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PR.60 Major Haemorrhage Policy 

Document Summary 

The urgent provision of blood for life threatening haemorrhages requires a rapid,  focused 
approach as excessive blood loss can jeopardise the survival of patients.  Early recognition 
of major blood loss and immediate effective interventions are vital  to avoid hypovolaemic 
shock and its consequences 

Document Number PR.60 
Date Ratified 12th September 2019 
Date Implemented 1st October 2019 
Next Review Date September 2022 
Accountable Director Medical Director 
Policy Author Anaesthetist, Transfusion Practitioner 

Important Note:  
The Intranet version of this document is the only version that is maintained. 

Any printed copies should therefore be viewed as ‘uncontrolled’ and, as such, may not 
necessarily contain the latest updates and amendments. 
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1. SCOPE

This protocol provides guidance to all staff who may be involved in the provision and
transportation of blood and blood components, and the overall management of
patients who are suffering major blood loss at Hereford County Hospital. This may
also be part of a pre hospital response.

2. INTRODUCTION

The urgent provision of blood for life threatening haemorrhages requires a rapid,
focused approach as excessive blood loss can jeopardise the survival of patients.
Early recognition of major blood loss and immediate effective interventions are vital
to avoid hypovolaemic shock and its consequences (NPSA 2010). One such action is
the rapid provision of blood and blood components, for which effective
communication between all personnel involved in the provision and transportation of
blood is key.

The introduction of Rotational Thromboelastometry (ROTEM), a point of care testing
device, allows rapid, whole blood diagnosis of coagulopathies to optimize patient
blood management in major surgeries and traumatic bleeding. Viscoelastometric
point-of-care testing is intended for use:
• During surgery to identify the probable cause of intraoperative bleeding by
discriminating between poor platelet function and poor clotting. The results allow the
clinician to select the correct goal directed therapy.
• In the immediate post-operative period to help control haemostasis and help
guide the clinician to determine whether bleeding is a result of a coagulopathy or a
surgical bleed.

3. STATEMENT OF INTENT

3.1 Clarifies definitions utilised in massive haemorrhage situations 

3.2 Outlines the immediate action to be taken (pre hospital and hospital response) and 
includes: essential lines of communication; staff duties; the processes for the 
provision and transportation of blood and blood components; the clinical 
management of patients 

3.3 Outlines recommendations for the ongoing assessment and management of 
coagulopathies 

3.4 Outlines the process for monitoring compliance with this policy 

4. DEFINITIONS

Massive Blood Loss / Major Haemorrhage is defined as:
 Loss of one blood volume in 24 hours. The normal adult blood volume being

approximately 7% of ideal body weight in adults and 8–9% in children
 50% blood volume loss within 3 hours
 a rate of loss of 150 ml/min
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BMS Biomedical Scientist 
FBC Full blood count 
Hb Haemoglobin 
PT Prothrombin Time 
APTT Activated Partial Thromboplastin Time 
U&E Urea & electrolytes 
LFT’s Liver Function Tests 
POCT Point of care testing 
ROTEM Rotational Thromboelastometry 
ABG Arterial Blood Gas 
VBG Venous blood gas 
Ca2+ Ionised Calcium 
K+ Potassium 
PCC Prothrombin Complex Concentrate 
FFP Fresh Frozen Plasma 
Cryo Cryoprecipitate 
KIDS Kids Intensive Care and Decision Support 
ED Emergency Department 
WM West Midlands 
DCS Damage Control Surgery 
WOW Work Station on Wheels 

5. DUTIES

5.1 The Team Leader 

The team leader is the person who declares a massive haemorrhage emergency; 
this is usually the consultant or the most senior doctor at the scene.  Their role is to 
initiate, direct and co-ordinate the management of the patient(s) with massive 
haemorrhage. The team leader may change if the patient moves to a new clinical 
area, requiring a full handover between professionals. 

5.2 Communication Lead 

The Communication Lead is the dedicated person for communication with other 
teams, especially the transfusion laboratory and support services. This should not be 
the most junior member of the team.  

5.3 Anaesthetist 

The middle staff grade anaesthetist is contacted as part of the haemorrhage call 
group, and is responsible for gaining access and obtaining bloods, and resuscitation. 

5.4 Team Leader Porter 

The Team Leader Porter will be contacted as part of the haemorrhage call group. 
This person is responsible for activating and co-ordinating the Porters Action card. 

5.5 Consultant Haematologist 

Consultant Haematologist is contacted as part of the haemorrhage call group and 
is available to give advice when required. 
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5.6 Biomedical Scientist (BMS) 

The Biomedical Scientist in Transfusion is responsible for providing blood and blood 
components in response to the haemorrhage call in a timely manner and 
communication with the Communication Lead. 
The Biomedical Scientist in Blood Sciences is responsible for processing the urgent 
requests and phoning the results to the communication lead. 

5.7 Theatre Co-ordinator 

The theatre co-ordinator is contacted as part of the haemorrhage call group and is 
responsible for alerting a member of staff from recovery or ODP so that they are 
available to process a sample on the ROTEM. 

