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RESUMO

Soares RR, Albergaria VF, Lorentz MN, Valadares FW — Anestesia
para Tratamento de Aspergilose Cardiaca em Paciente com Trom-
bocitopenia: o Uso Criterioso da Aprotinina.

JUSTIFICATIVA E OBJETIVOS: A aprotinina tem sido muito utili-
zada em intervencgoes cirdrgicas cardiacas como recurso terapéu-
tico para reducdo dos efeitos da circulagdo extracorpérea (CEC)
sobre a coagulagdo e fibrindlise. A recuperacdo da hemostasia
adequada ao final do procedimento é um dos objetivos do anes-
tesiologista. Porém, o uso da aprotinina tem indicacéo especifica.
O objetivo deste trabalho foi apresentar o caso de um paciente com
plaquetopenia intensa submetido a intervencgao cirdrgica cardiaca
no qual a interconsulta com a Hematologia e o planejamento ade-
quado permitiram o sucesso do procedimento.

RELATO DO CASO: Paciente do sexo masculino, 18 anos, 64 kg,
estado fisico ASA 1V, portador de aplasia de medula, em investiga-
¢do para ser submetido a transplante de medula. Apresentava fe-
bre persistente, de um més de evolugdo, sem melhora com
antibioticoterapia. Na investigagdo com métodos de imagem, diag-
nosticou-se massa intra-atrial esquerda. Ao exame laboratorial
apresentava hemoglobina de 9 g.dL* e trombocitopenia — 6.000
plaquetas.mm®. Foi submetido a esternotomia com CEC para re-
tirada de trombo intracavitario. Com objetivo de controlar o
sangramento intra-operatorio foram administrados: plaquetaférese,
hidrocortisona e aprotinina. Durante a intervengdo cirdrgica néo
houve aumento do sangramento nem instabilidade hemodindmica
e o paciente foi encaminhado a Unidade de Terapia Intensiva (UTI)
sem intercorréncias. O exame anatomopatolégico revelou trombo
repleto de Aspergillus (massa fungica). No sétimo dia de pés-ope-
ratério o paciente evoluiu com insuficiéncia respiratoria e parada
cardiorrespiratéria sem resposta as manobras de reanimacgao.
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CONCLUSOES: Apesar do grande risco de sangramento no paci-
ente descrito, conseguiu-se realizar intervengdo cirargica cardia-
ca com CEC sem intercorréncias gragcas ao uso de aprotinina e
plaquetoaférese.

Unitermos: ANESTESIA, Cardiaca, geral; CIRURGIA Cardiaca: cir-
culagao extracorpdrea, massa em atrio esquerdo; DOENCAS: asper-
gilose, aplasia de medula, trombocitopenia; DROGAS: aprotinina.

SUMMARY

Soares RR, Albergaria VF, Lorentz, MN, Valadares FW — Anesthesia
for Treatment of Cardiac Aspergillosis in a Patient with Thrombocy-
topenia and the Judicious Use of Aprotinin.

BACKGROUND AND OBJECTIVES: Aprotinin has been widely
used in cardiac surgeries as a therapeutic resource for reducing
the effects of cardiopulmonary bypass (CPB) on coagulation and
fibrinolysis. Recovery of adequate hemostasia at the end of the
procedure is one of the objectives of the anesthesiologist. However,
aprotinin has specific indications. The objective of this report was
to present the case of a patient with severe thrombocytopenia
undergoing cardiac surgery in which consultation with Hematology
and adequate planning were responsible for the success of the
procedure.

CASE REPORT: An 18-year old male patient, weighing 64 kg,
physical status ASA IV, with a diagnosis of bone marrow aplasia,
was being investigated to undergo bone marrow transplantation. He
had persistent fever for a month, which did not improve with anti-
biotics. During the investigation with imaging exams, a left atrial mass
was discovered. Laboratory exams revealed hemoglobin 9 g.dL™*
and thrombocytopenia with 6,000 platelets.mm?®. He underwent a
sternotomy with CPB to remove the intracavitary thrombus. In order
to control intraoperative bleeding, the following was administered:
plateletpheresis, hydrocortisone, and aprotinin. Increased bleeding
and hemodynamic instability did not develop during the surgery, and
the patient was transferred to the Intensive Care Unit (ICU) without
intercurrences. The anatomo-pathologic exam revealed the
thrombus to be filled with Aspergillus (fungal mass). On the seventh
postoperative day the patient developed respiratory failure and
cardiorespiratory arrest that did not respond to resuscitation
maneuvers.

