A Case of Rapid Heparin Resistance with Pulmonary Embolism

Bethany T. Mullinax, PharmD, BCCCP
Clinical Pharmacist Specialist — Cardiovascular Intensive Care Unit
Department of Pharmacy, Grady Health System, Atlanta, GA

l{',:l Grady

BACKGROUND Patient Presentation

RESULTS

| | | | | A 68 year-old male presenting with altered mental status with a past medical history . . . ity 900 | ~80°
Heparin resistance is the failure to achieve | | ;¢ iErEE (NYHA 111: EF 20%). chronic kidney disease, left ventricular thrombus and Antithrombin activity 20% (normal ~807)
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heparin (UFH). prompted initiation of unfractionated heparin infusion. DISCUSSION
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. Heparin resistance is usually considered Pertinent Labs: Vitals: Imaging: Possible reasons for rapid development of antithrombin
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