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Abstract
Background—The trauma transfusion literature has yet to resolve which is more important for
hemorrhaging patients: transfusing plasma and platelets along with red blood cells (RBCs) early in
resuscitation or gradually balancing blood product ratios. In a previous report of PROMMTT
results, we found 1) plasma and platelet:RBC ratios increased gradually over the 6 hours following
admission, and 2) patients achieving ratios >1:2 (relative to ratios <1:2) had significantly
decreased 6–24 hour mortality adjusting for baseline and time-varying covariates. To differentiate
the association of in-hospital mortality with early plasma or platelet transfusion from that with
delayed but gradually balanced ratios, we developed a separate analytic approach.

Methods—Using PROMMTT data and multi-level logistic regression to adjust for center effects,
we related in-hospital mortality to the early receipt of plasma or platelets within the first 3–6
transfusion units (including RBCs) and 2.5 hours of admission. We adjusted for the same
covariates as in our previous report: injury severity score, age, time and total number of blood
product transfusions upon entry to the analysis cohort, and bleeding from the head, chest or limb.

Results—Of 1245 PROMMTT patients, 619 were eligible for this analysis. Early plasma was
associated with decreased 24 hour and 30 day mortality (adjusted odds ratios, ORs=0.47, p=0.009;
0.44, p=0.002 respectively). Too few patients (24) received platelets early for meaningful
assessment. In the subgroup of 222 patients receiving no early plasma but continuing transfusions
beyond hour 2.5, achieving gradually balanced plasma and platelet:RBC ratios ≥1:2 by hour 4 was
not associated with 30 day mortality (adjusted ORs=0.9 and 1.1 respectively). There were no
significant center effects.

Conclusion—Plasma transfusion early in resuscitation had a protective association with
mortality whereas delayed but gradually balanced transfusion ratios did not. Further research will
require considerably larger numbers of patients receiving platelets early.

Level of Evidence—Prospective, Level II
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INTRODUCTION
In the trauma transfusion literature it is unclear which is more important, early transfusion of
plasma and platelets or gradually balancing their ratios relative to red blood cells (RBCs)
after a consecutive series of RBC units have been transfused.1–8 The Prospective
Observational Multicenter Major Trauma Transfusion (PROMMTT) study reported that 1)
plasma and platelet:RBC transfusion ratios increased gradually over the 6 hours following
admission to the Emergency Department (ED), and 2) among patients receiving at least 3
blood product transfusions within 24 hours of admission, transfusion ratios approaching 1:1
(as in fresh whole donor blood) were associated with decreased 6–24 hour mortality relative
to ratios of 1:2 or less.9 Left unanswered, however, was the key question of whether early
initiation or just gradually balanced transfusion ratios are important.10

Several systematic reviews and meta-analyses have summarized the findings from
observational studies associating reduced in-hospital mortality with the establishment of
massive transfusion protocols in Level I trauma centers (7 studies)11, 12 and with increased
plasma and platelet:RBC ratios closer to 1:1 (16 studies).13–16 In addition, clinical practice
guidelines regarding the use of plasma17 and platelet18 transfusion for massively
hemorrhaging patients have been published recently. The studies evaluating the initiation of
massive transfusion protocols have consistently reported significant associations with
decreased mortality. Implementing the protocols is believed to accelerate and better
coordinate the availability of blood products. In contrast, the reviews detected significant
and unexplained heterogeneity among the findings reported from studies of blood
component transfusion ratios, fueling concerns for selection and survival bias.14 The recent
clinical practice guidelines are circumspect and recommend a tailored approach to therapy
over a single uniform massive transfusion protocol.17, 18

For the current study based on PROMMTT data, we hypothesized that early transfusion of
plasma and platelets (within the first 3–6 units of blood products transfused by hour 2.5 post
admission) would be associated with decreased in-hospital mortality. We also hypothesized
that gradually balanced plasma:RBC and platelet:RBC ratios would be associated with
decreased mortality in PROMMTT patients, independently of the association between
mortality and early transfusion of plasma and platelets. Because deaths among severely
bleeding trauma patients occur within a few hours of admission if hemostasis is not
achieved,19 the endpoints for efficacy decisions among varying massive transfusion
protocols are typically early mortality at 6 and 24 hours and later mortality reflecting
complications at 30 days.9, 20

METHODS
PROMMTT enrolled 1,245 adult trauma patients requiring the highest level of trauma
activation across 10 US Level 1 trauma centers during July 2009–October 2010. Severely
injured patients were eligible if they were age 16 years or older and received at least one unit
of red blood cells (RBCs) within the first 6 hours after admission. Exclusions included
transfers, received < 5 minutes of CPR prior to or within 30 minutes after admission,
pregnancy, inhalation injury, >20% burn injury, prisoners, or death within 30 minutes of
admission. Real-time data collection on timed infusions and other treatments and their
indications was initiated on consecutive patients until active resuscitation ended or patients
were identified to be ineligible for the study at which point they were withdrawn and their
data were destroyed. Information on in-hospital mortality, complications, and later treatment
were recorded daily from the medical record until death or discharge. Additional details
regarding the design and main results of PROMMTT have been previously published.9, 21

PROMMTT was approved by all local Institutional Review Boards at the 10 clinical sites
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and the Data Coordinating Center as well as the US Army Human Research Protections
Office.