CONCLUSIONS: Despite the increased risk of bleeding in this
patient, cardiac surgery with CPB was performed without intercur-
rences due to the use of aprotinin and plateletpheresis.

Key Words: ANESTHESIA, Cardiac, general; DISEASES: aspergil-
losis, bone marrow aplasia, thrombocytopenia; DRUGS: aprotinin;
SURGERY, Cardiac: cardiopulmonary bypass, left atrial mass.
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ANESTESIA PARA TRATAMENTO DE ASPERGILOSE CARDIACA EM PACIENTE COM TROMBOCITOPENIA: O USO CRITERIOSO DA APROTININA

INTRODUCAO

A CEC leva ao consumo de fatores de coagulagéo e altera-
¢do da funcao plaquetaria pelo contato do sangue com a
superficie ndo-endotelizada dos circuitos, estresse mecani-
co e hemodiluicdo. Contudo, o tratamento das coagulopatias
associadas a intervengdo cirurgica cardiaca deve ser orien-
tado pela avaliagdo laboratorial. A administragdo profilatica
de fatores de coagulagdo deve ser desencorajada. O presente
trabalho apresenta o caso de um paciente com tromboci-
topenia pré-operatéria por aplasia de medula que necessi-
tou de intervencéo cirlrgica para retirada de massa em &trio
esquerdo. A orientacdo da Hematologia, que fazia o acom-
panhamento clinico do paciente, foi de extrema importancia
para a reducdo do sangramento intra-operatério. O uso da
aprotinina oferece beneficio clinico por inibir a excessiva ati-
vagdo da coagulacéo e fibrindlise, sendo indicado em casos
de distarbios de hemostasia, previsdo de sangramento au-
mentado, necessidade de protecdo das plaguetas, tendo,
ainda, atividade antiinflamatéria. Tem sido preconizado nos
casos onde se espera trombocitopenia: cirurgias de trans-
plante hepético ! e cirurgias cardiacas com distirbio hema-
tolégicos 2.

RELATO DO CASO

Paciente do sexo masculino, 18 anos, estado fisico ASA IV,
indice de massa corporal de 25,8 kg.m2 com diagnostico de
aplasia de medula hi dez anos. O mesmo foi admitido nes-
se hospital com febre persistente de um més de evolugéo
sem melhora com antibioticoterapia.

Na revisdo laboratorial apresentava anemia, com hemo-
globina de 9 g.dL?, trombocitopenia, com plaquetas de
6.000.mm e leucopenia, com leucdcitos totais de 1.000.mm?3.
Foi submetido a propedéutica para pesquisa do foco de pro-
vavel infeccao que revelou a radiografia de térax imagem
sugestiva de pneumonia em lobo superior direito e a tomo-
grafia computadorizada de térax imagem intra-atrial esquer-
da. Ao ecocardiograma diagnosticou-se massa volumosa
no interior do atrio esquerdo compativel com tumor, o que
levantou a hipétese de mixoma de atrio esquerdo ou vege-
tacdo. A fungdo sistolica biventricular estava preservada e foi
encontrado gradiente de pressédo de 21 mmHg no atrio es-
querdo.

O paciente estava em uso de antibioticoterapia em esque-
ma triplice (vancomicina, cefepime e anfotericina B) ha trés
semanas. Durante o tratamento houve elevagédo da uréia
para 57 mg.dL* e creatinina para 1,9 mg.dL?, o que motivou
a suspensdo da vancomicina. Também era tratado com pul-
soterapia com hidrocortisona prescrita pela Hematologia.
Os resultados de hemocultura foram negativos.

