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Quale terapia …?

1. Cura della patologia sottostante ?

2. Anticoagulante ??

3. Terapia di supporto ?

(previene e/o cura le ‘complicanze’) 







Linee Guida



Patologia sottostante





Terapia anticoagulante

D Nei pazienti con sepsi con CID non si suggerisce l’uso 

dell’antitrombina 

D Nelle pazienti ostetriche con CID non si suggerisce l’uso 

dell’antitrombina

D In pazienti epatopatici con CID non si suggerisce l’uso 

dell’antitrombina

D Nei pazienti con neoplasie ematologiche e CID non si suggerisce 

l’uso del dermatan solfato



D Nei pazienti con sepsi, politraumatizzati, chirurgici, ostetriche,

con neoplasie solide e CID non si suggerisce l’uso dell’eparina

non frazionata ad esclusione della profilassi del

tromboembolismo venoso nella CID senza sanguinamento

D Nei pazienti con sepsi, politraumatizzati, chirurgici, ostetriche,

con neoplasie solide e CID non si suggerisce l’uso dell’eparina

a basso peso molecolare ad esclusione della profilassi del

tromboembolismo venoso nella CID senza sanguinamento

D Nei pazienti con anomalie vascolari o epatopatici con diagnosi

di CID non si suggerisce l’uso dell’eparina non frazionata o dell’

eparina a basso peso molecolare

D Nei pazienti con neoplasie solide, ostetriche, con ferita da arma

da fuoco e CID non si suggerisce l’uso routinario del fattore VII

attivato ricombinante in caso di emorragia

Terapia anticoagulante



D Nei pazienti con sepsi, chirurgici, con neoplasie solide o

ematologiche e CID non si suggerisce l’uso del gabesato

D Nei pazienti con sepsi severa/shock settico con alto rischio di

mortalità e APACHE II>25 (per EMEA almeno 2 organi compromessi)

e CID si suggerisce l’uso della proteina C attivata ricombinante

D Nelle pazienti ostetriche e CID non si suggerisce l’uso della proteina

C attivata

D Nei pazienti con sepsi e CID non si suggerisce l’uso della proteina C

zimogeno

D Nei pazienti con sepsi o con neoplasie ematologiche e CID non si

suggerisce il plasma exchange

Terapia anticoagulante



Trombomodulina ricombinante

Efficacy and safety of recombinant human soluble

thrombomodulin (ART-123) in disseminated

intravascular coagulation: results of a phase III, 

randomized, double-blind clinical trial.

Saito H, Maruyama I, Shimazaki S, Yamamoto Y, Aikawa

N, Ohno R, Hirayama A, Matsuda T, Asakura H, 

Nakashima M, Aoki N.

J Thromb Haemost. 2007;5(1)



Trombomodulina ricombinante

A randomized, double-blind, placebo-controlled, Phase 

2b study to evaluate the safety and efficacy of 

recombinant human soluble thrombomodulin, ART-123, 

in patients with sepsis and suspected disseminated 

intravascular coagulation.

Vincent JL, Ramesh MK, Ernest D, LaRosa SP, Pachl J, Aikawa N, Hoste E, 

Levy H, Hirman J, Levi M, Daga M, Kutsogiannis DJ, Crowther M, Bernard GR, 

Devriendt J, Puigserver JV, Blanzaco DU, Esmon CT, Parrillo JE, Guzzi L, 

Henderson SJ, Pothirat C, Mehta P, Fareed J, Talwar D, Tsuruta K, Gorelick KJ, 

Osawa Y, Kaul I.

Crit Care Med. 2013;41(9).



Quale terapia  … 

... cambia la prognosi ?

1. Cura della patologia sottostante: SI !!

2. Anticoagulante: ??

3. Terapia di supporto …

(previene e/o cura le ‘complicanze’) 



Terapia di supporto

D Nei pazienti con CID e sanguinamento in atto si suggerisce

l’uso di terapia di supporto (trasfusione di piastrine, plasma,

crioprecipitato)

D Nei pazienti con CID cronica o senza emorragia non si

suggerisce l’uso di terapia di supporto (trasfusione di piastrine,

plasma, crioprecipitato) indipendentemente dai risultati di test

di laboratorio





Domande

1. How would you treat a patient with overt DIC, no 
bleeding, no thrombosis, and a treatable 
underlying disorder (i.e. pro-myelocitic leukemia; 
severe sepsis; pregnant complications)? 

2. How would you treat a patient with overt DIC, 
minor bleeding (e.g. bruising, epistaxis), and an 
untreatable underlying disorder? Refer 
specifically to patients with an underlying 
metastatic solid cancer and specify: how long 
would you continue your treatment (in particular, 
plasma and/or Plt transfusion)?
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Table 2. Summary of the questions, expert opinions, and recommendations. 
 
1. Patient with overt DIC, no bleeding or thrombosis, and with a treatable underlying disorder. 
Question: How would you treat a patient with overt DIC, no bleeding, no thrombosis, and a treatable 

underlying disorder (i.e. pro-myelocitic leukemia; severe sepsis; pregnant complications)?  