Statistical Analysis
The primary outcome was in-hospital mortality at 6 and 24 hours and 30 days post
admission. PROMMTT patients were eligible for the analysis if they had received 3–6 blood
product transfusions including at least one unit of RBCs within 2.5 hours of admission. The
2.5 hour time window was considered sufficient time for blood banks to deliver and trauma
teams to transfuse multiple consecutive transfusions for patients with the most severe blood
loss or coagulopathy upon admission across all 10 PROMMTT sites. To reduce the potential
for survival bias9, 22–24 and enable a reasonable classification of whether early plasma or
platelets had been transfused, the initial 2.5 hour study entry period was subdivided into
smaller time intervals. Since patients who expired in the first 30 minutes were ineligible and
excluded from PROMMTT regardless of prior transfusions, patients could not enter the
PROMMTT analysis cohort (to be considered “at risk of death”) until after minute 30.
Because the peak mortality rate for seriously injured trauma patients occurs in the first hour
after admission9, 20, the first two entry time intervals, from >30 minutes to hour 1, were
limited to 15 minutes. Three consecutive 30-minute intervals were established for the entry
period, >hour 1 to hour 2.5. Patients’ entry time interval (1–5) was included as a covariate in
multi-level logistic regression that adjusted for center differences in random intercept
models25. The primary independent variables were binary indicators of whether at least one
unit of plasma and one unit of platelet concentrate (containing on average, the amount of
platelets in approximately 6 units of fresh whole donor blood) had been transfused by mid-
point of the patients’ entry time interval. The cumulative sum of the total units of blood
products transfused (RBCs, plasma and platelet concentrate) by mid-point of the entry time
interval was computed and used as a covariate. Other covariates were injury severity score,
age, and bleeding sites (head, chest or limb).9

The rationale for setting a minimum of three blood product transfusions as an eligibility
criterion for the analysis was that only after the third transfusion would PROMMTT patients
have had the chance to receive plasma and platelets in addition to RBCs. The rationale for
setting a maximum of six unit transfusions arose from the need to tailor the analysis strategy
to both the research questions and the PROMMTT eligibility criteria. Most of the patients
receiving more than six units of blood products upon entry (67/85 or 80%) had received
these multiple transfusions by minute 30 and were thus at the highest risk for early
mortality.3, 20 However, PROMMTT’s exclusion of patients dying within the first 30
minutes precluded a valid assessment of the association between early mortality and the
earliest possible transfusion of plasma or platelets. In addition, of the 85 patients exceeding
6 transfusions at cohort entry, 81 (>95%) received plasma among the 7–18 units they were
given by midpoint of the entry time interval rendering the data for this subgroup relatively
non-informative.

To assess whether gradually balanced ratios of plasma:RBCs and platelets:RBCs were
associated with mortality independently of early plasma and platelet transfusion, we used
multi-level logistic regression25 stratified by patients’ early plasma transfusion status. Too
few patients had received early platelets (24) to warrant any further stratification. We
selected the subgroup of 493 patients (of the 619 in our analysis cohort) who received
additional transfusions after cohort entry at hour 2.5 and survived to at least to hour 4. These
subgroup selection criteria enabled a reasonable stratification by early vs delayed (> hour
2.5) plasma transfusion status and an assessment of the association between mortality and
the cumulative hour 4 transfusion ratios relatively free of survival bias9, 16, 24 (patients had
to survive at least to hour 4). Identifying patients in the delayed plasma transfusion subgroup
enabled us to assess the association of mortality with gradually balanced transfusion ratios
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independent of early plasma transfusion. Plasma:RBC ratios were computed as the hour 4
cumulative total plasma units divided by the hour 4 cumulative total RBC units.
Platelet:RBC ratios were computed by multiplying the hour 4 cumulative total units of
platelet concentrate times 6 and dividing the product by the hour 4 cumulative total RBC
units. Plasma and platelet ratios were then classified as balanced by hour 4 (≥1:2) or not
(<1:2). Substituting the cumulative sum of total blood product transfusions by hour 4 for the
cumulative sum of transfusions at cohort entry (hour 2.5), we adjusted for the other
covariates in the same manner described above. Further assessment of gradually balanced
ratios beyond hour 4 was precluded by the small number of cohort patients still receiving
transfusions after having received neither early plasma/platelet transfusions nor balanced
ratios at hour 4 (N=29 receiving additional transfusions by hour 6).

In an ancillary analysis of 24 hour survivors, we evaluated the association between early
plasma and platelet transfusion and the early end of RBC transfusion if it occurred before
the sixth hour with no additional RBC transfusions up to hour 24. Of the 493 patients
receiving additional transfusions after cohort entry, 462 survived to at least hour 24. Time to
early end of RBC transfusion was computed by subtracting the time of cohort entry (having
received ≥ 3 transfusions) from the time of the last RBC transfusion before the 6th hour if
there were no further RBC transfusions up to hour 24. Patients surviving to hour 24 with no
further RBC transfusions after entry (19) were assigned 0.1 hours for their time to final RBC
transfusion. Patients receiving additional RBC transfusions after hour 6 and up to hour 24
were classified as censored at hour 6 without achieving an early end of RBC transfusion. We
used Cox proportional hazards models incorporating the same set of covariates described
above for the logistic models of early plasma and platelet transfusion. To adjust for center
differences, we included site indicator variables with the largest-volume site serving as the
referent category.

