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Abstract

Objective: This retrospective cohort
study aims to describe patterns of rota-
tional thromboelastometry (ROTEM™)
results in paediatric trauma following
the implementation of a ROTEM-
guided critical bleeding algorithm and
major haemorrhage protocol (MHP).
Methods: This retrospective obser-
vational study was conducted in a
tertiary trauma hospital in Queens-
land, Australia, where point-of-
care ROTEM was introduced for
paediatric patients in 2014. All
children aged less than 18 years
who had a ROTEM test during
their presentation between January
2014 and December 2017 for a
traumatic injury were included in
the dataset. Other children with a
record in the hospital’s trauma reg-
istry in the same period were also
screened for blood product usage.
Data were collected for frequency of
ROTEM testing, pathology and
ROTEM results, blood product and

antifibrinolytic use along with injury
related data. Compliance with rec-
ommended treatment thresholds for
detected coagulopathy was also
reviewed.
Results: A total of 1039 children
were listed in the trauma registry,
including 167 children having a
ROTEM test for trauma. Factors sig-
nificantly associated with having a
ROTEM test were older age, higher
injury severity score (ISS >12) and
penetrating injury. A result exceeding
a treatment threshold was returned
for 122 (73.1%) of 167 children, with
hyperfibrinolysis identified in 88
(52.6%) of 167 and hypofibrino-
genaemia identified in 54 (32.3%) of
167. Adherence with the recommended
treatments for those children where a
treatment threshold was exceeded was
low in this cohort.
Conclusion: The use of ROTEM-
guided blood component replacement
is an emerging practice in children for
both traumatic and non-traumatic
bleeding. Targeted replacement of

identified coagulation defects guided
by rapid point-of-care testing is an
emerging alternative to fixed-ratio-
based protocols. Further research is
required to validate treatment thres-
holds in the paediatric population
and further investigate the clinical
outcomes for patients as a result of
early correction of trauma-induced
coagulopathy.

Key findings

• The use of ROTEM-guided
blood component replacement
is an emerging practice in
children for both traumatic
and non-traumatic bleeding.

• This cohort demonstrated
high levels of fibrinolysis
across all injury severities and
across different regions of
injury. This may represent dif-
ferent pathophysiological
pathways or be due to differ-
ent injury patterns in children
compared to adults and is
worthy of prospective
investigation.

• Further research is required
to validate thresholds for fac-
tor and blood product
replacement in the children
and evaluate clinical out-
comes as a result of early cor-
rection of trauma-induced
coagulopathy.
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Introduction
Trauma causes 40% of child deaths
in high income countries, with
haemorrhage being a leading cause
of death in this population.1 In
addition to the primary insult caus-
ing haemorrhage, trauma-induced
coagulopathy (TIC) is recognised as
playing a significant role in the
mortality of trauma patients, with
growing evidence for the phenome-
non in the paediatric population.2

TIC is particularly notable in paedi-
atric patients with traumatic brain
injury.2

Major haemorrhage protocols
(MHP) remain an important part of
haemorrhage management, but they
have been slower to appear in the
paediatric literature.3 While their
use within the paediatric population
is increasing, they are frequently
based upon the adult evidence.
Strategies include ratio-based trans-
fusion, with ratios approaching
1:1:1 of packed red blood cells,
fresh frozen plasma (FFP) and plate-
lets; viscoelastic haemostatic assay
(VHA) guided MHP or a hybrid
MHP using both VHA and fixed
ratio transfusion.
Over recent years, there has been

an increasing interest in targeted
transfusion guided by point-of-care
VHA.4 VHA is performed on whole
blood and provides information on
clot initiation, amplification, strength
and stability allowing differentiation
of the individual’s components con-
tributing to clot kinetics to be
assessed.5 The use of VHA to guide
blood product transfusion in severe
trauma is now endorsed by some
international guidelines6 but these
recommendations do not extend
towards the paediatric population.
This is reflected in the clinical set-
ting, with a recent audit revealing
institutions with access to VHA did
not use them to guide management
in more than 50% of paediatric
cases.7 Part of the reason for this is
concern around the validation of
VHA use in paediatric trauma man-
agement, clinician familiarity and
confidence with interpretation.3

