INDICATIONS FOR USING BLOOD
PRODUCTS IN CARDIAC SURGERIES

COAGULATION DISORDER IN
POST CARDIAC SURGERIES




EXCESSIVE BLEEDING MEANS

1. Chest tube drainge > 10ml/kg in first hour after operation

2. Chest tube drainge > 20 ml/kg in first 3 hour after
operation

3. Any sudden T of 300 ml/hr or greater after minimal initial
drainge



BLEEDING PATIENT IN CARDIAC SURGERY

1. PATIENT FACTORS

CONCURRENT SYS. DIS. (UREMIA... )

SYSTEMIC FIBRINOLYSIS ( STREPTOKINASE)




BLEEDING PATIENT IN CARDIAC SURGERY

2. INSULT OF C.PB.
( C.PB. ITSELF ACT TO IMPAIR HEMOSTASIS MORE THAN PATIENT FACTORS)

ACTIVATE FIBRINGSIS

IMPAIRS PLATELETS

AFFECT COAGULATION FACTORS

HYPOTHERMIA : ALSO AFFECT HEMOSTASIS AS WELL







FIRST OF ALL DIFFERENTIATE
COAGULOPHATY FROM
BLEEDING DUE TO SURGERY
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Neutralizc Heparin fulls

Blood pressure Avoid hypertensi

Suction Limit cardiotomy suction
Drugs Cease platelet-inhibiting drugs in advance
Preoperative Diagnose and treat first

Membrane oxygenators for long cases
Antifibrinolytic prophylaxis
Rewarm sufficiently
Act with deliberate speed (tardiness begets
bleeding)
Limit fluids, hemoconcentrate, and diurese
“These maneuvers do not all apply to the treatment of excessive bleeding after operation.

“The entries in this column form a mnemonic device; the initial letters of each entry,
when rearransed. faves tha wnrds £TOD RT ERNING.




Treatment Plan for Excessive Ele

Cardiac Surgery G ;
Action Amount Indication
Rule out surgical - No oozing at puncture sites;
cause chest radiograph
More protamine 0.5-1 mg/kg ACT > 150 seconds or aPTT >
1.5 times control
giiarm the patient — “Core” temperature < 35° C
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PREVENTION OF BLEEDING IN CARDIAC SURGERIES

1. Preoperative factors : existing dis. of hemostasis must be
identified and treated ( uremia - hepatic failure,...)

2. Physical factors : Limiting craniotomy suction use:
hypothermia - Incomplete surgical hemostasis - Membrane
oxygenator better than bubble - Small priming volume is
better - Removal of platelet rich plasma at the induction
anesthesia - Shorter C.P.B. is better



PREVENTION OF BLEEDING IN CARDIAC SURGERIES

3. Pharmacologic factors:

A. Heparin and protamine factors: too little heparin and protamine
and too excessive make problems

B. Desmopressin—san analog of vasopressin releases coagulation
system mediators from vascular endothelium — F VIII activity T
(2-20 fold) and after 30’- 90’ ( maximal effect) - F XI| T, VWF T-optimal
dose 0.3 -/kg (IV - SC - intranasal are all acceptable) - use in uremia,

cirrhosis , aspirin therapy and some surgeries ( cardiac - spine) is
useful

C. Synthetic antifibrinolytics ( EACA , Tranexmaic acid)

D. Aprotinin ( inhibits a host l protease e trypsin - plasmin, ...)



MANAGEMENT OF THE
BLEEDING PATIENT







STANDARD BLOOGD PRODUCTS FOR C.V. TEAM
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THE RISKS OF TRANSFUSION HAVE
SHIFTED FROM VIRAL TRANSMISSION TG
TRANSFUSION - RELATED ACUTE LUNGE
INJURY (T.R.A.L.IL.) AND
IMUNOSUPPRESION




F.E.B. AND PLATELAIE
CARRY A HIGH RISK OF
[RAL |




14-84 CARDIAC SURGERY
PATIENTS GET TR.A.LL.
FROM TRANSFUSION




294 - 307% OF PATIENTS AFTER
CARDIAC SURGERY RECEIVE
F.EP. WITHOUT ANY BENEFIT







ons for the use of platelets are somewhat difficult
'ne most recent guidelines published in 2015
\SA Task Force on Perioperative Blood Manage-
provide the following recommendations regarding

igement for platelet transfusions:

Monitor platelet count, except in situations of massive
transfusion.

Monitor platelet function, if available.

Consider use of desmopressin in patients with excessive
bleeding or suspected platelet dysfunction.

Platelet transfusion may be indicated despite an ade-
guate platelet count if there is known or suspected plate-
let dysfunction (e.g., cardiopulmonary bypass, bleeding,
recent use of antiplatelet therapy, congenital platelet
dysfunction).

Prophylactic platelet transfusion is rarely indicated in
surgical or obstetric patients when the platelet count is
greater than 100 x 10?/L and is usually indicated when
the platelet count is less than 50 X 10%/L. The determi-
nation of whether patients with intermediate platelet
counts (50-100 x 107?/L) require therapy should be
based on the patient’s risk for bleeding.
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\ Task Force on Periopera-

transtusion of Cryoprecipitate

hen the fibrinogen levels are greater

. nonobstetric patients. The following

Indications were provided regarding the administration of
cryoprecipitate:

When testing of fibrinogen activity reveals evidence for
fibrinolysis

When fibrinogen concentrations are less than 80 to 100
mg/dL in patients experiencing excessive bleeding
Obstetrical patients who are experiencing excessive
bleeding despite a measured fibrinogen concentration
greater than 150 mg/dL

In patients undergoing massive transfusion when the
timely assessment of fibrinogen concentrations cannot
be determined

[n patients with congenital fibrinogen deficiencies and
when possible, in consultation with the patient’s hema-
tologist

In bleeding patients with von Willebrand disease types
1 and 2A who fail to respond to desmopressin or vWE/
FVIII concentrates (or if not available)

In bleeding patients with von Willebrand disease types
2B, 2M, 2N, and 3 who fail to respond to vWF/FVIII con-
centrates (or if concentrates are not available)