In another ancillary analysis among 24-hour survivors, we used mixed linear regression to
examine the association between early plasma and platelet transfusions with the cumulative
count of total RBC transfusions and cumulative sum of all blood product transfusions at 24
hours. Patients included in these analyses were the 462 who survived at least 24 hours and
the subset of 230 patients who also achieved an early end of RBC transfusion within 6 hours
as defined above. We adjusted for the same set of covariates described above and used a
random intercept term to account for center differences.25

RESULTS
For this study, a total of 619 severely injured and hemorrhaging PROMMTT patients were
followed for in-hospital mortality after receiving at least 3 blood product transfusions within
2 hours of admission. Upon entry to the analysis cohort, 295 patients (48%) had received 3
units of blood products, 191 (31%) had received 4 units, 76 (12%) had received 5 units and
57 (9%) had received 6 units. A total 44% of the 619 study patients entered the analysis
cohort at time interval 1 (>30–45 minutes after admission), 14% at time interval 2 (>45–60
minutes), 13% at time interval 3 (>60–90 minutes), 17% at time interval 4 (minute >1.5–2
hours) and 12% at time interval 5 (>2–2.5 hours).

Compared with the entire PROMMTT cohort (N=1245) and the “original PROMMTT
analysis cohort” (OPAC, N=905)9 (Table 1), the subset of 619 patients eligible for this study
was similar overall with relatively modest differences in systolic blood pressure (4% lower
than OPAC), base deficit (13% higher than OPAC), bleeding sites (12% fewer head than
OPAC, 10% more chest than OPAC), and damage control surgery (6% more than OPAC).
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In our study sample of 619 trauma patients selected for comparable transfusion indications
using prospective data and time-dependent, multi-level analysis strategies to minimize
survival and other sources of bias, early plasma transfusions were consistently and
significantly associated with 6 hour, 24 hour and 30 day in-hospital mortality suggesting less
than half the risk relative to transfusions of RBCs without early plasma (Table 2). In
contrast, the observed non-significant associations for early platelet transfusions varied in
magnitude and direction reflecting the small number of patients receiving platelets early.

In the subset of 493 patients who received additional transfusions after cohort entry, neither
plasma:RBC nor platelet:RBC ratios balanced to ≥1:2 by hour 4 were significantly
associated with 6-hour, 24-hour or 30-day mortality, regardless of early plasma transfusion
status (Table 3). However, most of the odds ratios were in the protective direction and some
approached significance, especially in the subgroup of patients that had received early
plasma at cohort entry (Stratum II, Table 3).

In the subset of 462 patients surviving at least 24 hours, early plasma and platelets were not
associated with an early end of RBC transfusion (Table 4). On the other hand, early plasma
was associated with a significant reduction in the total units of RBCs transfused by hour 24,
and the same magnitude and degree of significant correlation was evident in the subgroup of
230 patients achieving an early end of RBC transfusion (Table 5). Although of lower
magnitude and non-significant statistically, the association between early plasma and total
units of blood products transfused by hour 24 was in the same direction.

DISCUSSION
Early plasma transfusion was significantly associated with reduced in-hospital mortality.
Too few patients had received early platelet transfusion to assess fairly the potential for
survival benefit. Our null findings for early platelets were not surprising given that platelets
are most often transfused in trauma patients only after 3 or more hours post admission.9

Studies focused specifically on the association of mortality with early plasma transfusion (as
opposed to cumulative plasma:RBC ratios 6–24 hours after admission5, 26, 27) are relatively
scarce in the trauma transfusion literature.1, 8, 28 The findings among these studies are
conflicting and difficult to interpret due to the use of retrospective study designs with
different patient selection criteria and research methods. Findings from observational studies
using time-dependent analyses and relating plasma and platelet transfusions to mortality in
the earliest time intervals of an hour or less1, 22, 29 (including PROMMTT)9 are also
conflicting, with differences in approach to analysis (e.g., defined time intervals and
adjustment for potential confounders) as well as estimated strength of association.

In our stratified analyses to assess whether plasma:RBC and platelet:RBC ratios balanced to
≥1:2 by hour 4 were associated with mortality, independently of early plasma transfusions
(Table 3), the null and non-significant adjusted odds ratios for 30 day mortality in stratum I
without early plasma (0.9 and 1.1 for plasma and platelet ratios respectively) suggest that
gradually balanced ratios may not be as beneficial as early plasma transfusion. The other
adjusted odds ratios for stratum I in Table 3 were generally protective but non-significant.
The magnitude of association was consistent with that observed for early plasma and platelet
transfusions, suggesting a lack of statistical power due to the smaller sample sizes. We
interpret the data as suggestive but inconclusive for an independent protective association
between 6 and 24-hour mortality and gradually balanced plasma and platelet transfusion
ratios. The odds ratios in the subgroup of patients receiving early plasma (stratum II, Table
3) warrant further research to confirm or refute the potential benefit of a transfusion protocol
that initiates plasma and platelets early and sustains balanced ratios. To our knowledge,
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mortality associated with gradually balanced ratios has not previously been differentiated
from mortality associated with early plasma transfusion.