Foi indicada intervencéo cirdrgica para exérese do tumor em
atrio esquerdo com programacao de plaquetaférese de 12
em 12 horas, hidrocortisona e aprotinina para controle de
sangramento.
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O paciente recebeu, como medicagdo pré-anestésica, 10 mg
de diazepam por via oral na noite anterior ao procedimento
cirargico. O mesmo foi admitido no bloco cirdrgico tranquilo
e em estabilidade hemodindmica. Apos instalagdo da mo-
nitorizacdo com cardioscopio, oximetro de pulso e pressédo
arterial ndo-invasiva, foi realizada venéclise com cateter 20G,
prosseguindo-se a sedagdo com mais 3 mg de midazolam
e entdo puncionada a artéria radial esquerda com cateter
20G. Apresentava pressédo arterial média de 70 mmHg, fre-
gliéncia cardiaca de 100 bpm e SpO, de 96%. Foi realizada
inducd@o anestésica, com doses fracionadas de fentanil (até
um total de 15 pg.kg?), midazolam (até um total de 7 mg) e
atracurio (0,5 mg.kg?) para bloqueio neuromuscular e intu-
bacéo traqueal. Ndo houve repercussao hemodinamica du-
rante a inducdo anestésica. A monitorizagado foi entdo
ampliada com analisador de gases, temperatura esofagica
e revisdo laboratorial seriada. Puncionou-se a veia subclavia
direita com cateter de longa permanéncia 16G sem intercor-
réncias e monitorizada a pressdo venosa central que inicial-
mente apresentava-se em 16 mmHg. Foi mantida anestesia
inalatéria com isoflurano variando de 0,5 a 1 CAM, conforme
a necessidade do paciente.

Segundo a recomendacao do fabricante, realizou-se admi-
nistracéo por via venosa de dose teste de 1 mL (10.000 UIK
— unidade inibidora de calicreina) de aprotinina. Apds dose-
teste, que ndo evidenciou reacdo a aprotinina, deu-se
seqiiéncia a sua administracdo no seguinte esquema tera-
péutico: 2.000.000 UIK em 40 minutos apds a indugéo anes-
tésica, seguidos de 2.000.000 UIK no prime da circulagao
extracorpérea e 500.000 UIK por hora durante o restante do
procedimento cirurgico. Toda a dose foi administrada pelo
acesso venoso central e ndo houve repercussdo hemodi-
namica. O acesso cirurgico foi realizado por incisdo toracica
e esternotomia.

A heparinizagéo plena foi feita com 4 mg.kg?, a fim de manter
tempo de coagulagdo ativada (TCA) acima de 600 segundos
durante a circulacéo extracorpérea. O paciente foi submetido
a CEC e ao incisar o atrio esquerdo encontrou-se grande
trombo que se estendia para a veia pulmonar direita. Incre-
mentos de fentanil (10 pg.kg?), midazolam (5 mg) e atra-
curio (0,4 mg.kg?') foram administrados durante o periodo
de CEC. O paciente tolerou bem a saida de CEC, que teve
duracdo de 60 minutos. Apds a administracdo de protamina
para antagonismo da heparina, iniciou-se a plaquetaférese.
Durante a revisédo da hemostasia ndo houve evidéncias de
sangramento aumentado. O valor do TCA ao final do proce-
dimento cirargico foi de 120 segundos.

O paciente foi encaminhado a UTI estavel hemodinamica-
mente, sem suporte inotropico ou sangramento significativo.
Foi extubado com quatro horas de pds-operatério e recebeu
alta para o leito apds 48 horas.

O exame anatomopatoldgico revelou trombo repleto de fun-
gos Aspergillus, os quais também provocavam oclusdo das
veias pulmonares superiores.

ApOs o procedimento cirdrgico, 0 paciente permaneceu em
acompanhamento pela Hematologia, sendo necessarias di-
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versas transfusfes de concentrado de heméacias e plaque-
taférese por causa da aplasia de medula.

Uma semana apds a intervencédo cirdrgica, 0 paciente apre-
sentou insuficiéncia respiratoria sem resposta as medidas
terapéuticas. Foi encaminhado a UTI e submetido a novo
ecocardiograma, que revelou formag¢édo de nova imagem em
atrio esquerdo expandindo-se para as veias pulmonares. O
paciente evoluiu com parada cardiorrespiratdria sem res-
posta as manobras de reanimagéo.

DISCUSSAO

A aspergilose cardiaca, em suas diversas formas como en-
docardite, miocardite ou massa fungica, € uma infecgéo
oportunista encontrada habitualmente em pacientes imuno-
deprimidos 3. O prognoéstico das massas flngicas estéa re-
lacionado com o risco de embolizagdo, o qual determina
intervencdo cirdrgica imediata *.