Developing an evidence base for
more targeted transfusion strategies
within the paediatric setting has
implications for effective management
of TIC, reducing transfusion related
complications for patients, and for
improved rationing of scarce blood
products. The use of VHA is not yet
standard practice in the adult or pae-
diatric trauma setting but has increas-
ing popularity in many regions. In
other areas of paediatric practice,
particularly cardiac surgery, VHA-
guided transfusion is standard care in
many centres.8 The Fibrinogen Early
in Severe paediatric Trauma study
(FEISTY Junior) is currently rec-
ruiting paediatric trauma patients in
centres throughout Australia and
aims to provide further evidence in
this area.9

The Gold Coast University Hospital
(GCUH) ED introduced a point-of-
care rotational thromboelastometry
(ROTEM™) into the critical bleeding
algorithm for paediatric patients in
2014 (Fig. 1). ROTEM testing was
initiated by the treating clinician with
testing recommended in all children
who met ‘Trauma Respond’ criteria
(Fig. S1) and any other child
with traumatic injuries where there
was a clinical concern for bleeding
(concealed or externalised) or signif-
icant injuries in conjunction with
standard trauma pathology testing
including laboratory based coagula-
tion profiles.
The aim of this retrospective

observational study was to review
ROTEM results and the rates of
targeted treatment for abnormal
results in a paediatric trauma popu-
lation following the implementation
of a ROTEM-guided critical bleed-
ing algorithm. Data were analysed
by injury severity and region of
injury and compared to standard
laboratory coagulation results.

Methods
Design and setting

This retrospective observational
study was conducted at GCUH in
Queensland, Australia. GCUH is a
tertiary trauma referral hospital in
Queensland, Australia, with over
1500 trauma presentations per year

with approximately 350 (23.3%)
being major trauma with an Injury
Severity Score (ISS) of greater than
12. Over the study period, 1039 pae-
diatric trauma presentations were
recorded, with 103 scoring an ISS of
greater than 12 (9.9%).

Participants

All children aged less than 18 years
old who received a ROTEM test
during their presentation between
January 2014 and December 2017
for a traumatic injury were screened
for inclusion, those with traumatic
injuries were included. Other children
presenting during the time period
with a record in the hospital’s trauma
registry were also screened for anti-
fibrinolytic and blood product
usage. All children who meet ‘Trauma
Alert’ or ‘Trauma Respond’ criteria
(Fig. S1) at triage are included in the
hospital trauma registry. Children with
ROTEM tests done for post-partum
haemorrhage, non-traumatic bleeding,
postoperative reasons (e.g. tonsillec-
tomy related haemorrhage) or for snake
bites were excluded.

Data collection

Data were collected retrospectively
from pre-hospital, ED and inpatient
records, laboratory records and the
trauma registry. Data included, but
were not limited to patient demo-
graphics, ISS, laboratory results from
blood tests, and all blood and blood
product usage (packed red blood
cells, FFP, platelets, cryoprecipitate,
fibrinogen concentrate, factor con-
centrate) during their hospital
admission.

Statistical analysis

Simple descriptive statistics (propor-
tions) were produced for children who
received ROTEM, and those from the
trauma registry who did not. The χ2
test was used to determine significant
differences between ROTEM testing
groups, with a P < 0.05 considered
statistically significant. ROTEM
results were assessed according to the
algorithm for each of the algorithm’s
four treatment thresholds (hyper-
fibrinolysis, hypofibrinogenemia,
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TABLE 1. Characteristics of children presenting to the ED with trauma by whether or not they received ROTEM testing,
Gold Coast University Hospital 2014–2017

All presentations meeting
trauma criterion

(n = 1039)

ROTEM
performed
(n = 167)

No ROTEM
performed
(n = 872)

n % n % n % P-value

Sex (female) 349 33.6 46 27.5 303 34.7 0.070

Age group (years) <0.001

0–4 157 15.1 6 3.6 151 17.3

5–9 261 25.1 25 15.0 236 27.1

10–17 621 59.8 136 81.4 485 55.6

Injury severity score <0.001

<12 936 90.1 115 68.9 821 94.2

12+ 103 9.9 52 31.1 51 5.8

Body region(s) of injury†

Severe multi-region injury 60 5.8 31 18.6 29 3.3 <0.001

Isolated severe head injury 42 4.0 11 6.6 31 3.6 0.086

Isolated severe chest or abdominal injury 57 5.5 17 10.2 40 4.6 0.007

Other severe isolated injury 26 2.5 12 7.2 14 1.6 <0.001

Mild/moderate injury(s) to other
body part(s)

