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Abstract

Fresh frozen plasma (FFP) and prothrombin complex concentrate (PCC) reverse oral 
anticoagulants such as Warfarin. We compared the standard dosage of FFP and PCC in terms 
of efficacy and safety for patients with mechanical heart valves undergoing interventional 
procedures while receiving Warfarin. Fifty patients were randomized (25 for each group) 
with mechanical heart valves [international normalized ratio (INR) >2.5]. FFP dosage was 
administered based on body weight (10-15 mL/Kg), while PCC dosage was administered 
based on both body weight and target INR. INR measurements were obtained at different 
time after PCC and FFP infusion. The mean ± SD of INR pre treatment was not significantly 
different between the PCC and FFP groups. However, over a 48-hour period following the 
administration of PCC and FFP, 76% of the patients in the PCC group and only 20% of the 
patients in the FFP group reached the INR target. Five (20%) patients in the PCC group 
received an additional dose of PCC, whereas 17 (68%) patients in the FFP group received a 
further dose of FFP (P=0.001). There was no significant difference between the two groups in 
Hb and Hct before and during a 48-hour period after PCC and FFP infusion. As regards safety 
monitoring and adverse drug reaction screening in the FFP group, the INR was high (INR > 
2.5) in 86% of the patients. There was no report of hemorrhage in both groups. PCC reverses 
anticoagulation both effectively and safely while having the advantage of obviating the need 
to extra doses.
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Introduction

Every year, approximately 300,000 patients 
undergo heart valve surgery worldwide(1). 
Although mechanical heart valves have 
the advantage of a superior durability over 

bioprosthetic valves, they suffer from much 
higher and persistent risk of thromboembolism, 
requiring lifelong anticoagulation therapy. 
Vitamin K antagonists such as Warfarin are the 
existing long-term standards for anticoagulation 
in patients having had cardiac valve replacement 
(2). The risk of Warfarin-induced bleeding 
complications is well known and is typically 
managed with vitamin K, which will restore the 
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of Rajaie Cardiovascular, Medical and Research 
Center, an Iranian tertiary health care hospital. 
Fifty adult patients with mechanical heart valves 
who were admitted to the hospital and provided 
written informed consent were enrolled in the 
present study between July 2012 and February 
2013. All of the patients were undergoing 
interventional procedures while receiving 
Warfarin therapy.

Inclusion and exclusion criteria
The inclusion criteria comprised weight 

under100 Kg, the age between 18-85 years old, 
Warfarin consumption prior to intervention, 
initial international normalized ratio (INR) 
> 2.5, and consumption of FFP or PCC. The 
exclusion criteria were comprised of renal 
or hepatic insufficiency, allergic reaction 
to blood products, past history of Heparin-
induced thrombocytopenia and disseminated 
intravascular coagulation, active thrombosis or 
pulmonary embolism, intracardiac thrombus, 
and pregnancy or breastfeeding.

Treatment
Two treatment groups for the reversal of 

increased INR levels were defined: patients 
treated with PCC (n=25) and those treated with 
FFP (n=25).Vitamin K was never used for the 
patients in either group.

In the PCC group, all the patients were 
given PCC (Uman Complex D.I.) (Kedrion, 
Castelvecchio Pascoli, Italy), which is a 3-factor 
PCC, including factor II, factor IX, and factor X. 
Uman Complex is a lyophilized PCC, which is 
purified human plasma through two ion-exchange 
chromatography steps. Each vial of Uman 
Complex contains a relatively high concentration 
of coagulation factor II (25 IU⁄mL), factor IX (25 
IU⁄mL), factor X (20 IU⁄mL), Heparin (< 12.5 
IU/mL), and antithrombin (< 0.125 IU/mL). The 
PCC administration was based on the patients’ 
body weight (in accordance with relevant INR), 
initial INR, and target INR in keeping with the 
manufacturer’s prescribed individualized dosing 
regimen (Table 1). If the INR was high after the 
initial PCC administration, an additional dose 
was administered.

