
Antiplatelet Reversal in Severe TBI or Significant Hemorrhage

• A sizable percentage of elderly trauma patients take antiplatelet agents before injury.
• Platelets are an option for reversing the effect of antiplatelet agents,  but they are a 

limited resource and not available in many situations. 
• Desmopressin (DDAVP) is another option for reversing the effects of antiplatelet 

agents that is typically more readily available; it is not associated with increased 
thrombotic events. The recommended dose is 0.3 mcg/kg iv.

• Results on using either platelets or DDAVP to reverse the effects of antiplatelet 
agents are mixed,  but they should be strongly considered in patients with severe 
TBI or non-compressible torso hemorrhage.

Tranexamic Acid (TXA)

• TXA is an antifibrinolytic agent that reduces clot breakdown.
• TXA decreases mortality in patients with severe non-compressible torso 

hemorrhage1 or moderate to severe TBI (GCS 3-12).2

• Early administration results in the best outcomes and the least complications.3  
• TXA should be given in the pre-hospital setting if there is concern that the patient will 

require a moderate volume of blood products or has a moderate or severe TBI.
• The recommended dose for TXA is 2 grams slow IV or IO push is recommended to 

achieve peak concentrations rapidly; there is no need for a prolonged infusion.4 
• Recommended pediatric dosage: 15mg/kg bolus up to 2g total
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Permissive Hypotension

• A low BP is better than a “normal” BP for bleeding patients
• Use whole blood or balanced blood product resuscitation (plasma & platelets before 

RBCs)
• Avoid crystalloid

Until the control of significant bleeding is achieved, raising the blood pressure results in increased 
bleeding by “popping the clot” and increased bleeding, blood product utilization, and mortality.1

Whole blood (WB) or balanced blood products approximating WB (1:1:1) should be infused to achieve 
a SBP of around 80mmHg. [If a severe TBI is suspected, a SBP of 100mmHg is recommended].

Each plasma unit should be given before its corresponding unit of RBCs in the 1:1 ratio because 
plasma is more important in stopping bleeding than RBCs.2

Platelets should be given through a separate IV, and they are likely more important than plasma or RBC 
in stopping bleeding and thus treating patients with massive hemorrhage.

Blood products should be given to pediatric patients in 15-20ml/kg aliquots.

A radial pulse and normal mental status can be used to approximate achieving these goals and 
perfusing end organs.3

Crystalloid should be avoided because it increases mortality by worsening almost everything balanced 
blood products achieve by popping clots while diluting coagulation factors and oxygen-carrying 
capacity.4

If a patient’s BP is too low to perfuse end organs (SBP <70) and no blood products are available, 250ml 
boluses of crystalloid should be administered to achieve a SBP >70 [SBP >100 should be the goal if 
there is a concern for severe TBI and not a concern for uncontrolled hemorrhage].5
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Do Not ignore Early Hypotension in a Trauma Patient

• The lowest vital signs in the pre-hospital setting should be used for trauma activation
triage.1

• One SBP <105 in the ED results in much higher mortality & need for immediate
therapeutic intervention; this should result in upgrading the patient’s trauma
activation status.2

• Shock Index helps guard against missing this critical “alarm” for trauma patients.
The Shock Index = HR/SBP and should be < 1.

Providers can be lulled into not recognizing the extent of trauma 
or hemorrhagic shock due to a patient’s compensatory mechanisms 
raising their blood pressure after an initial low reading. 

You should pay attention to any low systolic pressure, activate 
the trauma team, and consider that this patient has significant 
injuries until proven otherwise.

A heart rate per minute greater than the SBP in mmHg indicates 
that the patient may be in shock and trying to compensate with 
an increase in their pulse.3
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These guidelines were prepared by the ADH (trauma medical 
consultant) and members of the Arkansas State Preventable 
Mortality Committee. They are intended to serve as guidelines 
based on a review of the current medical literature. They are not 
intended to be used as strict policies or protocols. Their use is at 
the discretion of the managing physician.
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