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Discussion

Introduction

. TEG was developed in 1948, in Germany, to detect clotting factor deficiencies, in an effort to identify the specific cause of
Postoperatively coagulopathies. lts availability was limitedin the U.S. until the 1980’s.

A 48-year-old male, with a history of

cyprogenic mrmosws‘(’/blmesemm venous thrombosis and . Conventionally, TEG is activated by Kaolin, which initiates the intrinsic pathway, resultingin R-time. As the clot begins to form, the
subsequent intestinal failure, presents to the operating room for . . . : N . " N - : :
Sompinte. multisceral traneptantation (VTP stomach » Lver + Postoperatively, the patient remained TEG records the visceroelastic changes that occur in the sample. A pin suspended in the sample is monitored for motion, as the
Pancreas + Small Itestine) intubated and on high dose fibrin-platelet bonding occurs.
vasopressors. He was taken to the . . o . ) .
. TEG has gained acceptance in resuscitation of transplant, cardiac, trauma, Gl bleeds, and obstetric patients
TICU for ongoing management.
TEG can differentiate between low fibrinogen and reduced platelet function as the cause of impaired clot strength
Post-op Labs:
1 1h 1a 98 A sstudy (Speiss et al, 1995) involving TEG guided algorithms in CABG patients, indicated a decrease in overall transfusion
Preoperatively % requirements and number of re-explorations for bleeding from 5.7-1.5%.
39
194 283 Recent to TEG-guided resuscitation over ized MTP, indicating 1:1:1 strategy, may help guide each patient’s
Precperative Labs: 31 30 105 individual resuscitation needs. This can include platelet mapping which helps to further understand qualitative function (Important
- 2 with use of Antiplatelet medicationsand in states of profound coagulopathies). This may provide cost savings, if the clinician is
13§ 107] 12 66 R Value-CK 1.84 able to limit amount of blood products given.
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206 K Value-CK Often a limitation of TEG is time. Use of rapid TEG should resultan R and K value in approx. 5 minutes and an alpha angle and MA
in approx. 15 minutes, compared to 45 — 60 minutes with traditional TEG.
97
TEG9 26  0.69 2.8 minutes - . . - . - . . . .
B oalelik O : Angle-CK 58.7 degrees Additional adjuncts during resuscitation can include tranexamic acid, aminocaproic acid, cryoprecipitate, recombinant factor VIl
§ MA (L) 47.2 mm and prothrombin complex concentrates.
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(L) 3.8 minutes ! 8 §36/48/119/ 265 BE+1 Important complications to consider during MTP include, acidosis, hypothermia, platelet
K Value-CK s 4 lung injury (TRALI), volume overload (TACO), infection, electrolyte abnormalities, and citrate toxicity.
(H) 8.5 minutes
Angle-CK i X
Preoperative Platelet ‘ Postoperative Platelet

Mapping ® Analysis Results Mapping CTEGputct g

82021 184544

TEG® Anatysis

Platelets (MA)

% inhibiton: 82.7

Clot strength
(Platelet function)

¥

Enzymatic  Fibrinogen Thrombolysins
R) (K, ) (Ly30, EPL)
W 7 %Ay 13
Clotting time Clot Clot stability |
(clotting Kinetics Clot breakdown | = b
factors) ‘ (==l Mo 02 G 4
J AN G il
MAGODR) 4 Glon 14
TEG ROTEM | Description | Normal [ Abnormality: [ Treatment
. Cause
Operative Course Roacion | Gioting | Time Winfiation | 510 min | > 70 min PP, protamins
Time. Time of fibrin clot dosreasad clotting
R.value] formation aciors .
Kvaie | Ciat Time to achieva | T-5 min_| > 5 min: decraased | Cryoprecipiate, Conclusion
. . . . Formation | 20mm clol fbrinogen Fibrinogen
Upon presentation to the OR, patient underwent uneventful induction time reprassating
and intubation. Access included: bilateral radial arterial lines, right 1) 12 Fr e etele
triple lumen CVL, right arm 14G PIV and left arm 8.5 Fr RIC line. TEE G-ange |a-angle | Rateatwhich | 45-75° | <45 gecieased | Cryoprecipiate, Atthe time of this MVT, blood products were in short supply (specifically platelets), because of this our efforts
N fibrin cross- fibrinogen Fibfinagen to resuscitate in accordance with our TEG and platelet mapping results was unable to be achieved
probe was placed to assess hemodynamics throughout case. 1 U PRBC linking acours
and 1 U of Platelets administered just after induction based off Maximum | Masimum 50— 75mm | < S0 Platelels, Total number of blood products administered intraoperatively were ~221 units. TEG helped to guide our
preoperative lab values. W‘WB oss strangth decreasad platelet | DDAVP resuscitation. Post-operative ABG, Coags, CBC and TEG appeared relatively normal.
YS-30 | ClotLyss | Degradation of | 0= 10% | > 10%: Increased | TXA. ANICAr
clol 30 minutes clot breakdawn Interestingly, the patient’s post-op platelet count was higher than his pre-op platelet count, but the patient's
Patient received a bolus of Amicar, followed by a continuous infusion at aflor MA platelet mapping indicated that there was profound platelet dysfunction (approx. 82.7% inhibition)
the direction of surgical team. )
REFERENCES Increasing prevalence necessitates understanding and utilization of TEG and Platelet mapping for
intraoperative and postoperative resuscitation guidance.
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