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Dichiarazione di trasparenza
In qualità di relatore

dichiaro 

che negli ultimi due anni ho avuto i seguenti rapporti anche di finanziamento 
con soggetti portatori di interessi commerciali in campo sanitario:

- CSL Behring
- Vifor Pharma
- Baxter
- Sanofi
- Novonordisk





Immediate treatment is vital as up to 80 per cent of 
deaths in the first hour, and more than 50 per cent of 
deaths in the prehospital setting, are due to 
hemorrhage.

Major bleeding following severe trauma continues to 
represent a global public health issue





TIC IS A DYNAMIC PROCESS
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ACUTE TRAUMATIC COAGULOPATHY (ATC)

There are two main clotting abnormalities in ATC: 

1.increased clot breakdown (fibrinolysis) 

2.low fibrinogen levels 



Definition of TIC

Criteria for coagulation and resuscitation therapy. 
ALL should be met.



FIBRINOLYSIS







41% dei pazienti ipotesi (PAS<90 mmHg) hanno livelli di fibrinogeno<1,5g/L







Recommendation 10

We recommend that routine practice include the early and 

repeated monitoring of haemostasis, using either a combined 

traditional laboratory determination [prothrombin time (PT), 

platelet counts and Clauss fibrinogen level] and/or point-of-care 

(POC) PT/international normalised ratio (INR) and/or a 

viscoelastic method (VEM) (Grade 1C). 

We recommend laboratory screening of patients treated or 

suspected of being treated with anticoagulant agents (Grade 1C).

Recommendation 25

We recommend that resuscitation measures be continued using a 

goal-directed strategy, guided by standard laboratory coagulation 

values and/or VEM (Grade 1B). 



FFP 15mL/Kg FC 50mg/Kg
± 4 factor PCC
± factor XIII



CONCLUSION

First randomised trial that compare 
FFP vs CFC in trauma

Terminated early due to an high 
incidence of treatment failure and 

increased risk for massive transfusion 
(FFP group)

A CFC-based algorithm guided by 
viscoelastic tests is superior to FFP 

transfusion



ISS<17

ISS=17-25

ISS>25



Davenport et al. In Press 

TIC e FATTORI DELLA COAGULAZIONE



Recommendation 27
If a CFC-based strategy is used, we 
recommend treatment with  factor 
concentrates based on standard laboratory 
coagulation parameters and/or viscoelastic 
evidence of a functional coagulation factor 
deficiency (Grade 1C). 

Provided that fibrinogen levels are normal, 
we suggest that PCC is administered to the 
bleeding patient based on evidence of 
delayed coagulation initiation using VEM 
(Grade 2C). 

We suggest that monitoring of FXIII be 
included in coagulation support algorithms 
and that FXIII be supplemented in bleeding 
patients with a functional FXIII deficiency 
(Grade 2C).



Tranexamic acid 
Fibrinogen

MT

PFC
Fibrinogen
PPC





TIME IS THE ISSUE
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Every minute counts: Time to delivery of initial massive transfusion cooler and its impact 

on mortality 
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Transfusion strategies

• Formula driven (1:1:1-concept):
PRBC - FFP - Platelets - rFVIIa

• Lab-driven (Pts, PT, aPTT, Fib)

• Individualized POC-driven:
Fibrinogen/Cryo - Plt - PCC/FFP

STRATEGIE TRASFUSIONALI
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Early Goal-directed Coagulation 
Management 

Early Goal-directed Coagulation 
Management 









In the first five minutes we have to recognize 
patients at risk

Bleeding Hemoglobin < 9 mg/dL

Shock SBP < 100 mmHg

Acidosis BE < –6
Lactate > 5 mEq/L







Recommendation 1 

We recommend that severely injured 
patients be transported directly to an 
appropriate trauma facility (Grade 1B). 



INTERNATIONAL PRE-HOSPITAL BLOOD PRODUCT

BLOOD 
on 

BOARD



Single center prospective 
randomized pilot trial of LTOWB 
leukocyte-reduced: 6 unit of WB 

followed by TEG-guided 
resuscitation

French study is still planning as a 
non inferiority study to compare 

LTLR WB to 1:1:1 fixed ratio.
End point mortality and TEG 

parameters 

Consortium of trauma 
centers that conduct 
prospective, multicenter 
study to compare WB to 
BCT





GRAZIE PER 

L’ATTENZIONE
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