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• 16 yr old Female  
• No known illnesses 

• Fever x 2/52 
• Subjective fever:  

• Daily 
• Mainly early morning 
• Temporary relief with Tylenol  

• Cough x 2/52 
• Wet, intermittent 
• Productive of yellow sputum 
• No diurnal variation 
• Mild sore throat 

• No odynophagia/dysphagia 
 

• SOB 
• No wheezing 
• No chest pain 
• 2 episodes post-tussive emesis  

• Consisted of previously eaten foods 

• No diarrhoea 



• Hemoptysis x 3/7 prior to 
presentation 

• 1 tbsp. bright red with clots 
• 1st episode 

• No h/o chest trauma 
• No h/o foreign body ingestion 
• No hematemesis 
• No hematuria 
• No epistaxis 
• No pr bleeds/melena  

 
 

• Menarche – 11 yrs.  
• No menorrhagia 

• No h/o easy bruising in the past 
• FHx: 

• No blood dyscrasias 
• No lung/ renal disease  
• No known autoimmune disease 

 
 

• PMHx: Nil significant 



• Sought medical attention after ~ 1 week of symptoms (Sep 26th) at FP 
• Treated with Amoxil 500 mg po tid - ? Acute Pharyngitis  
• After 1st dose of Abx → painful swollen left hand (dorsum) and feet with non-pruritic erythematous rash 

noted to palmar and plantar aspects. 
• **NO previously known drug allergies 

 

• Difficulty ambulating x 2- 3 days due to pain. 
• Seen at the Etobicoke Hospital on Day 3 of new symptoms 

• Δ Serum Sickness  
• Abxs discontinued  
• Naproxen started (after Infectious Diseases consultation) 

• Arthritis resolved  
• Ambulated without difficulty  

 



• New rash noted  
• anterior tongue (red spots), fingers and ? petechiae to feet . 

• Diarrhoea once daily but no vomiting.  
 

• Blood results:  
• Hb 119, WBC 11.6 (N 8.8), Plt 520  
• ESR 110, CRP 197, INR 1.3 
• Na 133 
• Bili 10, Alb 29 
• ASOT - normal 
• ECG and ECHO – normal 
• CXR - reported normal 
 

• Discharged home on Day 3, and scheduled for review in 5/7  
 



• Whilst at home on the day of discharge: 
• Cough persisted  
• Worsening hemoptysis 
• Persistent fever, anorexia, general malaise and SOB.  
• Returned to nearby physician Sep 29th → referred to HSC for further Mx 

 

• No headaches 
• No night sweats 
• No recent weight loss 
• No ill contacts at home 



• Canadian born but both parents from India- last visit 2 years ago.  
• Both parents currently well. 

• No known exposure to institutionalized persons or persons with a chronic cough. 
• Immunization:   

• Up-to-date (as per Canadian schedule) 

• Development/Education 
• Age appropriate aquisition of milestones 
• Enrolled in school, doing well 

 



• Lethargic, tachypnoeic, tachycardic 
• Afebrile 
• Given fluid bolus with good 

response 
• Reviewed by General Paeds team:  

• Afebrile, RR 28, PR 128, O2 sat 96% 
on room air 

• Non-toxic appearance, well hydrated 
• Intermittent cough 
• No lymphadenopathy  
 
 

 

• RS 
• RR 30/min 
• No recessions 
• BS – vesicular, decreased in both bases  
• Diffuse crackles heard   
• No wheeze heard 

 
 

• ENT – not documented 



• CVS: 
• AB – 5th LICS MCL 
• Normal HS and no murmurs 

 
• ABD: 

• Soft, non-tender 
• No masses/organomegaly 
• Normal BS 

 

• CNS: 
• Alert, OTPP 
• CN- nil deficits 
• Bulk, tone and power normal 

 