5.8 Clinical Site Management 

Clinical site management are contacted as part of the haemorrhage call group 
between 21:30 and 08:00, and are responsible for processing the sample on the 
ROTEM. 

5.9 Clinical Staff 

All clinical staff involved in the transfusion of blood and blood components must 
administer in accordance with Trust Blood Transfusion policy (PR.37) 

6. DETAILS OF THE PROCEDURAL DOCUMENT

THE FOLLOWING ARE THE GENERIC STANDARDS AND ADVICE FOR THE
MANAGEMENT OF PATIENTS WHO REQUIRE BLOOD IN AN EMERGENCY.  
FOR SPECIALITY SPECIFIC RECOMMENDATIONS READ THE RELEVANT 
APPENDICES LOCATED AT THE END OF THIS POLICY. 

6.1 PRE HOSPITAL CLINICAL RESPONSE 

6.1.1 The major haemorrhage policy must be initiated / mobilised immediately when 
a massive haemorrhage emergency is declared by a pre-hospital doctor (see 
point 6.3).   

6.1.2 There may be occasions where this may occur before the patient arrives in 
hospital.  

6.1.3 Phone blood bank to give warning. 

6.1.4 Once the patient arrives at Hereford County hospital, reassess and then 
activate major haemorrhage policy.  

6.1.5 There may be occasions when blood is required at the scene of an incident 
outside the confines of Hereford County hospital. This will be initiated by the 
West Midlands Trauma Centre. Refer to Action Card 8. 
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6.2  ACUTE HOSPITAL CLINICAL RESPONSE 

IMMEDIATE ACTION TO BE TAKEN 

6.3  RECOGNISE TRIGGER AND ACTIVATE MAJOR HAEMORRHAGE 
POLICY TO ASSEMBLE THE EMERGENCY RESPONSE TEAM (Action Card 
1): 
 For Adult Haemorrhage > 40 Kg, refer to Action card 3
 For Paediatric Haemorrhage < 40 Kg, refer to Action Card 4
 For Obstetric Haemorrhage, refer to Action Card 5

6.3.1 Resuscitate “C-ABC” patient 

• Control obvious severe bleeding points (pressure, tourniquet, haemostatic
dressings)

• Administer high concentration oxygen

• Ensure intravenous access – largest bore cannula possible.  The Anaesthetist
will secure intravenous access using large bore subclavian (MAC line) or
peripheral or intraosseous access

• Fluid resuscitation – in the massive haemorrhage patient, this means warmed
blood and blood components.  Warm all transfused fluids via an approved
fluid warmer.  Hypothermia increases the risk of end organ failure and
coagulopathy.

• Warm the patient with an approved warmer

• Monitor patient

 Rapid imaging (ultrasound, radiography, CT) may be important, e.g. the
appropriate use of focused assessment with sonography for trauma and / or
early CT if patient is sufficiently stable.  Or immediate surgery and/or further
component therapy may be advocated

 Give haemostatic drugs
 Tranexamic acid 1g bolus within 3 hours of  start of bleeding and then 1g
infusion over 8 hours. NB Avoid if > 3hours since start of bleeding.
 Vitamin K +/- Prothrombin Complex Concentrate (PCC) if patient
warfarinised

• Alert theatre team as soon as possible about the need for cell salvage or the
fact that the patient may require an urgent slot in theatre.

6.3.2 Emergency Call to switchboard. (Action Card 2) 

6.3.2.1 Ring switchboard on #### and state: Major haemorrhage and 

location 6.3.2.2 Switchboard will answer with the correct salutation 

“Emergency” and 
record the emergency, location, callers name and date & time. 

6.3.2.3 On stating haemorrhage, switchboard will call: 
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 BMS in blood bank on **###
 Team Leader Porter bleep ###
 Consultant Haematologist
 Anaesthetist bleep ###
 Theatre Co-ordinator bleep ###
 Clinical Site Manager bleep ###/### 

And state Haemorrhage and location. 

Remember: A haemorrhage call may be put out in addition to adult 
emergency or paediatric emergency. All obstetric haemorrhage calls will be 
obstetric emergency with haemorrhage. 

6.3.3 The caller must then phone blood bank on Ex #### and give the BMS the 
patients details 

6.4  ALLOCATE TEAM ROLES 

6.4.1 Appoint a Team Leader 

The team leader is the person who declares a massive haemorrhage emergency; 
this is usually the consultant or the most senior doctor at the scene.  Their role is 
to direct and co-ordinate the management of the patient with massive 
haemorrhage.  The team leader may change if the patient moves to a new clinical 
area, requiring a full handover between professionals. 

6.4.2 Team Leader will appoint a Communications Lead 

The team leader should appoint a member of the team as communication lead 
whose sole role is to communicate with the laboratories and other departments.  
This communication lead may change as a patient is transferred from one clinical 
area to another.   

