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Hemostatic therapy based on point-of-care (POC) testing has
been shown to reduce transfusion of blood products and
decreasemortalityassociatedwithallogenicblood transfusion
in cardiac surgery patients.1 We report a case of a 16-year-old
boy, planned for reexploration in view of continuous chest
drain output (CDO), which was deterred by POC coagulation
management.

A 16-year-old boy, weighing 47 kg, underwent total correc-
tion for tetralogy of Fallot (TOF). The preoperative platelet
count was 27,000/mm3, and prothrombin time/international
normalized ratio (PT/INR) was 13.8/1.26. The POC baseline
tests (T1) after induction of anesthesia were markedly
deranged(►Figs. 1–3). The intraoperativeperiodwasunevent-
ful with a cardiopulmonary bypass time of 108 minutes.

Fig. 1 Sonoclot signature before (black trace) and after transfusion of platelets, fresh frozen plasma, and cryoprecipitate (red). Clot rate
increased from 4.1 to 25, and platelet function improved from 0.2 to 1.8. ACT, activated clotting time; gbACT, glass bead activated clotting time.
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In post-bypass period, three units of a random donor platelet
concentrate (PC) were transfused. The patient was shifted to
intensive care unit (ICU) for elective ventilation. However,
there was continuous CDO with 310 mL drain in the first
2 hours and 960 mL in the next 4 hours. The patient was
transfused with 4 units of PC, 2 units of fresh–frozen plasma
(FFP), 3 units of cryoprecipitate, and 1 unit of packed red blood
cells (PRBC) to control bleeding and maintain hematocrit. The
surgeons were planning reexploration, and in the meanwhile
POC testing was performed. We observed a marked improve-
ment in Sonoclot signature and thromboelastograph (TEG)
(►Figs. 1, 2). The rotational thromboelastometry (ROTEM)
parameters were showing improvement but were still de-
ranged (►Fig. 3). In fifth postoperative hour CDO was
220 mL. We transfused 5 units of cryoprecipitate and 4 units
of FFP to control bleeding. The EXTEM and FIBTEM values got
better (►Fig. 3). In the next 3 hours, CDO was only 20 mL and
the hemodynamics and hematocrit were maintained. The
reexploration surgery was canceled. The patient was extu-
bated after 8 hours and was discharged from ICU on fourth
postoperative day.

The new POC devices correlate with standard laboratory
coagulation tests and provide results in shorter turnaround
time at bedside of the patient.2–4 The use of POC testing can

Fig. 2 (A) Thromboelastograph at baseline and after transfusion of
blood products. (B) K value decreased from 5.6 to 1.9 and maximal
clot amplitude increased from 49.5 to 61.7.

Fig. 3 Showing EXTEM, FIBTEM parameters of rotational thromboelastometry (ROTEM) before surgery (T1) and after 4 hours (T2) and 6 hours of
surgery (T3). Note the improvement in EXTEM (clot time decreased from 290 to 110 seconds, maximal clot firmness increased from 40 to
53 mm) and FIBTEM parameters (A20 increased from 4 to 12 mm).
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differentiate surgical bleed from coagulopathy that can be
managed by hemostatic therapy. This can reduce incidence
of reexploration, morbidity, and hospital cost.
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