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1. Introduction
Widely used in surgical anesthesia, obstetric analgesia, –postoperative pain control and in
the treatment of chronic pain, epidural techniques are contraindicated in such conditions as
coagulopathy and other bleeding diathesis, patient refusal, hemodynamic instability,
increased intracranial pressure and local or systemic infection.
Contraindications for epidural analgesia are patient reluctance, bleeding diathesis,
hemodynamic instability, increased intracranial pressure and local or systemic infection.
Contraindications are listed in Table 1.
Coagulation defects may be inherited or acquired (Table 2).

2. Contraindications - Hemorrhage and coagulopathy, and patient refusal
2.1 Coagulation and regulation of thrombin generation
Blood coagulation is a physiologic defense mechanism which develops as a response to a
vascular damage and protects the integrity of the circulatory system. A hemostatic response
to a trauma is a series of complex and interrelated events that necessitate interaction of the
vessel wall, plasma proteins and platelets (Colman et al., 2001). This interaction results in
one of the three outcomes: Hemorrhage, an appropriate hemostasis or a pathologic
thrombosis (Hess & Lawson, 2006).
The cell-based coagulation method is frequently used today in understanding hemostasis.
This model is divided into initiation, amplification and propagation phases (Hoffman &
Monroe, 2001; Tanaka et al., 2009).
In the initiation phase, the surface of endothelium is activated by molecular or physical
(traumatic or surgical) signals and it becomes the focal point of the procoagulant activity.
The endogenous heparin molecule is removed from the surface of endothelium and the
anticoagulant molecules become subject to thrombomoduline and antithrombin down
regulation. A tissue factor is exposed to and the composition of endothelium surface
phospholipids changes. To initiate formation of a clot, the tissue factor (TF) recruits
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coagulation zymogen factor VII. Activated factor VII (VIIa) converts factor IX and factor X
into their active enzyme forms. Activated factor X(Xa) then converts prothrombin (fII) into
thrombin (fIIa) and factor V (fV) into factor Va (fVa) (Adams et al., 2007). Thrombin so
formed and fibrin which is formed from fibrinogen with the effect of thrombin are in very
small amounts.
Coagulopathy and other bleeding diathesis
Patient refusal
Hemodynamic instability
Increased intracranial pressure
Local or systemic infection
Pre-existing neurological disorders
Table 1. Epidural blockage contraindications
Inherited
Hemophilia A and Hemophilia B
von Willebrand disease
Factor V deficiency
Inherited disorders of platelet disfunctions
Inherited hemorrhagic telangiectasia
Inherited thrombophilia
Acquired
Vitamin K deficiency
Drug-associated hemorrhage
Drug-associated hemorrhage
Disseminated intravascular coagulation
The Coagulopathy of Massive Trauma
Idiopathic thrombocytopenic purpura
Table 2. Classification of Coagulation Defects
In the amplification phase of thrombus, activated platelets bind to endothelium, activate
factors V, XI and VIII and increase formation of thrombin through a positive feedback cycle
(Adams et al., 2007; Hoffman & Monroe, 2001; Tanaka, 2009). Thrombocytes play a major
role in localized clotting reactions in the trauma area. Thromobcytes bind and adhere to von
Willebrand factor (vWF), thrombin, platelet receptors and subendothelial collagen in the
trauma area and they form an aggregation. In this way, the surface for generation of
required thrombin is formed for an effective hemostasis (Falati et al., 2002). As a result of the
activation of platelets, cofactors Va and VIIIa quickly get localized on the surface of
thrombocytes (Monroe et al., 1994). Factor Va accelerates and intensifies the activation of
factor Xa. Factor VIIIa accelerates the binding of factor XIa to IXa (Adams et al., 2006) and
enables continuation of procoagulant responses (Gailani & Broze, 1991).
In the propagation phase, fibrin polymerization and fibrin clotting occur. Thrombin first
cleaves fibrinopeptide A and fibrinopeptide B particles from fibrinogen molecule and
generates fibrin monomers and then fibrin polymers when these monomers aggregate.
Thrombin also activates factor XIII to enable formation of cross-links among fibrin polymers
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and a firm fibrin clot (Hornyak & Shafer, 1992). A large amount of thrombin generated on
the surface of thrombocyte is responsible for stabilization of the clot rather than supporting
the polymerized fibrin (Hoffman & Monroe, 2007).
The coagulation cascade should be controlled and strictly monitored to confine it only in the
area required. Many coagulation factors are serine protease and the coagulation process is
regulated by serine protease inhibitors protein C and S, tissue factor pathway inhibitor
(TFPI) and antithrombin. These agents inhibit clotting and formation of localized clot in the
injured area. The fibrinolytic system in turn is activated and plays a role in dissolving the
clot, healing the injury and reforming the tissue ( Levy et al., 2010).
As a result, the competition of the procoagulant, anticoagulant, fibrinolytic and
antifibrinolytic ways are regulated and remain in balance in human physiology. However, if
a surgical stress, trauma or disease pushes any of these ways of competition out of balance,
then it results in a pathologic condition that leads to either a hemorrhage or thrombosis
(Hess & Lawson, 2006).

Fig. 1. Model of coagulation and regulation of thrombin generation.
2.2 Preoperative coagulation evaluation
The screening tests to determine bleeding risk in patients is ideally carried out in the
preoperative period. Identification of hemostatic defects in this way helps in the
preoperative period in the management of unpreventable bleeding. A history or a family
history of bleeding in anamnesis increases the risk. The history of drug usage and the effect
of used medicament to the coagulation cascade should be questioned.
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Petechia, purpura, bleeding of nose or gums, hematuria, melena and other signs of bleeding
should be noted as risk-increasing factors (Adams et al., 2007). Especially petechia
(capillary) and purpura, which are physical characteristics of bleeding, as well as hematoma
and ecchymose resulting from a large blood vessel bleeding should be well-explained. In
detecting an inherited coagulopathy, presence of bleeding without any history of a disease
or anticoagulant drug usage in the patient directly attracts the attention to an inherited
defect.
Laboratory tests should be conducted in relation to the patient’s clinical condition and
history of bleeding and the type of planned surgery (Table 3).
Although preoperative scanning tests are not required in healthy individuals, neuraxial
blockade, coagulation examinations and platelet counts should be conducted in cases in
which clinical history indicates a probability of hemorrhage (Morgan et al., 2008).
Laboratory tests
Prothrombin time
Partial thromboplastin time
International normalized ratio (INR)
Platelet Count
Bleeding time
Thrombin time
Fibrinogen assay
Healthy individuals
With severe illness
Specific factors and inhibition levels

Normal values
10-14 sec
22-35 sec
0.80-1.30
150.000-450.000/µL
3-8 min
9-25 sec
200–400 mg/dL
400–800 mg/dL

Table 3. Laboratory tests and normal values
No testing is required in patients who have no history of bleeding and will undergo a minor
surgery. In patients who have no history of bleeding but will undergo a major surgery,
counts of partial thromboplastin time (PTT) and trombocyte is recommended. In patients
with hemostatic disorders, the number of trombocytes, bleeding time, PTT and
thromboplastin time should be measured (Adams et al., 2007).
Prothrombin time (PT) and activated partial thromboplastin time (aPTT) are the most
widely used tests in screening coagulation disorders. PT is affected by reductions of Factors
VII, X, V, and prothrombin such as occur with vitamin K antagonist therapy (Levy et al.,
2008) or severe liver disease (Tripodi et al., 2007). aPTT is sensitive to gross reductions of
Factors V, VIII, IX, XI, XII, and to a lesser extent, prothrombin (Tanaka et al., 2009). These
screening coagulation tests are abnormal when there is a deficiency of one or more of the
soluble coagulation factors (Hoffman & Monroe, 2007).
A consensus could not be reached about the minimum hemostatic condition required by
regional techniques. One of the most common views is that if there is a thrombcyte function
as a minimum threshold, then the hemostatic capacity is sufficient. Although a number of
tests are carried out to assess the thrombocyte function today, it is not possible to arrive at
definite information about the adequacy of coagulation. In these circumstances, the
administration of a regional anesthesia and the minimum hemostatic condition that is
required to apply the anesthesia can be realized if;
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the number of functional platelets >80-100 000 µL-1,
international normalized ratio (INR) < 1.5,
activated prothrombin time (aPTT) <45 sec.
(Llau et al., 2005; Tyagi & Bhattacharya, 2002; Mentegazziet al., 2005).