In the FFP group, FFP was administered 
based on the patients› body weight (10-15 mL/

production of vitamin K-dependent coagulation 
factors within 12-24 hours. It is not, however, 
always feasible to wait for endogenous 
restoration of coagulation factors, especially 
in patients scheduled for either urgent or semi-
urgent coronary artery bypass grafting surgery 
(CABG) involving cardiopulmonary bypass 
(CPB) or valvular surgery in which coumarin 
effects should be reversed rapidly.

Fresh frozen plasma (FFP) and prothrombin 
complex concentrate (PCC) are currently 
deemed suitable for increasing the concentration 
of vitamin K-dependent coagulation factors. 
These two products contain factors II, VII, IX, 
and X and thus help restore normal levels of the 
clotting fraction (3,4).

FFP is human plasma frozen within a specific 
time period after collection both from a donor (5). 
The risks of FFP include disease transmission, 
anaphylactoid reactions, alloimmunization, 
excessive intravascular volume, transfusion-
related acute lung injury, and increased risk of 
infections (6-9).

PCC is derived from pooled, virus-inactivated 
human plasma products and is known to 
provide coagulation factors appropriately and 
rapidly. The majority of PCC products contain 
vitamin K-dependent coagulation factors (II 
[prothrombin],VII, IX, and X), as well as 
therapeutically effective concentrations of 
thrombo inhibitors (protein C and S)(10,11). 

The early PCC composition contained the three 
coagulation factors of II, IX and X, with no or 
very little amount of factor VII. Nevertheless, 
newer formulations, available in some European 
countries, include normal amounts of factor VII 
and are thus known as “four-factor concentrates” 
or “4-factor PCCs” (12).

In this randomized study, we compared the 
efficacy of the infusion of PCC and FFP in 
adult patients with mechanical heart valves who 
were undergoing Warfarin therapy and required 
Warfarin reversal.

Experimental

Study population
This study was conducted in compliance 

with the Helsinki Declaration. The protocol was 
submitted for approval to the Ethics Committee 
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Kg). If the INR was still high following the 
initial FFP administration, additional FFP (JMS 
Singapore PTE, 300 mL) was administered. 
The treatment was provided immediately in an 
emergency setting after block randomization and 
usually before any INR results were available.

Study outcomes
INR measurements were obtained 30 minutes 

after the infusion of FFP and PCC. In both 
groups, serial INR measurements were obtained 
at 4, 8, 12, 16, 20, 24, and 48 hours post PCC 
and FFP infusion. The groups were compared on 
the basis of demographics, units of FFP, units of 
PCC, number of patients achieving INR < 2.5, 
number of patients requiring extra dose(s) of 
each drug to reach the target INR, and adverse 
drug reaction (based on the Kedrion assay of 
adverse drug reaction*) to FFP and PCC. 

Laboratory and clinical assessment
Blood samples were collected for the 

determination of INR prior to infusion and at 
intervals of 0.5, 4, 8, 12, 16, 20, 24, and 48 hours 
as well. Hemoglobin (Hb) and Hematocrit (Hct) 
were determined at baseline and after 48 hours. 

The INR and hematology parameters were 
measured at the laboratory of the study center. 
At enrolment time, all the patients underwent 
a complete clinical assessment, encompassing 
medical history, physical examination, and 
determination of vital signs.

The occurrence of any adverse events, 
including death, thromboembolic complications, 
and allergic reactions, was monitored.

Statistical analysis
The data are presented as mean ± standard 

deviation (SD) for the interval variables and 
count (%) for the categorical variables. The one-
sample Kolmogorov-Smirnov test was applied 
to investigate the fitness of the interval data to 
normal distribution. The clinical outcomes were 

compared between the two groups using the 
Student t-test or the Pearson chi-squared test and 
repeated measure analysis of variance (ANOVA) 
models. A P ≤ 0.05 was considered statistically 
significant. SPSS® 15 for Windows® (SPSS 
Inc., Chicago, Illinois) was utilized for statistical 
analysis.

Results

Between July 2012 and February 2013, a total 
of 50 patients were included and randomized into 
the 3-factor PCC group (n =25) (administered 
according to the INR) and the FFP group (n = 
25) (10-15 mL/Kg).

