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Background: The standard method of assessment of platelet function is represented by light 

transmission aggregometry (LTA), performed in citrated platelet-rich plasma (PRP). With LTA, 

decrease and subsequent post-cardiopulmonary bypass (CPB) recovery of platelet function 

have been reported during cardiac surgery. Multiple electrode aggregometry (MEA) may be 

used as point-of-care method to monitor perioperative changes in platelet function. Since MEA 

assesses macroaggregation which is infl uenced by the plasmatic levels of unbound calcium, 

citrate may be inadequate as anticoagulant for MEA. We used citrate and heparin for MEA 

samples, to see with which anticoagulant the intraoperative decrease and postoperative recovery 

in platelet function previously described with other aggregometric methods in cardiac surgery 

may be observed with MEA.

Methods: Blood was obtained from 60 patients undergoing routine cardiac surgery and the 

samples were collected in standard tubes containing unfractionated heparin (50 U/mL) or 

trisodium citrate (3.2%). The samples were obtained before CPB, at 30 minutes on CPB, end 

of CPB and on the fi rst postoperative day. MEA was performed using the Multiplate® analyzer. 

Collagen (COLtest, 100 μg/mL) and TRAP-6 (thrombin receptor activating peptide, TRAPtest, 

1mM/mL) were used as aggregation agonists.

Results: Platelet aggregometric response decreased significantly during CPB. Platelet 

aggregation assessed using TRAP-6 as agonist on heparinized blood signifi cantly correlated with 

the duration of CPB (r = −0.41, p = 0.001, 2-tailed Pearson test). The aggregometric analysis 

performed on the fi rst postoperative day showed a signifi cant recovery in platelet activity in the 

samples containing heparin (increase from 30 ± 22 U to 46 ± 27 U for the COLtest and from 

70 ± 34 U to 95 ± 32 U for the TRAPtest, p � 0.001, Student’s t-test), while no signifi cant 

recovery of platelet function could be established in the MEA measurements performed with 

citrated blood.

Conclusions: The choice of blood sample anticoagulant used for impedance aggregometry 

infl uenced the platelet aggregation response. Postoperative platelet function recovery was 

only detected in the heparinized samples. Heparin seems to be better suited than citrate for the 

analysis of impedance aggregometry in heart surgery.
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Introduction
Platelet dysfunction occurring during cardiac surgery with cardiopulmonary bypass 

(CPB) contributes to perioperative excessive bleeding (Hartmann et al 1992). Several 

aggregometry methods have been proposed for the assessment of platelet function 

during and after cardiac surgery. Using light transmission aggregometry (LTA) 

assessed in platelet rich plasma, decrease and subsequent post-CPB recovery of platelet 

function have been reported during cardiac surgery (Boldt et al 1994). Whole blood 

aggregometry (WBA) introduced in 1980 by Cardinal examines platelet aggregation by 
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measuring changes in impedance between two electric wires 

after platelet agonist addition to the blood sample (Cardinal 

and Flower 1980). Multiple electrode aggregometry (MEA), 

a new application of whole blood aggregometry (von Pape 

et al 2007; Seyfert et al 2007; Mengistu et al 2008), uses the 

same principle and may be of use as point-of-care method 

for the monitoring of perioperative changes in platelet 

function.

The choice of anticoagulant for MEA analysis is still 

unclear. Based on previous experience with LTA, in many 

studies of WBA sodium citrate has been used as anticoagulant 

for the blood samples, because of its ability to bind calcium 

and block the onset of coagulation. Inhibition of platelet 

function by the chelation of unbound calcium by citrate has 

been reported (Bretschneider et al 1994; Wallen et al 1997) 

and one strategy to circumvent calcium chelation is the use of 

recombinant hirudin or D-phenylalanyl-L-prolyl-L-arginine 

chloromethyl ketone (PPACK) as anticoagulant (Glusa 

and Markwardt 1990; Wallen et al 1997). However, since 

no blood collection tubes containing these anticoagulants 

are commercially available for routine testing in the 

perioperative setting, standard heparin tubes may represent 

an alternative for MEA analyses. The use of heparin as 

blood sample anticoagulant for the measurements of platelet 

function in LTA has been discouraged (Wallen et al 1997), 

because heparin increases in vitro formation of microag-

gregates (less than 20 platelets per aggregate) which cause 

opacity of the PRP sample and inaccurate high test results in 

LTA. In WBA, however, the formation of macroaggregates 

(�100 platelets per aggregate) is not signifi cantly affected 

by ex vivo low dose heparinisation (Belcher et al 2000).