2.3 Coagulation defects
2.3.1 Inherited coagulation defects
Inherited coagulation defects generally appear because of the absence or insufficiency of a
single coagulation factor.
2.3.1.1 Hemophilia A and hemophilia B
Hemophilia A and B are X-linked recessively inherited disorders. The incidence of
hemophilia is 1 in 5000 male births an that of hemophilia B is 1 in 30000 (Tuddenham &
Cooper, 1994 ).
Characterized by excessive bleeding in various parts of the body, hemophilia develops due
to a mutation of factor VIII (Hemophilia A) and factor IX (Hemophilia B) coagulation genes.
The chance of inheriting a gene defect from a hemophilia carrier is 50%. A patient’s son is
affected with a chance of 50% at every pregnancy and her daughter, who is also a carrier of
the disease, is also affected with a chance of 50% (Cahill & Colvin, 1997 ). However,
hemophilia may also develop in 30% of the cases as a result of a spontaneous mutation
without any history of hemophilia in the family (Mannucci & Tuddenham, 2001).
Hemophilia is classified according to the level of the clotting factor. A hundred percent of
the said factor which is contained in 1 mL of normal plasma is referred to as 1 unit. Normal
plasma activity is between 5 U.dl-1 and 15 U.dl-1 (50-150%) (DiMichele & Neufeld, 1998). The
level of normal factor in seriously affected patients is <1%, in moderately affected 1-4% and
in mildly affected 5-50% (Cahill & Colvin, 1997 ). While those with serious hemophilia are
susceptible to spontaneous bleeding episodes, the ones with mild hemophilia have bleeding
after a trauma or surgery (Mannucci & Tuddenham, 2001).
There are case reports in the literature notifying the occurrence of an epidural hematoma
following a lumbar puncture in patients who were not known to have hemophilia (Bernhardt
et al., 2008; Faillace et al., 1989). The use of a regional block in patients with bleeding disorders
is controversial because of the risk of developing hematoma which leads to epidural or spinal
bleeding and a permanent neurological damage. However, the use of a regional block is not
contraindicated when the coagulation tests (platelet quantity, PT, aPTT, INR and fibrinogen)
are normal and the relevant factor level is >50IU.dl-1 or is raised to >50IU.dl-1 through a
prophylactic treatment (Lee et al., 2006; Silverman et al., 1993; , Dhar et al., 2003).
An epidural intervention should be applied with a midline approach by an experienced
anesthetist (Abramovitz & Beilin, 2003). A mixture of low-dose local anesthetics and
narcotics should be used to attain analgesia by protecting the motor function (Dhar et al.,
2003). Motor block measurements should be carried out frequently until the catheter is
removed. If the degree of the motor block is higher than expected and the length of
anesthesia is prolonged, a magnetic resonance imaging should be made to control
development of an epidural hematoma.
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It is important to check the factor levels before the epidural catheter is removed.
2.3.1.2 von Willebrand disease (vWD)
Von Willebrand disease (vWD) is an inherited hematologic disorder which involves vWF
deficiency and is the most prevailing bleeding disorder affecting nearly 1% of the general
population (Rodeghiero et al., 1987). vWD is divided into three types according to the
qualitative and quantitative deficiency of the vWF level. The vWF level is decreased in vWD
Type 1; it is normal in Type 2, but there is a function disorder. The vWF deficiency is serious
in vWD Type 3. The most common one is Type 1 which constitutes approximately 70% of
the cases. While vWD Types 1 and 2 are inherited autosomal dominantly, Type 3 is
inherited autosomal recessively (Lee et al., 2006).
vWF is necessary for adhesion of platelets to form a platelet clump in an injured
endothelium. It is also the carrier protein of Factor VIII. When vWF is deficient, the time of
bleeding is prolonged and patients generally have abnormal bleedings such as epistaxis,
menorrhagia and postpartum bleeding (Varughese &Cohen, 2007). Tendency to bleeding is
moderate in vWD Type 1 and 2, but serious in Type 3. Pregnant women with vWD have a
progressively increasing FVIII coagulation activity (FVIII:C), and vWF antigen (vWF:Ag)
and vWF activity (vWF:AC) during pregnancy, which all return to the baseline after
delivery (Greer et al., 1991; Punnonen et al., 1981; Kadir et al., 1998). The increase in the
variables showing such platelet activity is apparent in pregnant women with vWD Type 1,
moderate in Type 2 and very little or nil in Type 3. Because of the differences in hemostatic
responses, the factor levels with plasma vWF:Ag, VWF:AC and FVIII:C should regularly be
monitored in pregnant women with vWD.
When the vWF activity becomes <50 IU.dl-1 during an invasive intervention or a delivery, a
prophylactic treatment should be initiated using a coagulation factor concentrate with vWF.
A prophylactic treatment is not necessary at delivery in women with vWD Type 1.
Treatment becomes necessary in vWD Type 2 if a cesarean section is being carried out or a
perineal trauma occurred. Women with vWD Type 3 require treatment in all types of
delivery (Lee et al., 2006).
The risk of developing a spinal hematoma after an epidural anesthesia is very rare in
obstetric patients (1:200000). However, this risk increases in patients with serious
coagulopathy (Moen et al., 2004). Neuraxial interventions are contraindicated in patients
with vWD whose bleeding disorders are not healed. Although vWD is quite common
among bleeding disorders, there are very few case reports describing an anesthetic method
for vWD patients (Hara et at., 2009; Caliezi et al., 1998; Jones et al., 1999; Milaskiewicz et al.,
1990; Cohen et al., 1989). Paucity of large case series showing that epidural interventions are
safe makes anesthetists hesitate when conducting anesthesia on women with vWD.
When the vWF activity becomes >50 IU.dl-1 in women with vWD Type 1 or this value is
reached through replacement, an epidural anesthesia can safely be administered. However,
the decision of using an epidural anesthesia should be made jointly by an experienced
anesthetist, a hematologist and a gynecologist (Lee et al., 2006). Epidural anesthesia is not
recommended for patients with vWD Type 2 and 3 (Pasi et al., 2004). An epidural anesthesia
should be administered by an experienced anesthetist.
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2.3.1.3 Factor V deficiency
Factor V deficiency is a congenital bleeding disorder which prevails very rarely (1 in
1000000) in the population (Asselta et al., 2006). Factor V itinerates as an inactive cofactor
in the plasma and is activated by thrombin. Activated factor V works as a cofactor with
factor VIIIa and factor Xa to convert prothrombin into thrombin (Fogerty & Connors,
2009).
Factor V deficiency is classified as quantitative (type 1) and qualitative (type II) (Asselta et
al., 2006). When the plasma FV antigen level becomes <15%, it is classified as a serious Type
I deficiency and when it becomes <60-65%, as a moderate Type I deficiency. A moderate to
serious level of bleeding occurs in serious Type I deficiency (Asselta et al., 2006; Vellinga et
al., 2006).
There is no evident information on the use of neuraxial techniques in these patients.
However, it was reported that the neuraxial techniques were safe in labor epidural analgesia
when the FV level becomes > 60% (Le Gouez et al., 2011). In pregnancy, prothrombin time
(PT) can be normal although the FV level is low (Cerneca et al., 1997). For this reason, PT
alone is not sufficient in determining the FV level. The FV level should be reassessed to be
able to remove the epidural catheter safely (Kadir et al., 2009).
2.3.1.4 Inherited hemorrhagic telangiectasia
Hereditary hemorrhagic telangiectasia (HHT), also known as the Osler-Weber-Rendu
Syndrome, is a congenital autosomal dominant multiple vascular dysplasia which is seen in
1 person out of 5000-8000 (Begbie et al., 2003). This disease is characterized by multiple
arteriovenous malformations (AVMs) associated with the lack of capillaries joining arteries
with veins in the solid organs of a body and telangiectasis of cutaneous and mucous
membranes (Hereditary Hemorrhagic Telangiectasia Foundation International Inc., 2007).
Vascular dysplasia is mostly seen in pulmonary, cerebral, gastrointestinal and spinal
vascular structures. The course of the disease may progress silently or in a life-threatening
manner from a high-output heart failure secondary to arteriovenous shunting, a systemic
emboli, rupture of AVMs up to a fatal hemorrhage (Lomax & Edgcombe, 2009).
A successful anesthesia can be administered to patients with HHT only if the existing
specific AVMs are known, cardiovascular instability is avoided and a prophylaxis is applied
for systemic emboli that may develop as a result of AVM shunting. Spinal AVMs constitute
a relative contraindication for regional techniques (Lomax & Edgcombe, 2009).
2.3.1.5 Inherited disorders of platelet dysfunctions
2.3.1.5.1 Glanzmann’s thrombasthenia
Glanzmann’s Thrombasthenia a congenital, hereditary and hemorrhagic disorder caused by
qualitative and quantitative impairment of platelet glycoprotein (GP) IIb/IIIa. Bleeding such
as purpura, epistaxis, gingival hemorrhage and menorrhagia are seen in these patients due
to defective platelets in the formation of hemostatic clump. The disorder can clinically be
diagnosed through the signs of normal number of platelets, abnormal platelet aggregation
and prolonged bleeding time (George et al., 1990).
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2.3.1.5.2 Bernard-Soulier syndrome
Bernard-Soulier syndrome is a rarely seen bleeding disorder inherited in an autosomal
recessive way. This disease develops in connection with the abnormality or lack of platelet
membrane glycoprotein GPIb-V-IX and it is characterized by giant platelets,
thrombocytopenia in various grades and prolonged bleeding time (Kostopanagiotou et al.,
2004). Clinically it progresses with excessive bleeding not proportionate to the degree of
thrombocytopenia and the bleedings are fatal (Bernard, 1983).
2.3.1.6 Inherited thrombophilia
2.3.1.6.1 Protein C deficiency
Protein C deficiency is a thrombotic disease inherited in an autosomal dominant way with a
prevalence of 0.2-0.5% in the population (Aiach et al., 1997; Reitsma, 1997; Walker, 1997).
Protein C is the central protein of the major antithrombotic system of hemostasis. Protein C
itinerates in the plasma as an inactive zymogen linked to vitamin K. It is activated in
endothelium by the thrombomodulin-thrombin complex. Activated Protein C inactivates
coagulation factor Va and VIIIa. It also has a fibrinolysis function by neutralizing inhibitor
of tissue-type plasminogen activator (TPAI) (Esmon, 1989).
Protein C deficiency is at increased risk for deep vein thrombosis and pulmonary embolism,
especially during pregnancy and the post partum period. For this reason patients are
administered thromboemboli propylaxis and thrombosis therapy during preoperative and
postoperative periods. Continuation of anticoagulation therapy, on the other hand, may
increase the risk of re-bleeding with life-threatening mass effect (Ranasinghe et al., 2008;
Sternberg et al., 1991). It is important to discuss a benefit-loss balance for these patients
before a neuraxial procedure.
2.3.1.6.2 Antithrombin III deficiency
Antithrombin III deficiency is a hereditary disorder received in an autosomal dominant way
and is seen in the population at a rate between 1/2000 and 1/5000 (Rosenberg, 1975). It is a
glycoprotein which inhibits factor IIa (thrombin) and antithrombin factor Xa. Antithrombin
deficiency is of the highest clinical significance among the congenital thrombophilia as it
causes life-threatening thromboses (Maclean & Tait, 2007). A long-lasting anticoagulant
therapy becomes inevitable in these patients due to a recurring venous thromboemboli
(VTE) risk. A prophylactic anticoagulation should be administered to asymptomatic
individuals especially in high-risk episodes (e.g. surgery, immobility and pregnancy)
(Birnbach & Grunebaum, 1991).
LMWH is particularly recommended as an anticoagulant treatment of antithrombin
deficiency. The use of LMWH is restricted in regional anesthesia due to the risk of bleeding.
The American Society of Regional Anesthesia (ASRA) guidelines today recommends to
discontinue the treatment at least 24 h before any neuraxial procedure is initiated (if the
treatment is used in the right intensity) (Horlocker et al., 2003 ). This period of discontinued
anticoagulant treatment in patients with high risk of VTE constitute a critical interval. In the
last ten years, the use of antithrombin concentrations is recommended in high-risk situations
(e.g. cesarean section, elective surgery and delivery) (Tiede et al., 2008). There are a limited
number of case reports stating successful administration of epidural anesthesia and
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analgesia under an antithrombin treatment in hereditary antithrombin deficiency (Pamnani
et al., 2010).
2.3.2 Acquired coagulation defects
2.3.2.1 Vitamin K deficiency
Patients with vitamin K deficiency should be given oral or parenteral treatment depending
on the reason of the deficiency. In a vitamin K deficiency, only the prothrombin time (PTT)
is prolonged. Vitamin K deficiency is extremely common among hospitalized patients for
multiple reasons. Poor diet (lack of leafy vegetables) often results in hospitalization.
Warfarin is a competitive inhibitor of vitamin K. The amount of vitamin K required to
reverse its effect depends on the amount of warfarin in blood.
2.3.2.2 Drug-associated hemorrhage
Drug-associated hemorrhage may stem from heparin, vitamin K antagonists, platelet
aggregation inhibitors, glycoprotein IIb/IIIa inhibitors or direct thrombin inhibitors.
Regional anesthesia in the presence of anticoagulation
a.