Estando diante de um caso de paciente portador de aplasia
de medula com plaquetopenia importante foi necessaria a
discussdo com o servico de Hematologia do hospital para
programacédo de procedimento cirirgico com circulacao
extracorporea.

A plaquetopenia e os distirbios da coagulagdo devem ser
sempre pesquisados pela equipe médica antes de interven-
¢ao cirargica de grande porte. Somente 30.000 a 50.000
plaguetas.mm= com fun¢é@o normal sdo necessarias para
a formacao do coagulo sangilineo. A meia-vida da plaqueta
€ de oito horas e a medula 6ssea produz normalmente
70.000 plaguetas.mm=de sangue por dia. Uma unidade de
plaguetas aumenta a contagem plaquetaria em 4.000 a
20.000 mL* de sangue 5¢. Em casos como esse, a progra-
macéao especial do procedimento anestésico-cirirgico tor-
na-se necessaria. Optou-se pela utilizagdo de corticoterapia
pré-operatéria para elevagdo das plaquetas, plaquetéaferese
de 12 em 12 horas pré-, intra- e pds-operatéria e uso de
aprotinina em dose plena. A plaquetaférese é uma coleta
especifica de plaquetas na qual se extrai o volume corres-
pondente a oito a dez unidades de plaguetas de um Unico
doador. E a melhor opcdo em pacientes submetidos croni-
camente a transfusfes de derivados do sangue.

A aprotinina & um polipeptideo derivado do pulméo bovino
e que age no homem como inibidor da plasmina, tripsina e
calicreina, formando complexos enzima-inibidor reversiveis.
Essas enzimas estdo envolvidas na coagulacdo, na
fibrindlise e na cascata de resposta inflamatoéria, o que de-
monstra a capacidade da aprotinina em modular diversos
processos sistémicos 7. O farmaco tem sido muito usado
nos ultimos dez anos em intervencgfes cardiacas pelos
seus efeitos de redugdo do sangramento intra-operatorio,
reducdo na necessidade de hemoderivados e redugdo da
resposta inflamatdria sistémica a circulagdo extracorporea.
Apesar de seus conhecidos riscos sobre a fungéo renal,
tendéncia a fendbmenos tromboembdlicos e anafilaxia, a
aprotinina esté liberada pelo Food and Drug Administration.
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Em recente estudo, Mangano e col. descreveram que com-
plicacdes cardiacas, encefalicas e renais seriam encontra-
das duas vezes mais em pacientes tratados com aprotinina
guando comparados com pacientes sem uso de antifibri-
nolitico . Até entdo, os estudos apresentados por diversos
grupos ndo haviam demonstrado tal resultado . O tra-
balho de Mangano foi criticado por usar dois grupos de pa-
cientes muito diferentes entre si. O grupo da aprotinina
apresentava maior incidéncia de doencga pulmonar, hepéti-
ca, renal, diabetes melito, hipertensédo arterial sistémica,
angina e também maior freqiéncia de reoperacdes e de
procedimentos cirdrgicos vasculares 2. Acredita-se que a
aprotinina seja um farmaco com adequada relacéo entre ris-
co e beneficio, devendo ser reservada para casos com gran-
de necessidade de reducdo das perdas sangiiineas 3.

O uso judicioso da aprotinina respeitando-se suas indica-
¢des e limitagdes produz uma reducdo do sangramento
intra-operatério que é de extrema importancia em algumas
situacgdes, dentre as quais se inclui o caso clinico aqui citado.
O uso de tratamento antifibrinolitico € pratica em interven-
¢Oes cirdrgicas cardiacas pediatricas com longa extenséo
de suturas, reoperagfes e opera¢des com parada circula-
téria e hipotermia profunda. Pacientes que ja se apresentam
com distirbios de coagulacdo também sdo submetidos a
tratamento antifibrinolitico. Registra-se na literatura a utiliza-
¢do bem-sucedida da aprotinina em procedimento cardia-
co realizado em portador da sindrome da Jacobsen, rara
doenca genética autossdOmica dominante que se manifes-
ta com retardo de desenvolvimento neuropsicomotor, anor-
malidades cardiacas e trombocitopenia.2 Intervencdes
cirirgicas em pacientes com desordens hematoldgicas séo
um grande desafio devido ao risco de sangramento aumen-
tado, infec¢éo e dificuldades de cicatrizagdo 4. Casos espe-
ciais sdo discutidos com a Hematologia para programar
medidas de reducao do sangramento intra-operatorio. Ape-
sar do 6bito do paciente que decorreu da sua doenca de
base, o procedimento cirlrgico evoluiu sem intercorréncias
e 0 maior risco do caso, que seria 0 sangramento intra-ope-
ratério, foi adequadamente controlado.