We compared the use of citrate and heparin as 

anticoagulants for MEA in cardiac surgery, to see with 

which of the two anticoagulants the intraoperative decrease 

and postoperative recovery in platelet function previously 

described with other aggregometric methods in cardiac 

surgery may be observed with MEA.

Methods
Following local Ethics Committee approval, 60 consecutive 

patients who were scheduled for elective cardiac surgery were 

enrolled in this prospective study. After giving informed 

written consent, the patients were included consecutively 

by one anesthetic group of the study centre. Exclusion 

criteria consisted of any known congenital or acquired 

bleeding disorders, severe liver disease, age under 18 years, 

pregnancy or nursing and emergency operation. Before the 

operation, the patients were interviewed on intake of aspirin, 

nonsteroidal antiinfl ammatory drugs, glycoprotein (GP) 

IIb-IIIa antagonists, thienopyridines or antibiotics known 

to infl uence platelet aggregation.

The operation and anesthetic management was similar 

in all patients. Induction of anaesthesia was done with 

etomidate, fentanyl, and pancuronium and maintained 

with sevofl urane and propofol. Analgesia was obtained by 

administering repetitive boluses of fentanyl. During induction 

of anaesthesia all patients received 500 ml of lactated 

Ringer’s solution and 500 ml of hydroxyethyl starch (6% 

HES 200/0.5). A bolus of pig mucosal heparin 400 IU/kg 

was administered before institution of CPB and 2 million 

kallikrein-inhibiting units (KIU) of aprotinin were given 

on CPB. After the initial anticoagulation, additional doses 

of heparin were given to maintain activated clotting time 

(ACT) above 480 s. After CPB, heparin was neutralized with 

protamine sulfate, 1 mg protamine/100 U of total heparin 

dose and the reversal of the heparin effect was controlled 

by ACT less than 150s.

Blood samples were drawn before the beginning of 

CPB, 30 min on CPB, at the end of CPB, and on the fi rst 

postoperative day from a radial artery catheter (20 Gauge) 

into commercially available Monovette® collection tubes 

(Sarstedt, Nuembrecht, Germany) which contained heparin 

(50 U/mL) or citrate (3.2%) as anticoagulant.

Multiple electrode aggregometry was performed using the 

Multiplate® analyzer (Dynabyte medical, Munich, Germany). 

Detailed description of the method is available in the 

literature (Tóth et al 2006; Seyfert et al 2007). Briefl y, 300 μl 

of saline and 300 μl of either heparinized or citrated blood 

were pipetted into a test cell and stirred using a magnetic 

stirrer. After an incubation period of 3 minutes at 37 °C, 

the agonist was added and the recording started. During the 

following 6 minutes the ability of platelets to adhere and 

aggregate onto 4 metal wires, which form 2 independent 

sensor units was measured by the electrical resistance change 

between the sensor wires. The impedance change caused by 

the adhesion of the platelets onto the sensor surfaces was 

plotted against time and the area under the aggregation curve 

was used to measure the aggregation response, quantifi ed 

in arbitrary units (U). Since the change in impedance was 

measured simultaneously on 2 sensor units, the results of each 

test represented the mean value of the 2 aggregation curves 

obtained. However, if the two aggregation curves obtained 

were too different (correlation coeffi cient r � 0.99, calculated 

by the analyzer), the measurement was marked automatically 

as incorrect and had to be repeated. The following agonists 

were used for the analysis (test name and fi nal concentration 
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in the parentheses): collagen (COLtest, 100 μg/mL) and 

TRAP-6 (thrombin receptor activating peptide, TRAPtest, 

1mM/mL). The aggregation tests were performed in close 

proximity to the operation theater. The instrument and all 

reagents are commercially available from the manufacturer 

of the device.