Anesthetists should be aware of the potential risk of bleeding when conducting regional
anesthesia techniques in patients who receive antithrombotic treatment and are planned
to undergo a surgery. When a potent antithrombotic drug was involved, this often has
resulted in avoidance of regional anesthesia techniques due to the concern about the
patient’s safety. Therefore, some national anesthesia societies have published guidelines
describing how to safely conduct regional anesthesia when using antiplatelet,
anticoagulant and thrombolytic medication. The first national recommendations on
neuraxial anesthesia and antithrombotic drugs were published by the German Society for
Anesthesiology and Intensive Care in 1997 (Gogarten et al., 1997), followed by the
American Society of Regional Anesthesia (ASRA) in 1998 (Horlocker & Wedel, 1998), and
Belgian anesthesiologists in 2000 (Belgian Guidelines 2000). In this context, there are a
large number of recommendations approved by scientific anesthesia societies (Horlocker
et al., 2003; Llau et al., 2005; Vandermeulen et al., 2005; Samama et al., 2002). This enabled
comparison of similarities and differences in some important situations (Llau et al., 2007).

The European Society of Anesthesiology (ESA) has recently published recommendations
about the time intervals between the neuraxial blockage and removal of the catheter and the
administration of an anticoagulant when anticoagulant agents are being used (Gogarten et
al., 2010). Such guidelines are continuously being updated because new anticoagulants are
regularly being developed and they are based on large case series, case reports and
pharmacologic data of anticoagulant drugs rather than controlled studies.
Administrators of neuraxial block on patients receiving antithrombotic treatment should be
weary of possible hematoma formation resulting into neurologic deficit. Epidural hematoma
related to neuraxial anesthesia is a rare but potentially devastating complication (Guffey et al.,
2010; Li et al., 2010; Han et al., 2010). The risk of hemorrhage is lowest in spinal anesthesia,
which employs fine needles, and highest in epidural catheter anesthesia, which requires the
largest needle gauges available. Nearly half of all cases of bleeding occur during the removal
of an epidural catheter, and this procedure must be regarded as critical as catheter insertion
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(Vandermeulen et al., 1994). Catheter manipulation and removal carry similar risks to
insertion, and the same criteria should apply. Appropriate neurological monitoring is essential
during the postoperative recovery period and following catheter removal.
b.

Antithrombotic drugs and Regional Anesthesia

This is used if it is believed to be more beneficial than the alternative methods.
Anticoagulants, antiplatelet drugs and thrombolytics are used for the prevention and
treatment of stroke, myocardial infarction, deep vein thrombosis, and pulmonary embolism
in many patients undergoing surgery (Table 4). (Donegan et al., 2007). The risk of
developing epidural hematoma is reduced if care is taken for the characteristics of these
drugs and the safe time intervals needed for administering the regional technique (Llau et
al., 2001). Neuraxial anesthesia can be accepted in these patients only if coagulation is
optimized and monitoring is done during the application.
Drugs groups
Heparins
Anti- Xa agents
Direct thrombin inhibitors
Vit K Antagonists
Antiplatelet drugs
Table 4. Antithrombotic drugs
Regional anesthesia in patients on treatment with unfractionated heparins
Factor IIa produces an anticoagulant effect by inhibiting the antithrombin III enzyme
activity on IXa and Xa (Weitz, 1997; Hirsh & Raschke, 2004). Unfractional heparin (UH) is
administered subcutaneously (sc) or intravenously (iv). Its half-life varies according to the
dose (Llau et al., 2007).
Coagulation tests need not be done for patients who receive sc UH in prophylactic doses
(<15000IU/day) However, a thrombocyte count should be carried out in patients who have
received treatment for more than 5 days and for whom there is a need to distinguish
heparin-induced thrombocytopenia. The treatment should be suspended 2 to 4h before
removing the catheter. The next heparin dose should be postponed until 1h after the
procedure (Gogarten et al., 2010).
Although the UH dose used in venous thromboprophylaxis is safe, the risk of bleeding
increases in therapeutic doses. For this reason, insertion and removal of catheters is
contraindicating in patients receiving therapeutic treatment. If a safe removal of neuraxial
blockage or catheter is planned, administration of intravenous (iv) heparin should be
suspended for at least 4h and it should be ascertained before the procedure that aPTT,
activated clotting time (ACT), anti-Xa activity and thrombocyte quantity are all normal. It
should be avoided for 2h in low doses if an intraoperative heparinization is planned and for
6-12 hours if a full heparinization is planned (Gogarten et al., 2010).
Regional anesthesia in patients on treatment with low molecular weight heparins
This is widely used to prevent and treat deep vein thrombosis (DVT) by inhibiting factor Xa
formation. It became superior to the other anticoagulants as it has high level of bioavailability,
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the risk of bleeding is low and it can easily be used without any need for monitoring blood
clotting (Vandermeulen, 2010). LMWH reaches the peak plasma level approximately 4h after a
subcutaneous procedure and its activity continues for 24h (Hirsh et al., 2001).
In order to avoid any bleeding complication, there must be at least 12h (in prophylactic dose
of LMWH) or 24h (in therapeutic dose of LMWH) between the last dose of LMWH and the
removal of the neuraxial blockage or epidural catheter (Vandermeulen et al., 1994; Bergqvist
et al., 1993). The next LMWH dose should be applied 4h after the epidural/spinal puncture
or catheter removal (Gogarten et al., 2010). The probability of developing a heparin-induced
thrombocytopenia (HIT) after LMWH is ten times less as compared to UH (Warkentin et al.,
1995).
However, a thrombocyte count is recommended after using LMWH for more than 5 days
(Vandermeulen, 2010).
Danaparoid
Danaparoid is a glycosaminoglycan containing 84% heparan sulphate, 12% dermatan
sulphate and 4% chondroitin sulphate. Its anti-thrombotic effect occurs through
antithrombin-induced inhibition of factor Xa (Ibbotson & Perry, 2002). Coagulation is
monitored by using only the anti-X activity. It is used as an alternative to UH and LMWH in
prevention and treatment of pulmonary emboli and VTE in patients with a history of
danaparoid HIT (Wilde & Markham, 1997). Since it has a 22-hour elimination half-life, a
preoperative danaparoid administration should be avoided in patients who are planned to
undergo a neuraxial blockage (Gogarten et al., 2010).
Regional anesthesia in patients on treatment with factor Xa inhibitors
Fondaparinux
Fondaparinux is a selective reversible inhibitor of coagulation factor Xa. It has a high affinity
with antithrombin III without affecting active thrombin and platelet aggregation (Weitz et
al., 2004).
A single dose of it is used daily because the half-life of this compound is 18-21h (Boneu et
al., 1995). The safe interval between a fondaparinux application and a single-shot neuraxial
anesthesia is 6h. The catheter can be removed 36h after the last dose. A Fondaparinux dose
should be given at least 12 hours after removing the catheter (Llau Pitarch et al., 2005).
Rivaroxaban
Rivaroxaban is a selective factor Xa inhibitor. It is currently administered orally as a single
dose of 10 mg to prevent a deep vein thrombosis following a total hip and knee prosthesis
surgery. It reaches a maximum plasma level in 2-4h. APTT is prolonged depending on the
dose. It prolongs PT with a close correlation with the plasma concentration (Kubitza et al.,
2005). A time interval of 22-26h is required between the last dose of rivaroxaban and
removal of the neuraxial catheter (Gogarten et al., 2010). The next dose of rivaroxaban
should be applied 4-6 h after the catheter is removed (Gogarten et al., 2010).
Apixaban
Apixaban is an oral, reversible, rivaroxaban-linked direct inhibitor of factor Xa. Its half-life is
between 10-15 h (Weitz et al., 2008). There must be a time interval of 26-30h between the last
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dose of apixaban (2.5mg) and catheter removal. Its next dose should be given 4-6 hours after
catheter removal (Gogarten et al., 2010).
Regional anesthesia in patients treated with direct thrombin inhibitors
This group of drugs uses direct selective thrombin inhibition to produce both perioperative
thromboprophylaxis and therapeutic anticoagulation. They also inactivate thrombin-linked
fibrin and prevent thrombus from further growing (Gogarten et al., 2010). Their
anticoagulant effects can be monitored using aPTT and ecarin clotting time (ECT)
(Greinacher, 2004).
Hirudins: bivalirudin, desirudin and lepirudin
All hirudins are potent anticoagulants and bind thrombin irreversibly. They can be used
in HIT patients because they do not interact with thrombocyte factors (Lubenow &
Greinacher, 2002). Lepirudin and desirudin have a half-life of 1.3-2 h and bivalirudin 2530 min (Robson et al., 2002; Dasgupta et al., 2000). In patients with normal renal function,
there must be at least 8-10 h of time between the last dose of a hirudin and insertion of a
neuraxial blockage / catheter or removal of the catheter. The next dose may be given 2-4 h
after catheter removal.
Argatroban
Argatroban is a reversible direct thrombin inhibitor (Kaplan, 2003; Kathiresan et al., 2002).
Its half-life is 35-45 min (Yeh & Jang, 2006). It is applied intravenously 0.5-2 µkg/min in
patients with normal organ functions and it prolongs aPTT about 1.5 to 3 times that of the
normal. There must be at least 4 h of time between the last dose of argatroban and insertion
or removal of a neuraxial blockage / catheter. The next dose may be given 2 h after catheter
removal.
Dabigatran
Dabigatran oral is a reversible thrombin inhibitor which is used for VTE prophylaxis (Weitz
et al., 2008). It is used every other day because it has a long half-life (12-17 h). The first dose
of dabigatran is applied 4 h postoperatively. There must be 4 h between its last dose and
catheter removal. The next dabigatran dose can be given 2 h after catheter removal
(Boehringer-Ingelheim, 2009).
Regional anesthesia in patients treated with Vit K Antagonists
Neuraxial block is definitely contraindicated in patients treated with Vit K antagonists such
as acenocoumarol, phenprocoumon and warfarin. All of these drugs cause coagulation
factor II, VII, IX and X deficiencies and protein C and S inhibitions (Ansell et al., 2004). A
few days after discontinuation of these drugs, coagulation returns to normal; the progress
can be controlled by using the international normalized ratio (INR). Vit K antagonists are
discontinued 3-5 days prior to the administration of regional technique in the preoperative
period and one of the other anticoagulants, particularly LMWH, is temporarily
administered to the patient (Dunn & Turpie 2003). INR should be <1.4 before the regional
technique. If the epidural catheter needs to be removed under a warfarin therapy, it should
be removed before the anticoagulant effect begins (INR<1.4) (Llau Pitarch et al., 2005).
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Regional anesthesia in patients on treatment with antiplatelet drugs
Antiplatelet agents are compounds used for preventing arterial thrombosis in various
clinical processes (Samama et al., 2002; Tufano et al., 2002). They inhibit platelet functions
and are classified according to their mechanisms of action:
Acetylsalicylic acid (ASA)
ASA shows its effect by irreversibly inhibiting the cyclooxygenase enzyme. Its time of action
is as long as a platelet life (7-10 days) (Vandermeulen, 2010). The bleeding effect of ASA
depends on its dose (Serebruany et al., 2005). It inhibits generation of thromboxane A2 in
low doses and prostacyclin in high doses. It was shown that the risk of spontaneous
bleeding was quite low in patients having normal quantity of platelets who use low doses of
ASA during an anti platelet treatment (McQuaid & Laine, 2006). When ASA or non-steroidal
anti-inflammatory drugs (NSAIDS) are used alone, the risk of a spinal/epidural hematoma
does not increase and they do not constitute a contraindication in using regional techniques.
A limited number of studies in the literature demonstrate that spinal hematoma does not
pose and extra risk in this group of patients CLASP (Collaborative Low-dose Aspirin Study
in Pregnancy) (Collaborative Group., 1994; Horlocker et al., 1995; Horlocker et al., 2002).
It was shown that a postoperative thromboprophylaxis was more beneficial than a
preoperative one (Hull et al., 2000).
For this reason, it is recommended to administer a VTE prophylaxis involving ASA in the
postoperative period following the regional technique (Llau et al., 2005).
The suggestion that the use of ASA should be discontinued 7 days before the operation in
patients getting ready for an operation is outstanding among other recommendations (Kövesi
& Royston, 2002). Having a break for 7 days will increase the risk of developing cardiovascular
and neurologic complication (Burger et al., 2005). It is recommended that antiaggregants, ASA
in particular, should be restarted between postoperative 6 and 24 h (Llau et al., 2007).
Thienopyridines
Thienopyridines which consist of ticlopidine and clopidogrel show their effect by
antagonizing adenosine diphosphate (ADP) in the purine receptors of thrombocytes. These
drugs reach their peek activity 3-5 days after having been received and their antiaggregant
effect extents up to 7-10 days (Patrono et al., 2004). The half-life of ticlopidine is 30-50 h and
that of clopidogrel is 120 h (Vandermeulen, 2010). Thienopyridines have a very large
antiaggregant capacity. There is no data indicating that they are being safely used in
regional techniques. However, there are reports notifying development of a spinal epidural
hematoma following the neuraxial block in a clopidogrel therapy (Litz et al., 2004). Today, it
is not recommended to administer a regional technique to patients who are under the
influence of ticlopidine or clopidogrel. Nevertheless, a regional technique can safely be
administered after suspending the clopidogrel therapy for 7 days and the ticlopidine
therapy for 10 days (Llau et al., 2007).
GP IIb/IIIa receptor antagonists
GPIIb/IIIa receptor antagonists which consist of abciximab, tirofiban and eptifibatide are
among the most effective drugs today for inhibition of platelet aggregation. They show their
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effect by reversibly inhibiting glycoprotein IIb/IIIa receptors of platelets. They are mostly
used in treating acute coronary syndrome. After being applied, eptifibatide/tirofiban is
effective for 8-10 h and abciximab for 24-48. A thrombocytopenia may develop within 1 to
24 hours after they are administered (Dasgupta et al., 2000; Huang & Hong, 2004). Use of a
regional technique or removal of catheter can be done 8 h after the last dose of
eptifibatide/tirofiban or 24-48 h after the last dose of abciximab (Gogarten, 2006). A
thrombocyte count should however be done to confirm that there is no thrombocytopenia
(Llau et al., 2007). Safe time interval before and after a neuraxial block in patients receiving
antithrombotic drugs were defined in table 5.