854 82.2 96 57.5 758 86.9 <0.001

Mechanism of injury

Transport related 596 57.4 106 63.5 490 56.2 0.081

Fall 324 31.2 48 28.7 276 31.7 0.461

Struck by or against object or person 41 3.9 5 3.0 36 4.1 0.516

Cutting/piercing/stabbing 14 1.3 7 4.2 7 0.8 0.004

Fire/burn 14 1.3 1 0.6 13 1.5 0.399

Suffocation 8 0.8 0 0.0 8 0.9 0.243

Drowning 42 4 0 0.0 42 4.8 <0.001

Product administration

RBC transfusion 26 2.5 22 13.2 4 0.5 <0.001

Massive RBC transfusion‡ 5 0.5 5 3.0 0 0 <0.001

Fibrinogen (Cryo or FC) 19 1.8 18 10.8 1 0.1 <0.001

Fresh frozen plasma 7 0.7 7 4.2 0 0 <0.001

Platelets 7 0.7 7 4.2 0 0 <0.001

Tranexamic acid 27 2.6 27 16.2 0 0 <0.001

P-values represent two-by-two χ2 mid-P exact result for presence versus absence of each mutually exclusive characteristic
versus ROTEM done, except for age group, which is a three-by-two comparison. †Severe multi-region injury = AIS >2 in
one or more body regions with another injury AIS >1; isolated severe head injury = head injury with AIS >2 and no
other AIS >1; isolated severe injury to chest or abdomen = AIS >2 for chest or abdomen with no other AIS >1; other
isolated severe injury = AIS >2 for a single body region not otherwise defined, with no other AIS >1; mild/moderate
injury(s) to other body part(s) = no individual AIS >2. ‡Massive transfusion defined as greater than 40 mL/kg of packed
red blood cells.
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impaired clot formation, reduced
clot strength); each child’s results
were classified as meeting or not
meeting treatment threshold. ROTEM
results were compared for children
with more severe injuries (classified as
ISS 12 or higher) to those with
ISS <12. The first available blood
results (haemoglobin, platelets, fibrino-
gen), collected after the child’s triage
date, were extracted from the labora-
tory information system. The t-test
was used to compare means of nor-
mally distributed variables and the
non-parametric Mann–Whitney U-test
was used to compare distributions of
nonparametric variables. A Pearson
product-moment correlation coefficient
was computed to assess the relation-
ship between laboratory fibrinogen
and ROTEM FIBTEM A5.

Ethical considerations

This study was reviewed by the
HREC committee and deemed a

quality improvement initiative, not
requiring ethics committee approval
(LNR/2019/QGC/52798). The study
is reported according to the STROBE
guidelines.10

Results
A total of 1039 children were listed
in the trauma registry, including
167 children who had a ROTEM
test for trauma during the period.
Factors significantly associated with
receiving a ROTEM test were older
age, a higher ISS (ISS >12) and a
penetrating injury (Table 1). Adoles-
cents were more likely to have had
a ROTEM performed with 87
(52.1%) of 167 patients in this sam-
ple aged 15–17 years. For all trauma
presentations, regardless of ROTEM
testing, the majority were transport-
related (57.4%), with a blunt mecha-
nism of injury (Table 1).
Most children with a ROTEM test

had their first ROTEM test collected

in ED (94.6%), particularly for those
with less severe injuries (ISS <12)
(Table 2). Most children had a single
ROTEM performed (82.6%),
although 24 (46.2%) of 52 children
with a more severe injury (ISS >12)
had at least one follow-up ROTEM.
ROTEM testing was performed a
median of 37 min after triage (inter-
quartile range 24.2–65.2 min).
A result exceeding a treatment

threshold was returned for 122
(73.1%) of 167 children, with hyper-
fibrinolysis identified in 88 (52.6%)
of 167 and hypofibrinogenaemia
identified in 54 (32.3%) of 167.
Hypofibrinogenaemia was more likely
in children with severe injuries (23/52,
44.2%) compared to less severe inju-
ries (31/115, 26.9%, P = 0.026).
Injury to multiple body regions
and isolated head injuries were also
more commonly associated with
hypofibrinogenaemia when compared
to mild/moderate injuries (P = 0.030
and 0.049 respectively, Table 3).