Statistical analysis
Data is presented as mean ± SD. For comparisons between 

consecutive time points, the closed testing procedure was 

applied to test the null hypotheses of equal mean values at 

the family-wise error rate of α = 0.05. Hotelling's T2 test was 

used for the joint hypotheses and the paired Student’s t-test 

for the component hypotheses. The normality of the differ-

ences was assessed by use of the Kolmogorov-Smirnov test. 

Correction for multiple comparisons was performed with 

the Bonferroni-Holm method. The correlation between CPB 

duration, platelet count, hematocrit and platelet aggregation 

was assessed with the 2-tailed Pearson test. Bland Altman 

plots were generated to compare COLtest and TRAPtest 

between citrated and heparin blood. A linear mixed model 

with the difference of two measurements as dependent, the 

average as covariate, the time point including interaction to 

the average as fi xed factors and the patient as random factor 

was applied to analyse the bias. Data analysis was performed 

with Statview 9.1 (SAS Institute, Cary, NC), SPSS 14.0 

(SPSS Inc., Chicago, IL), and Microsoft Excel (Microsoft 

Corp., Redmond, WA).

Results
Table 1 summarizes the demographic data of the 60 patients 

included in the study, as well as the parameters of the 

operation management.

The perioperative changes in platelet aggregometry are 

presented in Figure 1.

For the COLtest performed in citrated blood, the baseline 

aggregation response measured by MEA was 28 ± 14 U. 

After 30 minutes on CPB, the response to collagen was 

signifi cantly reduced to 22 ± 14 U (p � 0.001, Student’s 

t-test). At the end of the CPB, the response to collagen had 

reduced further to 17 ± 12 U (p = 0.01, Student’s t-test). 

One day post-CPB, the response to collagen in citrated 

blood (18 ± 11 U) was below the preoperative level and not 

signifi cantly different from the response at the end of the 

CPB (p = 0.7, Student’s t-test).

For the COLtest in heparinized blood, the preopera-

tive response to collagen was 70 ± 23 U. At 30 minutes on 

CPB, the response to collagen in heparin containing blood 

had decreased signifi cantly from the preoperative value to 

35 ± 22 U (p � 0.001, Student’s t-test). At the end of CPB, 

the response to collagen was 30 ± 22 U, not signifi cantly 

different from the previous time point (p = 0.06, Student’s 

t-test). Unlike the aggregometry analysis in citrated blood, 

on the fi rst postoperative day a signifi cant improvement in 

platelet response to collagen compared to the previous day 

was noted in heparinized blood (46 ± 27 U compared to 

30 ± 22 U; p � 0.001; Student’s t-test).

For the TRAPtest performed in citrated blood, the platelet 

aggregation response before CPB was 54 ± 18 U. This 

response decrease signifi cantly to 44 ± 22 U after 30 min 

CPB time (p � 0.001; Student’s t-test), and showed a fur-

ther decrease to 32 ± 17 U at the end of CPB (p � 0.001; 

Student’s t-test). On the fi rst postoperative day, the response 

to TRAP-6 was signifi cantly lower than at the end of CPB, 

27 ± 14 U compared to 32 ± 17 U (p = 0.015; Student’s 

t-test).

For the TRAPtest performed in blood anticoagulated 

with heparin, the pre-CPB aggregometric response was 

105 ± 21 U. After 30 minutes on CPB the aggregometric 

response decreased to 83 ± 36 U (p � 0.001; Student’s 

t-test) and showed a further signifi cant decrease at the end 

of CPB to 70 ± 34 U (p = 0.002; Student’s t-test). Unlike the 

citrated blood sample results, the response to TRAPtest in 

Table 1 Demographic and operation data

Parameter mean ± SD or n 
(percentage)

Age (years) 63.6 ± 15.4

Sex (male) 42 (70%)

Aspirin medication 28 (46.7%)

