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Fibrinogen is a critical protein for hemosta-

sisandclot formation.However, transfusion

guidelines have variable recommendations

for maintaining fibrinogen levels in bleed-

ing patients. An increasing number of

studies support the practice of fibrinogen

replacement therapy for acquired coagulo-

pathies,andadditionalstudiesareunderway.

Fibrinogen therapycanbeadministeredwith

cryoprecipitate or fibrinogen concentrates,

andclinical practice varies according to their

availability and licensing status. Fibrinogen

concentrate therapy has been studied in

animal models and clinical trials and sup-

ports thecritical roleof fibrinogenrepletion

in bleeding patients. Point-of-care testing

will have an important role in guiding fi-

brinogen replacement for hemostatic

therapy in clinical settings such as cardio-

vascular surgery, postpartum hemorrhage,

and trauma. Fibrinogen therapy is an im-

portant component of a multimodal stra-

tegy for the treatment of coagulopathic

bleeding. (Blood. 2015;125(9):1387-1393)

Introduction

Fibrinogen is a critical protein for clot formation, providingamatrix and
mesh network essential for clot strength. Maintaining fibrinogen levels
is an important therapeutic target in bleeding patients, particularly in
perioperative settings.1-3 Early studies demonstrated that fibrinogen
repletion corrected clot strength, based on viscoelastic blood testing
using thromboelastography/thromboelastometry.4 Normal fibrinogen
levels are elevated during pregnancy,5 and cases studies indicate that
fibrinogen repletion may be effective in the treatment of postpartum
hemorrhage.6,7 Additionally, studies have been published, or are
underway, that provide supporting evidence for the role of fibrinogen
repletion for treating acquired coagulopathy.1,8-10 Although precise
levels for fibrinogen repletion remain to be defined as a therapeutic
trigger or target, we review the current evidence and provide thera-
peutic perspectives in clinical settings.

The role of fibrinogen and related proteins in
clot formation

A 62-year-old 110-kg man underwent first-time cardiac surgery with
a valve sparing aortic root replacement. Preoperative medications in-
cluded a statin and beta-blocker. Intraoperatively, 52 000 units of hep-
arinwere administered and reversedwith 250mg of protamine. Hewas
empirically transfused plasma (4 units) and pheresed platelets (2 units)
for bleeding. In the intensive care unit (ICU) he was warm, hemody-
namically stable, but bleeding;150 mL/h. Coagulation tests obtained
on ICU arrival included activated clotting time, 120 seconds; platelet
count, 115 000; international normalized ratio, 1.3; partial thrombo-
plastin time (PTT), 37 seconds; and fibrinogen, 120 mg/dL (1.2 g/L).

Question: What therapy should be considered to treat

the bleeding?

Fibrinogen is a hepatically synthesized 340-kDa plasma glycoprotein
that is the substrate for thrombin, plasmin, and factor XIIIa, with a half-
life of 3 to 5 days.11 Following tissue injury, fibrinogen is cleaved by

thrombin and generates soluble fibrin monomers that create a net that
entraps red blood cells (RBCs) to form a clot. The fibrin polymers are
cross-linked by factor XIIIa, improving clot strength and preventing
fibrinolysis. Fibrinogen also binds to platelet glycoprotein IIb/IIIa
receptors to promote platelet aggregation, further facilitating cross-
linking and clot stabilization. Thus, fibrinogen is a critical component
and substrate for clot formation, amplification, and strength.

Fibrinogen circulates at the highest concentration of the plasma
coagulation factors. Following substantial blood loss and hemorrhage,
hypofibrinogenemia occurs because of hemodilution from volume
replacement and consumption by clot formation or as a result of
disseminated intravascular coagulation.12-14 Thus, fibrinogen sup-
plementation to restore plasma levels is an important component
for normalizing clot formation in bleeding patients. Other co-
agulation factor levels are also diminished, resulting in complex co-
agulopathies in patients with substantial hemorrhage following surgery,
trauma, and/or extracorporeal circulation. FactorXIII (FXIII) deficiency
because of dilutional changes or consumption may also develop, con-
tributing to bleeding perioperatively.15-17 Studies using thromboelas-
tography to measure clot strength in FXIII-deficient plasma have
demonstrated that changes in FXIII activity significantly increase
clot strength.18 Therapeutic considerations in coagulopathic bleeding
patients should therefore be multimodal, including not only fibrinogen
replacement therapy but also addressing related coagulation abnormal-
ities, such as antifibrinolytic therapy, and replenishing other factors.19,20

Target levels of fibrinogen for repletion

Question: What is the target level for increasing fibrinogen in

the surgical and postoperative patient?