Out of the 50 patients recruited in our study, 
35 patients were admitted to the Intensive Care 
Unit (ICU) and 15 patients to the Coronary 
Care Unit (CCU). The baseline characteristics 
and demographic data of the study population 
are summarized in Table 2. The overall mean 
(standard deviations (SD)) age was 66.73 ± 
7.81 years, and 56% of the patients were male. 
Patient characteristics did not differ between 
the two groups. All the patients had a history 
of cardiovascular disease, hypertension, and 
valvular surgery. All the patients were under 
treatment with Warfarin sodium.

The types of cardiac surgery in the valvular 
patients are summarized in Table 3.

The INR values before the infusion of PCC 
and FFP were not different between the two 
groups. With respect to efficacy, the INR values 
after treatment were markedly reduced in the 
PCC group. The mean (SD) INR pre treatment 
was 4.02 (1.07) in the PCC group and 4.88 (1.3) 
in the FFP group. 

The INR was measured 15 minutes as well as 
4, 8, 12, 16, 20, 24 and 48 hours after the infusion 
of PCC and FFP. The mean INR value in the PCC 
group was markedly reduced compared with that 
in the FFP group based on serial reporting within 
48 hours of administration. The INR values of 

INR value 2.0-4.0 >4.0 &  <6.0

Dose of PCC to infuse 25 IU/kg 35 IU/kg

Table 1. Recommended uman complex (prothrombin complex concentrate) doses in case of rapid oral anticoagulant therapy reversal*.

*Kedrion Manufacturing Company's recommendation package (insert 2010)
INR, international normalized ratio; PCC, prothrombin complex concentrate
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the PCC and FFP groups are summarized in 
Table 4. The mean INR value in the PCC group 
was markedly reduced compared with that in the 
FFP group based on serial reporting within 48 
hours of administration.

The proportion of the patients who achieved 
the target INR was significantly greater in the 
PCC group (76%) than in the FFP group (20%). 
The total doses of FFP and PCC as well as the 
number of the patients achieving INR < 2.5 are 
demonstrated in Table 5.

Twenty-two of the patients who required 
urgent reversal of oral anticoagulation needed 
additional doses of PCC and FFP to reach 

the target INR: 5 (20%) patients in the PCC 
group and 17 (68%) patients in the FFP group. 
The difference between the two groups was 
statistically significant (P < 005).

There was no significant difference between 
the two groups as regards Hb and Hct before 
and during a 48-hour period after the infusion of 
PCC and FFP.

As for safety monitoring and adverse drug 
reaction screening, none of the patients treated 
with either PCC or FFP suffered hemorrhage, 
although the INR was high (INR > 2.5) in 86% 
of the FFP group.  

In the FFP group, 68% of the patients needed 

All patients PCC FFP P-value

Gender   (n;%)

Male 28 (56) 10 (40%) 18 (72%) 0.73

Female 22 (44) 15 (60%) 7 (28%) 0.74

Age                                    66.73 ± 7.81 65.8 ± 6.79 0.70

Weight                               68.73 ± 9.37 67.47 ± 10.07 0.469

Height                                164.77 ± 6.57 161.73 ± 6.46 <0.01

Heart rate                            97.60 ± 11.08 96.93 ± 10.39 0.75

Systolic BP                          119.87 ± 15.10 123.33 ± 15.88 0.22

Diastolic BP                        72.90 ± 10.26 71.47 ± 11.95 0.46

EF                                       47.50 ± 5.21 48.67 ± 5.16 0.23

Temperature 36.77 ± 0.96 36.93 ± 0.821 019

SGOT                                23.60 ± 10.72 24.73 ± 11.47 0.57

SGPT                                  17.27 ± 11.47 17.07 ± 10.36 093

Creatinine                            1.08 ± 0.29 1.14 ± 0.32 0.31

 Table 2. Baseline demographic and clinical data of the study population.