Not discontinued for more 
than 4 days

5 (8.3%)

Clopidogrel medication 5 (8.3%)

Not discontinued for more 
than 7 days

2 (3.3%)

GpIIb/IIIa antagonist not 
discontinued for more 
than 7 days

1 (1.7%)

Deepest cooling 
temperature

32.5 ± 2.7

Temperature at the end 
of CPB

36.6 ± 0.2

Operation time (minutes) 223.7 ± 77.3

CPB time (minutes) 119.7 ± 60.5

Aortic cross-clamp time 
(minutes)

66.5 ± 39.8

Abbreviations: SD, standard deviation; N, number of patients; CPB, cardiopulmonary 
bypass.
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Figure 1 Time course of aggregation results. Data are presented as Box-and-Whisker plots showing mean, 5%, 25%, 75%, and 95% percentiles. Grey box plots represent the 
results of the analysis of heparin blood, white box plots of citrated blood. n = 60 patients; time point (1) before the beginning of cardiopulmonary bypass (CPB); (2) at 30 minutes 
on CPB; (3) at the end of CPB; (4) on the fi rst postoperative day.  There was a signifi cant difference of the results of citrated vs heparin blood for all time points and tests
Notes: *p � 0.05 (closed testing procedure; Hotelling’s T2 test). The most important difference between the analyses of citrated and heparin blood is that an increase in 
platelet function is detected between the end of operation and the fi rst postoperative day only in heparin blood but not in citrated blood.
Abbreviations: CPB, cardiopulmonary bypass; ns, not signifi cant.
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the heparinized blood on the fi rst postoperative day showed 

a signifi cant recovery of the platelet aggregometric response 

compared to the end of CPB values (95 ± 32 U compared 

to 70 ± 34 U, p � 0.001; Student’s t-test). The differences 

between tests remained significant after correction for 

multiple tests.

The difference between the impedance aggregometry in 

heparin blood minus citrated blood was positively correlated 

to the average of the two measurements (p � 0.001 for 

COLtest and TRAPtest). Both intercept and regression 

coeffi cients were different between the time points (p � 0.05 

in both tests on the linear mixed model analysis).

The aggregometry analyses were performed at mean 

platelet count of 239 ± 56 *109/L before the beginning of 

the CPB. At the end of CPB platelet count decreased to 

123 ± 45 *109/L. On the first postoperative date, the 
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MEA analyses were performed at a platelet count of 

134 ± 34 *109/L. Except for the signifi cant correlation 

between platelet count and aggregometry in COLtest at the 

end of bypass (r = 0.34; p = 0.007; 2-tailed Pearson test), no 

other correlation were observed between platelet count and 

aggregometry with any of the two agonists, collagen and 

TRAP-6, for the remaining time points. Hematocrit values 

were 40 ± 4% before CPB, 29 ± 3% at the end of CPB and 

31 ± 3% on the fi rst postoperative day. No correlations were 

observed with the 2-tailed Pearson test between hematocrit 

and aggregometry at any time point.

Regarding the total CPB time, the results of the COLtest 

performed in either citrated or heparinized blood did not 

correlate signifi cantly with the duration of CPB (r = −2.41, 

p = 0.06 and r = −2.81, p = 0.3, respectively; 2-tailed 

Pearson test). Also for the TRAPtest performed in citrated 

blood no correlation was found with the total CPB time 

(r = −2.45, p = 0.059, 2-tailed Pearson test). Only TRAPtest 

performed in heparinized blood correlated signifi cantly with 

CPB time (r = −0.41; p = 0.001; 2-tailed Pearson test).

Discussion
The main fi nding of our study is that the MEA analyses 

performed in heparinized blood, unlike those in citrated 

blood, refl ect intraoperative decrease and postoperative 

recovery of platelet aggregation. Moreover, aggregometry 

induced by using TRAP-6 in heparinized blood correlated 

with the duration of the CPB. Based on our results, heparin 

seems to be better suited than citrate as anticoagulant for 

impedance aggregometry performed as point-of-care method 

to assess platelet function during cardiac surgery.