Normal reported fibrinogen levels vary but are generally considered
to range from 2.0 to 4.5 g/L (200 to 450 mg/dL) and are increased in
certain clinical settings such as pregnancy.5,21-23 Hypofibrinogenemia
is reported to be a risk factor for hemorrhage in clinical scenarios
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including cardiovascular surgery,1,24 obstetrics,25-27 and trauma.28,29

The critical level of fibrinogen depends onmultiple factors and clinical
situations, and clinical studies are underway to better define target
levels.30 Thefirst report, from1987, included 36 patientswithmassive
hemorrhage and suggested that problems in hemostasis occurredwhen
fibrinogenwas,1.0 g/L.31Clinicians still believe this is the threshold;
however, increasing studies and consensus recommendations have
revised target levels to at least 1.5 to2.0g/Lwith additional prospective,
randomized studies underway.19,20,32-34

Many clinicians do not monitor fibrinogen levels with active
bleedingormaybelieve the critical level to treat is 1.0 g/L, derived from
nonbleeding patients with congenital fibrinogen deficiency. Addition-
ally, fibrinogen concentrations ,1.0 g/L affect clot-based laboratory
tests, including prothrombin time (PT) or activated PTT.35 Previous
guidelines following trauma or for surgery recommend a target of
;1.0 g/L.36,37 Current studies and consensus guidelines suggest higher
target levels in certain perioperative settings, including cardiovascular
surgery, trauma, and other scenarios.19,20,25,32,33,38

Point-of-care coagulation testing using viscoelastic measurements
of clot strength (maximal amplitude/maximum clot firmness [MCF])
is dependent on fibrinogen concentration.35,39 In vitro, a threshold of
2.0 g/L is required to optimize clot formation.9 However, studies report
fibrinogen supplementation in surgical patients at higher levels.1,34,40,41

More recent European trauma guidelines from2013 recommendfibrin-
ogen administration at levels,1.5 to2.0g/L.20 In other settings, suchas
pregnancy, different therapeutic thresholds may need to be considered.
In peripartum patients, fibrinogen levels increase to 500 to 600 mg/dL
(5-6 g/L), and levels,2.0 g/L are considered to be highly predictive for
risk of postpartum hemorrhage (PPH).5,25

Measuring fibrinogen levels

Question: What are the different ways to measure fibrinogen in

the surgical bleeding patient?

Most assays used to measure plasma fibrinogen concentrations are
functional assays that determine clot formation using either spectro-
scopic or viscoelastic clot detection. The Clauss assay uses citrated
plasma to which thrombin is added, and the clot formation time is
recorded via spectroscopic analysis.42 Thromboelastometry (ROTEM;
TEM International, Munich, Germany) and thromboelastography
(TEG; Haemonetics Corp., Braintree, MA) are increasingly used as
point-of-care devices in perioperative settings and trauma that are
modified to determine a functional fibrinogen levels using platelet
activation inhibitors (cytochalasin or abciximab). Fibrinogen concen-
tration based on Clauss measurements may be falsely decreased with
direct thrombin inhibitors,43 falsely elevated with starch solutions,44

and optical or turbidometric detection methods can be affected more
than the mechanical detection methods.45

Fibrinogen repletion

Question: What products can be used to replete fibrinogen

levels in a bleeding patient?

