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Abstract
Retrograde autologous priming (RAP) has been routinely applied in cardiac pediatric cardiopulmonary bypass (CPB). However,
this technique is performed in pediatric patients weighing more than 20 kg, and research about its application in pediatric patients
weighing less than 20 kg is still scarce. This study explored the clinical application of RAP in CPB in pediatric patients undergoing
cardiac surgery. Sixty pediatric patients scheduled for cardiac surgery were randomly divided into control and experimental groups.
The experimental group was treated with CPB using RAP, while the control group was treated with conventional CPB (priming
with suspended red blood cells, plasma and albumin). The hematocrit (Hct) and lactate (Lac) levels at different perioperative timepoints, mechanical ventilation time, hospitalization duration, and intraoperative and postoperative blood usage were recorded.
Results showed that Hct levels at 15 min after CPB beginning (T2) and at CPB end (T3), and number of intraoperative blood
transfusions were signiﬁcantly lower in the experimental group (Po0.05). There were no signiﬁcant differences in CPB time, aortic
blocking time, T2-Lac value or T3-Lac between the two groups (P40.05). Postoperatively, there were no signiﬁcant differences in
Hct (2 h after surgery), mechanical ventilation time, intensive care unit time, or postoperative blood transfusion between two
groups (P40.05). RAP can effectively reduce the hemodilution when using less or not using any banked blood, while meeting the
intraoperative perfusion conditions, and decreasing the perioperative blood transfusion volume in pediatric patients.
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Introduction
With the increasing number of performed cardiac
surgeries, priming technique in cardiopulmonary bypass
(CPB) has become an important area of research. Complex
cardiovascular surgery will often require a large amount of
banked blood or blood products, which are commonly
limited, and may cause immune response problems, virus
dissemination, and others. This encourages physicians to
explore blood conservation measures that can reduce the
need for allogeneic blood transfusion. At the same time,
priming of conventional crystal solution in CPB will inevitably
cause serious hemodilution and reduction of plasma colloid
osmotic pressure, which will produce adverse effects (1–4).
It has been demonstrated that the applications of retrograde
autologous priming (RAP) in adult rheumatic heart disease
and cardiac surgeries for coronary heart diseases can
improve the hematocrit (Hct) level, reduce postoperative
chest drainage volume and allogeneic blood transfusion,
indicating that RAP is a safe and cost-effective blood
conservation technique (5–8). The application of RAP in
pediatric CPB can reduce priming volume, and keep a high
Hct level during trans-instrument process (9). However, this
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procedure is carried out in pediatric patients with more
than 20 kg, and research about its application in pediatric
patients with less than 20 kg is still scarce. In infants and
young children blood volume is small, and therefore the
effect of RAP on hemodynamic is greater than in adults.
Therefore, the application of RAP to infants and young
children is limited.
Our research center has been successfully applying
RAP to adults and children 420 kg. We believe that, as
blood volume of infants is less than of adults, moderately
reducing the volume of priming solution could result in an
improved outcome in mitigating the hemodilution. In this
study, we applied RAP in CPB in pediatric patients with
body weight within 15 and 20 kg, and investigated whether
it can reduce the perioperative blood transfusion volume.

Subjects and Methods
Subjects
This study was approved by the ethics committee of
Zhengzhou University and written informed consent was
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Figure 1. CONSORT diagram describing study
ﬂow of the participants through enrolment, allocation,
follow-up and analysis phases of the trial.

obtained from the patients or their families. One hundred
pediatric patients with congenital heart disease, admitted
to the Department of Cardiac Surgery, First Afﬁliated
Hospital of Zhengzhou University, who required CPB from
September 2013 to June 2014, were invited to participate.
Inclusion criteria were: body weight of 15–20 kg; preoperative hemoglobin (HB) level higher than, or equal to
100 g/L; and were elective for CPB intracardiac correction.
Exclusion criteria were: CPB longer than 120 min and
exhibited difﬁculties in removing treatment instruments.
According to the above criteria, a total of 60 patients were
included. For this single-blind experiment, the patients
were divided in control group (n=33) and the experimental

group (n=27) using the random number table technique.
Among the control group, 12 patients were submitted
to auricular septal defect repairing (ASDR), 19 patients
were submitted to ventricular septal defect repairing
(VSDR), and 2 patients had tetralogy of Fallot (TOF) repair.
Among the experimental group, 11 patients had ASDR,
14 patients had VSDR, and 2 patients had endocardial
cushion defect procedure. All patients in the control group
completed the surgery, while 1 patient in the experimental group was excluded because the operation time was
longer than 120 min. The CONSORT diagram is shown
in Figure 1. The general information of the two groups is
shown in Table 1.