Assessment of platelet function 
in heparin blood
The gradual change observed in the aggregometric response 

of the using heparinized blood samples during cardiac 

surgery is in accordance to the response described by other 

studies using either LTA or WBA in this setting (Boldt et al 

1993, 1994; Slaughter et al 2001; Poston et al 2005; Mengistu 

et al 2008). CPB procedures resulted in a pronounced 

reduction in platelet aggregation response with both collagen 

(COLtest) and thrombin receptor activator (TRAPtest) as 

activator. 30 minutes after beginning of CPB, reduction 

in platelet response and function was more pronounced 

in COLtest, as collagen is known to be a weaker platelet 

stimulus than the thrombin receptor activator TRAP-6, which 

binds to the thrombin receptors on the platelet surface and 

mimics the strong stimulatory action mediated by thrombin 

(Landesberg et al 2005). From this time point to the end of 

CPB, an additional signifi cant reduction in platelet response 

was recorded in TRAPtest but not in COLtest, as well as a 

time dependency of aggregometry performed with TRAPtest. 

This may be explained by the fact that the response to colla-

gen is already maximally inhibited as soon as 30 minutes after 

the start of CPB. On the fi rst postoperative day a signifi cant 

increase in the aggregometric response was observed in both 

COLtest and TRAPtest. In the latter, the aggregation values 

were comparable to pre-CPB values.

Heparin in high doses is known to have an activating 

effect on platelets, explored both ex vivo and clinically, 

during cardiac surgery (Chen et al 1991; Belcher et al 2000). 

The in vivo effect of heparin seen during CPB seems to be 

rather due to plasmatic changes induced by heparin then to 

the direct effect of heparin on platelets (Kestin et al 1993; 

Muriithi et al 2000). The use of heparin or low molecular 

heparins as anticoagulant is precluded in LTA, due to the 

formation of platelet microaggregates that impede the 

measurement (Born and Cross 1963; Kingston et al 2001). 

This observation led to citrated blood being recommended as 

anticoagulant for WBA, a recommendation that was extended 

also to the newer MEA. The heparin-induced formation of 

platelet microaggregates, however, seems to be less infl uenc-

ing of MEA, since MEA does not assess free microaggregates 

but only macroaggregates that bind fi rmly onto the electrodes. 

Using heparin as sample anticoagulant in MEA allows the 

assessment of the platelet function during the whole time 

course of the operation. Thus the platelet function of a patient 

still on CPB and under full heparinization may be measured 

in order to predict the coagulation therapy necessary at the 

end of CPB and to assess the effi cacy of platelet concentrates 

transfusion.

Assessment of platelet function 
in citrated blood
The aggregometric response of platelets in citrated blood 

was constantly lower than in heparinized blood, for both 

COLtest and TRAPtest (Figure 1). The Bland Altman plots 

(Figure 2a-b) for the COLtest and TRAPtest showed that the 

response of platelets in heparinized blood was consistently 

higher than the same measurement in citrated blood, but with 

different slopes between tests and between time points. This 

fi nding is consistent to those of other studies showing lower 

aggregometric response of platelets to collagen in citrated 

blood than with other anticoagulants (Wallen et al 1997). 

After 30 minutes of CPB, a mean decrease in collagen-

induced aggregation of 22% compared to the pre-CPB 
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Figure 2 Bland-Altman plot for COLtest (A) and TRAPtest (B) performed in blood anticoagulated with heparin or citrate, respectively. n = 60 patients; time point (1) before 
the beginning of cardiopulmonary bypass (CPB); (2) at 30 minutes on CPB; (3) at the end of CPB; (4) on the fi rst postoperative day. Particularly for TRAPtest, some samples 
showed an excellent aggregation in heparin blood while almost no aggregation in citrated blood was observed.
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response observed in citrated blood, whereas the decrease 

was of 50% between the same time points in heparinized 

blood. Our results are in agreement with other reports from 

the literature, where reduction during CPB in the platelets’ 