Fibrinogen supplementation is based on the availability of cryoprecip-
itate and/or fibrinogen concentrates in individual countries. In many
European countries (except the United Kingdom), lyophilized
fibrinogen concentrates are used primarily, whereas cryoprecipitate

and plasma are used in NorthAmerica, the United Kingdom, and some
European countries. Fibrinogen therapy using plasma, cryoprecipitate,
and fibrinogen concentrates as a source of supplementation has been
recently reviewed.30

Plasma

Plasma is transfused extensively in trauma and surgical patients.46

However, recent systematic reviews suggest there is no benefit formost
clinical indications, except in trauma,46-49 and some studies report
increasedmorbidity associated with its use.50,51 Different plasma prep-
arations are available and used including single-donor fresh frozen
plasma (FFP), plasma frozenwithin 24 hours of collection, and thawed
plasma (usedwithin 5 days of initial thaw); however, these products are
not ideal sources for repletion, as fibrinogen concentrations can vary
from 1 to 3 g/L.30 Transfusing plasma for fibrinogen repletion also
requires large volumes that may be helpful for patients with trauma-
induced coagulopathy who are bleeding and require volume replace-
ment. A dose of 12.2 mL/kg increases plasma fibrinogen levels only
0.4 g/L, whereas 33.5 mL/kg increases levels by 1.0 g/L.52

Despite this information, clinicians continue to use plasma therapy
for fibrinogen supplementation. A recent analysis evaluated the evidence
for plasma use compared with fibrinogen concentrates from studies
reporting bleeding, transfusion requirements, and fibrinogen levels in
patients given plasma or fibrinogen concentrates in trauma or surgical
settings.53 The authors found 70 plasma and 21 fibrinogen concentrate
studies, mostly derived from observational data. The benefits or efficacy
of plasma were inconsistent, with improved outcomes in 28% of the
studies comparedwithworse outcomes in22%of the studies.Theauthors
noted a reduction of mortality in 50% of the massive bleeding or trauma
patient studies, and increased mortality in 20% of nonmassive bleeding
and surgical patients. The fibrinogen concentrate data included only 5
studies in which fibrinogen concentrate was assessed vs a comparator, of
which 70% had improved outcomes. Overall, the risk of transfusion-
associated circulatory overload and inability to replete fibrinogen levels
precludes plasma as an effective therapy. Fibrinogen concentrates or
cryoprecipitate are more effective at fibrinogen repletion.34,41

Cryoprecipitate

Cryoprecipitate, discovered by Judith Graham Pool, was used for
treating patients with hemophilia A before the availability of lyoph-
ilized clotting factor concentrates.54 Cryoprecipitate is obtained
by thawing FFP at 1°C to 6°C, centrifugation, and resuspending the
precipitated proteins in plasma and refreezing.55 Cryoprecipitate also
contains fibrinogen, von Willebrand factor, and FXIII and is used ex-
tensively as a fibrinogen source. Each unit of cryoprecipitate contains
;200 to 250 mg of fibrinogen, and a standard dose is 8 to 10 units for
adults, although fibrinogen concentration can vary among units.56

Cryoprecipitate repletes fibrinogen but is also used for deficiencies in
von Willebrand factor and FXIII.

Because cryoprecipitate therapy is a multidonor product with no
antiviral processing, it is not available in some countries because of
safety concerns.57 However, alternatives to cryoprecipitate may not be
available in all countries. Cryoprecipitate needs to be inventoried ac-
cording to blood group compatibility and requires time for thawing
and pooling before transfusion. Although widely used, studies and/or
evidence for its use are limited.58Guidelines suggest that cryoprecipitate
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should not be used to control bleeding related to low fibrinogen levels
if specific factor concentrates are available.59

Fibrinogen concentrates

Commercial fibrinogen concentrates are available as pasteurized,
lyophilized products from pooled donors that undergo purification,
viral inactivation, and removal processes and do not require cross-
matching.30,60 Fourfibrinogen concentrates are currently approved and
have been reviewed by both Levy et al30 and Franchini and Lippi.61

Haemocomplettan/RiaSTAP (CSL Behring) is the only fibrinogen
concentrate globally available and is licensed in some countries for
multiple indications including treating acute bleeding episodes with
hypofibrinogenemia.

Fibrinogen dosing

Question: What dosing strategies and/or testing should be

considered in a bleeding patient?

