Anticoagulated Trauma Patient
Anticoagulants should be reversed immediately if TBI or significant bleeding is even POSSIBLE.
The frequent use of anticoagulants in the elderly puts them at higher risk for significant bleeding events, even in
the context of minor injury. Warfarin and novel oral anticoagulants (NOACs) have been shown to increase the
severity of head injury and increase mortality rate. Mortality of trauma patients with head injury while on warfarin
ranges from 33% to 50%. Furthermore, it has been reported that the head injured patients on warfarin have an
increased risk of mortality from 2-fold to 4-fold, when compared with non-anti-coagulated patients with similar
degrees of head injury.
As part of the trauma workup, one should always obtain an adequate history, which includes a list of current home
medications. Early identification of warfarin use has been shown to reduce mortality on patients with intracranial
hemorrhage from 48% to 9%.
Another important aspect of the anti-coagulated patient is the decreased reliability of their neurological exam. It
has been shown that GCS of 15 and no loss of consciousness does not reliably rule out intracranial pathology after
trauma. Therefore, all patients with known warfarin or NOAC use should have a CT scan of the head as part of their
trauma workup regardless of their mental status.
If ICH is known or strongly suspected OR significant bleeding is suspected at any site, use reversal guideline
incorporating aPCCs’ to achieve rapid effect. If active bleeding is not suspected based upon exam, mechanism is
not significant AND neuro exam is satisfactory, reversal of warfarin may be initiated by administration of FFP (1530cc/kg). In all patients receiving reversal therapy for warfarin, vitamin K is indicated. Repeat head CT is indicated
at some point prior to discharge in all patients using systemic anticoagulants on admission.
The following labs should be drawn STAT and repeated as clinically indicated. While these labs may help to identify
the presence or absence of oral anticoagulants the results of these studies should not delay the anticoagulation
reversal treatment if a history of oral anticoagulant use is present or known.
1. CBC
2. PT/INR
3. BMP
4. aPTT
5. consider TEG or ROTEM
In patients taking anticoagulants on admission for afib and/or prior DVT/PE, consider having patient remain off of
therapeutic anticoagulation until at least 2 weeks after injury, to be determined on follow-up with PCP or SGB
using input from Neurosurgery.
In patients on anticoagulants for cardiac valvular disease, stroke or life threatening thrombotic/thromboembolic
disease, consider consulting PCP or cardiologist to determine optimal timing and dose of anticoagulation, with
input from Neurosurgery.
If therapeutic anticoagulants are restarted [including warfarin, therapeutic LMWH and novel oral anticoagulants
such as the direct thrombin inhibitor (Pradaxa) and factor Xa inhibitors], patients should undergo repeat head CT
immediately prior to starting and should be monitored in the hospital for 48-72 hours after anticoagulants are
therapeutic.
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Reversal for aspirin and anti-platelet use: Consider Platelets per hospital policy.