answer to stimulation with collagen has been described for 

both LTA and WBA (Boldt et al 1993, 1994; Slaughter 

et al 2001; Poston et al 2005; Mengistu et al 2008). An 

important fi nding of our study is the difference between the 

aggregometric measurements performed with the two types 

of anticoagulant on the fi rst postoperative day. A signifi cant 

increase in the aggregometric response in heparinized blood 

compared to the previous time point, the end of CPB, was 

noted. In citrated blood, aggregometric results of the fi rst 

postoperative day did not differ signifi cantly from the results 

at the end of CPB. Postoperative recovery of platelet function 

has been investigated in literature, mostly by means of LTA 

performed in citrated blood, which showed increased platelet 

activity as early as 5 hours after surgery (Boldt et al 1993, 

1994). In WBA performed with citrated blood 3.8% using 

higher dose of collagen (5 μg/mL) moderate recovery of 

platelet function after off pump cardiac surgery was noted 

(Poston et al 2005). So far, there are no reports on post-

CPB recovery of platelet activity assessed in whole blood 

aggregometry activated with TRAP-6.

Citrate diminishes the extracellular calcium concentration, 

with severe effects on platelet aggregation (Born and Cross 

1963). With low citrate concentration, the concentration of 

calcium remains high enough to allow minimal thrombin 

generation that induces platelet stimulation. If the citrate 

concentration is high and the extracellular calcium concen-

tration is low for a certain period of time – the manufacturer 

of the MEA recommends that the blood samples should 

not be analyzed immediately but after 30 minutes at the 

earliest – intracellular calcium concentration decreases. With 

a low intra-and a low extracellular level of calcium enhanced 

thromboxane generation occurs (Wallen et al 1997), inducing 

falsely increased aggregation response in the citrated blood 

samples. A normal calcium level would have presumably 

resulted in even lower perioperative aggregometric results, 

but the correction of this limitation is not possible without 

affecting coagulation in the whole blood citrated samples 

used for MEA.

As for the anesthetic management, platelet function is also 

known to be infl uenced by the heparin dosage, the heparin 

neutralization at the end of CPB and by the administration 

of aprotinin. The effect of heparin on macroaggregation 

appears early during CPB and is signifi cant with doses as 

low as 30 U/kg, while addition of up to 270 U/kg induces 

no signifi cant additional impairment of platelet function 

(Muriithi et al 2000). Since all patients included in the study 

received high dosage heparin during bypass, differences 

between individual doses were not assessed with respect to 

the MEA measurements. All patients also received aprotinin 

in low dose during CPB (2 *106 KIU), a dose shown to have 

a protective effect on platelet aggregation, as assessed in 

electron microscopy measurements by Lavee and colleagues 

(1993). With our study design, however, the effect of apro-

tinin could not be isolated.

Conclusion
Two anticoagulants were compared for perioperative analy-

ses of platelet function in MEA. Impaired aggregometry 

was observed with both heparin and citrate. In contrast to 

citrated blood, MEA analyses performed in heparinized 

blood refl ected intraoperative decrease and postoperative 

recovery of platelet aggregation. The choice of anticoagulant 

infl uences the measurements of platelet function and requires 

validation for different types of platelet analyzers. Further 

research is required to evaluate the clinical signifi cance of 

the sample anticoagulant of platelet aggregometry in whole 

blood during different clinical indications.

Disclosure
The study was supported by the manufacturer of the presented 

method (Dynabyte Medical, Munich, Germany). Andreas 

Calatzis is coinventor of the presented method. None of the 

other aforementioned authors have any fi nancial interest 

concerning the study methods.

References
Belcher PR, Muriithi EW, Milne EM, et al. 2000. Heparin, platelet 

aggregation, neutrophils, and cardiopulmonary bypass. Thromb Res, 
98:249–56.

Boldt J, Knothe C, Zickmann B, et al. 1993. Comparison of two aprotinin 
dosage regimens in pediatric patients having cardiac operations. Infl u-
ence on platelet function and blood loss. J Thorac Cardiovasc Surg, 
105:705–11.