6.4.3 Anaesthetist 

The Anaesthetist will secure intravenous access and take bloods for the 
laboratory and for point of care testing (POCT) 

6.4.4 Transporter of blood samples and blood components/products 

The team leader porter will co-ordinate: 
• the collection of Shock Pack 1 (2 emergency O negative blood and 2 x

pre-thawed Group A fresh frozen plasma) and the Belmont Infusor,
• the  transportation of blood samples from  the clinical area to the

laboratory (The air tube system must not be used in this scenario)
• the transportation of the sample for processing on the ROTEM to theatre

foyer
• the collection of blood components from the laboratory to the clinical

area.
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6.5 TAKE SAMPLES 

6.5.1 Complete relevant request forms and obtain samples for: 
Laboratory: 

 FBC
 Clotting (PT, APTT, Fibrinogen)
 Blood Transfusion (Blood Group, antibody screen and crossmatch)
 U&E’s, LFT’s (if indicated), Calcium

Point of Care Testing 
 ABG, for lactate, Hb, ionised calcium
 ROTEM (3ml green top citrate)

6.6 REQUEST BLOOD / BLOOD COMPONENTS 

6.6.1 Shock Pack 1 

 2 units Emergency O negative and 2 units pre thawed Group A fresh frozen
plasma are available in the Issue Fridge located in Main Theatre Foyer,
Ground Floor.

 Issue immediate

 The Porter will automatically collect 2 units Emergency O negative and 2
units of pre thawed fresh frozen plasma and take to location, together with the
Belmont infusor, on receipt of haemorrhage call

 If used, the Communication Lead must inform blood bank so that it can be
replaced.

6.6.2 Group Compatible Blood 

 ABO and Rh compatible blood will be supplied within 15 minutes on receipt of
sample.

 The patient will have a full blood group, antibody screen and crossmatch
performed retrospectively.

 Responsibility for its use lies with the requesting clinician

6.6.3 Crossmatched Blood 

 Fully crossmatched blood will be issued within 30 minutes on receipt of
sample

6.6.4 Check to see if blood is already available or crossmatch in progress before 
transfusion of emergency O negative blood. 

6.6.5 If no blood available, give SHOCK PACK 1 in order: 
• 1st unit plasma. Reassess after every unit aiming for a systolic 100.
• Give 2nd unit of plasma , followed by 2 units O negative blood
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6.6.6 Once ROTEM results available, give goal directed therapy. Refer to 
specific action cards for ROTEM algorithm.  
NB ROTEM results can be viewed on dedicated PCs / WOWs in critical 
areas. 

6.6.7 IF PAEDIATRIC HAEMORRHAGE, CALCULATE VOLUMES USING 
Weight Kg = (Age (yrs) +4) x2 

Weight Red Cells FFP Cryoprecipitate Platelets 

< 5Kg 2 Paediatric 
units 
(80 -100ml) 

2 Neonatal units 
MB treated 
(100ml) 

1 single donor 
unit MB treated 
(40ml) 

1 paediatric unit 
platelets (50ml) 

5-10 Kg 1 adult unit 
(250ml) 

1 Paediatric unit 
MB treated 
(225ml) 

2 single donor 
unit MB treated 
(80ml) 

2 paediatric unit 
platelets (100ml) 

10-20 Kg 2 adult units 
(500ml) 

2 Paediatric unit 
MB treated 
(450ml) 

1 pool (5 units) 
(200ml) 

1 adult 
apheresis pack 
(200ml) 

> 20Kg 4 adult units 
(1000ml) 

4 Paediatric unit 
MB treated 
(900ml) 

2 pools (10 
units) 
(400ml) 

1 adult 
apheresis pack 
(200ml) 

6.7 RE-ASSESS PATIENT 

6.7.1 C-ABC.

6.7.2 Maintain temperature > 35oC 

6.7.3 Give 10mls Ca Gluconate slowly before every 4th unit to keep iCa>1mmol/l 

6.7.4 Consider early ordering of platelets 

6.7.5 Reassess haemostatic measures 

6.7.6 Move to theatre or endoscopy; consider cell salvage 

6.7.7 If BP 100 unachievable, ring blood bank Ex 5711 and request SHOCK PACK 
2 

6.7.8 SHOCK PACK 2 
• Give Cryo x2:  Re-assess  
• Give Plasma x2:  Re-assess 
• Give Red Cells  x2:  Re-assess
• RETAKE BLOODS

6.7.9 Retake bloods as in 6.5.1 immediately after transfusion of blood components 
Aim: 
• BP 100 systolic until definitive control
• pH > 7.35
• Lactate < 2
• Hb 70-90 g/l
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• Plts > 75 x 109/l
• PT ratio < 1.5
• APTT ratio < 1.5
• Fib > 1.5 g/l
• Ca2+ > 1mmol/l (ABG)
• Temp > 36oC
• Monitor K+