Early plasma and platelets were not associated with the early end of RBC transfusion as
defined. On the other hand, early plasma was associated with fewer total units of RBCs
transfused by hour 24 in all survivors and in the subgroup achieving an early end of RBC
transfusion by hour 6 (Table 5). To our knowledge, there are no previous reports of early
plasma and platelets associated with an early end of RBC transfusion or with total blood
product transfusions in trauma survivors receiving repeat transfusions.

Strengths of this study include its prospective design and availability of transfusion timing
data enabling stratified analyses to tease apart associations of mortality with early plasma
and platelets and with gradually balanced ratios. All statistical models were adjusted for
potential confounding from the sum total of transfusions received upon entry to the analysis
cohort and for the cohort entry time. Total RBC transfusions has only recently been
recognized as a potential confounder in studies evaluating plasma and platelet ratios.30

Because units of blood products take time to transfuse (whether administered individually or
from a rapid infuser), we adjusted for the sum total of all blood product units transfused
upon cohort entry (including RBCs, plasma and platelets). We reasoned that patients within
the same class of total units transfused at cohort entry (whether all RBCs, or some
combination) would be more similar in bleeding severity than patients within the same class
of total RBC units. To be in the same total RBC class at cohort entry (say 5 RBCs), a patient
receiving a 1:1 protocol of alternating RBCs and plasma would have received 10 total units
of blood products (possibly indicating greater bleeding severity) while his counterpart
receiving a 0:5 protocol without plasma at cohort entry would have received only five.

Future studies will benefit from larger samples with many more patients receiving early
platelet transfusions, and from including the experience of all clinically eligible patients,
even those dying early after admission, especially if they have received transfusions.
Although several steps were taken in this study to address indication and survival
bias9, 16, 24, they remain major challenges in observational trauma research. Data elements
that sufficiently characterize injury and bleeding severity at the time when transfusion
protocols are first ordered and initiated are typically not available for analysis.12 The
operational definitions used for patient subgroups and outcomes (e.g., early end of
transfusion) in this study may have limited generalizability. Only a well-designed,
conducted and analyzed randomized trial could possibly overcome the many threats to
validity in the trauma setting. The need to manage dynamic treatment regimes for
heterogeneous, high risk patient populations makes trauma resuscitation research an ideal
proving ground for the development of innovative and robust comparative effectiveness
research methods. Several promising design and analysis approaches (e.g., adaptive trial
design, artificial censoring and inverse probability weighting, sequential Cox analysis),
motivated by conceptually similar challenges in other clinical research contexts, could be
extended to the trauma setting toward a better integrated system of research and clinical
practice.31–34

Acknowledgments
Funding/Support: This project was funded by the U.S. Army Medical Research and Materiel Command
subcontract W81XWH-08-C-0712. Infrastructure for the Data Coordinating Center was supported by CTSA funds
from NIH grant UL1 RR024148.

Dr Holcomb reported serving on the board for Tenaxis, the Regional Advisory Council for Trauma, and the
National Trauma Institute; providing expert testimony for the Department of Justice; grants funded by the
Haemonetics Corporation, and KCI USA, Inc. and consultant fees from the Winkenwerder Company. Dr Wade
reported serving on the Science Board for Resuscitation Products, Inc. and the Advisory Board for Astrazeneca.

del Junco et al. Page 7

J Trauma Acute Care Surg. Author manuscript; available in PMC 2014 July 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



REFERENCES
1. de Biasi AR, Stansbury LG, Dutton RP, Stein DM, Scalea TM, Hess JR. Blood product use in

trauma resuscitation: plasma deficit versus plasma ratio as predictors of mortality in trauma (CME).
Transfusion. 2011; 51(9):1925–1932. [PubMed: 21332727]

2. Scalea TM, Bochicchio KM, Lumpkins K, et al. Early aggressive use of fresh frozen plasma does
not improve outcome in critically injured trauma patients. Ann Surg. 2008; 248(4):578–584.
[PubMed: 18936570]

3. Moore FA, Nelson T, McKinley BA, et al. Massive transfusion in trauma patients: tissue
hemoglobin oxygen saturation predicts poor outcome. J Trauma. 2008; 64(4):1010–1023. [PubMed:
18404069]

4. Watson GA, Sperry JL, Rosengart MR, et al. Fresh frozen plasma is independently associated with a
higher risk of multiple organ failure and acute respiratory distress syndrome. J Trauma. 2009; 67(2):
221–227. [PubMed: 19667872]

5. Zink KA, Sambasivan CN, Holcomb JB, Chisholm G, Schreiber MA. A high ratio of plasma and
platelets to packed red blood cells in the first 6 hours of massive transfusion improves outcomes in a
large multicenter study. Am J Surg. 2009; 197(5):565–570. [PubMed: 19393349]

6. Young PP, Cotton BA. A window of opportunity: the aggressive use of plasma in early
resuscitation. Transfusion. 2011; 51(9):1880–1882. [PubMed: 21896029]

7. Brakenridge SC, Phelan HA, Henley SS, et al. Early blood product and crystalloid volume
resuscitation: risk association with multiple organ dysfunction after severe blunt traumatic injury. J
Trauma. 2011; 71(2):299–305. [PubMed: 21825930]

8. Riskin DJ, Tsai TC, Riskin L, et al. Massive transfusion protocols: the role of aggressive
resuscitation versus product ratio in mortality reduction. J Am Coll Surg. 2009; 209(2):198–205.
[PubMed: 19632596]

9. Holcomb JB, del Junco DJ, Fox EE, et al. The Prospective, Observational, Multicenter, Major
Trauma Transfusion Study: Comparative effectiveness of a time-varying treatment with competing
risks. Arch Surg. 2012 In Press.