Fibrinogen can be dosed based on the level of bleeding and initial
fibrinogen concentration. Where licensed for use perioperatively, 1 to
2 g should be administered initially if bleeding is accompanied by
suspected low fibrinogen concentrations or function.19,30 However,
dosing shoulddependonbleeding status and laboratoryor point-of-care
test results. The increasing use of point-of-care testing in trauma and
surgery with ROTEM/TEG facilitates targeted coagulation factor
repletion.62,63 The FIBTEM test (ROTEM device) has been used
extensively to determine fibrinogen levels and calculate dosing as
reported in clinical trials.1,34,64 Maximal amplitude, an equivalent
parameter toMCF, can bemeasured using a functional fibrinogen assay
on the TEG device. The fibrinogen dose can be calculated as follows:
Fibrinogen concentrate dose (g)5 [target FIBTEMMCF (mm) – actual
FIBTEMMCF (mm)]3 [body weight (kg)/70]3 0.5 g/mm.

Normal MCF values are 9 to 25 mm that correlate with normal
fibrinogen levels65; however, a target MCF of 22 mm has been used
in aortic surgery patients (achieved using mean fibrinogen doses of
5.7 g).40 In the algorithm byWeber, 25mg/kg fibrinogen concentrate is
recommended if EXTEM A10 and FIBTEM A10 are below 40 mm
and8mm, respectively.66 If FIBTEMA10 is,6mmandEXTEMA10
is ,40 mm, the recommended dose increases to 50 mg/kg.66 Dosing
strategies are reviewed in Table 1. Of interest is a publication by

Collins, who developed a model that evaluates increasing fibrinogen
levels by either plasma, cryoprecipitate, or fibrinogen concentrate.67

There is a perceived risk of triggering a thromboembolic event as-
sociated with fibrinogen supplementation, and that administering
excessive fibrinogen, particularly with high thrombin generation,
may increase the risk of systemicmicrothrombogenicity. However,
post hoc analysis of a randomized clinical trial offibrinogen concentrate
reported fibrinogen supplementation was not associated with signifi-
cant alterations of hemostatic parameters.68 In a porcine model, there
were no reports of hypercoagulability or thromboembolism following
treatment with fibrinogen levels up to 600 mg/kg.10

Clinical studies evaluating the role of
fibrinogen therapy

Question: What is the data supporting fibrinogen repletion in

surgical, trauma, and postoperative patients?

Fibrinogen repletion, primarily with the use of fibrinogen concentrates
for acquired bleeding, has been reported in clinical settings including
surgery, trauma, and obstetrics (reviewed by Levy et al30).

Trauma

Fibrinogen levels are decreased in trauma patients on admission
and are associated with poor outcomes.69 Fibrinogen repletion is in-
creasingly used as hemostatic treatment of trauma-induced coagulop-
athy, especiallywith concentrates.62,70However, hypovolemic patients
are initially resuscitated with plasma following a massive transfusion
protocol. Additional therapy includes measuring fibrinogen levels
and specific repletion as part of a subsequent multimodal therapy
that includes antifibrinolytic therapy with tranexamic acid, surgical
correction, and other therapies.

Fibrinogen and other factor concentrates are increasingly being
studiedand reported in surgical and traumaalgorithmsasamanagement
protocol for treating hemorrhage. Goal-directed coagulation manage-
ment using fibrinogen concentrates and PCCs improved survival rates
as compared with those predicted by the Trauma Injury Severity Score
in a retrospective report of 131 patients.63 Another retrospective report
included 601 patients receiving FFP without factor concentrates and
noted greater transfusion requirements with RBCs or platelet con-
centrates compared with 80 trauma patients who received fibrinogen

Table 1. Fibrinogen dosing recommendations in published algorithms

Reference Clinical setting Trigger for administering fibrinogen concentrate Fibrinogen dose