• MSK:  
• Mild swelling to both feet and ankles, 

tender over same 
 

• Skin: few papules on both ankles 





• Sep 29th  
• Hb 92, WBC 10.7, Plts 590 
• INR 1.1 , PTT 26 
• Fibrinogen 7.0 
• ESR 78, CRP 219 
• ALT 70, AST 49, LDH 920 
• Creat 35 
• Na 136, K 3.9, HCO3 27 
• Alb 33 

 

• VBG:  
• pH 7.46, pCO2 42, pO2 38, HCO3 30, 

BE + 5, O2 sat measured 70 (venous) 
 

 

Sep 26th Sep 29th 

Hb 119 92 

WBC 11.6 10.7 

Plts 520 590 

INR 1.3 1.1 

PTT ----- 26 

ESR 110 78 

CRP 197 219 

Na 133 136 

Alb 29 33 



HSC – Sep 29th  

 





• Diagnosis: 
• Likely Untreated Pneumonia 
• Unlikely TB 

 

• Plan: 
• Admitted to General Pediatric 

Medicine Ward 
• NP swab 
• Blood Cx, Sputum Cx, Urine Cx 

 

• Continue to monitor respiratory status 

• Ceftriaxone iv and Azithromycin po 
• pending results 

 



• Increasing tachypnoea 
• c/o fatigue, SOB on exertion 
•  tender right leg and knee, difficulty 

ambulating 
• Some relief of SOB with supplemental O2 
 

• VBG:  
• pH 7.46, pCO2 44, pO2 34, HCO3 31,  

    BE + 7, O2 sat measured 63 (venous) 
 

 
 

 

Sep 26th Sep 29th Oct 1st 

Hb 119 92 75 

WBC 11.6 10.7 8.7 

Plts 520 590 594 

INR 1.3 1.1 ----- 

PTT ----- 26 ----- 

ESR 110 78 ------ 

CRP 197 219 277.4 

Creat ---- 35 39 

Na 133 136 140 

Alb 29 33 26 

ALT ---- 70 52 

AST ---- 49 19 

LDH ---- 920 ---- 



• Plan after re-evaluation:  
• Vancomycin iv added 
• Started on O2  

• FiO2 0.28 via f/m initially then switched to HHFNC  

• CXR repeated 
• To transfuse if repeat Hb < 70 
• Consultations: 

• CCRT 
• Respirology 

 



• Thoughts? 
• Possible differentials 
• What’s the next step? 
 



Sep 29th  Oct 1st   





• Definition: 
• Expectoration of blood or blood-tinged sputum due to bleeding from the lower respiratory tract (1,2) 

 

• Rare in the pediatric population, particularly young children since they tend to swallow 
their sputum(3) 

 

• Potentially a life-threatening problem 
 

• Source of significant concern and distress for the child, parent and clinician. 
 

1. Pianosi P, Al Sadoon H. Hemoptysis in children. Pediatrics  in  Review 1996; 19:344-348 
2. Gaude GS. Hemoptysis in  children. Indian  Pediatrics 47:245-254 
3. Godfrey S. Pulmonary hemorrhage/hemoptysis in children. Pediatric Pulmonology 2004; 37:476 



• Important to differentiate from ‘mimickers’ (2,4) 

• Upper respiratory tract – nose, nasopharynx 
• Upper GI tract 
 

 
 

Hemoptysis Hematemesis 

History Prodrome of tingling in throat, gurgling in chest Prodrome of nausea and vomiting 

Blood coughed out Blood vomited out 

Preceded by cough, followed by respiratory distress  Usually no respiratory distress 

Asphyxia possible Asphyxia unusual 

Preexisting lung disease Preexisting gastric or hepatic disease 

Sputum Frothy May contain food particles 

Bright red to pink colour +/- clots Deep purple, brown or ‘coffee-ground’ colour  
 

Laboratory Features CXR abnormalities Normal CXR 

Alkaline pH Acidic pH 

Mixed with macrophages and neutrophils Mixed with food particles 

2. Gaude GS. Hemoptysis in  children. Indian  Pediatrics 47:245-254.   
4. Mandal A, Kaur Sahi P. Pulmonary Hemorrhage in Children. Pulmonary and Critical Care Medicine 2016. Volume 1 (4).  ISSN 2398-3108   