Unfractionated heparin
Low-molecular-weight heparins
prophylactic
therapeutic
Danaparoid
Factor Xa inhibitors
Fondaparinux
Rivaroxaban
Apixaban
Direct thrombin inhibitors
Hirudins
Argatroban
Dabigatran
Vit K Antagonists
warfarin
Antiplatelet drugs
Acetylsalicylic acid (ASA) *
Thienopyridines
Ticlopidine
Clopidogrel
GP IIb/IIIa receptor antagonists
Abciximab
Eptifibatide or tirofiban

Route of
administered

before NB/CW

sc, iv

4h

sc
sc
sc

12h
24h
CI

sc
oral
oral

36-42h
22-26h
26-30h

sc, iv
iv
oral

8-10h
4h
4h

oral

INR<1.4

oral

No CI

oral
oral

10 days
7 days

iv
iv

24-48 h
8h

after NB/CW
1h
4h
4h
CI
6-12h
4-6h
4-6h
2-4h
2h
2h
Restart after CW
Postoperative 624h
-

NB:Neuraxial block;CW:Catheter withdrawalCI:Contraindication INR:International normalized ratio
* When ASA is given as a single drug, neuraxial block could be performed freely

Table 5. Safe time interval before and after a neuraxial block in patients receiving
antithrombotic drugs
2.3.2.3 Disseminated intravascular coagulation (DIC)
The magnitude of a trauma may be accompanied by a coagulation change. Specific injuries
such as impairment of the central nervous system, bone fractures and amniotic fluid emboli
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are often accompanied by disseminated intravascular coagulation (DIC) (Levi & Ten, 1993).
The embolized material gains strength with thromboplastin and causes intravascular
coagulation as the direct clotting factors are consumed (Hess & Lawson, 2006).
In patients with DIC following an acute trauma, the level of fibrinogen usually goes down
first. This drop in fibrinogen is followed by consumption of other coagulation factors. The
prothrombin time (PTT) and the active partial thromboplastin time (aPTT) are prolonged
and the number of platelets and the level of fibrinogen drop (Gando et al., 1992; Ordog et al.,
1985).
In patients with post-traumatic DIC, a distinct drop in the levels of protein C and
antithrombin indicates an anticoagulant activity deficiency (Gando, 2001; Gando et al.,1988;
Gando et al., 1992; Chesebroet al., 2009).
DIC divides into two phenomena, fibrinolitic (hemorrhagic) and antifibrinolitic
(thrombotic). DIC has the character of a fibrinolitic phenomenon in the early stage of the
trauma, that is, after approximately 24-48 h and is accompanied by massive hemorrhages
(Sawamura et al., 2009). DIC becomes a thrombotic phenomenon in the later stage of the
trauma, that is, after approximately 3-5 days. It is then characterized by a development of
multiorgan dysfunction (MODS) (Gando, 2001).
2.3.2.4 The coagulopathy of massive trauma
In patients with serious trauma, coagulopathy is associated with the loss, consumption and
dysfunction of coagulation factors. Coagulopathy is aggravated by hemodilution, acidosis
and hypothermia (Armand & Hess, 2003).
Hemodilution occurs due to a massive blood loss. A massive bleeding causes a decrease in
the number of platelets, shortening of coagulation time, an increase in fibrinogen turnover
and consumption of coagulation factors (Turpini & Stefanini, 1959). Moreover, the liquid
and blood products and massive transfusion of hypovolemia result in a dilution which
intensifies the coagulopathy (Armand & Hess, 2003).
Acidosis occurs as a result of tissue hypoperfusion and hypoxia associated with a shock.
When pH becomes <7.1, the propagation stage of thrombosis comes to be blocked (Martini,
2009).
A serious hypothermia decreases coagulation enzyme activity and impairs platelet functions
(Martini, 2009; Wolberg et al., 2004).
2.3.2.5 Idiopathic thrombocytopenic purpura (ITP)
Idiopathic thrombocytopenic purpura (ITP) is an autoimmune thrombocytopenic
coagulopathy, which is seen in 1 person out of 100000. It is characterized by a persistent
thrombocytopenia which develops as a result of destruction of platelets by the
reticuloendothelial system due to antibodies that adhere to thrombocytes (Kessler et al.,
1982). Platelets have an important role in continuation of coagulation cascade in the
hemostatic system and in formation of hemostatic clumps (Beilin et al., 1997). A low number
of platelets impairs surgical hemostasis by increasing the risk of hemorrhage and may cause
anesthetic complications such as hematoma (Chow et al., 2011). Patients with ITP should be
distinguished from the other causes of thrombocytopenia including sepsis, pregnancy-
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induced
hypertension,
disseminated
intravascular
coagulation,
drug-induced
thrombocytopenia, thrombocytopenia associated with autoimmune diseases (systemic lupus
erythematosus, thrombotic thrombocytopenic purpura, hemolytic uremic syndrome, and
hereditary forms of thrombocytopenia) (Webert et al., 2003).
The number of platelets helps distinguish the other diseases involving coagulopathy in
clinical settings.
In patients with ITP, platelet functions are normal, and the number of platelets is low and
stable (Abramovitz &Beilin,2003).
In assessing platelet functions of ITP patients, the bedside tests of bleeding time and
thromboelastography as well as platelet function analysis tests (aggregometry or flow
cytometry) can be used (Beilin et al., 1997).
Traditionally, regional anesthesia is believed to be contraindicating in thrombocytopenia.
What lies behind this belief is that the absolute cut-off point of platelets was accepted to be
100.000/mm-3 because the bleeding time was prolonged when the number of platelets went
below 100.000/mm-3. Following the belief that a neuraxial anesthesia is not safe below the
absolute platelet number, many clinicians avoid carrying out any epidural procedures
(Harker & Slichter, 1972; Bromage, 1993). Many textbooks and articles of our time suggest
that epidural applications can be done safely at <100.000/mm-3 (Beilin et al., 1997; Rasmus et
al., 1989; Rolbin et al., 1988; British Committee for Standards in Haematology General
Haematology Task Force, 2003). Most of the anesthetists believe that epidural anesthesia is
not contraindicating in clinical practice within the interval of 80-100x10-3mm-3 (Stamer et al.,
2007; Beilin et al., 1997; Van Veen et al., 2010).
Safe administration of epidural techniques to thrombocytopenic patients depends not only on
the absolute platelet number but also on the reason underlying the thrombocytopenia, the rate
at which the number of platelets decrease and the presence of a coagulopathy (Douglas &
Ballem, 2008; Kam et al., 2004). Presence of coagulopathy contraindicates the use of regional
anesthesia. However, a neuraxial block can be used in thrombocytopenic patients when their
platelet quantity is adequate and stable, platelet functions are normal and there is no clinical
evidence of a coagulopathy (Van Veen et al., 2010). The anesthetist should decide on a regional
anesthesia on such patients after assessing the risks and benefits involved.
Since there is the risk of developing epidural hematoma in thrombocytopenic patients when
either inserting or removing an epidural catheter, it is necessary to check the number of
platelets before the procedure. The epidural catheter should be removed at the earliest
opportunity when clinical data verifies that there is no coagulopathy involved (Douglas, 2001).
2.4 Patient refusal
A face-to-face interview should be held with the patient and the benefit-loss balance of the
intended method should be explained. The procedure should not be attempted before
obtaining the patient’s consent.
In regional anesthesia patient cooperation is required to a certain extent. Achieving this may
be difficult or even impossible in patients with dementia, psychosis or emotional
dysregulation (Morgan et al., 2008).
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2.5 Hemodynamic instability
The observable cardiovascular effect of an epidural anesthesia is complex and variable, and
it is associated with a number of factors. The magnitude of sympathetic denervation,
balance of sympathetic and parasympathetic activities, pharmacological effect of
systemically absorbed local anesthetics, adrenalin content of anesthetic solutions, blood
distribution associated with cardiac filling and cardiovascular functions of patients all play a
role in the circulatory effect of an epidural anesthesia (Veering & Cousins, 2000).
The cardiovascular response of an epidural anesthesia depends not only on the somatic,
sensory and blocked motor fibres but also on the decrease in preganglionic sympathetic
tone. Local anesthetics administered to the epidural area pass into the systemic circulation
by being absorbed through a local perfusion and cause a blockage of the sympathetic system
(Hickey et al., 1986; Shimoji et al., 1987).
The individual cardiovascular response to the sympathetic blockage differs according to the
pre-blockage degree of sympathetic tones (Veering & Cousins, 2000). Clinical use of
epidural anesthesia is limited due to its risk of aggravating a preexisting systemic
hypotension.
2.6 Increased intracranial pressure
Intracranial pressure (ICP) changes are characterized by the change of complains in the
intracranial compartment. There is a close relationship between intracranial volume changes
and ICP. When complains decrease, intracranial content increases. When ICP increases,
blood flow to the brain decreases and the cerebral perfusion pressure declines (Adams &
Rapper,1997).
The effect of lumbar epidural anethesia on intracranial pressure (ICP) has been studied both
in animals (Bengis & Guyton, 1977)and humans (Usubiaga et al., 1967). It is known that
epidural injections, at least transiently, increase ICP. With the increase in ICP, the elastance
and resistance of the epidural area also increase (Grocott & Mutch, 1996). Intracranial
hypertension has long been considered a contraindication to epidural anesthesia.
2.7 Local or systemic infection
The latest structural and functional studies showed that there is a firm interaction between
inflammation, coagulation and fibrinolytic system (Esmon, 2003). Inflammation initiates
clotting, impairs fibrinolytic system and decreases the activity of natural anticoagulant
mechanisms. When inflammation starts as a local infection, coagulation activation begins as
a host response to prevent propagation of microorganisms in the systemic circulation. Only
in patients with very severe infection, the systemic coagulation system is activated when
inflammatory cytokines disseminate in the circulation (Chrousos, 1995; Harris BH &
Gelfand, 1995).
It is still controversial to use neuraxial anesthesia in patients with sepsis and systemic
inflammatory response syndrome (SIRS) due to the concern that it might worsen
hemodynamic instability and trigger potential problems. Active protein C therapy can be
used in treating patients with serious sepsis. Insertion of an epidural catheter is
contraindicated in patients with serious sepsis who are undergoing an active protein C
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therapy (Horlocker et al., 2003). Use of an epidural catheter in these patients will not only
expose them to a higher risk but will also prevent the use of APC which would improve the
patient’s treatment (Gibson &Terblanche, 2011).
2.8 Pre-existing neurological diseases
It has been controversial in the past and also in our time to use neuraxial blocks in patients
with a neuromuscular disease (Schmitt et al., 2004; Al-Nasser, 2002). Neuraxial blocks are
hesitantly used because there is not a unique guideline for these diseases, the published data
contradict each other and local anesthetics involve a potential risk of neurotoxicity (Martucci
et al., 2011; Dolmass et al., 2003).
The symptoms may worsen after the block in patients who previously had a neurologic
deficit or a demyelinating disease. It is impossible to differentiate whether such condition
resulted from the complications developed after the block or the exacerbation of the existing
disease. Some clinicians oppose, for this reason, to use neuraxial blocks in such patients
(Morgan et al., 2008).
The basic problem is the lack of controlled studies to assess the potential risk that may
increase in various neurologic diseases after a neuraxial application. There is also a theoretic
risk of some complications (local anesthetic toxicity, nerve damage, hemorrhage and
infection) which develop secondary to a regional anesthesia in this specific group of
patients. However, there are a limited number of case reports showing that regional
anesthesia is not accompanied by the underlying aggravation (Pogson et al., 2000; Stoelting
& Dierdorf, 2002).
A neuraxial blockage may be preferred after a detailed discussion of the individual disease
is made without overlooking the risk of worsening the neurologic function.