66 Cardiac surgery Using conventional laboratory measures:,200 mg/dL (,2 g/L) 25 mg/kg

,150 mg/dL (,1.5 g/L) 50 mg/kg

Using POC: EXTEM A10 ,40 mm and FIBTEM A10 ,8 mm 25 mg/kg

EXTEM A10 ,40 mm and FIBTEM A10 ,6 mm 50 mg/kg

EXTEM A10 ,40 mm and FIBTEM A10 ,4 mm 75 mg/kg

EXTEM A10 ,30 mm and FIBTEM A10 ,4 mm 75 mg/kg 1 2 PC 1 0.4 mg/kg DDAVP

74 Trauma FIBTEM CA10 ,7 mm 2-6 g

EXTEM CA10 ,30 mm 6-8 g and PCC 20-30 U/kg BW

100 Liver transplantation Massive diffuse bleeding and EXTEM MCF ,25 mm Fibrinogen concentrate,* PC and PCC

EXTEM MCF ,35 mm and FIBTEM MCF ,8 mm 25 mg/kg (or cryoprecipitate); 50 mg/kg if FIBTEM MCF,4 mm

EXTEM MCF ,45 mm and FIBTEM MCF ,8 mm 25 mg/kg (or cryoprecipitate); 50 mg/kg if FIBTEM MCF,4 mm

A10, clot amplitude on ROTEM after 10 minutes; BW, bodyweight; CA, clot amplitude; DDAVP, 1-desamino-8-D-arginin-vasopressin; EXTEM, tissue factor-activated
clotting test based on ROTEM; FIBTEM, EXTEM-based clotting assay with cytochalasin for evaluating fibrinogen levels; PC, platelet concentrate; PCC, prothrombin complex

concentrate; POC, point of care.
*Dose not specified.
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concentrate and/or PCC.71 A prospective evaluation of 144 patients
with major blunt trauma also reported coagulation factor concentrates
corrected coagulopathy and reduced RBC and platelet transfusion
compared with those receiving FFP, and fewer patients developed
multiorgan failure.72However, overallmortalitywas not reducedwith
fibrinogen concentrates in another retrospective study of 294 trauma
patients.73

Current European guidelines for managing bleeding in trauma
patients with fibrinogen levels,1.5 to 2.0 g/L recommend an initial
fibrinogen concentrate dose of 3 to 4 g, with further dosing guided by
laboratory testing.20 There are additional studies underway, including
prospective management protocols (Schöchl et al74) and 2 ongoing
European trials of fibrinogen concentrates in trauma. However, multi-
modal approaches are important to consider, including the use of
antifibrinolytic agents.

Cardiovascular surgery

Cardiovascular surgical patients bleed because of multiple coagulation
defects associated with cardiopulmonary bypass (CPB), tissue injury,
and dilutional changes.75 Multiple risk factors significantly influence
bleeding including reoperation, type of surgical procedure (aortic root
replacement, multiple valve replacements), CPB time, renal dysfunction,
and factors unique to this patient population.76Additionally, cardiac
surgerypatientshavehemostatic changes consistentwith disseminated
intravascular coagulation, including elevatedD-dimers, lowfibrinogen,
increasedPTandPTT, thrombocytopenia, and lowantithrombin levels.
However, preoperativefibrinogen levels are reported to be an indepen-
dent predictor of postoperative bleeding and transfusion requirement
after coronary artery bypassgrafting surgery.77 Preoperativefibrinogen
concentrations,3 g/L are reported to increase perioperative blood loss
and transfusion requirements after coronary artery bypass grafting.77

In a prospective, observational study of 1956 patients undergoing
cardiac surgery, fibrinogen levels on ICU admission were lower in
bleeding patients (2.56 0.8 g/L and 2.16 0.8 g/L in the control and

excessive bleeding groups, respectively) and were a predictor of
bleeding.78 Studies also suggest fibrinogen repletion will reduce
bleeding and the need for allogeneic blood products.79 A prospective
study of fibrinogen concentrates in 61 patients with bleeding post-CPB
noted fibrinogen reduced transfusions compared with placebo (2 U vs
13 U, respectively), and transfusion avoidance was achieved in half
of the patients.1 Other prospective and retrospective cardiac surgical
studies, including high-risk ascending aortic replacement surgery,
report that fibrinogen repletionwith concentrates reduces postoperative
bleeding and allogeneic blood product administration.34,40,64,79,80

Placebo controlled, randomized studies are currently underway to
evaluate the role of fibrinogen repletion inmajor aortic surgery, and the
results are eagerly awaited from a recently completed study (http://
clinicaltrials.gov/show/NCT01475669). There is also a need to further
evaluate several recent studies demonstrating significant reductions in
bleeding and allogeneic transfusion using fibrinogen concentrates.