6.7.10 Move to goal directed therapy based on ROTEM results 

6.7.11 If severe on going bleeding before ROTEM results available, give 2nd 
SHOCK PACK 2. 

Aim: Hb 80-100 g/l 
Platelets > 75 x 109/L 
PT ratio < 1.5 
APTT ratio < 1.5 
Fibrinogen > 1.5 g/l 
Calcium > 1mmol/L 
pH > 7.35 

6.8 Blood Product Replacement following NORMAL ROTEM results (Non- 
coagulopathic bleeding) 

6.8.1 There may be instances when despite an obvious major haemorrhage, the  
ROTEM is normal. This is often seen in elective surgical patients, UGI bleeds, 
obstetric patients and also following administration of shock pack 1 (SP1) and 
shock pack 2 (SP2). This maybe because the components of SP1 and SP2 
are specifically chosen to counteract the empirical coagulopathy most often 
seen in major trauma or other severe haemorrhages.  

6.8.2 In patients who have not suffered major trauma and are not hypothermic, 
ACoTS (Acute Coagulopathy of Trauma Shock) will not be prevalent and so 
any associated coagulopathy may be slow to develop. In cases without 
coagulopathy, but where significant blood loss exists, there is already 
guidance in the post resuscitation box in the major haemorrhage protocol 
regarding resuscitation targets.  

These include: 

Hb 70-90 g/dl. Good quality evidence exists that a restrictive strategy 
regarding Red Cell administration, keeping the Hct around 0.3 promotes 
better flow and reduced viscosity of the blood allowing more effective lactate 
washout from peripheral vascular beds, whilst maintaining optimum delivery 
of oxygen. The risk of Serious Hazards of Transfusion from inappropriate red 
cell transfusions are not to be underestimated and there is no clinical benefit 
in increasing the Hb concentration if an appropriate cardiac output is 
maintained.  

Fibrinogen>1.5g: Although Plasma does contain Fibrinogen, it does not 
contain enough to reverse hypofibrinogenaemia without significant volumes. It 
is better replaced with Cryoprecipitate guided by ROTEM. 
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Platetets > 75 x 109: These are essential for clotting and need to be replaced 
for successful ongoing clotting. We do not currently keep Platelets on site. 
Please consider the use of them early.  

NB: If ROTEM is used on non-critical bleeding patients, it will often 
show a deficiency in platelet function. 

Lactate < 2. Although there are a number of causes of raised lactate, in an 
acutely bleeding patient this is most often due to hypovolaemic shock due to 
hypoperfusion and hence anaerobic metabolism. One method to clear this 
metabolic load and resuscitate the patient in the post-operative / endoscopy 
phase is to cautiously vasodilate the patient with Fentanyl (25ug boluses) and 
then infuse ~250ml of blood product (depending on the Hb/ Fibrinogen / 
Platelet levels given above). If the Hb, Fibrinogen and Platelets are within the 
normal range then Plasma is the product of choice to restore blood volume in 
the first instance. When a Fentanyl bolus no longer causes a vasodilation 
then the patient is most likely volume replete and the Lactate and Base deficit 
will clear. Giving crystalloids in place of blood products promotes more 
inflammation, oedema and acidosis making the situation worse. 

6.8.3 All fluids should be warmed. 

6.9   THE CLINICAL /LABORATORY INTERFACE 

6.9.1 Communication Lead to request further blood/ blood components from the 
laboratory as required 

6.9.2 Communication Lead to arrange for collection of samples to take to the 
laboratory and to inform them 

6.9.3 BMS to ring Communication Lead with results of all laboratory tests 

6.9.4 BMS to ring the Communication Lead when blood / blood components are 
ready 

6.9.5 BMS to arrange Porter to collect and transport blood / blood components to 
location. Exception: Theatre non-medical staff may collect red cells from the 
issue fridge located in Main Theatre foyer. 

6.9.6 Communication Lead to contact Consultant Haematologist for additional 
advice if necessary. 

6.10 IF BLEEDING CONTINUES, REASSESS PATIENT.  REFER TO 6.7 

6.11      STAND DOWN 

6.11.1 Communicate stand down of major haemorrhage to laboratory. 

6.11.2 Return any unused blood / blood components directly to the laboratory 

6.11.3 Debrief  team 
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6.12 ENSURE DOCUMENTATION IS COMPLETE 

6.12.1 In the clinical area: 
 Monitoring of vital signs
 Timings of blood samples and communications
 Record all donation / batch numbers on the Patient Transfusion Record to

ensure traceability
 Complete audit proforma

6.12.2 In the Laboratory 
 Keep a record of all requests (written and telephoned), including date and

time
 Keep a record of all communications

7 TRAINING 

7.1 Blood Transfusion training is mandatory. Training required to fulfil this policy will be 
provided in accordance with the Trusts Training Needs Analysis. Management of 
training will be in accordance with the Trusts Training & Development Policy 

7.2 Specialities such as ‘emergency medicine’ and ‘obstetrics’ must deliver local 
specialty-specific training.  Within specialities, regular practices of the management 
of massive haemorrhage should be held and learning points documented to inform 
protocol development. 