Table 1. General information of participants.
Index
Age (months)
Gender
Male
Female
Body weight (kg)
Preoperative urea nitrogen (M)
Preoperative creatinine (mM)
Pre-CPB Hct (%)
Pre-CPB Lac (mM)
Preoperative LVEF

Experimental group (n=26)

Control group (n=33)

P

49.92±20.07

50.09±19.50

0.97
0.73

15 (57.7%)
11 (42.3%)
16.23±2.08
3.97±0.59
29.92±4.72
35.72±2.20
1.04±0.26
67.15±4.60

18 (54.5%)
15 (45.5%)
16.88±1.90
4.11±0.60
29.97±4.25
35.93±2.23
0.95±0.26
69.49±1.90

0.22
0.38
0.97
0.72
0.20
0.11

CPB: cardiopulmonary bypass; Hct: hematocrit; Lac: lactate; LVEF: left ventricular ejection fraction. The two-sample
t-test was used for statistical analyses.
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Surgical methods
A longitudinal incision was performed at the sternum
median or the fourth right subaxillary rib, and the heart
was exposed. The ascending aorta and right atrium were
isolated, and the F14 and F20 pipe were inserted,
respectively, to connect CPB circuit (standard A type for
infants; composed by 3/8  1/4 inch pipeline; total volume
of 600 mL; Xijing Medical Supplies Co., Ltd., China), for
establishing the CPB. The infantile membrane oxygenator
(Xijing Medical Supplies Co., Ltd.) was used intraoperatively.
After body temperature was cooled to 34°C, the ascending
aorta was blocked, and the antegrade perfusion with 4oC
crystal cardioplegic solution (20 mL/kg) was performed,
followed by another intraoperative perfusion after 30 min
interval (1/2 of the ﬁrst volume). The cardiac blocking time
was 20–60 min. Iced saline gauze and ice crumbs were
placed on heart surface to protect myocardium. The CPB
continued to operate after ascending aorta was opened, for
a duration of not less than 1/4 of the aortic blocking time.
After surgery, patients were monitored and treated in the
intensive care unit (ICU).
RAP method
All children were actively supplemented with crystalloid or colloid solution before surgery, to avoid lack of
circulating blood volume due to fasting.
For the experimental group a sodium chloride compound priming solution was used to pre-ﬁll the circulation
pipes and exhaust air. After the patients were heparinized,
the aortic cannulation was connected, and the inner loop
and connecting pipe were opened, so that the blood inside
the arterial pipe could slowly return and replace the same
amount of priming solution (stored in a spare bag). When
the pipe from the pulmonary artery membrane to the aortic
cannulation site was completely ﬁlled with blood, the
arterial pipe was clamped. The vena cava cannulation was
connected, and the occlusion clamp of venous drainage
tube was slowly opened. The venous blood was used
to completely replace the liquid inside the venous tube.
Meanwhile, the same amount of liquid was pumped and
stored in a spare bag. During surgery, blood pressure,
electrocardiogram and blood oxygen saturation of patients
were closely monitored. If necessary, vasoactive agents
were used to reduce the adverse effect of RAP on
hemodynamics. If blood pressure dropped to o60 mmHg,
4–10 mg desoxyepinephrine was immediately injected iv to
elevate blood pressure. If no reaction on blood pressure was
achieved after desoxyepinephrine injection, the RAP was
immediately interrupted, and the priming with suspended red
blood cells, plasma and albumin was performed.
In the control group, the volume of banked blood was
calculated as follows: Volumebanked blood = 600  Hcttarget –
blood volume  (Hctpreoperative – Hcttarget)/Hctbanked blood.
The banked blood, 100 mL of plasma and 10 g of 25%
albumin were added to CPB circuit to replace the exact
volume of the priming solution.
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CPB management
The surgeries were performed using CPB machine from
Stocker S5, (Italy). During CPB operation, the exogenous
liquid input was reduced, and the conditions maintained as
follows: colloid osmotic pressure 412 mmHg, temperature
21–23°C, average blood pressure 440 mmHg, CPB ﬂow
120–150 mL/kg. When the average blood pressure
dropped to o40 mmHg, 4–10 mg desoxyepinephrine was
immediately iv injected to elevate blood pressure. When
CPB ﬂow dropped to o120 mL/kg, 20–30 mL of sodium
chloride compound solution was iv injected. If the CPB ﬂow
improved, with Hct 40.25, CPB operation was continued. If
CPB ﬂow did not improve, the operation was immediately
interrupted, and priming with suspended red blood cells,
plasma and albumin was performed. After CPB, the
ultraﬁltration and transfusion of blood products were used
according to the patient Hct level (target Hct 40.27) and
colloid osmotic pressure.
Observation of related indicators
Hct and lactate (Lac) levels were recorded before
surgery. During surgery, the CPB time, aortic blocking time
and the intraoperative blood transfusion were recorded. In
addition, Hct and Lac values at 15 min after the beginning
(T2) and at the end (T3) of CPB were recorded. After
surgery, the mechanical ventilation time, ICU time, hospitalization duration and postoperative blood transfusion were
recorded. In addition, the Hct value at 2 h after surgery (T4)
was recorded.
Statistical analysis
Statistical analysis was carried out using the SPSS17.0
software (SPSS Inc., USA). Data are reported as means
±SD. Comparisons between the two groups were performed
using the two-sample t-test. Po0.05 was considered to be
statistically signiﬁcant.