TABLE 2. Description of ROTEM testing and results in 167 children following a trauma, by injury severity score (ISS)

Characteristic

All
(n = 167)

ISS <12
(n = 115)

ISS 12+
(n = 52)

P-value†n % n % n %

Place first ROTEM done 0.007

ED 158 94.6 113 98.3 45 86.5

Intensive care unit/children’s critical care unit 3 1.8 1 0.9 2 3.8

Operating theatre 6 3.6 1 0.9 5 9.6

Number of ROTEM tests per person <0.001

1 138 82.6 109 94.8 28 53.8

2 14 8.4 5 4.3 9 17.3

3+ 16 9.6 1 0.9 15 28.8

Abnormality detected on first ROTEM‡

None 45 26.9 36 31.3 9 17.3 0.079

Hyperfibrinolysis (ML% ≥5) 88 52.7 61 53.0 27 51.9 0.773

Hypofibrinogenaemia (FIBTEM A5 <10 mm) 54 32.3 31 27.0 23 44.2 0.026

Reduced clot strength (FIBTEM A5 >10 mm AND
EXTEM A5 ≤35 mm)

3 1.8 2 1.7 1 1.9 Not calculated

Impaired clot initiation (FIBTEM A5 >10 mm AND
EXTEM CT ≥90s)

1 0.6 0 0.0 1 1.9 Not calculated

†χ2 test ISS category versus characteristic. ‡31 children had two abnormalities detected at first ROTEM. None had more
than two.
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There was no difference in observed
rates of hyperfibrinolysis in severe
injury (25/52, 48.1%) compared
with less severe injury (61/115,
53.0%, P = 0.773). There were also
no significant differences in detected
hyperfibrinolysis when analysed by
region(s) of body injury (P = 0.784, 4�

of freedom, Table 3).
Adherence with the recommended

treatments in the critical bleeding
algorithm (Fig. 1) for those children
where a treatment threshold was
exceeded was low in this cohort. For
88 children who met the threshold

for hyperfibrinolysis, administration
of tranexamic acid (TXA) occurred
in only 11 (12.5%); for 54 children
meeting the fibrinogen treatment
threshold, 14 (25.9%) received
fibrinogen replacement; none of four
children who met thresholds for
either platelets or factors received
any blood products. There were no
children in the cohort who received
products using the fixed ratio MHP.
In this cohort, only one patient

was treated with fibrinogen replace-
ment without having a ROTEM per-
formed. There were no patients in

the cohort who were treated with
tranexamic acid without having a
ROTEM performed. Of the
27 patients who received TXA,
11 patients were treated prior to
having a ROTEM performed. Eleven
of the remaining 16 patients received
TXA directed by the ROTEM result
and the remaining five patients were
treated with TXA despite not meet-
ing the treatment threshold.
In patients who received fibrino-

gen replacement, the majority
(15/16, 93.8%) had a ROTEM per-
formed before replacement. Similarly
in those who received platelets or
FFP, a ROTEM was performed prior
to administration in all patients.
There were no patients treated with
platelets or FFP without a ROTEM
being performed, unless they were
administered prior to arrival to our
centre, as part of an interhospital
transfer.
Fibrinogen result by ROTEM

(FIBTEM A5) was well correlated
with the first fibrinogen result on a
blood test (r = 0.68, P < 0.01, Fig. 2).
While in general the results are well
correlated, there were 13 patients with
a laboratory fibrinogen of >2.0 g/L
but a FIBTEM A5 of <10 mm and
thus inconsistent treatment recommen-
dations between testing methods in
this cohort (Fig. 2).

Discussion
The use of VHA in paediatric
trauma and major haemorrhage is
an emerging practice. Audits of pae-
diatric practice in centres with access
to VHA reported its use in less than
50% of paediatric cases.7 The rea-
sons for this are likely to be multifac-
torial, with clinician familiarity with
the tests and result interpretation
along with the less frequent nature
of paediatric traumatic haemorrhage
playing an important role. In addi-
tion, while the normal values for
both TEG and ROTEM have been
reported in the literature11,12 there is
ongoing conjecture about what
values should be used to guide treat-
ment of abnormal results.13 Further
research through prospective recruit-
ment and patient-centred outcomes
are required to better inform clinical
practice.