Data are presented as mean ± SD.Standard Deviation
PCC, prothrombin complex concentrate; FFP, fresh frozen plasma; BP, blood pressure; EF, ejection fraction; SGOT, serum glutamic 
oxaloacetic transaminase; SGPT, serum glutamic pyruvic transaminase

Type of valve operation FFP (n=25) PCC (n=25)

MVR 3 (12%) 6 (24%)

MVr 4 (16%) 4 (16%)                             

AVR	                             3 (12%) 3 (12%)

Aortic valve repair                                                                                                          4 (16%) 4 (16%)

MVR-AVR 4 (16%) 5 (20%)

TVR-MVR                                                          2 (8%) 1 (4%)

MVR-TVR                            2 (8%) 1 (4%)

MVR- AVr- TVR 1 (4%) 0 (0%)

AVR - TVr                                                        2 (8%) 1 (4%)
PCC, prothrombin complex concentrate; FFP, fresh frozen plasma; MVR, mitral valve replacement; AVR, aortic valve replacement; 
TVR, tricuspid valve repair.

Table 3. The types of cardiac surgery in the valvular patients and distributions in patients in the PCC and FFP groups.
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Figure 1. INR fluctuations after PCC & FFP infusion.

Time
INR (mean ±SD)

P-value
PCC (n=25) FFP (n=25)

Pre infusion 4.02 ± 1.07 4.88 ± 1.3 0.07

30 min post infusion 2.34 ± 0.7 3.1 ± 1.04 0.03

4 h post infusion 2.31 ± 0.68 3.11 ± 0.83 1. 23

8 h post infusion 2.43 ± 0.68 3.11 ± 0.83 1.34

12 h post  infusion 2.48 ± 1.03 3.66 ± 1.35 1. 27

16 h post infusion 2.36 ± 0.87 3.7 ± 1.71 0.01

20 h post infusion 2.43 ± 0.75 3.07 ± 1.18 0.09

24 h post infusion 2.64 ± 1.02 2.91 ± 0.88 0.44

48 h post infusion 2.51 ± 0.84 3.35 ± 0.85 0.01

Table 4. INR Variations during the study period.

INR, international normalized ratio; PCC, prothrombin complex concentrate; FFP, fresh frozen plasma

Parameter PCC FFP

FFP units, mean (SD) NA 2.6 (0.507)

PCC total dose, units, mean (SD) 2066.6 (0.34) NA

Patients who achieved INR <2.5, n (%) 19 (76%) 5 (20%)

Table 5. Correlation between prothrombin complex concentrate and fresh frozen plasma dose and reduced target international normalized 
ratio.

FFP, fresh frozen plasma; NA, not applicable; PCC, prothrombin complex concentrate
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Time PCC (n=25) FFP (n=25)

30 min post infusion                               - -

4 h post infusion                             1(4%) -

8 h post infusion                            1(4%) 3(12%)

12 h post infusion                              - 5(20%)

16 h post infusion                           2(8%) 6(24%)

20 h post infusion                              - 3(12%)

24 h post infusion                           1(4%)

48 h post infusion                               - -

Total    (P value 0.001)                                                      5(20%) 17(68%)

Table 6. Extra Doses needed for warfarin reversal by PCC & FFP.

PCC, prothrombin complex concentrate; FFP, fresh frozen plasma.

Hb & Hct Pre & Post Administration PCC (n=25) FFP (n=25) p-value

Hb pre infusion 9.13 ± 1.22 9.48 ± 1.19 0.44

Hb post infusion 9.64 ± 1.7 10.16 ± 1.32 0.36

Hct pre infusion 29.05 ± 4.7 29.68 ± 4.3 0.71

Hct post infusion        30.98 ± 6.6 32.18 ± 4.4 0.57

Table 7. Hemoglobin and Hematocrit fluctuations following PCC & FFP.

Data are presented as mean ± standard deviation.
PCC, prothrombin complex concentrate; FFP, fresh frozen plasma; Hb, hemoglobin; Hct, hematocrit

extra doses. It should be noted that this is not an 
appropriate choice for patients with mechanical 
heart valves and may expose them to the risk of 
volume overload.