7.3 In order to comply with the Blood and Safety Quality Regulations (2005) all staff 
whose role requires them to take a role in the transfusion process (including 
removing blood from a blood fridge) must receive mandatory blood transfusion 
training. 

7.4 Clear guidance (algorithms) for management of massive blood loss should be 
accessible in all relevant clinical and laboratory areas and understood by all involved 
staff. To guide staff, laminated posters will be produced and distributed to areas likely 
to see massive haemorrhage (A&E Resus, Delivery Suite, Theatres, Endoscopy).  

7.5 To comply with the NPSA No.14 Safer Practice Notice, all staff involved in the blood 
transfusion process will require training and competency assessment.  These 
assessments may vary between staff groups and job roles but include one of the 
following: 

 Taking blood transfusion samples
 Organising the receipt of blood
 Collecting and removing blood from the blood fridge
 Administration of blood
These assessments of competence should be undertaken every 3 years.
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8 MONITORING COMPLIANCE WITH THIS DOCUMENT 

Aspect of 
compliance or 
effectiveness 
being 
monitored  

Monitoring 
Method 

Individual 
responsible 
for the 
monitoring 

Frequency 
of the 
monitoring 
activity 

Group/ 
committee 
which will 
receive the 
findings / 
monitoring 
report 

Group / 
committee / 
individual 
responsible 
for ensuring 
that the 
actions are 
completed  

Management of 
Major 
Haemorrhage 

Audit 
proforma 

Incident 
Reporting 

HTT Each case Hospital 
Transfusion 
Committee / 
Trauma 
Lead 

Hospital 
Transfusion 
Committee / 
Trauma 
Lead 
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Action Card 1: Recognition and Activation of Major Haemorrhage Protocol 

1. Recognise trigger and activate pathway for management of massive haemorrhage.
Call to assemble the emergency response team

2. Allocate Roles

3. Take Samples

4. The Team Leader should decide on use of:

5. The communication lead will contact Blood Bank on 5711 and give the following
information:

6. Team Leader Porter will:

7. Blood Bank and the Laboratory will:

8. Stand down – The Communications officer must:

9. Ensure Documentation is complete

Ring switchboard: #### - state (e.g. ADULT EMERGENCY &) HAEMORRHAGE 

d t

 Switchboard will contact: (Adult Emergency Team), Haematology BMS, Team Leader 
Porter (bleep ###), Consultant Haematologist, Anaesthetist (bleep ###), Theater Co-
ordinator (bleep ###), Site Manager (bleep ###/###)
 Con 

t
tac

 
t La

b
bo

 
ratory. Inform of patient details, gender, details of haemorrhage, location 

 Team Leader
 Communications Lead
 Scribe

Laboratory :FBC, Clotting, Fibrinogen, U&E’s, LFT’s, Blood Transfusion 
POCT:        ROTEM, VBG for lactate, Hb and Ca 2+, 
 

 Shock Pack 1 (2x O neg blood and 2 x Group A prethawed plasma). Issue immediate
 Group confirmed blood. Issue within 15 mins
 Fully crossmatched blood. Issue within 30 mins

 Their name. location and contact number
 The patient’s details: full name (if unknown then unknown male/female), DOB and hospital

number, gender.
 Details of haemorrhage
 Patient transfer (if applicable)

 Collect 2 units O Negative blood and 2 units pre-thawed Group A plasma
 Collect ROTEM sample and take to theatre foyer
 Collect samples and transport to laboratory
 Collect and transport samples to and other blood components from laboratory as required.

 Ring when blood components are ready
 Ring all laboratory results to the location

In the clinical area: 
 Monitoring of vital signs, Timings of blood samples and communications
 Record all donation / batch numbers on the Patient Transfusion Record to ensure

traceability
 Complete audit proforma
In the laboratory:
 Keep a record of all requests (written and telephoned), including date and time
 Keep a record of all communications 

 Inform laboratory of stand down
 Ensure any unused blood and blood products are returned to the laboratory
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Action Card 2: Switchboard 

The senior clinician (or someone he/she authorises) in the area where a patient is judged to 
be having a massive haemorrhage will call Switchboard on #### and say: 

“Major haemorrhage and location” 

e.g.  “Major haemorrhage, A&E Resus”

This call may be put out together with an Adult emergency or Paediatric emergency but will 
always be put out with Obstetric emergency call 

e.g. “Obstetric emergency with haemorrhage, Delivery Suite”

SWITCHBOARD WILL THEN CONTACT THE FOLLOWING: 

Adult 
Emergency 

Paediatric 
Emergency 

Trauma Obstetric 
Emergency 

Haemorrhage 

On call 
Medical Reg, 
SHO 

Paed 
Consultant, 
Reg, SHO 

A&E team 
(Consultant, 
Middle Grade, 
Senior nurse 
Outreach, 
Resus Officer) 

