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Case

Â TG is a 14 yo male shot while squirrel 
hunting

Â Intubated at the scene

Â Lifeflighted to CHOA

ÂTransfused with RBCs en route



Case

ÂGCS 3 upon arrival to CHOA ER

Â pH 6.8

ÂBilateral chest tubes immediately inserted

Â700 cc bloody drainage

Â Taken to OR for exploration



Case

ÂUnable to obtain hemostasis in OR

ÂLiver laceration

ÂSpleen laceration

ÂKidney laceration



Case Summary

Â TG died after receiving:

Â 58 units RBCs

Â 13 units FFP

Â 1 cryo pool (4 units)

Â 4 platelet pheresis

Â 1 dose recombinant factor VIIa

Â Final cause of death: irreversible cardiac 
arrhythmia secondary to hyperkalemia

Â Refractory to insulin, bicarbonate, and cardioversion



Another case example

Â 23 mo s/p MVA 

Â Received O neg RBCs en route from outside hospital

Â Coagulation studies sent after 30 cc/kg O neg RBCs at 
our facility
Â PT 50

Â PTT 195

Â Fibrinogen < 60 mg/dl

Â Platelets 45-75,000/ l

Â 10 cc/kg plasma transfused 4 hours after arrival 

Â Cryoprecipitate ordered 6 hours after arrival

Â Care withdrawn



Final case example 

Â 13 yo with Crohnôs disease, intubated, in shock, 
with disseminated intravascular coagulopathy 

Â Gross GI bleeding

Â PT 22, PTT 79, platelets 80,000/ l, fibrinogen 80 
mg/dl

Â Hem/onc consulted to managed coagulopathy

Â Blood bank MD suggested transfusing RBCs:FFP in a 
1:1 ratio (along with cryoprecipitate to keep 
fibrinogen>100 mg/dl and platelets to keep platelets 
>50-75,000/ l)

Â PICU physicians ask why FFP is needed



Massive Transfusion Definition

Â Loss of 50% of blood volume in 3 hours

Â Loss of 1 blood volume in 24 hours

ÂOngoing blood loss > 150 ml/min

ÂReplacement of >10 RBC units in 24 hours