Boldt J, Schindler E, Osmer C, et al. 1994. Infl uence of different antico-
agulation regimens on platelet function during cardiac surgery. Br J 
Anaesth, 73:639–44.

Born GV, Cross MJ. 1963. The aggregation of blood platelets. J Physiol,  
168:178–95.

Bretschneider E, Glusa E, Schror K. 1994. ADP-, PAF- and adrenaline-
induced platelet aggregation and thromboxane formation are not 
affected by a thromboxane receptor antagonist at physiological external 
Ca++ concentrations. Thromb Res, 75:233–42.

Cardinal DC, Flower RJ. 1980. The electronic aggregometer: a novel 
device for assessing platelet behavior in blood. J Pharmacol Methods, 
3:135–58.

Chen JH, Karlberg KE, Sylvén C. 1991. Heparin and low molecular weight 
heparin but not hirudin stimulate platelet aggregation in whole blood 
from acetylsalicylic acid treated healthy volunteers. Thromb Res, 
63:319–29.



Medical Devices: Evidence and Research 2008:130

Solomon et al

Glusa E, Markwardt F. 1990. Platelet functions in recombinant hirudin-
anticoagulated blood. Haemostasis,  20:112–8.

Hartmann M, Sucker C, Boehm O, et al. 2006. Effects of cardiac surgery 
on hemostasis. Transfus Med Rev, 20:230–41.

Kestin AS, Valeri CR, Khuri SF, et al. 1993. The platelet function defect 
of cardiopulmonary bypass. Blood,  82:107–17.

Kingston JK, Bayly WM, Sellon DC, et al. 2001. Effects of sodium citrate, low 
molecular weight heparin, and prostaglandin E1 on aggregation, fi brinogen 
binding, and enumeration of equine platelets. Am J Vet Res, 62:547–54.

Landesberg R, Burke A, Pinsky D, et al. 2005. Activation of platelet-rich 
plasma using thrombin receptor agonist peptide. J Oral Maxillofac 
Surg, 63:529–35.

Lavee J, Raviv Z, Smolinsky A, et al. 1993. Platelet protection by low-dose 
aprotinin in cardiopulmonary bypass: electron microscopic study. Ann 
Thorac Surg,  55:114–9.

Mengistu AM, Wolf MW, Boldt J, et al. 2008. Evaluation of a new platelet 
function analyzer in cardiac surgery: a comparison of modifi ed throm-
boelastography and whole-blood aggregometry. J Cardiothorac Vasc 
Anesth, 22:40–6.

Muriithi EW, Belcher PR, Day SP, et al. 2000. Heparin-induced platelet 
dysfunction and cardiopulmonary bypass. Ann Thorac Surg,  
69:1827–32.

Poston R, Gu J, Manchio J, et al. 2005. Platelet function tests predict bleeding 
and thrombotic events after off-pump coronary bypass grafting. Eur J 
Cardiothorac Surg, 27:584–91.

Seyfert UT, Haubelt H, Vogt A, et al. 2007. Variables influencing 
Multiplate(TM) whole blood impedance platelet aggregometry and 
turbidimetric platelet aggregation in healthy individuals. Platelets, 
18:199–206.

Slaughter TF, Sreeram G, Sharma AD, et al. Reversible shear-mediated 
platelet dysfunction during cardiac surgery as assessed by the 
PFA-100 platelet function analyzer. Blood Coagul Fibrinolysis, 
12:85–93.

Tóth O, Calatzis A, Penz S, et al. 2006. Multiple electrode aggregometry: 
a new device to measure platelet aggregation in whole blood. Thromb 
Haemost, 96:781–8.

von Pape KW, Dzijan-Horn M, Bohner J, et al. 2007. [Control of aspirin 
effect in chronic cardiovascular patients using two whole blood 
platelet function assays. PFA-100 and Multiplate]. Hamostaseologie, 
27:155–60.

Wallen NH, Ladjevardi M, Albert J, et al. 1997. Infl uence of different 
anticoagulants on platelet aggregation in whole blood; a comparison 
between citrate, low molecular mass heparin and hirudin. Thromb 
Res, 87:151–7.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