10. Allen SR, Kashuk JL. Unanswered questions in the use of blood component therapy in trauma.
Scand J Trauma Resusc Emerg Med. 2011; 19:5. [PubMed: 21241509]

11. Vogt KN, Van Koughnett JA, Dubois L, Gray DK, Parry NG. The use of trauma transfusion
pathways for blood component transfusion in the civilian population: a systematic review and
meta-analysis. Transfus Med. 2012; 22(3):156–166. [PubMed: 22486885]

12. Neal MD, Marsh A, Marino R, et al. Massive transfusion: an evidence-based review of recent
developments. Arch Surg. 2012; 147(6):563–571. [PubMed: 22786545]

13. Phan HH, Wisner DH. Should we increase the ratio of plasma/platelets to red blood cells in
massive transfusion: what is the evidence? Vox Sang. 2010; 98(3 Pt 2):395–402. [PubMed:
20432517]

14. Murad MH, Stubbs JR, Gandhi MJ, et al. The effect of plasma transfusion on morbidity and
mortality: a systematic review and meta-analysis. Transfusion. 2010; 50(6):1370–1383. [PubMed:
20345563]

15. Johansson PI, Oliveri RS, Ostrowski SR. Hemostatic resuscitation with plasma and platelets in
trauma. J Emerg Trauma Shock. 2012; 5(2):120–125. [PubMed: 22787340]

16. Ho AM, Dion PW, Yeung JH, et al. Prevalence of survivor bias in observational studies on fresh
frozen plasma:erythrocyte ratios in trauma requiring massive transfusion. Anesthesiology. 2012;
116(3):716–728. [PubMed: 22270506]

17. Roback JD, Caldwell S, Carson J, et al. Evidence-based practice guidelines for plasma transfusion.
Transfusion. 2010; 50(6):1227–1239. [PubMed: 20345562]

18. Dzik WH, Blajchman MA, Fergusson D, et al. Clinical review: Canadian National Advisory
Committee on Blood and Blood Products--Massive transfusion consensus conference 2011: report
of the panel. Crit Care. 2011; 15(6):242. [PubMed: 22188866]

19. Seghatchian J, Samama MM. Massive transfusion: An overview of the main characteristics and
potential risks associated with substances used for correction of a coagulopathy. Transfus Apher
Sci. 2012; 47(2):235–243. [PubMed: 22770808]

del Junco et al. Page 8

J Trauma Acute Care Surg. Author manuscript; available in PMC 2014 July 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



20. Demetriades D, Murray J, Charalambides K, et al. Trauma fatalities: time and location of hospital
deaths. J Am Coll Surg. 2004; 198(1):20–26. [PubMed: 14698307]

21. Rahbar MH, Fox EE, del Junco DJ, et al. Coordination and management of multicenter clinical
studies in trauma: Experience from the PRospective Observational Multicenter Major Trauma
Transfusion (PROMMTT) Study. Resuscitation. 2012; 83(4):459–464. [PubMed: 22001613]

22. Snyder CW, Weinberg JA, McGwin G Jr, et al. The relationship of blood product ratio to
mortality: survival benefit or survival bias? J Trauma. 2009; 66(2):358–362. [PubMed: 19204508]

23. Callum JL, Rizoli S. Plasma transfusion for patients with severe hemorrhage: what is the evidence?
Transfusion. 2012; 52(Suppl 1):30S–37S. [PubMed: 22578369]

24. Ho AM, Dion PW, Yeung JH, et al. Simulation of survivorship bias in observational studies on
plasma to red blood cell ratios in massive transfusion for trauma. Br J Surg. 2012; 99(Suppl 1):
132–139. [PubMed: 22441868]

25. Sanagou M, Wolfe R, Forbes A, Reid CM. Hospital-level associations with 30-day patient
mortality after cardiac surgery: a tutorial on the application and interpretation of marginal and
multilevel logistic regression. BMC Med Res Methodol. 2012; 12:28. [PubMed: 22409732]

26. Cap AP, Spinella PC, Borgman MA, Blackbourne LH, Perkins JG. Timing and location of blood
product transfusion and outcomes in massively transfused combat casualties. J Trauma Acute Care
Surg. 2012; 73 Suppl 1(2):S89–S94. [PubMed: 22847102]

27. Brown JB, Cohen MJ, Minei JP, et al. Debunking the survival bias myth: Characterization of
mortality during the initial 24 hours for patients requiring massive transfusion. J Trauma Acute
Care Surg. 2012; 73(2):358–364. [PubMed: 22846940]

28. Kim BD, Zielinski MD, Jenkins DH, Schiller HJ, Berns KS, Zietlow SP. The effects of prehospital
plasma on patients with injury: A prehospital plasma resuscitation. J Trauma Acute Care Surg.
2012; 73 Suppl 1(2):S49–S53. [PubMed: 22847094]

