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with normal renal function and for non-diabetic patients
with pre-existing renal insufficiency. In addition, while
there is a higher risk of mild nephropathy for non-diabetic
patients with chronic renal insufficiency, the risk is lower
than previously reported.
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SUMMARY
Twenty-one patients undergoing coronary bypass grafting for
the first time had haematological studies to evaluate the efficacy
of autotransfusion. After operation, the mediastinal and pleural
drains were attached to the inlet port of a cardiotomy reservoir
which was connected to a Sorenson suction apparatus, the pump
tubing being attached directly to a peripheral intravenous line.
The fibrinogen, fibrinopeptide A and B~ 15-42 peptide levels in
the shed blood indicated defibrination before collection and it
contained no gross clots. Infusion of 500 to 1860 ml (mean 810
ml) of reservoir blood did not affect the levels of factor VIII,
fibrinopeptide A and B~ 15-42 peptide but fibrinogen levels
increased from 254 to 395 mg/dl (p<O.OOl). Only 6 of the 21
patients needed bank blood. The authors conclude that extensive
coagulation occurs in the mediastinum before blood is collected,
and this blood could be safely infused and that the use of blood
from the cardiotomy reservoir was a safe and inexpensive
method of autotransfusion after coronary artery bypass grafting.

COMMENTS
Blood loss after cardiac operations! continues to cause a
major drain on blood banks and consumes up to 3.7% of
hospital and 2% of community blood resources?
Recently, autologous blood transfusion has generated

considerable worldwide interest due mainly to the risk of
donor blood transmitting infectious diseases such as
hepatitis and AIDS. Earlier studies in the United States
found that serum hepatitis developed in about 2.8% of
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patients who had undergone cardiovascular surgery and
been given banked blood.'
In many centres in the United Kingdom, pre-bypass

phlebotomy for post-bypass reinfusion has become
routine practice." However, re-transfusion of shed
mediastinal blood is practised only in four major cardio-
thoracic surgical centres. This method was first described
by Schaff et al. in 19785using the Sorenson autotransfusion
system. Although the blood collected was defibrinated, it
contained more platelets and clotting factors than bank
blood and was safe-it showed no evidence of disseminated
intravascular coagulation and did not induce fibrinolysis.
Using auto transfusion the requirements for bank blood
were reduced by 50%.5 This method has since been shown
to be safe not only in patients after coronary artery bypass
grafting- but also in patients after valve replacements.l-?
The increasing familiarity with this technique will help in
reducing the requirement for bank blood after cardiac
surgery.
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