 



• True incidence is difficult to determine 
• Present to physicians of varying specialties  
• Present to various institutions 

 

• No consensus to quantify the degree of hemoptysis  
• Often inaccurate in children 
• Massive hemoptysis – generally bleeding > 8mL/kg of body weight in 24 hrs (1) 

• Clinically, 
• Regard hemoptysis jeopardizing respiratory function and/or leads to hemodynamic instability 

as ‘life-threatening’  
• Preferred to ‘massive’ which requires quantification (5) 

 

1.  Pianosi P, Al Sadoon H. Hemoptysis in children. Pediatrics  in  Review 1996; 19:344-348 
5.  Ibrahim WH. Massive hemoptysis: the definition should be revised. European Respiratory Journal  32:1131-1132 



• Lungs have 2 separate blood supplies 
• Bronchial Circulation 

• High pressure, Low volume system 
• Branches arise from the aorta or its branches, 

receiving ~ 1% CO  
• Accompany and supply conducting airways 

down to the level of terminal bronchioles 

 
• Pulmonary Circulation 

• Low pressure, High volume system 
• Arising from the right ventricle  
• Supply acinar units involved in gas exchange 

 



• Bronchial circulation  
• Due to higher pressures potentially profuse → massive hemoptysis, even death 

 

• Pulmonary circulation   
• Due to lower pressures → low-grade/smaller volume hemoptysis.  
• Alveolar hemorrhage, more diffuse 

 

• Pulmonary Hemorrhage 
• Defined as extravasation of blood into the airways and/or lung parenchyma 
• May be: 

• Localised area in the airways/pulmonary parenchyma or 
• Diffuse involvement  

 



1. 





• Relative frequency of different etiologies leading to pulmonary hemorrhage varies 
according to: 
• Patient population studied 
• Type of study 
• Time period for which patients are followed 

• Tom et al reported 40 cases of hemoptysis during 1970-1979 from Philadelphia (6) 

• Commonest causes: Pneumonia 20%, foreign body 15% and tracheobronchitis 15% 
• Coss-Bu et al – 10 year retrospective review of 228 children at Texas Children’ s Hospital(7) 

• CF 65%, CHD 16%.  
• Excluding CF patients – CHD 46%, infections 16%, Neoplasms 8%, other causes 14%. 

• Fabian et al, from Toronto – retrospective 10 year review of 37 patients at HSC (8) 

• Tracheobronchitis 19%, tracheostomy related problems 15.5%. 
• Batra et al, from Chicago – retrospective 4 year review of 19 patients (9)  

• Infection 28.6%, tracheostomy related complications 14.3% 
 

6. Tom LW, Weisman RA, Handler SD. Hemoptysis in children. Annals of Otology, Rhinology, Laryngology 89 (5 pt1): 419-424  
7. Coss-Bu JA, Sachdeva RC, Bricker JT, Harrison GM, Jefferson LS. Hemoptysis: a 10 –year retrospective study. Pediatrics 100: E7 
8. Fabian MC, Smitheringale A. Hemoptysis in children: the hospital for sick  children experience. Journal of Otolaryngology 25:44-45  
9. Batra PS, Holinger LD. Etiology and management of pediatric hemoptysis. Archives of Otolaryngology-Head Neck and Surgery. 127:377-382 
 



• Sim J et al , from Korea (10) 

• Aim: Determine the causes of hemoptysis in a pediatric age group. 

• Method: Retrospective chart review of all patients admitted to Samsung Medical Center between 1996-
2008 with hemoptysis as the chief complaint. 

