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1. INTRODUCTION AND WHO GUIDELINE APPLIES TO

Massive Haemorrhage is quantified as >50% of total blood volume lost in 3 hours, TBV <24 hours, or a
rate of blood loss of 150 mis/min. The clinician should activate this protocol if 4 or more units of red
cells have been transfused within an hour and similar further transfusions are anticipated.

This guideline applies to all clinical staff. See also, Postpartum Haemorrhage — a Guideline for
Management (Trust Ref: B36/2008)

2. GUIDELINE STANDARDS AND PROCEDURES

Massive haemorrhage protocol -
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-

* Give appropriate warmed [V crystaliold bolus

* Ensure senor staff is invoived NOW (in children, a%so involve senlor anaesthetist)

* ABCDE approach in appropriate environment

R, "

See INsite for

'DOAC reversal in
bleeding patients’
(C13/2017)
guidelines

Protocol not
applicable; revisit <~ N
later  indicated

"

Details should include

Coordinator's full name
Name of senior dinidan
responsible for patient
Incident location (e.g. 'ED
Emergency Room Bay 87)
Extension number (in the
ER, state extension i Bay)
Type of haemorrhage (l.e
trauma, cbstetric or other)
Patient's detalls (¥ already
known, or say ‘unknoan')

Invoive * Repeat laboratory test bundie (see box 4)
haematology * Make any necessary goal-directed corrections {(see bax 6)
an-call doctor * Actively look for hyparkalaamia if >6units of red cells transfused
* Consxder 1g caloum chioride (e.g. 10mL of 10%) after every MHP
+
8lood Bank to call coordinator 15min after each MHP released
+
N Bleading controlled?
Y
Blood Bank t

Skte  Extn Bleep
LRI 16605 4703
GGH 13577 2588
LGH 14564 3383
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red cells

+
* Attempt to control the dleeding, €.9,
* Direct pressure on wounds / nase If eplstaxis
* Pelvic binder for suspected unstable pelvic ¢
* Lmb tourniquet where indicated
* Conskier giving tranexamic ackl ASAP (see box 1)
* Reverse anticoagulation (if applicable)
+

* Arrange cefl salvage where avallable (see box 2)
* Beware hypothermia - use flukd warming devices
and forced-air warming blanket (e.g, "Bair Hugger’)
* Send off all pecessary blood samples (see box 4)
+

Senior decison
maker {e.9. trauma team leader)
decides to declare massive haemorrhage
(see box 3)7
Yr
+
Nominate 2 'Blood Bank coordinator’
for the duration of the incident
{NB: Inform laboratory if this changes)
*

* Coordinator to dial 2222 and say "Massive
haemorrhage in [state exact location, e.g.
ED Emergency Room Bay 8]’ (switchboard
will fast bieep blood transfusion laboratory)

* When Blood Bank staff call badk, coordina-
tor should say "Massive haemorrhage
DECLARED’ and state all refevant details *

* Blood bank will advise where to send porter

+

Blood transfusion staff prepares and issues packs of blood components
(MHP; massive haemarrhage pack - see naxt page for detalls) every 15min

+
Bleading controlled?

N
0

Administer MMP (all or partially, & per senior clinical judgment)

+

* Follow through bleeding control measures (see box 5)

¢ Coordinator calls Blood Bank, stating

'Massive haemorrhage protocol STAND DOWN’

/ , using O neg emergency blood If necessary
Nl Inform Blood Bank If emergency D(OOﬂ is used to ensure the units are replaced

Y y———
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@ When to declare

Scemarion ncludng (but mot bmited fo)

v Tinicaly obvlous severe
traumalic bwedng or clapse

b HBMO NG Shock (e.9, systolc &
«70 nitlally or <90 after Aud bolus)

* 24 units (n chilaren: 220mL%g)
rad cwlis tranafused within as howur
AND similar forther neods expected

Inform your *  Feedng rate §50me min

corsultant * 0% total Sood yolme los it 3
NOW

¥ not yet
involved

@ Laboratory test bundie

*  Laborateey tests
* FBC, USEs, lonized Calcium,
INR, APTT and firiecgen
* ST and GRS Initialty

*  Blood gas - machines svalssis in

LRI  ED AMU my
GGH oo ccy
LGH m

* Additional (w par \ocal avalabiity)
* F&C or Hb (HemoCue)
* Thrombeelastograghy (TEGQ)
* Rapd platelet function testing

*  Covder rtervarerel radeloyet sdvos
(0.0 3¢ embsization is penic Facaures)

*  Comsder ‘dermege costrol sorgery’
* Haemeisogy onosl seghirer cas ofer
cosrdrg e v it ase of

Crcoonye
\dancisseab {Prexteac®) « see CLUZ0L?
* Recomtasert actxsie l‘.cnrvll s
Arehonon cobey - Ac

) Goal-directed corrections
NE: [v chwiven, svsahve avamibelnd
ASA® be advore an avTpete dmy
M adeagen <38 (<20 In “"k‘)
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* Return all unused components within immediately u":':.:’:;:’:’:;?r:s; -::::;;“J:,;-
* Complete goal-directed adjustments (see box 6) B 4o s replariahed through shermecy)
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Massive haemorrhage pack (MHP) release sequence

Massive haemorrhage protocol

Massive haemorrhage pack (MHP) release sequence

B
Is haemorrhage due to acute trauma? Y
N
MHP 1 1
pRSC Any red ceil
> 50kg Aunits o ny ceils
31-50kg 3 units transfused already?
10-30kg 2 units Y
< 10kg 1 unit 1
Equivalent of MHP 1
et transfused already (e.9. 4 units
In an adult patient)?
Ny

|

Transfusion laboratory will release further units of red cells up to the
equivalent of MHP 1 (e.g. in adults, 2 units if 2 units already given)

AND ALSO release next pack stralght away

l

Y Is haemorrhage obstetric?
N J
MHP 2
MHP 2 obstetric PRBC FFP
pRBC  FFP Cryo > 50kg 4 units 3 units
>50kg 4 units 3 units 2 pools 31-50kg 3 units 2 units

=50kg 3 units 2 units S paed units 10-30kg 2 units 2 units
< 10kg 1unit 1 unit

}

MHP 3 and all subsequent packs

pPRBC FFP  Platelets Cryo
> S0kg Aunits 3units 1 ATD 2 pools
31-50kg 3units 2 units 1 ATD 5 paed units
10-30kg 2units 2units 10ml/kg 2 paed units
< 10kg 1unit 1unit 10ml/kg 1 paed unit

Notes to clinicians
* if cross-matched blood not yet available, red cells will be provided as

= O negative (women aged <50 and chidren) or O positive (men). avatable mmediatety
(NB: In this situation, the cinical urgency will outweigh any concarns about the untasied
possible presence of atypical red cell antibodies)

. Group specific (available within 20min)

* Pre-thawed FFP is available for immedate use
* Cryoprecipitate will require defrosting ~ this takes about 20mn
* In chidren, transfusion of Smlikg red cells wil typically raise Hb by 10g/L
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