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ABSTRACT 

Military personnel face a heightened risk of suicide due to firearm accessibility. 

Bullet impacts can cause significant tissue damage and bleeding, which varies 

depending on the affected area. This report details a case of a 20-year-old Iranian 

Baluch soldier who was admitted to the emergency room with hemorrhagic shock 

after suicide with a firearm. The bullet damaged his mandible, tongue, and maxilla, 

exited from his forehead, and damaged his nose. In hemorrhagic shock, prioritize 

blood products over isotonic fluids; consider norepinephrine if hemodynamics remain 

unstable. 

Introduction 

uicide in soldiers is a complex issue influenced by 

factors such as pre-existing mental illness, a 

history of self-harm or suicide attempts, and 

family problems. Additionally, psychological conflicts 

with colleagues, separation from family, and access to 

firearms significantly contribute to suicide risk within the 

military environment [1-2]. In Iran, the compulsory 

military service for all males complicates this issue, as 

even highly educated individuals must serve for a 

minimal salary. Inappropriate and disrespectful behavior 

by commanders and officers, heavy and unprofessional 

workload, and waste of time have been the main reasons 

for soldiers' dissatisfaction with compulsory military 

service. These conditions, when combined with low 

levels of education, mental illness in the soldier or family, 

a history of suicide in the soldier or family, service in 

frontier zones, and a history of drug abuse, increase the 

risk of suicide by firearm [3]. 

Case Report 

A 20-year-old soldier was transported by EMS to 

Khatam Al-Anbia Hospital in Zahedan (Sistan and 

Baluchestan Province, Iran) at 4:15 a.m. for a suicide 

attempt with a firearm.  

Military officers reported the patient shot himself while 

on guard duty at an inner-city checkpoint. Clinical 

examination revealed a submental bullet entry and 

forehead exit wound, with extensive damage to the oral 

cavity, tongue, maxilla, and nose. Severe hemorrhage 

was present at the bullet entry and exit sites, as well as 

from the mouth and nose. The patient's vital signs and 

consciousness were as follows: 

GCS 7, BP 70/40 mmHg, HR 137 bpm, RR 34, T 37°C, 

SpO2 70%. 
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The patient was promptly intubated for airway 

protection and mechanically ventilated with AC/VC+ 

(PRCV), TV = 450 mL, RR = 14, Ti = 1.2, PEEP = 5, and 

FiO2 = 100-40%. To control bleeding, the patient's mouth 

and nose were packed with adrenaline-soaked gauze. A 

size 14 venous line was inserted in the upper limb, and a 

Shaldon catheter was inserted into the subclavian vein. 

Blood was drawn for testing, and fluid therapy was 

initiated with 2 liters of normal saline. Emergency ICU, 

ENT, and maxillofacial surgery consultations were 

performed, and bleeding was controlled as much as 

possible by suturing the patient's wounds. (Figure 1) 

shows the patient's condition after initial bleeding 

control.  

The patient received emergency transfusions of 2 units 

of PRBCs, 4 units of FFP, and 4 units of platelets. The 

patient's blood pressure remained low at 80/50 mmHg. 

We started administering another liter of normal saline; 

however, bleeding recurred from the facial injuries. We 

reduced the serum infusion rate and initiated 

norepinephrine infusion at 5-20 μg/min. Hemodynamic 

stability was achieved by titrating the norepinephrine 

infusion rate. Following stabilization, a CT scan of the 

patient's chest, neck, maxillofacial area, and brain was 

performed to assess bullet-related injuries. Maxillofacial 

CT revealed multiple fractures of the mandible, 

zygomatic, nasal, orbital, and frontal bones, accompanied 

by severe soft tissue damage and hematoma. Neck and 

chest CTs were normal. The brain CT scan showed no 

brain parenchyma damage, as the bullet's trajectory 

resulted only in facial bone fractures and soft tissue 

damage (Figure 2). Facial bone fractures were more 

clearly visible in the CT reconstruction (Figure 3).

 

Figure 1- The patient's image reveals severe facial injuries with significant bleeding, which was controlled with 

packing. 

