
Important Advances in Clinical Medicine 
Epitomes o f ' Progress -- Pathology 

The Scientific Board of the California Medical Association presents the 
following inventory of items of progress in Pathology. Each item, in the judg-
ment of a panel of knowledgeable physicians, has recently become reasonably 
firmly established, both as to scientific fact and important clinical significance. 
The items are presented in simple epitome and an authoritative reference, both 
to the item itself and to the subject as a whole is generally given for those who 
may be unfamiliar with a particular item. The purpose is to assist the busy 
practitioner, student, research worker or scholar to stay abreast of these items 

of progress in Pathology which have recently achieved a substantial degree of 
authoritative acceptance, whether in his own field of special interest or another. 

The items of progress listed below were selected by the Advisory Panel to 
the Section on Pathology of the California Medical Association and the sum-
maries were prepared under its direction. 

Reprint requests to: Division of Scientific and Educational Activities, 693 Sutter Street, San Francisco, Ca. 94102 

Cryoprecipitate in the 
Treatment of Hemophilia 

By appropriate fast-freezing in ethanol-dry ice, 
cold-thawing at refrigerator temperature, and 
centrifuging, blood banks now process fresh 
blood to prepare two final products—cryoprecipi-
tate and reconstituted whole blood—using a two-
bag set. Or they prepare three final products—
packed cells, cryoprecipitate, and supernatant 
plasma—using a three-bag set. ' The cryoprecipi-
tate is stored at —20 degrees C. 

Just before infusion, the contents of the appro-
priate number of bags are dissolved by addition 
of 10 ml of normal saline solution to each and 
warming to 37 degrees C. Calculation of dosage 
is based on the fact that the average bag of cryo-
precipitate contains approximately 125 units of 
Factor VIII. The standard deviation of this value 
is almost 50 percent, however, owing mainly to 
the wide range of donor Factor VIII. The goal 
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of a priming infusion should be approximately 
50 percent circulating Factor VIII; in most cases 
of internal or joint bleeding, one infusion will 
suffice to end the episode. For major operations, 
however, a floor level of 25 percent should be 
maintained for a week to 10 days. The above 
data, combined with an assumption of a 40 per-
cent hematocrit, led to the "rule of thumb" dos-
age of one unit of cryoprecipitate for six kg of 
body weight as initial or priming dose, with sub-
sequent infusions of two-thirds as much given 
every 24 hours. 

Compared with the much more concentrated 
pharmaceutical products, cryoprecipitates have 
the advantage of lower cost and decidedly re-
duced risk of hepatitis, owing to single unit 
production and administration. 

The disadvantages of cryoprecipitate are the 
variability in potency among individual units 
and the need for storage of — 20 degrees C rather 
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than at refrigerator or room temperature. When 
—20 degree C storage is not available, the com-
mercial products of necessity must be used. 

JUDITH G. POOL, PH.D. 
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Proven and Possible Future Uses of 
Anti-Rh Gamma Globulin 

Rh hemolytic disease of the newborn can be 
nearly completely eliminated by the prompt 
administration of anti-Rh gamma globulin 
(RhoGAM®) during the post-partum period. 
All non-immunized Rh-negative women delivered 
of Rh-positive infants should be treated with one 
ml of RhoGAM, which contains 300 µg of anti-
body. Large fetal-maternal hemorrhage must be 
recognized in order that the dose may be in-
creased. Confirmation of the large hemorrhage 
and its measurement may be done with the Klei-
hauer-Betke technique. For these patients one 
ml of RhoGAM should be given for each 10 ml 
of packed fetal red cells in maternal circulation. 
A similar dose schedule is recommended for the 
accidental transfusion of Rh-positive blood to an 
Rh-negative patient. 

E. R. JENNINGS, M.D. 
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Blood Component Therapy: Packed 
Red Blood Cells versus Whole Blood 

Hemotherapy is best accomplished by infu-
sions of specific blood components and deriva-
tives. If all transfusions, when the red blood 
cells are needed, were accomplished by infusion 
of packed red blood cells, then as a by-product 
of whole blood collection, the Blood Bank will 
be able to make available all of the components 
and derivatives, which are single donor plasma, 
fresh frozen plasma, fresh frozen Iyophilized 
plasma, 5 percent albumin, 25 percent albumin, 
platelet concentrates, Factor VIII rich cryopre-
cipitates, Factor VIII concentrates, Factor II-IX 
concentrates and gamma globulin. A unit of 
packed red blood cells (volume of 300 ml) has 
the identical red cell mass as a unit of whole 

blood (volume of 517.5 ml) and its use is prefer-
able to whole blood because the unit of packed 
red blood cells (1) has greater oxygen carrying 
capacity per ml, (2) gives greater immediate 
rise of patient's hematocrit, (3) will increase the 
patient's blood viscosity—an aid in correcting the 
high output cardiac failure often seen in anemia, 
(4) has lessened incidence of transfusion hepa-
titis, (5) has lessened incidence of allergic and 
febrile type transfusion reactions, (6) has less-
ened sodium and albumin—an aid in transfusions 
for elderly patients and patients with congestive 
heart failure, (7) has lessened amounts of am-
monia and citrate—an aid in transfusions for pa-
tients with liver failure, (8) has lessened potas-
sium and acid—helpful in patients with renal 
failure and in exchange transfusions for the 
newborn. 

All patients requiring red blood cell infusions 
are effectively treated with cross-matched packed 
red blood cells. Even in hemorrhage, if the hem-
orrhagic shock has been corrected with plasma 
expanders, packed red blood cells are preferable 
to replace the red blood cell mass. 

DAVID T. BORUCKI, M.D. 

Preoperative Screening for 
Bleeding Diathesis 

Despite the current availability of sensitive 
laboratory screening tests for bleeding disorders, 
a careful history to elicit evidence of abnormal 
bleeding in the patient or his family remains the 
most valuable single preoperative screening pro-
cedure. All patients with an abnormal or suspi-
cious history should have adequate laboratory 
screening tests before operation. Although a 
case can be made for routine preoperative labora-
tory studies, this depends on the availability of 
laboratory personnel; and the use of routine tests 
should never replace a careful history. When the 
history indicates a need for further study, lab-
oratory screening tests of value include the fol-
lowing: (1) Evaluation of platelets by careful 
examination of blood smear or platelet count; 
(2) bleeding time (Ivy or modified Ivy method) ; 
(3) activated partial thromboplastin time; (4) 
prothrombin time; (5) thrombin time. It should 
be emphasized that the clotting time for whole 
blood is of no value as a screening test. Specific 
assays of clotting factors and other special tests 

CALIFORNIA MEDICINE 67 
The Western Journal of Medicine 

RLIT0001850_0002 