• Exclusion criteria:  

• Patients with trauma, underlying bleeding tendency, cancer or hematologic disorders 

• Patients divided according to age: 

• Early childhood (0-5yrs) 

• Late childhood (6-10 yrs) 

• Adolescent (11-18yrs) 

• Amount of hemoptysis classified as mild (≤ 20mL/day), moderate (21-100mL/day) or massive  

   (> 100mL/day) 

• Also investigated duration of hemoptysis, disease course and mortality. 

 
 

10. Sim J, Kim H, Lee H, Ahn K, Lee SI . Etiology of hemoptysis in children: a single institutional series of 40 cases. Allergy Asthma Immunology Research 1: 41-44 



• Sim J et al , from Korea (10) 

• Results: 
• Total of 40 patients, median age 6.3yrs (range 10mths – 18 yrs) 
• Infection 25%, CHD 17.5%, Heiner Syndrome 10%, Idiopathic 10% 
• Bronchiectasis 7.5%, Vasculitis 7.5%, Neoplasm 7.5%, Upper airway bleeding 5% 
• Most cases had a benign course, but recurrence and mortality occurred in a minority of patients 

• According to age: 
• Early childhood (0-5yrs) 

• Infection 35%, Heiner Syndrome 24%, CHD 18%, Upper airway bleeding 6% 
• Late childhood (6-10yrs)  

• Vasculitis 25%, Neoplasm 13%, Infection 13%, CHD 13% 
• Adolescence (11-18yrs)  

• CHD 20%, Infection 20%, Bronchiectasis 13%, Neoplasm 13%, Vasculitis 7%  

10. Sim J, Kim H, Lee H, Ahn K, Lee SI . Etiology of hemoptysis in children: a single institutional series of 40 cases. Allergy Asthma Immunology Research 1: 41-44 





• Physical Examination 
• Vitals 

• Tmax 38.8oC , PR 112, RR 46  
• BP 105/60  

• O2 sat 96% on HHFNC via n/p FiO2 0.27 
• General: 

• Ill appearance but nontoxic  
• Moderate respiratory distress 
• mm: pale pink, anicteric, acyanotic 
• Well hydrated, well perfused  
• No edema, no lymphadenopathy, no digital clubbing 

 

 



• Physical Examination 
• RS: 

• RR 40/min 
• ICR and SCR 
• Spoke in short phrases 
• Chest expansion ↓right mid-lower zones 
• PN dull right mid-lower zones, esp at right base 
• BS- ↓throughout on the right, >> in right base with Bronchial BS in right base 
• No crackles 
• No wheeze 

 



• Physical Examination 
• CVS: 

• PR 120/min 
• RR syn, No RF delay 
• AB undisplaced 
• Normal S1 and S2. No murmurs 
 

• Abd: Benign 
 
• CNS: Alert, OTPP, No focal deficits  

 
 

 

• MSK: 
• Tender swelling to right medial 

proximal leg 
• Decreased ROM at right knee 
• No overlying erythema/warmth 

 



• Physical Examination 
• Skin: 

• Reddish purple macules  
• Nailbed folds and lateral borders of fingers (2 

fingers/hand) 
• Plantar aspect of feet 
• Palpable nodule on volar aspect of PIP joint of the 

left middle digit 
• Nil purpura/ecchymoses/petechiae seen elsewhere 
• Conjunctival mucosae (eyelids)  

 
 

 

 
• ENT: 

• Petechiae to distal 1/3rd of tongue 
• Nil petechiae on oral buccal mucosa 

nor palate.  
• Ears and nares - normal 



• Further Results 
• Chest ultrasound:  

• Small complex right sided pleural 
effusion 

• Urine Dipstick 
• Moderate hemoglobin 
• Small leukocytes 
• All others - negative 

• Urine culture - No growth 
• NP swab – negative 
• Blood and sputum cultures – o/s 

 
 