Obstetric hemorrhage

PPH is an important cause of maternal mortality and a growing focus
for clinical trials.81,82 Following a comprehensive literature review,
an expert panel defined severe persistent (ongoing) PPH as “active
bleeding.1000mLwithin the 24 hours following birth that continues
despite the use of initial measures including first-line uterotonic agents
and uterine massage.”83 Multiple studies report fibrinogen as an im-
portant predictor of PPH and of progression to severe PPH.25,26 Re-
duced levels of fibrinogen were associated with the progression of
PPH in a cohort study of 356women.27 Lowerfibrinogen andFIBTEM
A5 values were associated with more prolonged bleeds, need for
invasive procedures, longer time in high dependency unit, and earlier
transfusion, especially when FIBTEM was ,10 mm or fibrinogen
,2 g/L. In a study of 128 women with PPH requiring uterotonic
prostaglandin infusion, 50/128 women had severe PPH defined by
a hemoglobin drop of.4 g/dL, 4 or more RBC transfusions, need for
surgical or arterial embolization procedure, ormortality.25 Patientswith

Figure 1. Fibrinogen algorithm. Suggested manage-

ment strategy for the bleeding patient with a focus on
fibrinogen measurement and repletion strategies.
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severe PPH had significantly lower fibrinogen and prolonged PT.
Fibrinogen was the only laboratory value associated with severe PPH,
and the risk was 2.63-fold higher for each 1-g/L decrease.25 The
negative predictive value of fibrinogen .4 g/L was 79%, and the
positive predictive value of#2 g/L was 100%. A case control study
including 3 groups of women after a first pregnancy (severe PPH,
nonsevere PPH, and asymptomatic controls; 317 in each group)
observed that fibrinogen levels ,2 g/L were independently asso-
ciated with a significant risk of severe PPH.26 An additional report
evaluating the specificity of fibrinogen levels,2 g/L for predicting
severe PPH was ;99%, and the odds ratio was;12.84 A prospec-
tive analysis for the need for embolization or surgical interventions
for severe PPH on ICU admission reported that a fibrinogen level
,2 g/L was an independent predicator.85 Additional analysis of 456
patientswithPPH.1500mLreportedfibrinogen levels correlatedwith
blood loss.86

Further studies in PPH report that fibrinogen concentrate therapy is
important in patients with hypofibrinogenemia.6 Initial fibrinogen
levels below 2 g/L inwomenwith PPH are associatedwithmore severe
hemorrhage. In these emergency settings, fibrinogen concentrate
allows rapid therapy without blood type matching; however, there are
limited data and no published randomized clinical trials in this setting.
TheFIB-PPHtrial investigated if earlyfibrinogenconcentrate treatment
reduced transfusions in PPH.87 This randomized, placebo-controlled,
double-blind trial included patients after vaginal delivery with acute
blood losses, as follows: $500 mL following manual removal of
placenta; $1000 mL following manual exploration of the uterus
postpartum; or a perioperative blood loss $1000 mL following
Cesarean section. Patients received 2 g of fibrinogen concentrate or
placebo and were monitored using standard coagulation tests. A re-
duction of allogeneic blood product administrationwas the primary end
point. This study was completed in July 2013, and the results are
eagerly awaited. A separate and ongoing trial (Fib2; EudraCT: 2012-
005511-11) aims to establish whether giving fibrinogen concentrate
reduces blood loss and the amount of allogeneic blood product admin-
istration compared with placebo.