Figure 1. GCUH paediatric ROTEMTM critical bleeding algorithm.
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This cohort demonstrated high
levels of fibrinolysis across all injury
severities and across different regions
of injury. This finding is consistent
with previously published data
reporting hyperfibrinolysis occurring
more commonly in children when
compared to adults.14 The reasons
for this difference are unclear but
may represent different pathophysio-
logical pathways and mechanisms of
injury in children compared to
adults. The components of the fibri-
nolytic system are all present at
birth; however, the ratios of key ele-
ments are different to those seen in
adults. In particular, plasminogen
and tissue-type plasminogen activa-
tor (tPA) are significantly lower in
children and adolescents when com-
pared to adults, while plasminogen
activator inhibitor-1 (PAI-1) levels
are significantly elevated compared
to adults.15

The exact incidence of hyper-
fibrinolysis in adult trauma remains
elusive and has not been definitively
established; however, the estimated
frequency ranges from 3 to 20%.16

In the adult population, fibrinolysis
of more than 3% has been associ-
ated increase in mortality and mas-
sive transfusion and is therefore
considered the critical value for initi-
ation of antifibrinolytic therapy.17

Similarly in children, there has been
a reported increase in mortality once
laboratory markers of fibrinolysis
exceed 3%.14

The difference in incidence of hyp-
erfibrinolysis is worthy for further
prospective multisite data collection
to exclude selection bias as a contrib-
utor to this observation. Further
exploration of pathophysiological
mechanisms that may further explain
this observed difference between
children and adults is also warranted
to better understand the balance
between physiological and patholog-
ical fibrinolysis and guide the devel-
opment of treatment thresholds. In
addition, studies into the empiric use
of TXA in paediatric trauma focused
on long-term patient-centred out-
comes are warranted. Future pro-
spective studies could investigate the
roles of plasminogen, tPA and PAI-1
in children, which may contribute to
this finding.
Incidence and patterns of hypo-

fibrinogenemia in this cohort are
consistent with previously published
data.18 The high incidence of hypo-
fibrinogenemia in this relatively
small cohort might suggest that there
is a high rate of undetected hypo-
fibrinogenemia in this population
and validation in a sequential prospec-
tive cohort is warranted. The early

treatment of hypofibrinogenemia in
multi-region trauma is increasingly
recognised to reduce the requirement
for massive transfusion and reduce
mortality in adults; however, there are
limited data in children.3,19,20 Future
studies focused on patient-centred
functional outcomes are required to
better inform clinical practice.
The role of hypofibrinogenemia

and its treatment in isolated head
injuries is controversial in both
adults and children. In adult patients
with isolated head injury, low fibrin-
ogen on ROTEM has been described
as an early indicator of severe injury
and predictor of mortality.21 The
role for replacement of fibrinogen in
the management of severe brain
injury remains unclear in both adults
and children.22,23

There was low compliance with
suggested treatments detailed on the
critical bleeding algorithm when a
patient met the treatment threshold
in this cohort. The decision to
administer blood products to an
individual patient is a multifactorial
decision-making process based on
the immediate needs and clinical sit-
uation the clinician encounters, while
optimal adherence to a protocol is
theoretically ideal the protocol can-
not always be applied in every situa-
tion. In our centre, evaluation for
TIC by ROTEM will continue and
be encouraged for children pre-
senting with major trauma and
where there are concerns for bleed-
ing. Ongoing acquisition of data and
gained experience may assist clinical
decision making and guide specific
antifibrinolytic and/or blood product
therapy, minimising exposure to
unnecessary products in injured
children.

Limitations

This retrospective review is limited
by the data that was entered and
available from the electronic systems
available. Cross-referencing records
from multiple systems were under-
taken to minimise missing or inaccu-
rate data. Aspects of clinical care
and clinician decisions regarding
administration of blood components
or treatment could not be deter-
mined from the written notes in most
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Figure 2. Correlation between ROTEM FIBTEM A5 and first fibrinogen result in
126 children presenting with trauma. Pearson’s correlation coefficient = 0.680,
P < 0.001.
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cases. Similarly, the presence or clini-
cal suspicion of clinically relevant
bleeding is often difficult to deter-
mine from retrospective review of
the notes. Where possible pre-
hospital data on the administration
of TXA and blood products have
been included; however, prehospital
records were not available for all
patients. Changes in clinician famil-
iarity with the MHP may have
occurred over the recruitment
period; however, no significant dif-
ferences in patterns of product usage
or compliance with the algorithm
were detected. As a retrospective
convenience sample, this cohort is
not adequately powered to detect
changes in clinical outcomes related
to adherence to recommended treat-
ment thresholds.