3. Conclusion
Anesthesia societies, in patient with coagulation defect and anticoagulant agents uses,
developed guidelines to help anesthesiologists to predict the optimal time for neuraxial
techniques. These guidelines based on clinical experinces and case series. The most basic
common features of these guidelines are the nontraumatic implementation of the neuraxial
analgesia by experienced anesthesiologists. Of course the management of individual risks
and benefits must perform carefully.

4. References
Abramovitz, S.&Beilin, S. (2003). Thrombocytopenia, low molecular weight heparin, and
obstetric anesthesia. Anesthesiology Clinics of North America, 21,1, pp. 99-109
Adams, G. L., Manson, R. J., Turner, I., Sindram, D.& Lawson, J. H. (2007). The balance of
thrombosis and hemorrhage in surgery. Hematology/ Oncology Clinics of North
America, 21,1, pp. 13-24
Adams, R.A. & Rapper, A.H. (1997). Principles of Neurology, 6th Edition, McGrow Hill, New
York

www.intechopen.com

Contraindications – Hemorrhage and Coagulopathy, and Patient Refusal

153

Aiach, M., Borgel, D., Gaussem, P., Emmerich, J., Alhenc-Gelas, M. & Gandrille, S. (1997).
Protein C and protein S deficiencies.Seminars in Hematology, 34, pp. 205–17
Al-Nasser, B. (2002). Local toxicity of local anesthetics do experimental data apply to clinical
manifestations? Anesthesia, 57, 12, pp. 1236-37
Ansell, J., Hirsh, J., Poller, L., Bussey, H., Jacobson, A. & Hylek, E. (2004). The pharmacology
and management of the vitamin k antagonists. Chest, 126, pp. 204S–233S
Armand, R. & Hess, J.R. (2003). Treating coagulopathy in trauma patients. Transfusion
Medicine Reviews, 17, 3, pp. 223-31
Asselta, R., Tenchini, M.L. & Duga, S. (2006). Inherited defects of coagulation factor V: the
hemorrhagic side. Journal of Thrombosis and Haemostasis, 4, pp. 26–34
Begbie, M.E., Wallace, G.M. & Shovlin, C.L. (2003). Hereditary haemorrhagic telangiectasia
(Osler-Weber-Rendu syndrome): a view from the 21st century. Postgraduate
Medical Journal, 79, pp. 18–24
Beilin, Y., Zahn, J. & Comerford, M. (1997). Safe epidural analgesia in thirty parturients with
platelet counts between 69,000 and 98,000 mm(-3). Anesthesia Analgesia, 85, 2, pp.
85-8
Belgian Guidelines. (2000). Belgian Guidelines concerning drug induced alterations of
coagulation and central neuraxial anesthesia. Acta Anaesthesiologica Belgica, 51,
pp. 101–04
Bengis, R.G. & Guyton, A.C. (1977). Some pressure and fluid dynamic characteristics of the
canine epidural space. The American Journal of Physiology, 232, 3, pp. H255-9
Bergqvist, D., Lindblad, B. & Mätzsch, T. (1993). Risk of combining low molecular weight
heparin for thromboprophylaxis and epidural or spinal anesthesia. Seminars in
Thrombosis and Hemostasis, 19 (Suppl 1), pp. 147–51
Bernhardt, A., Bald, C., Helfrich, U. & Haubelt, H. (2008). Continuous lumbar epidural
anesthesia: insertion a patient with unrecognized classical hemophilia A.
Anaesthesist, 57, pp. 578–81
Bernard, J. (1983). History of congenital hemorrhagic thrombocytopathic dystrophy. Blood
Cells, 9, pp. 179 –93
Birnbach, D.J. & Grunebaum, A. (1991). The anticoagulated parturient. In: Anesthetic and
Obstetric Management of High Risk Pregnancy, Datta S (Ed.), pp. 522-35, St. Louis:
Mosby Year Book. The
Boehringer-Ingelheim.(2009). Pradaxa – Summary of product characteristics, 22-03-2009,
Available from
http://www.emea.europa.eu/humandocs/PDFs/EPAR/pradaxa/H-829-PIen.pdf
Boneu, B., Necciari, J., Cariou, R., Sié, P., Gabaig, A.M., Kieffer, G., Dickinson, J., Lamond,
G., Moelker, H. & Mant, T. (1995). Pharmacokinetics and tolerance of the natural
pentasaccharide (SR90107/Org31540) with high affinity to antithrombin III in man.
Thrombosis and Haemostasis, 74, 6, pp. 1468–473
British Committee for Standards in Haematology General Haematology Task Force, (2003).
Guidelines for the investigation and management of idiopathic thrombocytopenic
purpura in adults, children and in pregnancy. British Journal of Haematology, 120,
pp. 574–596