29. Lustenberger T, Frischknecht A, Bruesch M, Keel MJ. Blood component ratios in massively
transfused, blunt trauma patients--a time-dependent covariate analysis. J Trauma. 2011; 71(5):
1144–1150. [PubMed: 22071921]

30. Sharpe JP, Weinberg JA, Magnotti LJ, et al. Accounting for differences in transfusion volume: Are
all massive transfusions created equal? J Trauma Acute Care Surg. 2012; 72(6):1536–1540.
[PubMed: 22695418]

31. Chakraborty B. Dynamic treatment regimes for managing chronic health conditions: a statistical
perspective. Am J Public Health. 2011; 101(1):40–45. [PubMed: 21088260]

32. Gran JM, Roysland K, Wolbers M, et al. A sequential Cox approach for estimating the causal
effect of treatment in the presence of time-dependent confounding applied to data from the Swiss
HIV Cohort Study. Stat Med. 2010; 29(26):2757–2768. [PubMed: 20803557]

33. Hernan MA, Lanoy E, Costagliola D, Robins JM. Comparison of dynamic treatment regimes via
inverse probability weighting. Basic Clin Pharmacol Toxicol. 2006; 98(3):237–242. [PubMed:
16611197]

34. Collins SP, Lindsell CJ, Pang PS, et al. Bayesian adaptive trial design in acute heart failure
syndromes: Moving beyond the mega trial. Am Heart J. 2012; 164(2):138–145. [PubMed:
22877798]

del Junco et al. Page 9

J Trauma Acute Care Surg. Author manuscript; available in PMC 2014 July 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

del Junco et al. Page 10

Ta
bl

e 
1

A
dm

is
si

on
 a

nd
 tr

ea
tm

en
t c

ha
ra

ct
er

is
tic

s 
an

d 
un

ad
ju

st
ed

 s
ur

vi
va

l i
n 

PR
O

M
M

T
T

 p
at

ie
nt

s

A
ll 

en
ro

lle
d 

pa
ti

en
ts

Su
bc

oh
or

t 
≥3

 u
ni

ts
/2

4 
hr

s
Su

bc
oh

or
t 

3–
6 

un
it

s/
2h

rs

(N
=1

24
5)

(N
=9

05
)

(N
=6

20
)

A
dm

is
si

on
 c

ha
ra

ct
er

is
ti

cs
M

ed
ia

n 
(I

Q
R

)
co

m
pl

et
e

M
ed

ia
n 

(I
Q

R
)

co
m

pl
et

e
M

ed
ia

n 
(I

Q
R

)
co

m
pl

et
e

A
ge

, y
38

 (
24

–5
4)

12
44

37
 (

24
–5

3)
90

4
38

 (
24

–5
4)

61
9

M
al

e,
 N

o.
 (

%
)

92
3 

(7
4.

2)
12

45
68

7 
(7

5.
9)

90
5

46
9 

(7
5.

7)
62

0

B
lu

nt
 in

ju
ry

, N
o.

 (
%

)
79

6 
(6

4.
5)

12
35

57
9 

(6
4.

4)
89

9
38

7 
(6

2.
4)

62
0

Sy
st

ol
ic

 b
lo

od
 p

re
ss

ur
e,

 m
m

 H
g

10
6 

(8
6–

12
8)

12
13

10
2 

(8
2–

12
4)

87
6

98
 (

80
–1

20
)

60
4

H
ea

rt
 r

at
e,

 b
pm

10
5 

(8
6–

12
4)

12
18

10
9 

(8
8–

12
8)

88
7

11
0 

(8
8–

12
9)

60
8

T
em

pe
ra

tu
re

, C
36

.1
 (

35
.6

–3
6.

6)
63

0
36

.1
 (

35
.6

–3
6.

6)
44

0
36

.1
 (

35
.6

–3
6.

6)
29

0

G
la

sg
ow

 C
om

a 
Sc

or
e

14
 (

3–
15

)
11

35
13

 (
3–

15
)

82
6

12
 (

3–
15

)
56

6

B
as

e 
de

fi
ci

t
6 

(3
–1

0)
96

0
7 

(4
–1

1)
71

6
7.

9 
(4

–1
1)

50
1

pH
7.

3 
(7

.2
–7

.3
)

97
5

7.
3 

(7
.2

–7
.3

)
73

0
7.

2 
(7

.1
–7

.3
)

51
1

In
te

rn
at

io
na

l N
or

m
al

iz
ed

 R
at

io
 (

IN
R

)
1.

2 
(1

.1
–1

.4
)

10
81

1.
3 

(1
.1

–1
.5

)
79

2
1.

3 
(1

.1
–1

.5
)

54
2

Pa
rt

ia
l t

hr
om

bo
pl

as
tin

 ti
m

e 
(P

T
T

),
 s

ec
on

ds
27

 (
24

–3
3)

10
45

29
 (

25
–3

5)
76

2
29

 (
25

–3
5)

52
2

Pr
ot

hr
om

bi
n 

tim
e 

(P
T

),
 s

ec
on

ds
15

 (
13

–1
7)

90
2

15
 (

14
–1

7)
66

2
16

 (
14

–1
8)

45
8

H
em

og
lo

bi
n,

 g
/d

L
11

.7
 (

10
.1

–1
3.