Sep 26th Sep 29th Oct 1st Oct 2nd 

Hb 119 92 75 81 

WBC 11.6 10.7 8.7 7.54 

Plts 520 590 594 629 

INR 1.3 1.1 ----- 

PTT ----- 26 ----- 

ESR 110 78 ------ 

CRP 197 219 277.4 

Creat ---- 35 39 

Na 133 136 140 

Alb 29 33 26 

ALT ---- 70 52 

AST ---- 49 19 

LDH ---- 920 ---- 

C3 1.58 ---- 1.7 

C4 0.25 ---- 0.25 

RF 164 





• Impression: 
• 16 yr adolescent female with h/o fever and cough x 2/52, acute hemoptysis, arthritis 

and rash with evidence of pulmonary hemorrhage (worsening acute respiratory 
symptoms with worsening anaemia).  

 

• Differentials: 
1. Autoimmune:  

• r/o ANCA-associated vasculitis vs. SLE vs. anti-GBM disorder 

2. Infectious:  
• Bacterial (Tb cannot be excluded at this time) vs. viral  

 

 



• Suggestions: 
1. Sputum culture 
2. Document quantiferon 
3. ECHO - to r/o Pulm HTN 
4. Rheumatology and ID consults 
5. CT Scan Chest - to further characterise distribution of likely pulmonary hemorrhage 
6. Possible bronchoscopy once more stable 

 

 



• Rheumatology 
• Pulmonary-renal syndrome  

• Rapidly progressing 
• Likely ANCA – associated vasculitis. 

• Investigations: 
• Immunoserology 

• ANCA 
• ANA 
• anti-GBM 
• anti-Ro Abs  

• Tx:  
• Pulse Methylprednsiolone x 3/7 then 

Prednisone 
• Transfuse prbcs 

• Infectious Diseases 
• TB less likely 
• Initial blood Cx negative 
• Investigations: 

• Repeat blood Cx 
• Strongyloides serology 
• ECHO ? Vegetations 

 

• Tx: d/c Vancomycin 
• Continue Ceftriaxone and Azithromycin 



• Some improvement: 
• Received transfusion 2 units prbcs 

• Post transfusion Hb 108 

• Received 1st dose pulse Methylpred 
• Resolved right knee pain and swelling, 

ambulating 
• Improved WOB 
• Decreased episodes of hemoptysis 

• Further Results 
• U/S leg – no evidence of DVT 
• ECHO – normal pulmonary pressures 
• CT scan once able to lie flat 

 



• Over 24 hours: 
• c/o dyspnoea 
• Intermittent desats with increased O2 

requirements 
• transitioned from HHFNC to High – flow 

facemask at 80Litres FiO2 75-100% 

• Ongoing hemoptysis 
• Received stat dose of iv Lasix (+ve FB 

1.2L) 
 

• Admitted to PICU 
• For monitoring  
• Supplemental O2 with HF via f/m 
• Diuretics and Abxs continued 







• Results: 
• ANCA strongly positive, cANCA pattern*  
• Anti- MPO and PR-3 positive* 
• Anti-GBM negative 
• ANA negative  
• Anti-SS-B (La) negative 
• Anti-Ro negative 

 
• *Diagnostic of ANCA- associated vasculitis  

• Granulomatosis with polyangiitis (GPA) 
• ? Pulmonary capillaritis 

• Plan:  
• Complete pulse Methylprednisolone course – received 4 doses 
• Start Rituximab  

 





• A systematic approach is required 
• Diagnose the severity of pulmonary hemorrhage 
• Determine the specific aetiology 
• Institute timely and appropriate therapy 

 

• Detailed Hx  
• Ensure true hemoptysis (r/o mimickers) 
• Predisposing factors, underlying disease  
 

• Careful Physical Examination 
• Vitals with BP 
• Include ENT, eye and skin  



• Laboratory  
• CBC, RBC indices, peripheral smear, coagulation profile, GXM 
• ESR, CRP 
• Renal and Liver function 
• Serology 