  

Figure 2- The brain and maxillofacial CT scan showed that the brain parenchyma is normal. Bilateral bone 

fractures of the frontal and maxillary sinuses with displacement into the sinuses and hematomas are present. Also, 

the nasal septum and bone, hard palate, pterygoid, maxilla, alveolar process, mandible, and palatine bone had 

suffered a comminuted fracture. Soft tissue swelling with hematoma and intratissue emphysema is evident. 
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Figure 3- Facial CT revealed bilateral comminuted bone fractures of the mandible, maxilla, nasal, and orbits. 

The patient’s initial laboratory findings were as 

follows: 

WBC= 17.5×103/µl, RBC= 4.4 mil/µl, HB= 13.4 g/dL, 

HCT= 42.2%, PLT= 255×1000, PT= 12/sec, PTT= 

30/sec, INR= 1, BS= 205 mg/dl, BUN= 17 mg/dl, CR= 

1.2 mg/dl, K= 4.7 meq/l, Na= 141 meq/l, ABG (PH= 

7.18, PaCO2= 47.3, HCO3= 17.1, BE= -10.7, PaO2= 48.8, 

O2Sat= 78.7) 

Following serum and blood transfusions, a CBC 

revealed significantly decreased hemoglobin and 

hematocrit levels compared to initial values. 

WBC= 14.6×103/µl, RBC= 3.2 mil/µl, HB= 8.7 g/dL, 

HCT= 30.2 % 

After transfusion of 2 units of PRBCs, the patient was 

transferred to the intensive care unit with the following 

medication orders. 

Ceftriaxone 2 g BD and vancomycin 1 g BD were 

initiated to target sinus organisms and prevent meningitis. 

Also, to reduce the risk of seizures, increased intracranial 

pressure, and rebleeding, the patient received the 

following treatments: 20% mannitol (300 cc stat, then 

100 cc TDS), phenytoin (750 mg stat, then 125 mg TDS), 

and tranexamic acid (1 g stat, then 1 g over 8 hours). We 

performed an early tracheostomy three days after ICU 

admission due to facial injuries and anticipated need for 

long-term airway management.  

Two days after the tracheostomy, the patient underwent 

jaw reconstruction surgery by an oral and maxillofacial 

surgeon (Figure 4).  

 
Figure 4- A, B and C: Before surgery, D: After 

surgery 

An orogastric tube was placed during jaw surgery to 

facilitate early feeding. A postoperative CT scan showed 

well-fixed fractures of the maxilla and mandible (Figure 

5). 
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Two weeks post-surgery, the patient regained 

consciousness and was removed from the ventilator. 

However, the tracheostomy could not be removed due to 

oral injuries.  

The patient reported transient blurred vision in the right 

eye after extubation, which was resolved after two days. 

The ophthalmologist discharged the patient and 

scheduled a follow-up examination at the ophthalmology 

hospital.  

The ENT surgeon postponed nasal bone reconstruction 

until the patient had fully recovered after discharge from 

the hospital. Due to mouth ulcers, pain, and poor 

swallowing, a gastroenterologist placed a percutaneous 

gastrostomy. After four days of family education on 

nutrition and patient care, the patient was discharged. 

 
Figure 5- A postoperative CT showed proper fixation 

of the fractured maxilla and mandible. 

Discussion 

This patient was in hemorrhagic shock upon admission 

due to blood loss from a gunshot wound. Despite 

administration of isotonic saline, PRBCs, FFP, and 

platelet transfusions, the patient's hemodynamic status 

remained unstable. Continued saline infusion caused 

rebleeding from the gunshot wound. Norepinephrine 

infusion stabilized the patient's hemodynamics. 

Hemorrhagic shock, a subtype of hypovolemic shock, 

occurs when critical blood loss overwhelms the body’s 

compensatory mechanisms, leading to impaired tissue 

oxygenation and anaerobic metabolism. Continued tissue 

ischemia and toxic substance production lead to cell 

death [4]. Hemorrhagic shock, a common and frequently 

fatal consequence of traumatic injuries, often leads to 

poor outcomes even with optimal treatment [5]. The 

‘lethal triad of trauma’ (hypoperfusion, acidosis, and 

coagulopathy) plays a crucial role in the pathophysiology 

of hemorrhagic shock [6-7]. Blood loss decreases 

intravascular volume, hindering oxygen delivery and 

causing cells to produce lactate via anaerobic 

metabolism. Initial compensation involves increased 

heart rate and vasoconstriction to maintain blood 

pressure, but systolic pressure eventually drops with 

declining cardiac output.  