Results
Overall treatment outcome
One case in the experimental group was excluded
because the operation time was longer than 120 min. All
patients of the experimental group completed RAP, and
only 2 patients were administrated desoxyepinephrine
for unstable blood pressure. The experimental group
signiﬁcantly reduced priming amount, and 17 patients
had no allogeneic blood transfusion perioperatively, while
26 patients of the control group received allogeneic blood
transfusion. All patients were discharged successfully, and
exhibited no blood transfusion-induced complications
during hospitalization.
Comparison of general information
There were no signiﬁcant differences in gender, age,
body weight or other general information between two groups
(P40.05). Furthermore, the preoperative Lac, creatinine,
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Table 2. Intraoperative indicators between two groups.
Indicator
CPB time (min)
Aortic blocking time (min)
T2-Lac (mM)
T2-Hct (%)
T3-Lac (mM)
T3-Hct (%)
Intraoperative blood transfusion (n)

Experimental group (n=26)

Control group (n=33)

P

51.04±17.76
25.92±12.21
0.96±0.58
25.08±0.50
1.70±0.13
26.04±0.36
2

51.94±19.04
24.28±12.40
1.04±0.66
26.81±0.52
1.94±0.17
27.79±0.51
26

0.85
0.61
0.30
0.01
0.22
0.004
0.00

CPB: cardiopulmonary bypass; Hct: hematocrit; Lac: lactate; LVEF: left ventricular ejection fraction. T2: surgery
beginning time: T3: surgery end time. The two-sample t-test was used for statistical analyses.

urea nitrogen, left ventricular ejection fraction (LVEF) and
Hct levels between the two groups showed no signiﬁcant
difference (P40.05; Table 1).

levels in experimental group were higher than the control
group, but the difference was not signiﬁcant.

Discussion
Comparison of intraoperative indicators
There were no signiﬁcant differences of CPB time,
aortic blocking time, T2-Lac or T3-Lac between the two
groups (P40.05). However, the T2-Hct and T3-Hct values,
and intraoperative blood transfusion exhibited signiﬁcant
differences between the two groups (Po0.05; Table 2).
Hct levels in the experimental group were lower than those
in the control group, but still maintained at 40.25 (except
in two cases), which met the requirement for intraoperative blood management (Hct 40.25). In addition, the blood
gas results were normal, and there was no difference in
oxygen metabolism between the two groups, indicating
that hemodynamics was stable during CPB in both
groups. In order to further improve the Hct level (the
target being 40.27), the modiﬁed ultraﬁltration was
performed in both groups. According to the residual blood
volume in CPB circuit, the ultraﬁltration volume was set
as 300–450 mL.
Postoperative indicators
There was no signiﬁcant difference in T4-Hct value,
mechanical ventilation time, ICU time, hospitalization
duration or postoperative blood transfusion between the
two groups (P40.05; Table 3). At 2h postoperative, Hct

There exist various degrees of hemodilution in CPB,
which may exhibit advantages such as reduced peripheral
vascular resistance, improved microcirculation perfusion,
and reduced blood destruction. Excessive hemodilution may
lead to kidney damages and affect other organs’ perfusion.
Therefore, moderate hemodilution is an important part of
CPB management (10). Blood conservation has already
been vastly studied in CPB research, which includes
preoperative autologous preservation, intraoperative hemodilution, and autologous transfusion (11,12). Many years
of clinical trials, as well as the improvement of artiﬁcial
membrane oxygenators and CPB pipelines, resulted in the
progress of adult CPB, advancing from blood priming
to almost bloodless priming, currently. In pediatric CPB,
priming amount should be relatively larger. Therefore, the
need for allogeneic blood priming still cannot be avoided in
small children. However, apart from having a high risk for
immune response problems and disease transmission,
banked blood may have shortcomings such as decreased
erythrocyte deformability, hemolysis, acidosis, abnormal
inﬂammatory responses of white blood cells, and others
(13–15). Therefore, in recent years, studies are aiming at
reducing allogeneic blood priming in pediatric patients, and

