administration and aXa level suggesti
‘We suggest holding fondaparinux for a minimum of 5§ hours
in patients with moderate renal insufficiency (C:C1 30-50 ml/
min) (grade IIC)

emarks: these are new recommendations in the setting of low-
o Suggestions.

‘We suggest not performing neuraxial or deep plexus/peripheral

ks in patients with severe renal impairment (CrCl <30mL/
‘min) due t0 the 72 hours half-life (grade IIC)

36h

42h

58h
Ou NON

High-dose fondaparinux (5-10 mg once per day)
We suggest holding fondaparinux for  minimum of 70 hours in
youn paients with normal renal function (grade I1C)

Remks these e wes rcommadations e stingof bih
dose administration and aXa level suggestio

We suggest holding fondaparinux for a minimum of 105 hours
i elderly patients with normal renal function (grade IIC)
Remarks: these are new recommendations in the seting of high-
dose administration and aXa level suggestions.

We suggest testing aXa activity calibrated to fondaparinux if
placing needle prior o the recommended times is considered
(@Xa <0.1 U/mL) (grade 11C)

Remarks: these are new recommendations in the seting of high-
dose administration and aXa level suggestions.

‘We suggest that neuraxial catheters be removed at east 6 hours
prior to the first postoperative dose (grade I1C)

Remarks: there is no change in this recommendation.

20/02/2025

Remarks: these are new recommendations i the seting of low-
dose administation and aXa level suggestions.

if

We suggest testing aXa activity calibrated to fondaparin
placing the necdle prior to these recommended times is consi
ered (aXa <0.1 IU/mL) (grade IIC)

Remarks: these are new recommendations in the setting of low-
dose administation and aXa level suggestions.

Universite th Hapicl Misonneave-Rosemon
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Antiplaquettaires

,‘i

Anti-inflammatoires non stéroidiens
etAAS

Phosphanpides aesmembrones

ACTOE ARACHIDCIQUE
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Voledeta Sposyginase

coxr Z

Frostmines
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Antiplaquettaires

Inhibiteur récepteur TP
Non-Thiénopyridines

Plaguette ayant
adhéré

Coll
"E'sb‘:c“omnumrvmumnew

— N -
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Recommandations - Thiénopyridines

Cesser avant la technique :
» Clopidogrel : 5-7 jours
* Prasugrel : 7-10 jours

* Reprise apreés retrait kt :
» Pas de dose de charge : immédiat
* Dose de charge : 6h

|
Recommandations — inhibiteurs P2Y12

- Cesser avant la technique :
Ticagrelor : 5 jours
Cangrelor : 3 heures

Reprise apreés retrait kt :
Ticagrelor:

» Pas de dose de charge : immédiat
* Dose de charge : 6h

Cangrelor:

Recommandations - AINS

* Neuraxiale ok si monothérapie
« Attention si thromboprophylaxie
* Favoriser anti-COX Il

20/02/2025
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Warfarin

sme b HR

61

Warfarine

laters
WARFARIM

BAIT

Universte VR o tatsomenve Rosemone
e Montréal r

Warfarine

Encoded by
GGCX Functional
) FILVILIX.X

y-glutamyl  Proteins C, $,Z
carboxylase

20/02/2025
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Warfarine
Factor Half-Life, hrs
Factor VII 6-8
Factor IX 24
Factor X 25-60
Factor II 50-80

* 40% de chaque facteur pour coag. normale
* INR associé a Fy) >>> Fy

* INR=1,2:Fvi=55%

* INR=15:Fw=40%

« Avlarrét: INR ¥ mais F) encore inhibé

— PPV R——

‘de Montréal Cortre 15 [Unerad ce ot
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Warfarine

- Métabolisme hépatique : CYP 2C9 et autres
- Excrétion urinaire
- Pic action 72-96 heures

= T4/220 a 90 heures selon énantiomére

- Monitoring : PT /INR

- Activité thérapeutique affectée par
- Apport en Vit K, / diéte
- Age avancé
- Insuffisance hépatique
- Inducteurs ou inhibiteurs enzymatiques
« (cf monographie)

Uniersite JHVR Hov e Rosemone

‘do Montréal
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[
Recommandations - warfarine

12.1 Caution should be used when performing neuraxial
techniques in patients recently discontinued from chronic war-
farin therapy. In the first 1 to 3 days after discontinuation of
warfarin therapy, the coagulation status (reflected primarily
by factors II and X levels) may not be adequate for hemostasis
despite a decrease in the INR (indicating a return of factor VII
activity). Adequate levels of I1, VII, IX, and X may not be pres-
ent until the INR is within normal limits. We recommend that
the anticoagulant therapy must be stopped (ideally 5 days
prior to the planned procedure), and the INR normalized
prior to initiation of neuraxial block (grade 1B).