www.intechopen.com

154

Epidural Analgesia – Current Views and Approaches

Bromage, P.R. (1993). Neurologic complications of regional anesthesia for obstetrics. In:
Anesthesia for obstetrics, Shnider SM, Levinson G, eds, pp. 443-4, 3rd ed.
Baltimore: Williams & Wilkins
Burger, W., Chemnitius, J.M., Kneissl, G.D. & Rücker, G. (2005). Low-dose aspirin for
secondary cardiovascular prevention – cardiovascular risks after its perioperative
withdrawal versus bleeding risks with its continuation- review. Journal of Internal
Medicine , 257, pp. 399–414
Cahill, M.R. & Colvin, B.T. (1997). Haemophilia. Postgraduate Medical Journal, 73, 858, pp. 2016
Caliezi, C., Tsakiris, D.A., Behringer, H., Kühne, T. & Marbet, G.A. (1998). Two consecutive
pregnancies and deliveries in a patient with von Willebrand's disease type 3.
Haemophilia, 4, pp. 845-849
Cerneca, F., Ricci, G., Simeone, R., Malisano, M., Alberico, S. & Guaschino, S. (1997).
Coagulation and fibrinolysis changes in normal pregnancy. Increased levels of
procoagulants and reduced levels of inhibitors during pregnancy induce a
hypercoagulable state, combined with a reactive fibrinolysis. European Journal of
Obstetrics, Gynecology, and Reproductive Biology, 73, pp. 31–36
Chesebro, B. B., Rahn, P., Carles, M., Esmon, CT., Xu, J., Brohi, K., Frith, D., Pittet, J.F. &
Cohen, M.J. (2009). Increase in activated proteinCmediates acute traumatic
coagulopathy. Shock, 32, pp. 659–65
Chow, L., Farber, M.K. & Camann, W.R. (2011). Anesthesia in the pregnant patient with
hematologic disorders. Hematology/Oncology Clinics of North America, 25, 2, pp.
425-43
Chrousos, G.P. (1995). The hypothalamic-pituitary-adrenal axis and immune-mediated
inflammation. New England Journal of Medicine, 332, pp. 1351–62
Cohen, S., Daitch, J.S., Amar, D. & Goldiner, P.L. (1989). Epidural analgesia for labor and
delivery in a patient with von Willebrand's disease. Regional Anesthesia, 14, pp.
95-97
CLASP (Collaborative Low-dose Aspirin Study in Pregnancy) Collaborative Group. (1994).
CLASP: a randomised trial of low-dose aspirin for the prevention and treatment of
pre-eclampsia among 9364 pregnant women. Lancet, 343, pp. 619–29
Colman, R.W., Clowes, A.W. & George, J.N. (2001). Overview of hemostasis. In: Hemostasis
and thrombosis: Basic principles and clinical practice. Colman RW, Hirsh J, Marder
VJ, et al, eds. Philadelphia: Lippincott, Williams & Wilkins
Dalmas, A.F., Texier, C., Ducloy Bouthors, A.S. & Krivosic Horber, R. (2003). Obstetrical
analgesia and anesthesia in multiple sclerosis. Annales Francaises Anesthesia
Reanimation, 22, 10, pp. 861-4
Dasgupta, H., Blankenship, J.C., Wood, G.C., Frey, C.M., Demko, S.L. & Menapace, F.J.
(2000). Thrombocytopenia complicating treatment with intravenous glycoprotein
IIb/ IIIa receptor inhibitors: a pooled analysis. American Heart Journal, 140, 2, pp.
206–11
Dhar, P., Abramovitz, S., DiMichele, D., Gibb, C.B. & Gadalla, F. (2003). Management of
pregnancy in a patient with severe haemophilia A. British Journal of Anesthesia,
91, pp. 432–35

www.intechopen.com

Contraindications – Hemorrhage and Coagulopathy, and Patient Refusal

155

DiMichele, D.& Neufeld, E.J. (1998). Hemophilia. A new approach to an old disease.
Hematology/ Oncology Clinics of North America, 12, pp. 1315-44
Donegan, E., Stratmann, G. &Kan, T.N.( 2007). Hemostasis. In: Basics of Anesthesia. 5th ed.,
R.K. Stoelting, R.D. Miller, (Ed.), 331-46, Philadelphia, Churchill Livingstone
Douglas, M. J. ( 2001) . Platelets, the parturient and regional anesthesia. International Journal
of Obstetric Anesthesia, 10, 2, pp. 113–20
Douglas, M.& Ballem, P. (2008). Blood disorders. In: Obstetric Anesthesia and Uncommon
Disorders (ed. by D. Gambling, M. Douglas & R. McKay), pp. 303–320, 2nd edn.
Cambridge University Press, New York.
Dunn, A.& Turpie, A.G.G. (2003). Perioperative management of patients on oral
anticoagulants: a systematic review. Archives of Internal Medicine, 163, pp. 901–08
Esmon, C.T. (1989). The roles of protein C and thrombomodulin in the regulation of blood
coagulation. The Journal of Biology Chemistry, 264, pp. 4743–6
Esmon, C.T. (2003). Inflammation and thrombosis. Journal of Thrombosis and Haemostasis,
1, pp. 1343–48
Faillace, W.J., Warrier, I. & Canady, A.I. (1989). Paraplegia after lumbar puncture. In an
infant with previously undiagnosed hemophilia A. Treatment and peri-operative
considerations. Clinical Pediatrics, 28, pp. 136–8
Falati, S., Gross, P., Merrill-Skoloff, G., Furie, B.C.& Furie, B. (2002). Real-time in vivo
imaging of platelets, tissue factor and fibrin during arterial thrombus formation in
the mouse.Nature Medicine, 8, 10, pp. 1175-81. Epub 2002 Sep 16
Fogerty, A.E. & Connors, J.M. (2009). Management of inherited thrombophilia in pregnancy.
Current Opinion in Endocrinology, Diabetes, and Obesity, 16,6, pp. 464-9
Gailani, D.& Broze, G. J. Jr. (1991). Factor XI activation in a revised model of blood
coagulation. Science, 253, 5022, pp. 909-12
Gando, S.(2001). Disseminated intravascular coagulation in trauma patients. Seminars in
Thrombosis and Haemostasis, 27, pp. 585–91
Gando, S., Tedo, I., Hanaoka, Y., Makise, N., Tsujinaga, H. & Kubota, M. (1988). Blood
coagulation and fibrinolysis in anesthesia and operations, with special reference to
FPA, FPB beta 15-42. Masui, 37, 4, pp.451-6
Gando, S., Tedo, I. & Kubota, M.(1992). Posttrauma coagulation and fibrinolysis. Critical
Care Medicine, 20, pp. 594–600
George, J.N., Caen, J.P. & Nurden, A.T. (1990). Glanzmann's thrombasthenia: the spectrum
of clinical disease. Blood, 75, 7, pp. 1383-95
Gibson, B. & Terblanche, C. (2011). Anaesthetic management of patients with severe sepsis.
British Journal of Anesthesia, 106, 3, pp. 416-7; author reply 417
Gogarten, W. (2006). The influence of new antithrombotic drugs on regional anesthesia.
Current Opinion in Anaesthesiology, 19, pp. 545–50
Gogarten, W., Van Aken, H., Wulf, H., Klose, R., Vandermeulen, E. & Harenberg, J. (1997).
Regional anesthesia and thromboembolism prophylaxis/anticoagulation.
Anesthesiology and Intensive Care Medicine, 38, pp. 623–28
Gogarten, W., Vandermeulen, E., Van Aken, H., Kozek, S., Llau, J.V. & Samama, C.M. (2010).
Regional anesthesia and antithrombotic agents: recommendations of the European
Society of Anaesthesioogy. European Journal of Anaesthesiology, 27, pp. 999–1015

www.intechopen.com

156

Epidural Analgesia – Current Views and Approaches

Greer, I.A., Lowe, G.D., Walker, J.J. & Forbes, C.D. (1991). Haemorrhagic problems in
obstetrics and gynaecology in patients with congenital coagulopathies. British
Journal of Obstetrics and Gynaecology, 98, pp. 909-918
Greinacher, A. (2004). Lepirudin: a bivalent direct thrombin inhibitor for anticoagulation
therapy. Expert Review of Cardiovascular Therapy, 2, 3, pp. 339–57
Grocott, H.P. & Mutch, W.A. (1996). Epidural anesthesia and acutely increased intracranial
pressure. Lumbar epidural space hydrodynamics in a porcine model.
Anesthesiology, 85, 5, pp. 1086-91
Guffey, P.J. & McKay, W.R.( 2010). Case report: epidural hematoma nine days after removal
of a labor epidural catheter. Anesthesia and Analgesia, 111, 4, pp. 992-5. Epub 2010
Jul 30
Han, I.S., Chung, E.Y. & Hahn, Y.J. (2010). Spinal epidural hematoma after epidural
anesthesia in a patient receiving enoxaparin -A case report- Korean Journal of
Anesthesiology, 59, 2, pp. 119-22. Epub 2010 Aug 20
Hara, K., Kishi, N. & Sata, T. (2009). Considerations for epidural anesthesia in a patient with
type 1 von Willebrand disease. Journal of Anesthesia, 23, 4, pp. 597-600. Epub 2009
Nov 18
Harker, L.A. & Slichter, S.J. (1972). The bleeding time as a screening test for evaluation of
platelet function. The New England Journal of Medicine, 287, 4, pp. 155-9
Harris, B.H. & Gelfand, J.A. (1995). The immune response to trauma. Seminars in Pediatric
Surgery, 4, pp. 77–82
Hess, J.R. & Lawson, J.H. (2006) . The coagulapaty of trauma versus disseminated
intravascular coagulation. Journal of Trauma, 60, 6 Suppl, pp. S12-9
Hereditary Hemorrhagic Telangiectasia Foundation International Inc. Hereditary
Hemorrhagic Telangiectasia Summary for Physicians and Health Care Providers,
hctpV/www.hht.org/content/hht-summary. html. Accessed May 11, 2007
Hickey, R., Albin, M.S., Bunegin, L. & Gelineau, J. (1986). Autoregulation of spinal cord
blood flow: is the cord a microcosm of the brain?.Stroke, 17, 6, pp. 1183-9
Hirsh, J.& Raschke, R. (2004). Heparin and low molecular-weight heparin. Chest, 126, pp.
188S–203S
Hirsh, J., Warkentin, T.E., Shaughnessy, S.G., Anand, S.S., Halperin, J.L., Raschke, R.,
Granger, C., Ohman, E.M. & Dalen, J.E. (2001). Heparin and low-molecular-weight
heparin: mechanisms of action, pharmacokinetics, dosing, monitoring, efficacy, and
safety. Chest, 119(Suppl), pp. 64S–94S
Hoffman, M.& Monroe, D.M. 3rd. (2001). A cell-based model of hemostasis. Thrombosis and
Haemostasis, 85, pp. 958-65
Hoffman, M.& Monroe, D. M. (2007).Coagulation 2006: a modern view of hemostasis.
Hematology/ Oncology Clinics of North America, 21, 1, pp. 1-11
Horlocker, T.T., Bajwa, Z.H., Ashraf, Z., Khan, S., Wilson, J.L., Sami, N., Peeters-Asdourian,
C., Powers, C.A., Schroeder, D.R., Decker, P.A. & Warfield, C.A. (2002). Risk
assessment of hemorrhagic complications associated with nonsteroidal
antiinflammatory medications in ambulatory pain clinic patients undergoing
epidural steroid injection. Anesthesia and Analgesia, 95, pp. 1691–97
Horlocker, T.T., Wedel, D.J., Schroeder, D.R., Rose, S.H., Elliott, B.A., McGregor, D.G.
&Wong, G.Y. (1995). Preoperative antiplatelet therapy does not increase the risk of