• ANCA (p-ANCA, c-ANCA), anti-GBM Abs, APLA, ANA 
• Complement levels 

•  Immunology – Ig levels 
• Sputum culture – bacteria, fungi, viruses and AFB 
• Urine analysis 

 

• ECHO  

Investigations 



• Imaging  
• Plain CXR  

• Valuable screening tool, esp in those with life-threatening hemoptysis 
• Diagnostic yield of up to 53% (9) 

• 1/3rd of children with hemoptysis may have a normal radiograph (11) 

 
• Computed Tomography chest 

• Performed in more stable patients 
• Determine extent of involvement, identifies underlying disease, may localise site for Bx 
• Contrast studies help identify anatomical abnormalities and differentiate between vascular structures 

vs solid masses (11). May also define cavitary lesions. 
• Marshall et al found that CT was thought to identify the likely source of bleeding in 50% of patients with 

normal findings on CXR and bronchoscopy, supporting a role in this subgroup of patients. (12) 

• cf bronchoscopy, CT generally has higher yield in identifying the likely bleeding source. 
 
 

9. Batra PS, Holinger LD. Etiology and management of pediatric hemoptysis. Archives of Otolaryngology-Head Neck and Surgery. 127:377-382 
11. Turcios NL, Vega M. The child with hemoptysis. Hospital Practice 1987; 22:217-218  
12.  Marshall TJ, Flower CD, Jackson JE. The role of radiology in the investigation and management of patients with haemoptysis. Clin Radiol. 1996; 51:391-400. 

Investigations 



• Bronchoscopy  
• Differing opinions on the timing of bronchoscopy in evaluating the child with hemoptysis. 
• Benefits:  

• Diagnostic – direct inspection and identify source of bleeding  
• Therapeutic – ablative therapies for active bleeding 

• Batra et al – performed rigid bronchoscopy in 18 children with hemoptysis 
• Findings – blood, mucosal inflammation, purulence, tracheal abrasions, granulation tissue and bronchial 

mass. Diagnostic yield 61%. (9) 

 

• Other studies diagnostic yield 40-100%  (1, 13) 

 

• Abu-Kishk et al – normal findings in 22% of patients who underwent flexible bronchoscopy 
(14) 

1. Pianosi P, Al Sadoon H. Hemoptysis in children. Pediatrics  in  Review 1996; 19:344-348 
9. Batra PS, Holinger LD. Etiology and management of pediatric hemoptysis. Archives of Otolaryngology-Head Neck and Surgery. 127:377-382 
13. Ulong KS, Wang CR, Lim TY. Hemoptysis in children. Chang Gung Medical Journal 1998; 21: 57-62  
14. Abu-Kishk I, Klin B, Eshel G. Hemoptysis in children: a single institutional experience. Pediatric Emergency Care 2012; 28:1206-1210 

Investigations 



Investigations 
• Bronchoscopy  

• Performed w/in 48 hrs of hemoptysis (15,16) 

• Localizes bleeding in 34% - 91% of cases, cf. 11% - 52% when performed later, but this may not alter 
therapy. 

• If massive hemoptysis, most chest physicians advocate early bronchoscopy because it may provide a 
diagnosis, localize the site, or allow bronchoscopic intervention to control the bleeding. 
 

• Non-massive hemoptysis 
• Need for bronchoscopy should be determined on a case-by-case basis. 
• Bronchoscopy reasonable in patients with risk factors for 

• Lung cancer, non-massive hemoptysis, and normal or non-localizing findings on a chest radiograph.  
• In contrast, when bronchitis is the likely cause of hemoptysis, bronchoscopy does not need to be performed unless 

the problem does not respond to conservative treatment. (17) 

 
 15.  Dweik RA, Stoller JK. Role of bronchoscopy in massive hemoptysis. Clin Chest Med. 1999;20:89-105.  

16. Haponik EF, Fein A, Chin R. Managing life-threatening hemoptysis: has anything really changed? Chest. 2000;118:1431-1435. 
17. Ladwig, Jason R. "Hemoptysis: A review of causes, evaluation, and treatment -- How to quickly zero in on the diagnosis." Journal of Respiratory Diseases, 1 Apr. 2007, p. 139. 