Anesthesia for Treatment of Cardiac
Aspergillosis in a Patient with Thrombo-
cytopenia and the Judicious Use of
Aprotinin

Raguel Reis Soares, TSA, M.D.; Viviane Ferreira Albergaria,
TSA, M.D.; Michelle Nacur Lorentz, TSA, M.D.; Friederike W.
Valadares, M.D.

INTRODUCTION
Cardiopulmonary bypass leads to the consumption of coa-

gulation factors and change platelet function by the contact
between the blood and the non-endothelial surfaces of the
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ANESTHESIA FOR TREATMENT OF CARDIAC ASPERGILLOSIS IN A PATIENT WITH THROMBOCYTOPENIA
AND THE JUDICIOUS USE OF APROTININ

circuit, mechanical stress, and hemodilution. However, the
treatment of coagulopathies associated with cardiac sur-
geries should be guided by laboratorial evaluation. Prophy-
lactic administration of coagulation factors should not be
encouraged. This report presents the case of a patient with
preoperative thrombocytopenia secondary to bone marrow
aplasia who needed surgery for removal of a mass in the left
atrium. Orientation from Hematology, that was responsible for
the patient, was extremely important to reduce intraoperative
bleeding. Aprotinin offers clinical benefits by inhibiting the
excessive activation of coagulation and fibrinolysis, and it is
indicated in cases of altered hemostasia, risk of increased
bleeding, need to protect the platelets, and it also has anti-
inflammatory properties. Its use has been indicated in ex-
pected cases of thrombocytopenia: liver transplant surgeries *
and cardiac surgeries with hematologic disturbances 2.

CASE REPORT

An 18-year old male patient, physical status ASA 1V, body mass
index 25.8 kg.m?2, with a diagnosis of bone marrow aplasia
for 10 years, was admitted to the hospital with persistent
fever for one month, which did not improve with antibiotics.
Laboratory exams revealed anemia, with hemoglobin 9 g.dL?;
thrombocytopenia, with 6,000 platelets.mm=; and leukopenia
with 1,000 leukocytes.mm=3. The patient was investigated to
locate a probable infection. Chest X-rays revealed an image
suggestive of pneumonia in the right upper lobe, and CT
scan of the chest showed a mass in the left atrium. Echocar-
diogram diagnosed a large mass in the left atrium compa-
tible with a tumor, raising the suspicion of a left atrial myxoma
or vegetation. Biventricular systolic function was preserved, but
there was a 21 mmHg pressure gradient in the left atrium.
The patient was being treated with antibiotics (vancomycin,
cephepime, and amphotericin B) for three weeks. During the
treatment, BUN increased to 57 mg.dL* and creatinine to 1.9
mg.dL* and, therefore, vancomycin was discontinued. He
was also on pulse hydrocortisone prescribed by Hematology.
Blood cultures were negative.

Surgery for removal of the left atrial mass was indicated with
plateletpheresis every 12 hours, hydrocortisone, and aproti-
nin to control bleeding.

The patient received 10 mg of oral diazepam the night before
the procedure. Upon admission to the operating room, he
was calm and hemodynamically stable. After institution of
monitoring with cardioscope, pulse oximetry, and non-inva-
sive blood pressure, venopuncture was performed with a 20G
catheter, followed by sedation with 3 mg of midazolam.
Afterwards, a 20G catheter was introduced in the left radial
artery. Mean arterial pressure was 70 mmHg, heart rate 100
bpm, and SpO, 96%. Anesthesia was induced with fractio-
nated doses of fentanyl (for a total of 15 pg.kg?), midazolam
(up to a total of 7 mg), and atracurium (0.5 mg.kg?) for the
neuromuscular blockade and endotracheal intubation.
Hemodynamic changes were not observed during induction.
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Blood gas analyzer, esophageal temperature, and serial
laboratorial tests were added to the monitoring. A long-stan-
ding 16G catheter was introduced in the right subclavian vein
without intercurrences, and venous central pressure was
monitored; initially, it was 16 mmHg. Inhalational anesthesia
was maintained with isoflurane, varying from 0.5 to 1 MAC,
according to the needs of the patient.