www.intechopen.com

Contraindications – Hemorrhage and Coagulopathy, and Patient Refusal

157

spinal hematoma associated with regional anesthesia. Anesthesia and Analgesia,
80, pp. 303–09
Horlocker, T.T. & Wedel, D.J. (1998). Anticoagulation and neuraxial block: historical
perspective, anesthetic implications, and risk management. Regional Anesthesia
Pain Medicine, 23, pp. 129–34
Horlocker, T.T., Wedel, D.J., Benzon, H., Brown, D.L., Enneking, F.K., Heit, J.A., Mulroy,
M.F., Rosenquist, R.W., Rowlingson, J., Tryba, M. & Yuan, C.S. (2003). Regional
anesthesia in the anticoagulated patient: Defining the risks (The Second ASRA
Consensus Conference on Neuraxial Anesthesia and Anticoagulation). Regional
Anesthesia Pain Medicine, 28, pp. 172–97
Hornyak, T.J. & Shafer, J. A. (1992). Interactions of factor XIII with fibrin as substrate and
cofactor. Biochemistry, 31, 2, pp. 423-9
Huang, F. & Hong, E. (2004). Platelet glycoprotein IIb/IIIa inhibition and its clinical use.
Current Medicinal Chemistry. Cardiovascular and Hematological Agents, 2, 3, pp.
187–96
Hull, R.D., Pineo, G.F. & MacIsaac, S. (2000). Low-molecular-weight heparin prophylaxis:
preoperative versus postoperative initiation in patients undergoing elective hip
surgery. Thrombosis Research, 101, V155–V162
Ibbotson, T. & Perry, C.M., Ibbotson, T. & Perry, CM. (2002). Danaparoid: a review of its use
in thromboembolic and coagulation disorders. Drugs, 62, 15, pp. 2283–314
Jones, B.P., Bell, E.A. & Maroof, M. (1999). Epidural labor analgesia in a parturient with von
Willebrand's disease type IIA and severe preeclampsia. Anesthesiology , 90, pp.
1219-1220
Kam, P.C., Thompson, S.A. & Liew, A.C. (2004). Thrombocytopenia in the parturient.
Anesthesia, 59, 3, pp. 255-64
Kadir, R., Chi, C. & Bolton-Maggs, P. (2009). Pregnancy and rare bleeding disorders.
Haemophilia, 15, pp. 990–1005
Kadir, R.A., Lee, C.A., Sabin, C.A., Pollard, D. & Economides, D.L. (1998). Pregnancy in
women with von Willebrand's disease or factor XI deficiency. British Journal of
Obstetrics and Gynaecology, 105, pp. 314-321
Kathiresan, S., Shiomura, J. & Jang, I.K. (2002). Argatroban. Journal of Thrombosis and
Thrombolysis, 13, 1, 41–47
Kaplan, K.L.(2003). Direct thrombin inhibitors. Expert Opinion on Pharmacotherapy, 4, 5,
pp. 653–66
Kessler, I., Lancet, M., Borenstein, R., Berrebi, A. & Mogilner, B.M. (1982). The obstetrical
management of patients with immunologic thrombocytopenic purpura.
International Journal of Gynaecologl Obstetrics , 20, pp. 23–8.
Kostopanagiotou, G., Siafaka, I., Sikiotis, C. & Smyrniotis, V. (2004). Anesthetic and
perioperative management of a patient with Bernard-Soulier syndrome. Journal of
Clinical Anesthesia, 16, 6, pp. 458-60
Kövesi, T. & Royston, D. (2002). Is there a bleeding problem with platelet-active drugs?
British Journal of Anesthesia, 88, pp. 159–62
Kubitza, D., Becka ,M., Wensing, G., Voith, B. & Zuehlsdorf, M. (2005). Safety,
pharmacodynamics, and pharmacokinetics of BAY 59–7939–an oral, direct Factor

www.intechopen.com

158

Epidural Analgesia – Current Views and Approaches

Xa inhibitor–after multiple dosing in healthy male subjects. European Journal of
Clinical Pharmacology, 61, 12, pp. 873–80
Le Gouez, A., Roger-Christoph, S., Abbes, M. & Benhamou, D. (2011). Anesthetic
management of parturients with defects in coagulation factor V. International
Journal of Obstetrics Anesthesia, 20, 1, pp. 97-8. Epub 2010 Oct 29
Lee, C.A., Chi, C., Pavord, S.R., Bolton-Maggs, P.H., Pollard, D., Hinchcliffe-Wood, A. &
Kadir, R.A. (2006). The obstetric and gynaecological management of women with
inherited bleeding disorders--review with guidelines produced by a taskforce of
UK Haemophilia Centre Doctors' Organization. Haemophilia, 12, 4, pp. 301-36
Levi, M. & Ten Cate, H. (1993). Disseminated intravascular coagulation. The New England
Journal of Medicine, 341, pp. 586 –92
Levy, J.H., Dutton, R.P., Hemphill, J.C. 3rd., Shander, A., Cooper, D., Paidas, M.J., Kessler,
C.M., Holcomb, J.B. & Lawson, J.H. (2010). Multidisciplinary Approach to the
Challenge of Hemostasis. Anesthesia and Analgesia, 110, 2, pp. 354-64. Epub 2009
Dec 10
Levy, J.H., Tanaka, K.A. & Dietrich, W. (2008). Perioperative hemostatic management of
patients treated with vitamin K antagonists. Anesthesiology, 109, 5, pp. 918-26
Li, S.L., Wang, D.X. & Ma, D. (2010). Epidural hematoma after neuraxial blockade: a
retrospective report from China. Anesthesia and Analgesia, 111, 5, pp. 1322-4. Epub
2010 Aug 12
Litz, R.J., Gottschlich, B. & Stehr, S.N. (2004). Spinal epidural hematoma after spinal
anesthesia in a patient treated with clopidogrel and enoxaparin. Anesthesiology,
101, pp. 1467–70
Llau, J.V., De Andrés, J., Gomar, C., Gómez, A., Hidalgo, F., Sahagún, J. & Torres, L.M.
(2001). Drugs that alter hemostasis and regional anesthetic techniques: safety
guidelines. Consensus conference (Spanish). Revista Espanola Anestesiologica
Reanimacion, 48, pp. 270–78
Llau, J.V., De Andrés , J., Gomar , C., Gómez , Z., Hidalgo, F. & Torres , L.M. (2005).
Guidelines of hemostasis inhibiting drugs and neuraxial anesthesia (Spanish).
Revista Espanola Anestesiologica Reanimacion, 52, pp. 413–20
Llau, , J.V., De Andrés, J., Gomar, C., Gómez, Z., Hidalgo, F. & Torres, L.M. (2005).
Hemostasis-altering drugs and techniques for regional anesthesia and analgesia:
safety recommendations (Spanish). Rev Esp Anestesiol Reanim , 52, pp. 248–250
Llau, J.V., De Andrés, J., Gomar, C., Gómez-Luque, A., Hidalgo, F. & Torres, L.M. (2007).
Anticlotting drugs and regional anaesthetic and analgesic techniques: comparative
update of the safety recommendations. European Journal of Anaesthesiology, 24, 5,
pp. 387-98. Epub 2007 Jan 8
Lomax, S. & Edgcombe, H. (2009). Anesthetic implications for the parturient with hereditary
hemorrhagic telangiectasia. Canadian Journal of Anesthesia, 56, 5, pp. 374-84. Epub
2009 Mar 28
Lubenow, N.& Greinacher, A.(2002). Hirudin in heparin-induced thrombocytopenia.
Seminars in Thrombosis and Hemostasis, 28, 5, pp. 431–38
Maclean, P.S. & Tait, R.C. (2007). Hereditary and acquired antithrombin deficiency:
epidemiology, pathogenesis and treatment options. Drugs, 67, 10, pp. 1429-40

www.intechopen.com

Contraindications – Hemorrhage and Coagulopathy, and Patient Refusal

159

Mannucci, P.M. & Tuddenham, E.G. (2001). The hemophilias--from royal genes to gene
therapy. The New England Journal of Medicine, 344, 23, pp. 1773-9
Martini, W.Z.(2009). Coagulopathy by hypothermia and acidosis: mechanisms of thrombin
generation and fibrinogen availability. Journal of Trauma, 67, pp. 202–09
Martucci, G., Di Lorenzo, A., Polito, F. & Acampa, L. (2011). A 12-month follow-up for
neurological complication after subarachnoid anesthesia in a parturient affected by
multiple sclerosis. European Review for Medical Pharmacological Sciences, 15, 4,
pp. 458-60
McQuaid, K.R. & Laine, L. (2006). Systematic review and meta-analysis of adverse events of
low-dose aspirin and clopidogrel in randomized controlled trials. The American
Journal of Medicine, 119, pp. 624–38
Mentegazzi, F., Danelli, G., Ghisi, D., Tosi, M., Gennari, A. & Fanelli, G. (2005). Locoregional
anesthesia and coagulation. Minerva Anestesiologica, 71:, pp. 497–499
Milaskiewicz, R.M., Holdcroft, A. & Letsky, E. (1990). Epidural anesthesia and von
Willebrand's disease. Anesthesia , 45, pp. 462-464
Moen, V., Dahlgren, N. & Irestedt, L. (2004). Severe neurological complications after central
neuraxial blockades in Sweden 1990-1999. Anesthesiology, 101, pp. 950-9
Monroe, D. M., Roberts, H. R.& Hoffman, M. (1994). Platelet procoagulant complex
assembly in a tissue factor-initiated system.British Journal of Haematology, 88, 2,
pp. 364-71
Morgan, G.E., Mikhail, M.S. & Murray, M.J. (2008). Spinal, epidural and caudal blocks. In:
Clinical Anesthesiology, pp. 298-310, 4th Ed. Appleton & Lange, Stamford
Ordog, G.J., Wasserberger, J. & Balasubramanium, S. (1985). Coagulation abnormalities in
traumatic shock. Annals of Emergency Medicine, 14, pp. 650–55
Pamnani, A., Rosenstein, M., Darwich, A. & Wolfson, A. (2010). Neuraxial anesthesia for
labor and cesarean delivery in a parturient with hereditary antithrombin deficiency
on recombinant human antithrombin infusion therapy. Journal of Clinical
Anesthesia, 22, 6, pp. 450-3
Patrono, C., Coller, B., FitzGerald, G.A., Hirsh, J. & Roth, G. (2004). Platelet active drugs: the
relationships among dose, effectiveness, and side effects. Chest, 126, pp. 234S–64S
Punnonen, R., Nyman, D., Grönroos, M. & Wallén, O. (1981). Von Willebrand's disease and
pregnancy. Acta Obstetricia et Gynecologica Scandinavica, 60, pp. 507-09
Rasmus, K.T., Rottman, R.L., Kotelko, D.M., Wright, W.C., Stone, J.J. & Rosenblatt, R.M.
(1989). Unrecognized thrombocytopenia and regional anesthesia in parturients: a
retrospective review. Obstetrics and Gynecology, 73, pp. 943– 6
Reitsma, P.H. (1997). Protein C deficiency: from gene defects to disease. Thrombosis and
Haemostasis, 78, pp. 344–50
Robson, R., White, H., Aylward, P. & Frampton, C. (2002). Bivalirudin pharmacokinetics and
pharmacodynamics: effect of renal function, dose, and gender. Clinical
Pharmacology and Therapeutics, 71, 6, pp. 433–39
Rodeghiero, F., Castaman, G. & Dini, E. (1987). Epidemiological investigation of the
prevalence of von Willebrand's disease. Blood, 69, pp. 454-459
Rolbin, S.H., Abbott, D., Musclow, E., Papsin, F., Lie, L.M. & Freedman, J.(1988). Epidural
anesthesia in pregnant patients with low platelet counts. Obstetrics and
Gynecology, 71, pp. 918– 20