Orthopedic surgery

Orthopedic surgery is associated with blood loss and risk of dilutional
coagulopathy and impaired fibrin polymerization.88 In a prospective

study of 66 patients, repletion with fibrinogen concentrate maintained
clotfirmness.89 In another studyof children undergoing surgical cranio-
synostosis repair, repeated fibrinogen doses restored hemostasis
without additional need for transfusions.90 In a similar study, using
a ROTEM-assisted algorithm, factor concentrates reduced intra-
operative transfusion requirements.91

Summary

Fibrinogen is a critical hemostatic protein required for both pre-
vention and treatment of bleeding. Fibrinogen levels can best be
repleted with either cryoprecipitate (containing fibrinogen, factor
VIII, vonWillebrand factor, and FXIII) or a commercial fibrinogen
concentrate. An increasing number of studies have examined the
role of fibrinogen as a therapeutic target, for its use in acquired
coagulopathies. Therapy in the bleeding patient should be multi-
modal to include repletion of other coagulation proteins, anti-
fibrinolytic agents, and blood products including platelets and
RBCs as needed.93-100 Fibrinogen concentrate represents an important
option for treating coagulopathic bleeding, allowing reduction of
allogeneic blood product transfusion. Furthermulticenter studies in
a variety of clinical settings are needed to determine optimal dosing
strategies and target thresholds for fibrinogen therapy. An algorithm
with suggested management strategies for the bleeding patient with
a focus on fibrinogen measurement and repletion strategies is in-
cluded in Figure 1.
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80. Solomon C, Schöchl H, Hanke A, et al.
Haemostatic therapy in coronary artery bypass
graft patients with decreased platelet function:
comparison of fibrinogen concentrate with
allogeneic blood products. Scand J Clin Lab
Invest. 2012;72(2):121-128.

81. Hazra S, Chilaka VN, Rajendran S, Konje JC.
Massive postpartum haemorrhage as a cause of
maternal morbidity in a large tertiary hospital.
J Obstet Gynaecol. 2004;24(5):519-520.

82. Zhang WH, Alexander S, Bouvier-Colle MH,
Macfarlane A; MOMS-B Group. Incidence of
severe pre-eclampsia, postpartum haemorrhage
and sepsis as a surrogate marker for severe
maternal morbidity in a European population-
based study: the MOMS-B survey. BJOG. 2005;
112(1):89-96.

83. Abdul-Kadir R, McLintock C, Ducloy AS, et al.
Evaluation and management of postpartum
hemorrhage: consensus from an international
expert panel. Transfusion. 2014;54(7):
1756-1768.

84. Cortet M, Deneux-Tharaux C, Dupont C, et al.
Association between fibrinogen level and
severity of postpartum haemorrhage: secondary
analysis of a prospective trial. Br J Anaesth.
2012;108(6):984-989.

85. Gayat E, Resche-Rigon M, Morel O, et al.
Predictive factors of advanced interventional
procedures in a multicentre severe postpartum
haemorrhage study. Intensive Care Med. 2011;
37(11):1816-1825.

86. de Lloyd L, Bovington R, Kaye A, et al. Standard
haemostatic tests following major obstetric
haemorrhage. Int J Obstet Anesth. 2011;20(2):
135-141.

87. Wikkelsoe AJ, Afshari A, Stensballe J, et al. The
FIB-PPH trial: fibrinogen concentrate as initial
treatment for postpartum haemorrhage: study
protocol for a randomised controlled trial. Trials.
2012;13:110.

88. Innerhofer P, Fries D, Margreiter J, et al. The
effects of perioperatively administered colloids
and crystalloids on primary platelet-mediated
hemostasis and clot formation. Anesth Analg.
2002;95(4):858-865.

89. Mittermayr M, Streif W, Haas T, et al. Hemostatic
changes after crystalloid or colloid fluid
administration during major orthopedic surgery:
the role of fibrinogen administration. Anesth
Analg. 2007;105(4):905-917.

90. Haas T, Fries D, Velik-Salchner C, Oswald E,
Innerhofer P. Fibrinogen in craniosynostosis
surgery. Anesth Analg. 2008;106(3):725-731.

91. Haas T, Goobie S, Spielmann N, Weiss M,
Schmugge M. Improvements in patient blood
management for pediatric craniosynostosis
surgery using a ROTEM(!)-assisted strategy –
feasibility and costs. Paediatr Anaesth. 2014;
24(7):774-780.

92. Chambers LA, Chow SJ, Shaffer LE. Frequency
and characteristics of coagulopathy in trauma
patients treated with a low- or high-plasma-
content massive transfusion protocol. Am J Clin
Pathol. 2011;136(3):364-370.