Following the recommendations of the manufacturer, a test
dose of 1 mL of aprotinin (10,000 KIU — kallikrein inhibitor unit)
was administered. After the test dose of aprotinin, which did
not cause any reaction, the drug was administered as
follows: 2,000,000 KIU over 40 minutes after anesthetic
induction, followed by 2,000,000 KIU in the priming of the
cardiopulmonary bypass, and 500,000 KIU during the re-
mainder of the surgery. Aprotinin was administered through
the central venous access without hemodynamic repercus-
sions. Surgical access was through a thoracic incision and
sternotomy.

Heparin, 4 mg.kg?, was administered in order to maintain the
activated coagulation time (ACT) above 600 seconds during
cardiopulmonary bypass. After CPB was initiated, the left
atrium was opened, revealing a large thrombus extending
into the right pulmonary vein. Additional doses of fentanyl
(10 pg.kg?), midazolam (5 mg), and atracurium (0.4 mg.kg?)
were administered during CPB. The patient tolerated well the
removal of the CPB, which lasted for 60 minutes. After admi-
nistration of protamine, plateletpheresis was initiated. During
revision of hemostasia, there was no evidence of increased
bleeding. The activated coagulation time at the end of the
surgery was 120 seconds. The patient was transferred to the
ICU hemodynamically stable, without inotropic support or
significant bleeding. He was extubated 4 hours after the
procedure, and was discharged to the regular ward after 48
hours.

Anatomo-pathological examination revealed the thrombus to
be filled with Aspergillus, which also occluded the upper
pulmonary veins.

After the surgery, the patient continued to be followed by He-
matology, and he needed several transfusions of red blood
cell concentrates and plateletpheresis due to the bone mar-
row aplasia.

One week after the surgery, the patient developed respiratory
failure, which did not respond to therapeutic measures. He
was transferred to the ICU where a new echocardiogram
revealed another mass in the left atrium invading the pul-
monary veins. The patient evolved with cardiorespiratory arrest
and did not respond to the resuscitation procedures.

DISCUSSION

Cardiac aspergillosis in its different forms, such as endo-
carditis, myocarditis, or fungal mass, is an opportunistic
infection affecting immunocompromised patients 3. The
prognosis of fungal masses is related to their risk of embo-
lization, which indicates the need of immediate surgery *.
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In the case of a patient with bone marrow aplasia with se-
vere thrombocytopenia, it was necessary to discuss with the
Hematology service of the hospital in order to prepare the
surgery with cardiopulmonary bypass.

Thrombocytopenia and coagulation deficits should always
be investigated by the medical team before major surgeries.
Only 30,000 to 50,000 platelets.mm with normal function are
necessary to form a blood clot. The half-life of a platelet is
approximately 8 hours, and the bone marrow usually pro-
duces 70,000 platelets.mm= a day. One unit of platelets
increases the platelet count in 4,000 to 20,000 mL* 56, Ca-
ses like the one presented here demand special arrange-
ments for the anesthetic-surgical procedure. It was decided
to use preoperative corticotherapy to increase the number of
platelets, plateletpheresis every 12 hours pre-, intra-, and
postoperatively, and full doses of aprotinin. Plateletpheresis
is a specific collection of platelets in which a volume corres-
ponding to 8 to 10 units of platelets are extracted from one
donor. It is the best option for patients on chronic transfusion
of blood products.