Table 3. Postoperative indicators between two groups.
Indicator
T4-Hct (%)
Mechanical ventilation time (min)
ICU time (min)
Hospitalization duration (day)
Postoperative blood transfusion (n)

Experimental group (n=26)

Control group (n=33)

P

28.19±0.62
280.32±9.54
479.68±14.39
8.5±1.3
7

26.87±1.21
279.23±9.50
469.85±12.42
8.4±1.6
5

0.31
0.85
0.51
0.62
0.30

Hct: hematocrit level; ICU: intensive care unit. T4: 2hs after the end of surgery. The two-sample t-test was used
for statistical analyses.
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important progress has been achieved in children and
infants with enough body weight (420 kg).
This study targeted pediatric patients with body weight
within 15–20 kg. Our results indicated that the experimental group, which did not use banked blood, obtained
outcomes similar to the control group. Patients with body
weight o20 kg have less blood volume then necessary
for RAP, which would likely affect hemodynamic stability.
Therefore, to perform RAP, blood volume should be
positively supplemented before surgery, thus avoiding
inadequate circulating blood volume, caused by fasting.
During this operation, the patient’s blood pressure,
echocardiogram and oxygen saturation should be closely
monitored, and anesthesiologists, surgeons and CPB
physicians should cooperate closely. Vasoactive drugs should
be administered when necessary to reduce the adverse
effects of RAP towards hemodynamics. As for patients
who show poor heart functions, or signs of intolerance for
the RAP technique, the operation should be interrupted
promptly. Furthermore, this technique must consider the
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overall condition of the patients, and a combination with other
blood conservation methods, such as modiﬁed ultraﬁltration,
might be considered to achieve the best blood-protective
effects and improve prognosis (16,17). Successful implementation of the combined application of RAP and other bloodsaving methods has been reported (18,19).
In cardiac surgery, the probability of using allogeneic
blood in infants and young children is relatively higher
than in adults. At present, blood source is relatively limited,
therefore using less or not using any banked blood can be
an advantage. The successful application of RAP in children
with body weight o20 kg can result in satisfactory Hct levels
in CPB, and maintain stable hemodynamics. This can
effectively ease the situation of lack of banked blood, and
avoid the risk of various complications and infectious
diseases related to blood transfusion. In conclusion, RAP
can effectively reduce the hemodilution in CPB when using
less or not using any banked blood, while meeting the
intraoperative perfusion conditions, and decreasing the
perioperative blood transfusion volume in pediatric patients.

References
1. Gurbuz HA, Durukan AB, Tavlasoglu M, Yorgancioglu C.
eComment. Is retrograde autologous priming effective on
cerebral functions and haematocrit levels? Interact Cardiovasc
Thorac Surg 2013; 16: 783, discussion 783. doi: 10.1093/icvts/
ivt168.
2. Sun P, Ji B, Sun Y, Zhu X, Liu J, Long C, et al. Effects
of retrograde autologous priming on blood transfusion
and clinical outcomes in adults: a metaaanalysis. Perfusion
2013; 28: 238–243. doi: 10.1177/0267659112474861.
3. Trapp C, Schiller W, Mellert F, Halbe M, Lorenzen H, Welz A,
et al. Retrograde autologous priming as a safe and easy
method to reduce hemodilution and transfusion requirements
during cardiac surgery. Thorac Cardiovasc Surg 2015; 63:
628–634. doi: 10.1055/s-0035-1548731.
4. Vandewiele K, Bove T, De Somer FM, Dujardin D,
Vanackere M, De Smet D, et al. The effect of retrograde
autologous priming volume on haemodilution and transfusion
requirements during cardiac surgery. Interact Cardiovasc
Thorac Surg 2013; 16: 778–783. doi: 10.1093/icvts/ivt085.
5. Kearsey C, Thekkudan J, Robbins S, Ng A, Lakshmanan S,
Luckraz H. Assessing the effectiveness of retrograde autologous
priming of the cardiopulmonary bypass machine in isolated
coronary artery bypass grafts. Ann R Coll Surg Engl 2013; 95:
207–210. doi: 10.1308/003588413X13511609956859.
6. Reges RV, Vicente WV, Rodrigues AJ, Basseto S, Alves JL,
Scorzoni FA, et al. Retrograde autologous priming in
cardiopulmonary bypass in adult patients: effects on blood
transfusion and hemodilution. Rev Bras Cir Cardiovasc
2011; 26: 609–616. doi: 10.5935/1678-9741.20110052.
7. Severdija EE, Heijmans JH, Theunissen M, Maessen JG,
Roekaerts PH, Weerwind PW. Retrograde autologous
priming reduces transfusion requirements in coronary artery
bypass surgery. Perfusion 2011; 26: 315–321. doi: 10.1177/
0267659111408379.