93. Levy JH, Dutton RP, Hemphill JC III, et al;
Hemostasis Summit Participants. Multidisciplinary
approach to the challenge of hemostasis. Anesth
Analg. 2010;110(2):354-364.

94. Tanaka KA, Taketomi T, Szlam F, Calatzis A,
Levy JH. Improved clot formation by combined
administration of activated factor VII
(NovoSeven) and fibrinogen (Haemocomplettan
P). Anesth Analg. 2008;106(3):732-738.

95. Goodnough LT, Shander A. Patient blood
management. Anesthesiology. 2012;116(6):
1367-1376.

96. The CRASH-2 collaborators. The importance of
early treatment with tranexamic acid in bleeding
trauma patients: an exploratory analysis of the
CRASH-2 randomised controlled trial. Lancet.
2011;377(9771):1096-1101, 1011.e1-1101.e2.

97. CRASH-2 trial collaborators. Effects of
tranexamic acid on death, vascular occlusive
events, and blood transfusion in trauma patients
with significant haemorrhage (CRASH-2):
a randomised, placebo-controlled trial. Lancet.
2010;376(9734):23-32.

98. Ducloy-Bouthors AS, Jude B, Duhamel A, et al;
EXADELI Study Group. High-dose tranexamic
acid reduces blood loss in postpartum
haemorrhage. Crit Care. 2011;15(2):R117.

99. Levy JH. Antifibrinolytic therapy: new data and
new concepts. Lancet. 2010;376(9734):3-4.

100. Görlinger K. Coagulation management
during liver transplantation [in German].
Hamostaseologie. 2006;26(3, suppl 1):S64-S76.

BLOOD, 26 FEBRUARY 2015 x VOLUME 125, NUMBER 9 FIBRINOGEN: A THERAPEUTIC TARGET FOR HEMOSTASIS 1393

For personal use only.on March 2, 2015. by guest  www.bloodjournal.orgFrom 

http://www.bloodjournal.org/
http://www.bloodjournal.org/site/subscriptions/ToS.xhtml


online December 17, 2014
 originally publisheddoi:10.1182/blood-2014-08-552000

2015 125: 1387-1393
 
 

Jerrold H. Levy and Lawrence T. Goodnough
 
How I use fibrinogen replacement therapy in acquired bleeding
 

http://www.bloodjournal.org/content/125/9/1387.full.html
Updated information and services can be found at:

 (820 articles)Thrombosis and Hemostasis    
 (147 articles)How I Treat    

 (2988 articles)Free Research Articles    
 (4040 articles)Clinical Trials and Observations    

Articles on similar topics can be found in the following Blood collections

http://www.bloodjournal.org/site/misc/rights.xhtml#repub_requests
Information about reproducing this article in parts or in its entirety may be found online at:

http://www.bloodjournal.org/site/misc/rights.xhtml#reprints
Information about ordering reprints may be found online at:

http://www.bloodjournal.org/site/subscriptions/index.xhtml
Information about subscriptions and ASH membership may be found online at:

  
Copyright 2011 by The American Society of Hematology; all rights reserved.
of Hematology, 2021 L St, NW, Suite 900, Washington DC 20036.
Blood (print ISSN 0006-4971, online ISSN 1528-0020), is published weekly by the American Society

For personal use only.on March 2, 2015. by guest  www.bloodjournal.orgFrom 

http://www.bloodjournal.org/content/125/9/1387.full.html
http://www.bloodjournal.org/cgi/collection/clinical_trials_and_observations
http://www.bloodjournal.org/cgi/collection/free_research_articles
http://www.bloodjournal.org/cgi/collection/how_i_treat
http://www.bloodjournal.org/cgi/collection/thrombosis_hemostasis
http://www.bloodjournal.org/site/misc/rights.xhtml#repub_requests
http://www.bloodjournal.org/site/misc/rights.xhtml#reprints
http://www.bloodjournal.org/site/subscriptions/index.xhtml
http://www.bloodjournal.org/site/subscriptions/ToS.xhtml
http://www.bloodjournal.org/site/subscriptions/ToS.xhtml
http://www.bloodjournal.org/
http://www.bloodjournal.org/site/subscriptions/ToS.xhtml