Discussion

The present study is the first randomized 
head-to-head comparison between 3-factor 
PCC and FFP as treatment modalities for the 
reversal of Warfarin-induced anticoagulation 
in patients with mechanical heart valves who 
undergo interventional procedures and are at 
risk of bleeding. The main objective of our study 
was the assessment of both efficacy (based on 
the INR) and safety of PCC in patients with 
mechanical heart valves.

Thromboembolic events are the major cause 
of morbidity and mortality in patients with 
mechanical heart valves. Such complications 
can be decreased by oral anticoagulation after 
cardiac surgery (13). The fact that these patients 
are highly susceptible to bleeding under certain 
interventional procedures such as the insertion of 
the intravenous (IV) line or the dialysis catheter 
renders the administration of PCC or FFP in these 
circumstances advisable. PCC is indicated when 

rapid correction of prothrombin complex levels 
is necessary (e.g. major bleeding and emergency 
surgery). In other cases, reducing the dose of 
vitamin K antagonist and/or administrating 
vitamin K is usually sufficient (14).

A) Prothrombin complex concentrate 
indication in expert guidelines

The use of PCC has been advocated for the 
rapid correction of coagulation deficits (15). 
PCC is yet to be recommended by American 
guidelines, reviews, or algorithms (16-19), such 
as the American Heart Association (AHA) or the 
American College of Cardiology (ACC) either in 
cardiac or in non-cardiac surgery. The only hint 
by the AHA is in regard to PCC administration in 
oral anticoagulant therapy of patients with high 
INR, in whom PCC has the advantage of causing 
fewer adverse effects compared with FFP.

However, in European countries, PCC is 
routinely used in addition to or instead of FFP 
(19). A case in point is the guideline by the 
National Health Service (NHS) in 2011, which 
recommends PCC together with vitamin K if 
there is bleeding in patients with prosthetic heart 
valves and high INR. According to the NHS, FFP 
is indicated if PCC is not available (20). Also, the 
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European Society of Cardiology (ESC) in 2005 
published its guideline for valvular heart disease 
and recommended the use of PCC if bleeding 
still continues despite FFP (21). Moreover, 
French guidelines deem PCC superior to FFP in 
reversing major intraoperative bleeding whether 
or not vitamin K is administered (22). Along the 
same lines, the European Medicines Agency’s 
core summary of the product characteristics 
for PCC stipulates that treatment of bleeding 
and perioperative prophylaxis of bleeding in 
acquired deficiency of the prothrombin complex 
coagulation factors are indications for the usage 
of this drug (23). The rationale behind this is that 
clinicians believe that the level of coagulation 
in FFP is relatively low and that the volume of 
FFP required for the correction of coagulopathy 
is too high (19,24). PCC also offers a number of 
advantages over FFP, including lower infusion 
volume, ambient storage, rapid reconstitution, 
immediate availability, lack of blood group 
specificity, and better safety profile (25). 

PCC was first introduced into the Iranian 
Drug Formulary list in 2011 for congenital 
deficiencies of clotting factors in the prothrombin 
complex, bleeding episodes in the presence 
of deficiencies of one or more factors of the 
prothrombin complex, limitations to the use of 
FFP because of the risk of circulatory overload 
or the need for immediate homeostasis, severe 
liver disease with serious bleeding, preparation 
for elective surgery carrying the risk of bleeding 
(e.g. liver transplantation),vitamin K deficiency 
in the presence of life-threatening bleeding, and 
excessive doses of dicoumarols or the need to 
suspend them in emergency conditions (e.g. 
acute hemorrhage and urgent surgery).

B) Efficacy
PCC is more effective to restore the INR 

and facilitate coagulation than is FFP. Our 
results showed that more patients in the PCC 
group reached the desired INR target than in the 
FFP group. The mean INR value prior to PCC 
administration was 4.02 ± 1.07, and the mean 
INR value before FFP administration was 4.88 
± 1.3. However, the mean INR value decreased 
to 2.51 during the first 48-hour period after 
PCC administration, while the mean INR value 
dropped to 3.35 during the first 48-hour period 

following FFP administration (P = 0.01)
 Mendarte L et al. (26) reported that whereas 

the mean INR value prior to PCC administration 
was 2.92 (2.54), the mean INR value after PCC 
was 1.47 (0.44). The mean difference was 1.54 
(2.89), which reached statistical significance (P 
= 0.005). Significance was maintained when 
the general surgery patients were analyzed 
separately (P = 0.001), but that was not the case 
in the cardiac surgery patients (P = 0.36).