Braz J Med Biol Res | doi: 10.1590/1414-431X20165138

8. Nanjappa A, Gill J, Sadat U, Colah S, Abu-Omar Y, Nair S. The
effect of retrograde autologous priming on intraoperative blood
product transfusion in coronary artery bypass grafting. Perfusion 2013; 28: 530–535. doi: 10.1177/0267659113491776.
9. Hou X, Yang F, Liu R, Yang J, Zhao Y, Wan C, et al.
Retrograde autologous priming of the cardiopulmonary
bypass circuit reduces blood transfusion in small adults: a
prospective, randomized trial. Eur J Anaesthesiol 2009; 26:
1061–1066. doi: 10.1097/EJA.0b013e32833244c8.
10. Sarnowski W, Ponizynski A, Lowicki Z, Dyszkiewicz W,
Paluszkiewicz L. [The effect of hemodilution and autotransfusion on diagnostic levels of digoxin in serum of patients
operated on with extracorporeal circulation]. Pol Tyg Lek
1994; 49: 564–565, 569.
11. Liu Y, Cui HJ, Tao L, Chen XF. [Clinical research of minimal
extracorporeal circulation in perioperative blood conservation of coronary artery bypass graft]. Zhonghua Wai Ke Za
Zhi 2011; 49: 307–310.
12. Ferraris VA, Brown JR, Despotis GJ, Hammon JW, Reece TB,
Saha SP, et al. 2011 update to the Society of Thoracic Surgeons
and the Society of Cardiovascular Anesthesiologists blood
conservation clinical practice guidelines. Ann Thorac Surg 2011;
91: 944–982. doi: 10.1016/j.athoracsur.2010.11.078.
13. Steiner ME, Ness PM, Assmann SF, Triulzi DJ, Sloan SR,
Delaney M, et al. Effects of red-cell storage duration on
patients undergoing cardiac surgery. N Engl J Med 2015;
372: 1419–1429. doi: 10.1056/NEJMoa1414219.
14. Stokes ME, Ye X, Shah M, Mercaldi K, Reynolds MW,
Rupnow MF, et al. Impact of bleeding-related complications
and/or blood product transfusions on hospital costs in
inpatient surgical patients. BMC Health Serv Res 2011; 11:
135. doi: 10.1186/1472-6963-11-135.
15. Redlin M, Habazettl H, Schoenfeld H, Kukucka M, Boettcher
W, Kuppe H, et al. Red blood cell storage duration is

Retrograde autologous priming in pediatric cardiac surgery

associated with various clinical outcomes in pediatric cardiac
surgery. Transfus Med Hemother 2014; 41: 146–151. doi:
10.1159/000357998.
16. Ruel MA, Rubens FD. Non-pharmacological strategies for
blood conservation in cardiac surgery. Can J Anaesth 2001;
48: S13-S23. doi: 10.1007/BF03028172.
17. McKay C. Perfusion approaches to blood conservation.
Semin Cardiothorac Vasc Anesth 2007; 11: 252–255. doi:
10.1177/1089253207311158.

Braz J Med Biol Res | doi: 10.1590/1414-431X20165138

6/6

18. Sutton SW, Duncan MA, Chase VA, Cheung EH, Hamman BL.
Leukocyte ﬁltration and miniature perfusion during arrested
heart CABG on a Jehovah’s Witness patient. Perfusion 2004;
19: 375–379. doi: 10.1191/0267659104pf773cr.
19. Brest van Kempen AB, Gasiorek JM, Bloemendaal K, Storm
van Leeuwen RP, Bulder ER. Low-prime perfusion circuit
and autologous priming in CABG surgery on a Jehovah’s
Witness: a case report. Perfusion 2002; 17: 69–72. doi:
10.1191/0267659102pf522cr.