Conclusion
The use of ROTEM-guided blood
component replacement is an emerg-
ing practice in children for both trau-
matic and non-traumatic bleeding.
Targeted replacement of identified
coagulation defects guided by rapid
point-of-care testing is an alternative
approach to fixed-ratio-based proto-
cols. In our centre, evaluation for TIC
by ROTEM will continue and be
encouraged for children presenting
with major trauma and where there
are concerns for bleeding. Ongoing
acquisition of data and gained experi-
ence may assist clinical decision mak-
ing and guide specific antifibrinolytic
and/or blood product therapy,
minimising exposure to unnecessary
products in injured children. Further
research is required to validate treat-
ment thresholds in the paediatric pop-
ulation and further investigate the
clinical outcomes for patients as a
result of early correction of trauma-
induced coagulopathy.

Acknowledgements
The authors would like to thank
Mr Tony Ghent for his assistance in
collecting, analysing and verifying
ROTEM data for the present study.
The authors would also like to thank
the Gold Coast Health Trauma
Service for their assistance in
extracting and matching these data.

The author(s) received no financial
support for the research authorship
and/or publication of this article. JW
has received educational, travel and
research support from Werfen,
Haemonetics and CSL Behring. SG
has received research support from
Werfen, Haemonetics and CSL Beh-
ring. Open access publishing facili-
tated by Griffith University, as part
of the Wiley - Griffith University
agreement via the Council of Austra-
lian University Librarians.

Author contributions

SG conceived the study with input
from EW, DC and JW. Data extrac-
tion and matching was performed by
EW and AS. Data analysis was
undertaken by AS with input from
SG, EW, DC and JW. SG drafted the
manuscript with review and revision
by all authors.

Competing interests
None declared.

Data availability statement

The data that support the findings of
this study are available from the
corresponding author upon reason-
able request.

References

1. Nystrup KB, Stensballe J,
Bottger M et al. Transfusion ther-
apy in paediatric trauma patients: a
review of the literature. Scand.
J. Trauma Resusc. Emerg. Med.
2015; 23: 21.

2. Christiaans SC, Duhachek-
Stapelman AL, Russell RT, Lisco SJ,
Kerby JD, Pittet JF. Coagulopathy
after severe pediatric trauma: a
review. Shock 2014; 41: 476.

3. Maconachie S, Jansen M, Cottle E
et al. Viscoelastic haemostatic
assays and fibrinogen in paediatric
acute traumatic coagulopathy: a
comprehensive review. Emerg.
Med. Australas. 2020; 32: 313–9.

4. Winearls J. Targeted coagulation man-
agement in traumatic haemorrhage.
Pathology 2016; 48: S36.

5. Davenport R, Manson J, De’Ath H
et al. Functional definition and

characterisation of acute traumatic
coagulopathy. Crit. Care Med.
2011; 39: 2652.

6. Rossaint R, Bouillon B, Cerny V
et al. The European guideline on
management of major bleeding and
coagulopathy following trauma.
Crit. Care 2016; 20: 100.

7. Russell RT, Maizlin II, Vogel AM.
Viscoelastic monitoring in pediatric
trauma: a survey of pediatric
trauma society members. J. Surg.
Res. 2017; 214: 216–20.

8. Nakayama Y, Nakajima Y,
Tanaka KA et al. Thrombo-
elastometry-guided intraoperative
haemostatic management reduces
bleeding and red cell transfusion
after paediatric cardiac surgery. Br.
J. Anaesth. 2014; 114: 91–102.

9. George S, Wake E, Winearls J.
Fibrinogen Early In Severe Trauma
studY Junior (FEISTY Jnr). 2020.
[Cited 3 Aug 2021.] Available from
URL: https://ClinicalTrials.gov/
show/NCT03508141

10. von Elm E, Altman DG, Egger M,
Pocock SJ, Gøtzsche PC,
Vandenbroucke JP. The Strengthen-
ing the Reporting of Observational
Studies in Epidemiology (STROBE)
statement: guidelines for reporting
observational studies. Lancet 2007;
370: 1453–7.