Aprotinin is a polypeptide derived from bovine lung, which
has plasmin, trypsin, and kallikrein inhibitor activity in hu-
mans, forming reversible enzyme-inhibitor complexes. These
enzymes are involved in coagulation, fibrinolysis, and in the
inflammatory cascade, demonstrating the capacity of
aprotinin to modulate several systemic processes 7. This
drug has been extensively used in the last 10 years in cardiac
interventions due to its capacity to decrease intraoperative
bleeding, the need of blood products, and systemic inflam-
matory response to cardiopulmonary bypass. Despite the
known risks to kidney function, tendency for thromboembolic
events, and anaphylaxis, aprotinin has been approved by the
Food and Drug Administration. In a recent study, Mangano et
al. reported that cardiac, brain, and renal complications are
twice as often in patients treated with aprotinin when com-
pared with patients without anti-fibrinolytics 8. Until that report,
all studies presented by different groups had not shown si-
milar results "*t. The work of Mangano was criticized for
using two very different groups of patients. The aprotinin
group had greater incidence of lung, liver, and renal disor-
ders, diabetes mellitus, hypertension, angina, and increased
frequency of repeated surgeries and vascular procedures 2.
It is believed that aprotinin is a drug with adequate risk/
benefit ratio, and it should be reserved for cases with a need
to reduce blood loss *.

Judicious use of aprotinin, respecting its indications and
limitations, decreases intraoperative bleeding, which is
extremely important in some situations, including the case
described here. Antifibrinolytic treatment is routine in
pediatric cardiac surgeries with extensive suturing, repeated
surgeries, and surgeries with circulatory arrest and profound
hypothermia. It is also used in patients with bleeding disor-
ders. It has been reported the successful use of aprotinin in
a cardiac surgery in a patient with Jacobsen syndrome, a rare
autosomal dominant disorder that manifests with delayed
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neuropsychomotor development, cardiac abnormalities, and
thrombocytopenia 2. Surgeries in patients with hematologic
disorders represent a great challenge due to the risk of
bleeding, infection, and delayed healing *. Special cases
should be discussed with the Hematology Department in
order to program measures to reduce intraoperative blee-
ding. Although the death of this patient was secondary to its
baseline disease, the surgery evolved without intercurrences,
with adequate control of intraoperative bleeding, the greatest
risk in this case.
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RESUMEN

Soares RR, Albergaria VF, Lorentz MN, Valadares FW — Anestesia
para Tratamiento de Aspergilosis Cardiaca en Paciente con Trom-
bocitopenia: el Uso con Criterio de la Aprotinina.

JUSTIFICATIVA Y OBJETIVOS: La aprotinina ha sido muy utilizada
en intervenciones quirdrgicas cardiacas como recurso terapéutico
para la reduccién de los efectos de la circulacion extracorporea
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(CEC) sobre la coagulacion y la fibrindlisis. La recuperacion de la
hemostasia adecuada al final del procedimiento es uno de los ob-
Jetivos del anestesidlogo. Sin embargo, el uso de la aprotinina tiene
una indicacion especifica. El objetivo de este trabajo fue presentar
el caso de un paciente con plaquetopenia intensa sometido a la
intervencién quirdrgica cardiaca en el cual la interconsulta con
hematologia y la planificacion adecuada permitieron el éxito del
procedimiento.

RELATO DEL CASO: Paciente del sexo masculino, 18 afios, 64 kg,
estado fisico ASA IV, portador de aplasia de medula, en inves-
tigacion para ser sometido al transplante de médula. Presentaba
fiebre persistente, de un mes de evolucién, sin mejoria con
antibioticoterapia. En la investigacion con métodos de imagen, se
diagnostico masa intra atrial izquierda. En el examen de labo-
ratorio presentaba hemoglobina de 9 g.dL* y trombocitopenia —
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6.000 plaquetas mn13. Se sometié a la esternotomia con CEC para
retirada de trombo intracavitario. Con el objetivo de controlar el
sangramiento intraoperatorio fueron administrados: plaqueto-
aferesis, hidrocortisona y aprotinina. Durante la intervencion qui-
rargica no hubo aumento del sangramiento ni inestabilidad
hemodinamica y el paciente fue llevado a la Unidad de Terapia In-
tensiva (UTI) sin intercurrencias. El examen anatomo patolégico
revelo trombo repleto de Aspergilus (masa fungica). Al sétimo dia
del postoperatorio el paciente evolucioné con insuficiencia
respiratoria y parada cardiorrespiratoria sin respuesta a las
maniobras de reanimacion.

CONCLUSIONES: A pesar del gran riesgo de sangramiento en el
paciente descrito, se logré realizar la intervencion quirtirgica
cardiaca con CEC sin intercurrencias gracias al uso de aprotinina
y plaquetoaféresis.
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