www.intechopen.com

160

Epidural Analgesia – Current Views and Approaches

Rosenberg, R.D. (1975). Actions and interactions of antithrombin III and heparin. The New
England Journal of Medicine, 292, pp. 146-51
Samama, C.M., Bastien, O., Forestier, F., Denninger, M.H., Isetta, C., Juliard, J.M., Lasne, D.,
Leys, D. & Mismetti, P. (2002). Antiplatelet agents in the perioperative period:
expert recommendations of the French Society of Anesthesiology and Intensive
Care (SFAR) 2001 – Summary statement. Canadian Journal of Anesthesia, 49, pp.
S26–S35
Sawamura, A., Hayakawa, M., Gando, S., Kubota, N., Sugano, M., Wada, T. & Katabami, K.
(2009). Disseminated intravascular coagulation with a fibrinolytic phenotype at an
early phase of trauma predicts mortality. Thrombosis Research, 124, pp. 608–13
Schmitt, H.J., Muenster, T. & Schmitt, J. (2004). Central neural blockade in Charcot- MarieTooth disease. Canadian Journal of Anesthesia, 51, 10, pp. 1049-50
Serebruany, V.L., Steinhubl, S.R., Berger, P.B., Malinin, A.I., Baggish, J.S., Bhatt, D.L. &
Topol, E.J. (2005). Analysis of risk of bleeding complications after different doses of
aspirin in 192 036 patients enrolled in 31 randomized controlled trials. The
American Journal of Cardiology, 95, pp. 1218–22
Shimoji, K., Sato, Y., Endoh, H., Taga, K., Fujiwara, N. & Fukuda, S. (1987). Relation between
spinal cord and epidural blood flow. Stroke, 18, 6, pp. 1128-32
Silverman, R., Kwiatkowski, T., Bernstein, S., Sanders, N., Hilgartner, M., Cahill-Bordas, M.,
Jackson, K. & Lipton, R. (1993). Safety of lumbar puncture in patients with
hemophilia. Annals of Emergency Medicine, 22, pp. 1739–42
Stamer, U.M., Stuber, F., Wiese, R., Wulf, H. & Meuser, T. (2007). Contraindications to
regional anesthesia in obstetrics: a survey of German practice. International Journal
of Obstetric Anesthesia, 16, pp. 328–335
Sternberg, T.L., Bailey, M.K., Lazarchick, J. & Brahen, N.H. (1991). Protein C deficiency as a
cause of pulmonary embolismin the perioperative period. Anesthesiology, 74, pp.
364–6
Stoelting, R.K.& Dierdorf, S.F. (2002). Anesthesia and Co-Existing Disease. 4th ed.
Philadelphia, PA: Churchill Livingstone
Tanaka, K.A., Key, N. S. & Levy, J. H. (2009). Blood coagulation: hemostasis and thrombin
regulation. Anesthesia and Analgesia, 108, pp. 1433-46
Tiede, A., Tait, R.C., Shaffer, D.W., Baudo, F., Boneu, B., Dempfle, C.E., Horellou, M.H.,
Klamroth, R., Lazarchick, J., Mumford, A.D., Schulman, S., Shiach, C., Bonfiglio,
L.J., Frieling, J.T., Conard, J. & von Depka, M. (2008). Antithrombin alfa in
hereditary antithrombin deficient patients: a phase 3 study of prophylactic
intravenous administration in high risk situations. Thrombosis and Haemostasis,
99, pp. 616-22
Tripodi, A., Chantarangkul, V., Primignani, M., Fabris, F., Dell'Era, A., Sei, C. & Mannucci,
P.M. (2007). The international normalized ratio calibrated for cirrhosis (INR(liver))
normalizes prothrombin time results for model for end-stage liver disease
calculation. Hepatology, 46, 2, pp. 520-7
Tuddenham, E.G.D.& Cooper, D.N. (1994). The molecular genetics of haemostasis and its
inherited disorders. Oxford monographs in medical genetics no. 25. Oxford,
England: Oxford University Press

www.intechopen.com

Contraindications – Hemorrhage and Coagulopathy, and Patient Refusal

161

Tufano, A., Cerbone, A.M. & Di Minno, G. (2002). The use of antithrombotic drugs in older
people. Minerva Medica, 93, pp. 13–26
Turpini, R. & Stefanini, M. (1959). The nature and mechanism of the hemostatic breakdown
in the course of experimental hemorrhagic shock. Journal of Clinical Investigation,
38, pp. 53–65
Tyagi, A.& Bhattacharya, A. (2002). Central neuraxial blocks and anticoagulation: a review
of current trends. European Journal of Anaesthesiology, 19, pp. 317–329
Usubiaga, J.E., Usubiaga, L.E., Brea, L.M. & Goyena, R. (1967). Effect of saline injections on
epidural and subarachnoid space pressures and relation to postspinal anesthesia
headache. Anesthesia and Analgesia, 46, 3, pp. 293-6
Vandermeulen, E.P., Van Aken, H. & Vermylen, J. (1994). Anticoagulants and spinal
epidural anesthesia. Anesthesia and Analgesia, 79, pp. 1165–17
Vandermeulen, E., Singelyn, F., Vercauteren, M., Brichant, J.F., Ickx, B.E. & Gautier, P.
(2005). Belgian guidelines concerning central neural blockade in patients with drug
induced alteration of coagulation: an update. Acta Anaesthesiologica Belgica, 56,
pp. 139–46
Vandermeulen, E. (2010). Regional anesthesia and anticoagulation. Best Practice &Research.
Clinical Anaesthesiology, 24, 1, pp. 121-31
van Veen, J.J., Nokes, T.J. & Makris, M. (2010). The risk of spinal haematoma following
neuraxial anesthesia or lumbar puncture in thrombocytopenic individuals. British
Journal of Haematology, 148, 1, pp. 15-25. Epub 2009 Sep 22
Varughese, J. & Cohen, A.J. (2007). Experience with epidural anesthesia in pregnant women
with von Willebrand disease. Haemophilia, 13, 6, pp. 730-3
Veering, B.T.& Cousins, M.J. (2000). Cardiovascular and pulmonary effects of epidural
anesthesia. Anesthesia and Intensive Care, 28, 6, pp. 620-35
Vellinga, S., Steel, E., Vangenechten, I. & Gadisseur, A. (2006). Successful pregnancy in a
patient with factor V deficiency: case report and review of the literature.
Thrombosis and Haemostasis, 95, pp. 896–897
Walker, I.D. (1997). Congenital thrombophilia. Baillieres Clinics Obstetrics and
Gynaecology, 11, pp. 431–45
Warkentin, T.E., Levine, M.N., Hirsh, J., Horsewood, P., Roberts, R.S., Gent, M. & Kelton,
J.G. (1995). Heparin-induced thrombocytopenia in patients treated with lowmolecular-weight heparin or unfractionated heparin. New England Journal of
Medicine, 332, pp. 1330–335
Webert, K.E., Mittal, R., Sigouin, C., Heddle, N.M. & Kelton, J.G. (2003). A retrospective 11year analysis of obstetric patients with idiopathic thrombocytopenic purpura.
Blood, 102, 13, pp. 4306-11
Weitz, J.I. (1997). Low-molecular-weight heparins. New England Journal of Medicine, 337,
pp. 688–98
Weitz, J.I., Hirsh, J. & Samama, M.M. (2004). New anticoagulant drugs. Chest, 126, pp. 265S–
286S
Weitz, J.I., Hirsh, J. & Samama, M.M. (2008). Physicians ACoC. New antithrombotic drugs:
American College of Chest Physicians Evidence-Based Clinical Practice Guidelines
(8th Edition). Chest, 133, pp. 234S– 56S

www.intechopen.com

162

Epidural Analgesia – Current Views and Approaches

Wilde, M.I. & Markham A. (1997). Danaparoid. A review of its pharmacology and clinical
use in the management of heparininduced thrombocytopenia. Drugs, 54, 6, pp.
903–24
Wolberg, A.S., Meng, Z.H., Monroe, D. M. 3rd. & Hoffman, M. (2004). A systemic evaluation
of the effect of temperature on coagulation enzyme activity and platelet function.
Journal of Trauma, 56, pp. 1221–28
Yeh, R.W.& Jang, I.K. (2006). Argatroban: update. American Heart Journal, 151, pp. 1131–
138

www.intechopen.com

Epidural Analgesia - Current Views and Approaches
Edited by Dr. Sotonye Fyneface-Ogan

ISBN 978-953-51-0332-5
Hard cover, 174 pages
Publisher InTech

Published online 16, March, 2012

Published in print edition March, 2012
Epidural analgesia is a form of pain relief administered through the space surrounding the dural sheath either
by direct injection or via catheter. The agent, when administered, can cause both a loss of sensation
(anesthesia) and a loss of pain (analgesia), by reversibly interrupting the transmission of signals through
nerves in or near the spinal cord. This form of pain relief has been found useful in many clinical situations. This
book intends to provide an in-depth review of the current knowledge on epidural analgesia. The use of this
form of analgesia is explored by contributors from different perspectives, including labor and delivery,
postoperative analgesia in both pediatric and geriatric patients, and its role during anesthesia and surgery. In
order to provide a balanced medical view this book was edited by an obstetric anesthesiologist.

How to reference

In order to correctly reference this scholarly work, feel free to copy and paste the following:
Bahanur Cekic and Ahmet Besir (2012). Contraindications - Hemorrhage and Coagulopathy, and Patient
Refusal, Epidural Analgesia - Current Views and Approaches, Dr. Sotonye Fyneface-Ogan (Ed.), ISBN: 978953-51-0332-5, InTech, Available from: http://www.intechopen.com/books/epidural-analgesia-current-viewsand-approaches/contraindications-hemorrhage-and-coagulopathy-and-patient-refusal

InTech Europe

University Campus STeP Ri
Slavka Krautzeka 83/A
51000 Rijeka, Croatia
Phone: +385 (51) 770 447
Fax: +385 (51) 686 166
www.intechopen.com

InTech China

Unit 405, Office Block, Hotel Equatorial Shanghai
No.65, Yan An Road (West), Shanghai, 200040, China
Phone: +86-21-62489820
Fax: +86-21-62489821

© 2012 The Author(s). Licensee IntechOpen. This is an open access article
distributed under the terms of the Creative Commons Attribution 3.0
License, which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.