1 Gabexate and platelet transfusion for patients with pro-myelocitic leukemia; antithrombin for 

septic patients; gabexate for pregnant women 

2 Prophylactic low-molecular weight heparin for all three conditions 

3 For patients with pro-myelocitic leukemia, we use a Plt threshold of 50,000/mm3; below this 

threshold platelets are transfused. Furthermore, the hemoglobin level is maintained above 9 

g/L, with a hematocrit of 30% to add to an optimal function of platelets.  

For septic patients, VTE prophylaxis with low molecular weight heparin, even in the existence 

of laboratory abnormalities. 

For pregnant women without an obvious clinical phenotype, prophylactic low molecular 

weight heparins will be administered during the bedbound period in the puerperium 

4 For patients with pro-myelocitic leukemia, I would assess PT, aPTT, D-dimer and Plt count. In 

those with an overt DIC I would replace missing constituents and give LMWH to switch off 

the thrombotic drive due to TF; those with a primary hyperfibrinolytic state I would administer 

tranexamic acid. 

For septic patients, only monitoring unless a bleeding or thrombotic problem develop. 

For pregnant women, only monitoring unless there is bleeding or thrombosis. If the patient 

needs an epidural or spinal anesthetic, I would recommend against; in case of surgery, I would 

ensure adequate fibrinogen and platelet count 

5 If the platelets counts is <30,000/mm3 or fibrinogen <150 mg/dL, Plt and cryoprecipate 

transfusion for all three conditions. After delivery (24-48 hours and without presence of 

bleeding), we consider starting anticoagulant prophylaxis with LMWH.  

6 Tranexamic acid for patients with pro-myelocitic leukemia; FFP for pregnant women; and only 

monitoring for sepsis 

7 For patients with pro-myelocitic leukemia, my treatment is based on the clinical presentation; 

if the patient has thrombotic presentation, I will commence intravenous heparin first due to the 

associated thrombocytopenia and high bleeding risk.  

If the patient has active bleeding, I will replace predominantly fibrinogen and platelets with 

laboratory markers to guide me. I will aim for lab values of fibrinogen >1.5 g/dl and platelets > 

50,000/mm3. Tranexamic acid may be used if I am able to obtain a TEG tracing showing 

excessive fibrinolysis but no extreme hypercoagulability. If the bleeding persists despite 

cryprecipitate and fibrinogen levels have not picked up, that also persuades me to consider 

tranexamic acid.  

In a patient with neither bleding or thrombosis, I will give prophylactic low molecular weight 

heparin (if the platelet count is >30,000/mm3) and monitor lab values and clinically 

 

For septic patient, treatment is based on the clinical presentation; if the patient has thrombotic 

presentation, I will commence low molecular weight heparin and monitor lab values. In the 

septic setting, if the research criteria are satisfied, antithrombin or thrombomodulin will be 

tried depending on the appropriate setting.  

If the patient has active bleeding, I will replace predominantly fibrinogen and platelets with 

laboratory markers to guide me. I will once again aim for lab values of fibrinogen >1.5 g/dl and 

platelets > 50,000/mm3. I will consider thrombomodulin in some patients if they satisfy the 

trial criteria. In a patient with neither bleeding or thrombosis, I will give prophylactic low 

molecular weight heparin (if the platelet count is >30) 

 

Fore pregnant women, the management depends on the cause. PPH due to uterine atony is 

primarily dealt with replacement of fibrinogen and red cells and is guided by TEG. PPH 

secondary to pre-eclampsia or abruption once again is dealt with similarly although I will be 

keener on platelet transfusions here. LMWH would be considered in the latter cases despite 

thrombocytopenia (unless less than 20,000) since it is possible that low platelets are considered 

to be due to platelet aggregation. In a thrombotic presentation like intrauterine fetal demise or 

amniotic fluid embolism, full therapeutic dose LMWH is given. 

Summary Treatment approach is different depending on the underlying disease 

Recommendation For pregnant women, VTE prophylaxis is recommended after delivery. 

No formal recommendation can be provided in other situations. 





Domande

3. Do you always try to achieve Plt levels > 

50,000 / mm3 ?





Domande

4. In case you start pharmacological VTE 
prophylaxis, when do you consider to stop it 
(when the patient bleeds, when Plts are low 
(please indicate a cut-off), when PT e/o aPTT are 
prolonged (please indicate a cut-off), or a 
combination of these conditions)? 

5. How would you treat an acute DVT and/or PE in 
patients with overt DIC and concomitant 
bleeding? Do you consider an inferior vena cava 
filter?





CONCLUSIONI – parte 1 



Death

Is

Coming



1. Non esiste la DIC ‘idiopatica’

2. Prognosi riservata ‘per definizione’

3. Rapida diagnosi e cura della patologia 
sottostante



CONCLUSIONI- parte 2

(molto personali)





Diapositiva ‘rubata’ a Paolo Severgnini









DIC: disease-induced coagulopathy

1. TIC: trauma-induced coagulopathy

2. SIC: sepsis-induced coagulopathy

3. CIC: cancer-induced coagulopathy

4. LIC: leukemia-induced coagulopathy

5. AIC: aneurysm-induced coagulopathy

6. …
Squizzato®



”I may not speak, but I have much to say’’ 

The ‘Angel’ Pietro

The Angelman Syndrome

1965, Verona

"Boy with a Puppet" or "A child with a drawing" by 

Giovanni Francesco Caroto, Castelvecchio Museum, Verona 

Italy