O&G Reg, 
SHO 

BMS 
**593 

On call 
Anaesthetic 
Reg & SHO 

On call 
Anaesthetic 
Reg. & SHO 

On call 
Anaesthetic 
Consultant, 
Reg, SHO 

Anesthetic 
Reg & SHO 

Consultant 
Haematologist 

Resus Officer Resus Officer Surgical Reg Senior 
midwife / 
Delivery suite 
co-ordinator 

Team Leader 
Porter 

Critical Care 
Outreach 

Team Leader 
Porter 

T&O Theatre co-
ordinator 
Bleep 409 

Anaesthetist 
bleep 705 

Team Leader 
Porter 

CSM bleep 
040/368 

Theatre 
Senior nurse / 
ODP 

Team Leader 
Porter 

Theatre  
co-ordinator 
bleep 409 

CSM bleep 
040/368 

Porter CSM bleep 
040/368 

CSM bleep 
040/368 

CSM Resus Officer 
Radiographer Cons O&G 

Cons Anaesthetist 

Switchboard will record callers name, job title, date, time and location 
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ACTIVATION

• Ring 2222. State "Major Haemorrhage" and "location"
• Ring Ex 5711 & give patient details
• Porter will collect Shock Pack 1 (2x Plasma + 2x Red Cells)

ACCESS

• Secure large bore Subclavian (MAC line) / Peripheral / IO access.
• Give 1g TXA (if not already given) Do not give for Upper GI Bleeds
• Allocate roles

TAKE 
BLOODS

• Lab: X match, Clotting, Fibrinogen, FBC, U&Es
• POCT: ROTEM; VBG for Lactate, iCa

DELIVERY

• PLASMA x 1 through Rapid Infusor & Warmer
• Re-assess after every unit aiming for systolic of 100
• Further Plasma x1, followed by Red cells x 2

ONGOING 
BLEEDING

• Maintain TEMP>35°C
• Give 10mls Ca Gluconate slowly before every 4th unit to keep iCa>1mmol/l
• Consider early ordering of platelets

DCS

• Move to Theatres or Endoscopy suite
• Consider Cell Salvage
• If BP 100 unachievable ring #### for Shock Pack 

2 

ONGOING 
BLEEDING

• Give Cryo     x 2. Reassess
• Give FFP     x 2. Reassess
• Give Red Cells x 2. Reassess R     RETAKE BLOODS

Action Card 3: CLINICAL ACTION FOR ADULT (>40Kg) HAEMORRHAGE 
 

Assessment for Blood Consumpton Score (ABC score) for Trauma 

Systolic BP in ED ≤ 90   1 point  
   Score 0-1 Not likely to need MHP 

Heart rate in ED > 120    1 point  
   Score 2-4 Likely to need MHP    Aim for systolic BP of 100 

FAST USS +ve  1 point  
Major Haemorrhage Activation in non-traumatic bleeding based 

Penetrating injury   1 point on Hx, Vital Signs,Hb, Lactate, ROTEM and Senior opinion 
   

MOVE TO GOAL DIRECTED THERAPY BASED ON ROTEM 
RESULTS 

If severe ongoing bleeding before ROTEM available use 
SHOCK PACK 2 

MOVE TO GOAL DIRECTED THERAPY BASED ON ROTEM 
RESULTS 

If severe ongoing bleeding before ROTEM available use 2nd 
SHOCK PACK 2 
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ROTEM Algorithm Adult > 40Kg

ROTEM repeatable 15 min after blood products to 
assess treatment response and to guide further 

therapy 

THROMBIN 
GENERATION

• If EXTEM CT > 80s
• GIVE 4 x PLASMA

FIBRINOGEN

• If FIBTEM A5 < 10mm
• GIVE 2 x CRYO

PLATELETS

• If (EXTEM A5 - FIBTEM A5) = < 30mm
• GIVE 1 x PLATELETS

FIBRINOLYSIS

• If EXTEM LI30 < 85%
• GIVE 1g TXA BOLUS

STAND DOWN 
• Inform blood bank Ex 

####
• Return all unused units 

directly back to Lab
• Record all donation 

numbers on transfusion 
documentation

• Debrief 

AIMS OF TREATMENT 
BP 100 systolic until definitive 
control 
pH > 7.35 
Lactate < 2 
Hb 70-90 g/l 
Plts > 75 x 109/l 
PT ratio < 1.5 
APTT ratio < 1.5 
Fib > 1.5 g/l 
Ca2+ > 1mmol/l (ABG) 
Temp > 36oC 
Monitor K+ 
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Action Card 4: CLINICAL ACTION FOR PAEDIATRIC HAEMORRHAGE < 40Kg 

ACTIVTATION

•Ring #### State “Paediatric Emergency & Haemorrhage” and 
Location

•Ring Ex #### & give patient details & estimated weight
•Porter will collect Shock Pack 1 (2x Plasma + 2x Red Cells) and Belmont 