11. Haas T, Spielmann N, Mauch J et al.
Comparison of thromboelastometry
(ROTEM®) with standard plas-
matic coagulation testing in pae-
diatric surgery. Br. J. Anaesth.
2011; 108: 36–41.

12. Oswald E, Stalzer B, Heitz E et al.
Thromboelastometry (ROTEM®) in
children: age-related reference
ranges and correlations with stan-
dard coagulation tests. Br.
J. Anaesth. 2010; 105: 827–35.

13. Wikkelsø A, Wetterslev J,
Møller AM, Afshari A, Cochrane
Emergency and Critical Care Group.
Thromboelastography (TEG) or
thromboelastometry (ROTEM) to
monitor haemostatic treatment ver-
sus usual care in adults or children
with bleeding. Cochrane Database
Syst. Rev. 2016; 8: CD007871.

14. Liras IN, Cotton BA, Cardenas JC,
Harting MT. Prevalence and impact
of admission hyperfibrinolysis in
severely injured pediatric trauma
patients. Surgery 2015; 158: 812–8.

© 2022 The Authors. Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
for Emergency Medicine.

ROTEM IN PAEDIATRIC TRAUMA 597

https://ClinicalTrials.gov/show/NCT03508141.
https://ClinicalTrials.gov/show/NCT03508141.


15. Parmar N, Albisetti M, Berry LR,
Chan AK. The fibrinolytic system
in newborns and children. Clin.
Lab. 2006; 52: 115–24.

16. Schöchl H, Voelckel W,
Maegele M, Solomon C. Trauma-
associated hyperfibrinolysis. Ham-
ostaseologie 2012; 32: 22–7.

17. Chapman MP, Moore EE,
Ramos CR et al. Fibrinolysis greater
than 3% is the critical value for ini-
tiation of antifibrinolytic therapy.
J. Trauma Acute Care Surg. 2013;
75: 961–7.

18. Hendrickson JE, Shaz BH,
Pereira G et al. Coagulopathy is
prevalent and associated with
adverse outcomes in transfused
pediatric trauma patients. J. Pediatr.
2012; 160: 204–9.e3.

19. Rourke C, Curry N, Khan S et al.
Fibrinogen levels during trauma
hemorrhage, response to replace-
ment therapy, and association with
patient outcomes. J. Thromb.
Haemost. 2012; 10: 1342–51.

20. Hagemo JS, Stanworth S,
Juffermans NP et al. Prevalence,
predictors and outcome of
hypofibrinogenaemia in trauma: a
multicentre observational study.
Crit. Care 2014; 18: R52.

21. Schochl H, Solomon C, Traintinger S
et al. Thromboelastometric (ROTEM)
findings in patients suffering from iso-
lated severe traumatic brain injury.
J. Neurotrauma 2011; 28: 2033–41.

22. Lv K, Yuan Q, Fu P et al. Impact of
fibrinogen level on the prognosis of
patients with traumatic brain

injury: a single-center analysis of
2570 patients. World J. Emerg.
Surg. 2020; 15: 54.

23. McQuilten ZK, Wood EM,
Bailey M, Cameron PA,
Cooper DJ. Fibrinogen is an inde-
pendent predictor of mortality in
major trauma patients: a five-year
statewide cohort study. Injury
2017; 48: 1074–81.

Supporting information
Additional supporting informa-
tion may be found in the online ver-
sion of this article at the publisher’s
web site:

Figure S1. GCUH trauma alert and
respond activation criteria.

© 2022 The Authors. Emergency Medicine Australasia published by John Wiley & Sons Australia, Ltd on behalf of Australasian College
for Emergency Medicine.

598 S GEORGE ET AL.


	 Rotational thromboelastometry in children presenting to an Australian major trauma centre: A retrospective cohort study
	Introduction
	Methods
	Design and setting
	Participants
	Data collection
	Statistical analysis
	Ethical considerations

	Results
	Discussion
	Limitations

	Conclusion
	Acknowledgements
	Author contributions
	Competing interests

	Data availability statement

	References