3)
11

98
11

.5
 (

9.
9–

13
.1

)
86

9
11

.4
 (

9.
8–

12
.8

)
59

7

In
ju

ry
 S

ev
er

ity
 S

co
re

 (
IS

S)
25

 (
16

–3
4)

12
43

26
 (

17
–3

6)
90

5
26

 (
17

–3
8)

62
0

B
le

ed
in

g 
si

te
sa H

ea
d,

 N
o.

 (
%

)
18

1 
(1

4.
5)

12
45

12
8 

(1
4.

1)
90

5
78

 (
12

.6
)

62
0

Fa
ce

, N
o.

 (
%

)
34

0 
(2

7.
3)

12
45

24
6 

(2
7.

2)
90

5
16

3 
(2

6.
3)

62
0

N
ec

k,
 N

o.
 (

%
)

57
 (

4.
6)

12
45

41
 (

4.
5)

90
5

31
 (

5.
0)

62
0

C
he

st
, N

o.
 (

%
)

29
9 

(2
4.

0)
12

45
23

7 
(2

6.
2)

90
5

17
9 

(2
8.

9)
62

0

A
bd

om
en

, N
o.

 (
%

)
39

6 
(3

1.
8)

12
45

32
0 

(3
5.

4)
90

5
22

1 
(3

5.
6)

62
0

Pe
lv

is
, N

o.
 (

%
)

16
4 

(1
3.

2)
12

45
14

3 
(1

5.
8)

90
5

94
 (

15
.2

)
62

0

L
im

b,
 N

o.
 (

%
)

44
1 

(3
5.

4)
12

45
33

4 
(3

6.
9)

90
5

22
5 

(3
6.

3)
62

0

U
nk

no
w

n,
 N

o.
 (

%
)

12
1 

(9
.7

)
12

45
79

 (
8.

7)
90

5
56

 (
9.

0)
62

0

T
re

at
m

en
t 

ch
ar

ac
te

ri
st

ic
s

D
am

ag
e 

co
nt

ro
l s

ur
ge

ry
 p

er
fo

rm
ed

, N
o.

 (
%

)
23

9 
(1

9.
3)

12
41

22
2 

(2
4.

6)
90

4
16

2 
(2

6.
1)

62
0

J Trauma Acute Care Surg. Author manuscript; available in PMC 2014 July 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

del Junco et al. Page 11

A
ll 

en
ro

lle
d 

pa
ti

en
ts

Su
bc

oh
or

t 
≥3

 u
ni

ts
/2

4 
hr

s
Su

bc
oh

or
t 

3–
6 

un
it

s/
2h

rs

(N
=1

24
5)

(N
=9

05
)

(N
=6

20
)

A
dm

is
si

on
 c

ha
ra

ct
er

is
ti

cs
M

ed
ia

n 
(I

Q
R

)
co

m
pl

et
e

M
ed

ia
n 

(I
Q

R
)

co
m

pl
et

e
M

ed
ia

n 
(I

Q
R

)
co

m
pl

et
e

6-
ho

ur
 R

B
C

 u
ni

t t
ot

al
4 

(2
–7

)
12

24
5 

(3
–9

)
90

5
5 

(3
–9

)
62

0

6-
ho

ur
 p

la
sm

a 
un

it 
to

ta
l

2 
(0

–5
)

12
24

4 
(2

–7
)

90
5

3 
(1

–7
)

62
0

6-
ho

ur
 p

la
te

le
t u

ni
t t

ot
al

0 
(0

–6
)

12
24

0 
(0

–6
)

90
5

0 
(0

–6
)

62
0

24
-h

ou
r 

R
B

C
 u

ni
t t

ot
al

5 
(2

–9
)

12
44

6 
(4

–1
1)

90
5

6 
(4

–1
1)

62
0

24
-h

ou
r 

pl
as

m
a 

un
it 

to
ta

l
4 

(0
–8

)
12

45
5 

(2
–9

)
90

5
4 

(2
–8

)
62

0

24
-h

ou
r 

pl
at

el
et

 u
ni

t t
ot

al
0 

(0
–6

)
12

45
0 

(0
–6

)
90

5
0 

(0
–6

)
62

0

U
na

dj
us

te
d 

in
-h

os
pi

ta
l m

or
ta

lit
y

24
-h

ou
r 

m
or

ta
lit

y,
 N

o.
 (

%
)

14
8 

(1
2.

2)
12

45
13

2 
(1

5.
1)

90
5

91
 (

14
.7

)
62

0

30
-d

ay
 m

or
ta

lit
y,

 N
o.

 (
%

)
26

0 
(2

2.
4)

10
97

22
0 

(2
6.

5)
90

5
14

7 
(2

3.
7)

62
0

A
bb

re
vi

at
io

ns
: I

Q
R

, I
nt

er
qu

ar
til

e 
R

an
ge

a B
le

ed
in

g 
si

te
 c

at
eg

or
ie

s 
ar

e 
no

t m
ut

ua
lly

 e
xc

lu
si

ve
 a

nd
 p

at
ie

nt
s 

w
er

e 
co

un
te

d 
in

 m
ul

tip
le

 c
at

eg
or

ie
s 

if
 a

pp
ro

pr
ia

te
.