ACCESS

•Secure large bore Peripheral / IO / CVC access above diaphragm
•Give 15mg/Kg TXA bolus (if not given pre-hospital) Max dose 1000mg (66Kg)
•Allocate roles

TAKE BLOODS

•Lab: X match, Clotting, Fibrinogen, FBC, U&Es
•POCT: ROTEM; VBG for Lactate, iCa

DELIVERY

•Give 5mls/kg Plasma (Below 20kg set belmont bolus at 100ml into burette and syringe in
appropriate bolus)

•Re-assess after every bolus aiming for systolic of age x2 +70.
•Give 5mls/kg Red cells and cycle Plasma with red cells upto 30mls /kg total plasma & Red cells

ONGOING
BLEEDING

•Maintain TEMP>36°C
•Give 0.2mls/Kg Calcium chloride to keep iCa>1mmol/l
•Inform “KIDS” Team regarding probable transfer (hyperacute normally done by WVT anaesthetic

team)

DCS

•Move to Theatres
•Consider Cell Salvage
•If age x2 + 70 systolic BP unachievable ring 5711 for Shock Pack 2

ONGOING
BLEEDING

•Give 5mls/kg Cryo: Re-assess to systolic Age x 2 + 70
•Give 5mls/kg Platelets: Re-assess to systolic Age x 2 + 70
•Give 5mls/kg Plasma: Re-assess to systolic Age x 2 + 70
•Give 5mls/kg Red cells: Re-assess to systolic Age x 2 + 70

FIRST ACTIONS 

• ABC primary survey 
• Stop external haemorrhage
• Search for bleeding Chest / Abdo /

Pelvis 
• Splint Pelvis / Long bones

ASSESSMENT OF NEED FOR TRANSFUSION 

• High mechanism / fatality at scene / Prehosp activation
• Loss of radial / brachial pulses
• Central cap refill > 2 secs / Decreased LOC
• Penetrating injury
• Lactate > 2 / Expert opinion
• Estimate weight – Broslow tape or (Age + 4) x 2 

MOVE TO GOAL DIRECTED THERAPY BASED ON ROTEM RESULTS 

MOVE TO GOAL DIRECTED THERAPY BASED ON ROTEM RESULTS 
If severe ongoing bleeding before ROTEM available continue algorithm 

1 

2 

3 

4 

5 

6 

7 
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ROTEM Algorithm Paediatrics < 40 Kg

ROTEM repeatable 15 min after blood products to assess 
treatment response and to guide further therapy 

THROMBIN 
GENERATION

• If EXTEM CT > 80s
• GIVE PLASMA 10mls/Kg

FIBRINOGEN

• If FIBTEM A5 < 10mm
• GIVE CRYO 10mls/Kg

PLATELETS

• If (EXTEM A5 - FIBTEM A5) = < 30mm
• GIVE PLATELETS 10mls/Kg

FIBRINOLYSIS

• If EXTEM LI30 < 85%
• GIVE 15mg/Kg TXA

AIMS OF TREATMENT 
Systolic Age x 2 + 70 until 
bleeding controlled 
pH > 7.35 
Lactate < 2 
Hb 70-90 g/l 
Plts > 100 x 109/l 
PT ratio < 1.5 
APTT ratio < 1.5 
Fib > 1.5 g/l 
Ca2+ > 1mmol/l (ABG) 
Temp > 36oC 
Monitor K+ 

STAND DOWN 
• Inform blood bank Ex 

####
• Return all unused units 

directly back to Lab
• Record all donation 

numbers on transfusion 
documentation

• Debrief 
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Action Card 4: CLINICAL ACTION FOR PAEDIATRIC (<40Kg) HAEMORRHAGE 
Goal Procedure Comments 
Activation Ring #### and state Paediatric Emergency & Haemorrhage 

Phone Blood Bank Ex #### and give patient details, weight and 
nature of haemorrhage 

Access Anaesthetist will gain access 
Request 
laboratory 
investigations 

Lab: FBC, INR, APTT, fibrinogen, crossmatch, biochemical 
profile, glucose,  
POCT: Blood gas, ROTEM 
Ongoing: Repeat all bloods frequently to guide transfusion 

Take samples at earliest opportunity. Blood bank samples are used for 
retrospective crossmatch. 
Patient misidentification is the commonest transfusion risk; ensure patient 
identification and immediate labeling of laboratory specimens 

SHOCK PACK 1 2 x O negative red cells 
2 x Group A HT- Fresh Frozen Plasma 

These units are suitable for adults, but can be used in such emergency. 
Return any not required, based on child’s weight, to blood fridge 

Request 
suitable red 
cells 

Request number of units based on child’s weight 

Urgency dictates type of red cells. 

Immediate: O Neg uncrossmatched (universal red cell donor) 
10-15 min: Group compatible (uncrossmatched) blood. Blood is
retrospectively crossmatched.

Reassessment Reassess clinical status 
Contact and Update KIDS 

Definitive management based on reevaluation and KIDS advice and retrieval 
plans. 