Investigations 
• Bronchoscopy  

• Hirshberg et al reported that the combination of chest CT and bronchoscopy contributed to the final 
diagnosis in 93% of cases, compared with 42% with bronchoscopy alone, 50% with chest radiography 
alone, and 67% with chest CT alone. (18) 

 

• Lung Biopsy  
• In cases where CXR, CT chest, laboratory invsgns and bronchoscopy do not yield a definitive diagnosis. 
• However rarely needed.  

 

• PFTs  
• Patients usually unable to perform in the acute setting. 

 

18. Hirshberg B, Biran I, Glazer M, Kramer MR. Hemoptysis: etiology, evaluation, and outcome in a tertiary referral hospital. Chest. 1997;112:440-444. 







• Completed 1 week course iv Ceftriaxone 
• Day 8 – noninvasive ventilation – BiPAP, FiO2 1 
• Day 9 – pneumomediastinum – conservative Mx 
• Day 10 - 

• Intubated due to respiratory decompensation  
• Bilateral needle decompression and chest tube placement 
•  Total CP arrest x 13 mins – responded to CPR and Adrenaline 
• Repeat prbc transfusion 

• Day 11 – left tension pneumothorax, 2nd chest tube placement 
• Day 12 – bedside bronchoscopy.  Large thrombus suctioned from R lung.  Started regular 

inhaled Mucomyst and Dornase. 
 
 



• Interim:  
• Remained intubated x 10/7 
• ECMO x 1/52  
• Plasmapheresis x 5/7 
• 2 courses pulse Methylprednisolone, Rituximab x 4 doses and IVIG 
• Bronchopleural fistula and thromboses x 2 
• HTN, steroid-induced hyperglycemia 
• Infections- CMV viremia, Candida on BAL 
• Recurrent hemoptysis and respiratory distress 
• Acute UGIB – jejunal ulcer, hemorrhagic shock – Laparotomy but no bowel resection 
• Discharged to ward Day 21  



• Readmitted to PICU Day 22 due to Acute GI bleed 
• Acute pancreatitis 
• Right retinal hemorrhage 
• Encephalopathy , h/o delirium 
• Myopathy (lower limb weakness)  
• Moderate left pneumothorax 
• Discharged to ward after ~ 10/7 in PICU  



Nov 9th Nov 13th 

Hb 104 109 

WBC 9.9 10.2 

Plts 183 252 

Creat  30 26 

Na 135 137 

Glucose 7.5 7.3 

ALT 119 106 



• Currently remains admitted 
• Resolved Issues:  

• Pulmonary hemorrhage, pancreatitis, UGIB, delirium 

• Controlled: 
• HTN, CMV viremia, thromboses,  
• Myopathy, right retinal hemorrhage 
• Resolving left pneumothorax 

• Being weaned from TPN, tolerating oral intake well 
• No chest pain, no hemoptysis and no respiratory distress 
• Being prepared for transition to rehabilitative care within the next 2 weeks 
• For follow up by Respirology in Vasculitis clinic    



• Hemoptysis and pulmonary hemorrhage are rare in childhood, but remain a source of 
concern for the patient, parent and clinician. 

• May be potentially life-threatening. 
• Main goals of Tx:  

• Systematic approach required to determine the severity and underlying aetiology 
• Institute timely and appropriate therapy aiming to stop the bleeding and treat the primary cause 

• Chest imaging provides good diagnostic yield; may be augmented by bronchoscopy 
(individualised).  