J Trauma Acute Care Surg. Author manuscript; available in PMC 2014 July 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

del Junco et al. Page 12

Table 2

Adjusted Odds Ratios (95% Confidence Intervals) Associating In-hospital Mortality with Early Plasma and
Platelet Transfusion Status at Entry to the Analysis Cohort*

Plasma & Platelets at Entry 6 Hour Mortality 24 Hour Mortality 30 Day Mortality

At least one unit plasma 0.37 (0.19 – 0.73) p=0.004 0.47 (0.27 – 0.84) p=0.01 0.44 (0.27 – 0.73) p=0.002

At least one unit platelets 0.49 (0.09 – 2.60) p=0.402 1.37 (0.44 – 4.24) p=0.582 1.26 (0.42 – 3.74) p=0.678

*
A total of 619 patients entered this analysis cohort having received 3–6 units of blood products (including RBCs) within 2.5 hours of admission.

Odds ratios are adjusted for the cumulative sum of unit blood products transfused at entry, injury severity score, entry time interval, age, bleeding

sites (head, chest and limb) and center differences as a random intercept in the multi-level logistic models25.

J Trauma Acute Care Surg. Author manuscript; available in PMC 2014 July 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

del Junco et al. Page 13

Table 3

Adjusted Odds Ratios (95% Confidence Intervals) Associating In-hospital Mortality with Blood Component
Ratios Balanced by Hour 4, Stratified by Early Plasma Transfusion Status*

Plasma & Platelets Received 6 Hour Mortality 24 Hour Mortality 30 Day Mortality

Stratum I: None at Entry (N=222)

➢̲ 1:2 plasma ratio at 4 hours 0.10 (0.002 – 4.60) p=0.238 0.50 (0.10 – 2.55) p=0.403 0.90 (0.35 – 2.31) p=0.830

➢̲ 1:2 platelet ratio at 4 hours 0.42 (0.01 – 15.34) p=0.634 0.32 (0.05 – 2.13) p=0.240 1.10 (0.43 – 2.85) p=0.839

Stratum II: Plasma at Entry (N=271)

➢̲ 1:2 plasma ratio at 4 hours 0.42 (0.027 – 6.38) p=0.531 0.12 (0.01 – 1.43) p=0.094 0.44 (0.76 – 2.51) p=0.353

➢̲ 1:2 platelet ratio at 4 hours 0.89 (0.144 – 5.52) p=0.904 0.35 (0.07 – 1.68) p=0.191 0.48 (0.18 – 1.30) p=0.150

*
A total of 493 patients entered this analysis cohort having received 3–6 units of blood products (including RBCs) within 2.5 hours of admission

and surviving to receive additional transfusions by hour 4. Odds ratios are adjusted for the cumulative sum of unit blood products transfused by
hour 4, entry time interval, injury severity score, age, bleeding sites (head, chest and limb) and center differences as a random intercept in the

multi-level logistic models25.
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Table 4

Adjusted Hazard Ratios Associating Early End of RBC Transfusion by Hour 6 with Plasma and Platelet
Transfusion Status at Entry*

Plasma & Platelets at Entry Early End of RBC Transfusion

At least one unit of plasma 0.93 (0.67 – 1.30) p=0.602

At least one unit of platelets 0.83 (0.41 – 1.67) p=0.602

*
A total of 462 patients entered this analysis cohort having received 3–6 units of blood products (including RBCs) within 2.5 hours of admission

and surviving to receive additional RBC transfusions by hour 4 with the potential for subsequent RBC transfusions by their 24th hour of survival.
A total of 230 patients achieved an early end of RBC transfusion by hour 6. Hazard ratios are adjusted for the cumulative sum of unit blood
products transfused at entry, injury severity score, entry time interval, age, bleeding sites (head, chest and limb) and center differences.
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Table 5

Adjusted Regression Coefficients Associating the Sum of Blood Components Transfused by Hour 24 with
Plasma and Platelet Transfusion Status at Entry*

Plasma & Platelets at Entry Sum of RBCs by Hour 24 Total Units** by Hour 24

For All 462 Patients Receiving Additional Transfusions and Surviving 24 hours

At least one unit of plasma −2.79 p=0.001 −1.99 p=0.244

At least one unit of platelets 0.69 p=0.758 2.00 p=0.652

For the Subset of 230 Patients Achieving Early End of RBC Transfusion by Hour 6

At least one unit of plasma −2.06 p<0.0005 −0.96 p=0.369

At least one unit of platelets 0.46 p=0.696 1.47 p=0.553

*
The 462 patients in this analysis received 3–6 units of blood products within 2.5 hours of admission and survived to receive additional blood

component transfusions by hour 4 with the potential for subsequent transfusions by their 24th hour of survival. A separate analysis focused on 24
hour blood product consumption in the subset of 230 patients achieving an early end of RBC transfusion by hour 6. Coefficients for plasma and
platelets are adjusted using mixed linear regression. Covariates include the cumulative sum of unit blood products transfused at entry, injury
severity score, entry time interval, age, bleeding sites (head, chest and limb) and center differences (by inclusion of a random intercept term).

**
Includes all units of RBCs, plasma and platelets transfused.
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