Comparative studies have also demonstrated 
that PCC is more effective than is FFP for 
correcting patients’ INRs 

C) Hematocrit and hemoglobin levels
In our study, there was no significant 

difference in Hb and Hct between the two 
groups before and during the first 48-hour period 
following the infusion of PCC and FFP. In a 
similar work by Mendarte L et al., (26) also there 
were no significant differences between Hb and 
Hct before and after PCC.

D) Adverse drug reactions 
In the present study, no major adverse drug 

reactions (e.g. bleeding) were observed directly 
in consequence of PCC administration, which 
can be attributed to the limited sample size of 
the study. Nonetheless, 68% of the patients 
treated with FFP needed extra doses; this is 
not appropriate for patients with valvular heart 
disease because it may render them vulnerable 
to volume overload.

Our results demonstrated that PCC conferred 
more effective reversal of the over coagulated 
patients than did FFP; this can be due to the high 
concentration of coagulation factors in PCC. 
None of the patients treated with either PCC or 
FFP suffered any active bleeding, although the 
FFP group patients were at high risk of bleeding 
because of their high INR levels. 

Thrombotic events have been reported to 
occasionally complicate PPC infusion, but the 
differences in the preparations, dosages (correcting 
the INR to different levels), and patient populations 
in the available reports make it extremely difficult 
to quantify the risk. Thrombogenic effects are very 
likely to vary with different PCC preparations, 
and there is no evidence in the existing literature 
to verify a possible association between PCC and 
thrombosis.   



Fariborz Farsad B et al. / IJPR (2015), 14 (3): 877-885

884

Joseph B, Aziz H, Pandit V, Hays D, Kulvatunyou N, 
Yousuf Z, Tang A, O›Keeffe T, Green D, Friese RS 
and Rhee P. Prothrombin complex concentrate versus 
fresh-frozen plasma for reversal of coagulopathy of 
trauma: is there a difference? World J. Surg. (2014) 38: 
1875-1881.
Karaca MA, Erbil B and Ozmen MM. Use and 
effectiveness of prothrombin complex concentrates 
vs fresh frozen plasma in gastrointestinal hemorrhage 
due to warfarin usage in the ED. Am. J. Emerg. Med. 
(2014) 32: 660-664.
Sun JC, Davidson MJ, Lamy A and Eikelboom 
JW. Antithrombotic management of patients with 
prosthetic heart valves: current evidence and future 
trends. Lancet (2009) 374: 565-576.
Eitz T, shenk S, Fritzche D, Bairaktaris A, Wanger 
O and Koerfer R. International normalized ratio self-
management lowers the risk of thromboembolic events 
after prosthetic heart valve replacement. Ann. Thorac. 
Surg. (2008) 85: 949-955.
Safaoui MN, Aazami R, Hotz H, Wilson MT and 
Margolies DR. A promising new alternative for the 
rapid reversal of warfarin coagulopathy in traumatic 
intracranial hemorrhage. Am. J. Surg. (2009) 197: 785-
790.
R. Demeyere S, Gillardin J, Arnouty J and Strenger PF. 
Comparison of fresh frozen plasma and prothrombin 
complex concentrate for the reversal of oral 
anticoagulants in patients undergoing cardiopulmonary 
bypass surgery: a randomized study. Vox. Sanguinis 
(2010) 99: 251-260.
Wallace Edvard L. Monitoring the nation’s blood 
supply. Transfusion (2003) 43: 299-301.
Kakkar N, Kaury R and Dhanoaz J. Improvement in 
fresh frozen plasma transfusion practice: results of an 
outcome audit. Transfus. Med. (2004) 14: 231-235.
Contreras M, Ala FA, Greaves M, Jones J, Levin 
M, Machin SJ, Morgan C, Murphy W, Napier JA 
and Thomson AR. Guidelines for the use of fresh 
frozen plasma. British committee for standards in 
haematology, working party of the blood transfusion 
task force. Transfus. Med. (1992) 2: 57-63.