• Focal cause for bleeding treated with targeted therapies. 
• Diffuse pulmonary hemorrhage may be immune mediated vs. non-immune mediated, so 

treat accordingly. 
• Mainstay Tx for immune mediated causes - immunosuppressive therapy with systemic corticosteroids, 

plasmapheresis, IVIG.  

 



1. Pianosi P, Al Sadoon H. Hemoptysis in children. Pediatrics  in  Review 1996; 19:344-348 
2. Gaude GS. Hemoptysis in  children. Indian  Pediatrics 47:245-254 
3. Godfrey S. Pulmonary hemorrhage/hemoptysis in children. Pediatric Pulmonology 2004; 37:476 
4. Mandal A, Kaur Sahi P. Pulmonary Hemorrhage in Children. Pulmonary and Critical Care Medicine 2016. Volume 1 (4).  ISSN 2398-3108  
5. Ibrahim WH. Massive hemoptysis: the definition should be revised. European Respiratory Journal  32:1131-1132  
6. Tom LW, Weisman RA, Handler SD. Hemoptysis in children. Annals of Otology, Rhinology, Laryngology 89 (5 pt1): 419-424 
7. Coss-Bu JA, Sachdeva RC, Bricker JT, Harrison GM, Jefferson LS. Hemoptysis: a 10 –year retrospective study. Pediatrics 100: E7 
8. Fabian MC, Smitheringale A. Hemoptysis in children: the hospital for sick  children experience. Journal of Otolaryngology 25:44-45  
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12. Marshall TJ, Flower CD, Jackson JE. The role of radiology in the investigation and management of patients with haemoptysis. Clin Radiol. 1996; 51:391-400. 
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22. Perez-Frias J, Moren Galdo A, Perez Ruiz E. Pediatric Bronchoscopy guidelines. Archivos de Bronchoneumologia. 2011;47(7):350-360  
23. Wilmott R, Chernick V, Boat T, Deterding R, Bush A, Ratjen F. Kendig and Chernick’s Disorders of the Respiratory Tract in Children. 8th edition 
24. Stillwell P, Kupfer O. Hemoptysis in children. Feb 3, 2017. Uptodate. 

 
 
 

 
 
 
 
 


	Cross Canada Rounds
	Case 
	History
	History
	History
	History
	History
	ER Department HSC – Sep 29th 
	ER Department HSC
	1st CXR – Sept 26, 2017 – Etobicoke  Hospital 
	Results
	Etobicoke – Sep 26th 
	What are your thoughts?
	General Pediatrics Evaluation
	Day 2 Post Admission (Oct 1st)
	Day 2 Post Admission (Oct 1st)
	October 1, 2017
	Sep 26th 
	Hemoptysis
	Hemoptysis in Children
	Hemoptysis in Children
	Hemoptysis in Children
	Blood Supply
	Pathophysiology of Hemoptysis
	Slide Number 25
	Slide Number 26
	Aetiology of Hemoptysis in Children
	Aetiology of Hemoptysis in Children
	Aetiology of Hemoptysis in Children
	Back to Our Patient
	Respirology Consultation
	Respirology Consultation
	Respirology Consultation
	Respirology Consultation
	Respirology Consultation
	Differential Diagnosis?
	Respirology Consultation
	Respirology Consultation
	Other Consultations
	Day 5 of Admission (Oct 3rd)
	Day 6 of Admission (Oct 4th) 
	Oct 4, 2017 : CT Chest 
	Oct 4, 2017 : CT Chest 
	Progress
	Approach to the Child with Hemoptysis
	Evaluation of Pulmonary Hemorrhage/Hemoptysis �in Children
	Slide Number 47
	Slide Number 48
	Slide Number 49
	Slide Number 50
	Slide Number 51
	Slide Number 52
	Back to Our Patient
	Progress
	Progress
	Progress
	Most recent results and CXR – Nov 9th
	Progress
	Summary – Take Home Points
	References