Blood shunting to vital organs exacerbates acidosis in 

peripheral tissues. Ultimately, uncorrected acidosis and 

hypoxemia result in loss of vasoconstriction, 

hemodynamic collapse, and death [8]. Preventing further 

blood loss is the first step in controlling hemorrhagic 

shock and the progression of acidosis. Therefore, 

hemorrhaging should be controlled by applying pressure 

dressings, applying tourniquets to the extremities, using 

hemostatic agents, or using surgical techniques [9-10]. 

Trauma-induced coagulopathy, characterized by 

coagulation factor loss, hemodilution, acidosis, and 

hypothermia, significantly contributes to mortality [11]. 

This acute coagulopathy can begin before resuscitation, 

with acidosis and hypothermia further impairing 

coagulation and exacerbating the condition [6,12]. Given 

the pathophysiology of hemorrhagic shock, management 

should not rely solely on fluid infusion and blood 

transfusion. Therefore, damage control resuscitation 

should be considered. In hemorrhagic shock without head 

trauma, target a systolic blood pressure of 90 mmHg to 

balance the risks of rebleeding and inadequate tissue 

perfusion [7].  

Preventing trauma-induced coagulopathy requires 

maintaining patient warmth or actively rewarming, 

limiting isotonic fluids (these fluids, colder than body 

temperature, worsen trauma-induced hypothermia), and 

early blood product transfusion [9]. 

 Normal saline and lactated Ringer's are the most 

common crystalloid resuscitation fluids. The chloride 

content of normal saline is significantly higher than that 

of blood, and by altering the strong ion difference of the 

blood, it causes non-anion gap hyperchloremic metabolic 

acidosis, which intensifies the patient's underlying 

metabolic acidosis caused by trauma. Conversely, Ringer 

lactate may induce metabolic alkalosis as lactate 

metabolizes into bicarbonate.  

Crystalloid fluids are inefficient at expanding 

intravascular volume, with only 25-30% remaining in the 

vasculature; the majority shifts into interstitial and 

intracellular spaces. Overinfusion can also cause 

hemodilution and impair tissue perfusion [13]. Patients 

receiving over 2 liters of isotonic fluid have a greater than 

40% increased risk of coagulopathy and hemodilution 

[9,14].  

Compared to crystalloid fluids, administering blood 

products in ratios of 1:1:1 or 1:1:2 (plasma: platelets: 

packed RBCs) can improve hemodynamic stability and 

reduce metabolic acidosis and mortality [6-7]. Colloids, 
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particularly hydroxyethyl starch, may impair renal 

function and coagulation. Albumin use remains 

controversial, with no proven benefit and higher 

mortality in traumatic brain injury [6]. 

Also, vasoconstrictive drugs effectively improve 

hemodynamics and maintain tissue perfusion when 

intravenous fluid intake is restricted. Norepinephrine 

(NE), the preferred vasopressor for septic and 

hemorrhagic shock, is a sympathomimetic agent that 

causes vasoconstriction via α-adrenergic stimulation. NE 

mobilizes venous blood via arterial and venous 

constriction, while β₂ ‑ receptor activation reduces 

venous resistance and improves venous return [8,15].  

Tranexamic acid (1 g loading dose over 10 min, 

followed by 1 g infusion over 8 hr) in hemorrhagic shock 

reduces mortality without increasing thromboembolic 

events. Therefore, tranexamic acid should be a standard 

component of traumatic hemorrhagic shock management 

[8]. 

Conclusion 

For the treatment of hemorrhagic shock, immediately 

control bleeding. Limit isotonic fluid resuscitation to 2-3 

liters due to poor volume expansion and risk of 

worsening metabolic acidosis. Administer blood 

products in a 1:1:1 or 1:1:2 ratio of FFP, platelets, and 

PRBCs to treat the shock and prevent acidosis. If 

instability continues, cautiously use norepinephrine to 

increase blood pressure, avoiding excessive systolic 

pressure to minimize rebleeding risk. Consider 

tranexamic acid as a standard adjunct to reduce bleeding. 
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