Stainsby D, Russel J, Cohen H and Lilleyman J. 
Reducing adverse events in blood transfusion. Br. J. 
Haematol. (2005) 131: 8-12.
MacLennan S and Williamson LM. Risks of fresh 
frozen plasma and platelets. J. Trauma. (2006) 60: 46-
50.
Hanley JP. Warfarin reversal. J. Clin. Pathol. (2004) 
57: 1132-1139.
Ansell J, Hirsch J, Hylek E, Jacobson A, Crowther M 
and Palareti G. Pharmacology and Management of the 
Vitamin K Antagonists. American College of Chest 
Physicians evidencebased clinical practice guidelines 
8th ed. Chest (2008) 133: 160-198.
Baker RI, Coughlin PB, Gallus AS, Harper PL, Salem 
HH and Wood EM. Warfarin reversal: consensus 
guidelines, on behalf of the Australasian Society of 
Thrombosis and Haemostasis. Med. J. Aust. (2004) 
181: 492-497.
Gohlke-Barwolf C and Kremer R. Prevention of 
thromboembolic events in valvular heart disease. Acta. 
Cardiol. (1996) 51: 129-142.
Key NS and Negrier C. Coagulation factor concentrates: 
past, present, and future. Lancet (2007) 370: 439-448.
Practice guidelines for perioperative blood transfusion 
and adjuvant therapies. An updated report by the 
American Society of Anesthesiologists task force on 
perioperative blood transfusion and adjuvant therapies. 
Anesthesiol. (2006) 105: 198-208.
The Society of thoracic surgeons blood conservation 
guideline task force, the Society of cardiovascular 
anesthesiologists special task force on blood 
transfusion. Perioperative blood transfusion and blood 
conservation in cardiac surgery: the Society of thoracic 
surgeons blood conservation guideline task force, the 
Society of cardiovascular anesthesiologists clinical 
practice guideline. Ann. Thorac. Surg. (2007) 83:      
27-86.
Despotis G, Eby C and Lublin DM. A review 
of transfusion risks and optimal management 
of perioperative bleeding with cardiac surgery. 
Transfusion (2008) 48: 20-30.
Levi M, Fries D, Gombotz H, van der Linden Ph, 
Nascimento B, Callum JL, Belisle S, Rizoli S and 
Hardy JF. Prevention and treatment of coagulopathy 
in patients receiving massive transfusions. Vox. 
Sanguinis. (2011) 101: 154-174.
Guidelines for Reversal of Oral Anticoagulants 
including Warfarin and Phenindione. In: West 
Suffolk Hospital NHS Trust. Hospital Thrombosis 
Committee. [serial online] 2011 [Cited 2011 April 
7], [all page] Available from: URL: http://www.wsh.
nhs.uk/AboutUs/FOI/ FOIRequestsAndResponses/
Attachments/1030(E).pdf.
Butchart EG1, Gohlke-Bärwolf C, Antunes MJ, 
Tornos P, De Caterina R, Cormier B, Prendergast B, 
Iung B, Bjornstad H, Leport C, Hall RJ and Vahanian 
A. Recommendations for the management of patients 
after heart valve surgery. Europ. Heart J. (2005) 26: 
2463-2471.

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

(10)

(11)

(12)

(13)

(14)

(15)

(16)

(17)

(18)

(19)

(20)

(21)

(22)

Conclusion

In light of our results, PCC is an effective 
and safe alternative to FFP in patients with 
mechanical heart valves. We would, therefore, 
recommend that PCC be employed for rapid 
and effective correction of Warfarin in patients 
with mechanical heart valves who require urgent 
Warfarin reversal.  

The major limitation of the present study is 
its limited sample size, which may have reduced 
the power of trial.
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