Universe b Hapital Misonneuve Rosemont
‘e Montreal HVR s
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Recommandations - warfarine

12.7 As thromboprophylaxis with warfarin is initiated,
we suggest that neuraxial catheters be removed when the
INR is less than 1.5. While removal of epidural catheters 12
to 24 hours after warfarin was given does not appear to repre-
sent increase risk, the risk of removing epidural catheters at
48 hours is not guaranteed.

We suggest that neuraxial catheters be removed when the INR
is <1.5 (grade IIC)

— PPV R——

‘de Montréal Cortre 15 [Unerad ce ot
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Recommandations - warfarine

12.8 In patients with INR of greater than 1.5 but less
than 3, the increase in risk with progressive INR prolongation
remains unknown. We suggest indwelling catheters may be
maintained with caution, based on INR and duration of war-
farin therapy (grade 2C).

In patients with an INR >3, we recommend that the warfarin
dose be held or reduced in patients with indwelling neuraxial
catheters (grade IA)

J—" JPI—
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68

Table 6 _Three herbal medications with the greatest impact on hemostasis*

Time to normal hemostasis |

Garlc Inhibition I binedwith 7 days
Increased fibrinalysis other medication that nhibt platelet agaregation
Equivocal antihypertensive actvty
Ginko. Inhibition i i i i 36 hours
other medication that nhibit platelet aggregation
Ginseng Lowers blood glucose Hypoglycemia 2ahours
times in animals Potential to dectease anticoagulant efect o warfarin
Other iverse effects
Adapted from Horlocke et al*
*Atthis time, it i their
Universe b Hopita Maisonneuve-Rosemont
‘e Montreal HVR s
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Recommandations — Les 3G

Pas de contre-indication

— PPV R——
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Blocs nerveux périphériques

Available online 23 December 2018

SR In Press, Corrected Proof @ 4 |

L3
Anaesthesia Critical Care & Pain Medicine ‘ ‘
\

Review article

Bleeding complications following peripheral regional
anaesthesia in patients treated with anticoagulants or
antiplatelet agents: A systematic review

F. Joubert 2 &, P. Gillois ® &, H. Bouaziz ° &, E. Marret ¢ &, G. lohom © &, P. Albaladejo @ & &
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- 9738 blocs chez 5876 patients recevant anti-PLQ ou AC
- Incidence de complications hémorragiques :

- 0,67 % (0,51%-0,83%)

- Hématomes sites de ponction

- Pas de neuropathie associée aux saignements

hitps://doi.org/10.1016/
juacepm.2( 9

- Sévérité des complications associées a :
- Impossibilité de compression du site
- Proximité de gros vaisseaux
- Absence d’hématome cutané (saignement occulte)
- Proximité de la colonne vertébrale (bloc paravertébraux)

Universe b Hapital Misonneuve Rosemont
‘e Montreal HVR s
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Blocs nerveux périphériques

MANAGEMENT OF DEEP PLEXUS/PERIPHERAL BLOCK IN
THE ANTICOAGULATED PATIENT

For patients undergoing deep plexus or deep peripheral block,
we recommend that guidelines for neuraxial block be similarly
applied (grade IC)

Remarks: there is no change in this recommendation.

For patients undergoing other plexus or peripheral techniques,
we suggest performance, catheter maintenance, and catheter
removal be based on site compressibility, vascularity, and conse-
quences of bleeding, should it occur (grade IIC)

Remarks: there is no change in this reccommendation.
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ASRA Coags 2.9

Regional Guideline
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< Drugs Block Restart

Neuraxial Block

Deep Plexus/Deep
Peripheral Block

Superficial Peripheral
Block

Anticoagulated Parturient
Neuraxial Block

J—" JPI—
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< Block Intervention Restart
enoxaparin, prophylaxis - BID

Please select

5
desired intervention:

HOLD MEDICATION
before procedure

RESTART MEDICATION
after procedure

HOLD MEDICATION
before catheter removal

RESTART MEDICATION
after catheter removal

Unersie

‘de Montréal
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Intervention  Regional Recs. Restart

Place Neuraxial Block?
12 hours

We recommend that needle placement should
occur at least 12 hours after a prophylactic
LMWH dose.

In patients administered a dose of LMWH 2 hours
preoperatively (general surgery patients), we
recommend against neuraxial techniques
because needle placement would occur close to
peak anticoagulant activity.
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- Questions

- Commentaires
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