Request FFP Give 10ml/kg based on APTT/INR > 1.5 and/or ROTEM results. 
Also indicated when there is diffuse microvascular bleeding.  

Allow 20 minutes for thawing. 
All patients born after 1st January 1996 must receive MBFFP or SDFFP. 
WVT stocks Group AB Octaplas (SDFFP). 

Request 
Cryoprecipitate 

Automatically give 10mls/kg if fibrinogen <1.5 g/L 
Cryoprecipitate replaces fibrinogen and Factor VIII. Aim for 
fibrinogen >1.5g/L 

Allow 20 minutes for thawing. 
Available in group O and A. 

Request 
Platelets 

Anticipate platelet count < 50 x 109/L after 2 x blood volume 
replacement. Aim for platelet count > 75 x 109/L or > 100 x 
109/L in head trauma. 

Use 1 platelet (40ml) or paediatric apheresis pack per 10kg. 
Use pool for patients > 30kg. 

Reassessment 
Reassess clinical 
status 

Contact and Update KIDS Definitive management based on reevaluation and KIDS advice and retrieval 
plans. 

General Keep the 
patient warm 

Anticipate and treat hyperkalaemia and hypocalcaemia. 0.1ml/kg 10% calcium gluconate can be given to correct 
hypocalcaemia (do not mix with blood) 

Suspect DIC Treat underlying cause if possible. In the presence of DIC, more 
aggressive component therapy and frequent laboratory 
measurement is required. 

Shock, hypothermia, acidosis increase the risk of DIC. Mortality from DIC is 
high. 

Recombinant 
Factor VIIa 
(Novoseven) 

Use of rFVIIa may be considered in patients where bleeding is 
uncontrolled by conventional therapy - use of this therapy must 
be discussed with Consultant Haematologist 

A haemostatic effect has been demonstrated following the administration of 
rFVIIa (Novoseven) in a limited number of patients after trauma and 
bleeding. Optimal dose is not known and controlled studies are required to 
prove any beneficial effect and safety profile of rFVIIa in these patients. 
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Action Card 5: CLINICAL ACTION FOR OBSTETRIC HAEMORRHAGE 

ACTIVATION

•Ring #### State Obstetric Emergency and Haemorrhage” and Location
•Ring Ex #### & give patient details
•Porter will collect Shock Pack 1 (2x Plasma + 2x Red Cells). Give as clinical need 

ACCESS

•Secure peripheral access
•Give 1g TXA iv (if not already given)
•Allocate roles

TAKE BLOODS
& 

UTEROTONICS

•Lab: X match, Clotting, Fibrinogen, FBC, U&Es
•POCT: ROTEM, VBG for Lactate, iCa, Haemacue for Hb

•AND SIMULTANEOULSY
•Bi-manual compression +/- 1ml syntometrine IM
•Oxytocin infusion (40 units in 500ml Hartmans at 125ml/hr)
•Ergometrine 500µg IM
•Carboprost 250µg IM every 15 min – max 8 doses
•Misoprostol 1000µg rectally

TO THEATRE

•Consider intrauterine balloon tamponade, B-Lynch suture, stepwise ligation uterine
vessels, uterine artery embolization*, hysterectomy (Call 2nd O&G Consultant)

•* not currently available in at WVT

ONGOING 
BLEEDING

•Repeat Bloods, Recheck ROTEM
•If severe on going bleeding use SHOCK PACK 2 (2 x Cryoprecitate, 2 x FFP, 2 x
RCC)

1 

2 

3 

4 

5 

MOVE TO GOAL DIRECTED THERAPY BASED ON ROTEM 
RESULTS 

If severe ongoing bleeding BEFORE ROTEM available use SHOCK 
PACK 2 

MOVE TO GOAL DIRECTED THERAPY BASED ON ROTEM RESULTS 
If severe ongoing bleeding before ROTEM available use 2nd SHOCK PACK 2 
Additional red cells may be required to be transfused based on clinical need 

    Blood Loss > 1500ml and on going (Measured or suspected) 
  OR    Blood loss > 150ml/minute 
  OR    Collapse / Shock 
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ROTEM Algorithm For Obstetrics 
To be interpreted by Anaesthetist 

ROTEM repeatable 15 min after blood products to assess treatment 
response and to guide further therapy 

FIBRINOGEN

• If FIBTEM A5 ≤ 10mm or Fibrinogen < 2g/l
• GIVE 2 x POOLS CRYOPRECIPITATE

THROMBIN 
GENERATION

• If EXTEM CT > 80s or elevated PT/APTT
• GIVE 2 x FFP

PLATELETS

• If (EXTEM A5 - FIBTEM A5) = < 30mm or Platelets ≤75 x 109/l
• GIVE 1 x ADULT DOSE PLATELETS

FIBRINOLYSIS

• If EXTEM LI30 < 85%
• GIVE Ig TXA BOLUS

• If above normal, FOCUS ON OTHER CAUSES OF BLEEDING.
Patient is not presently coagulopathic

STAND DOWN 
• Inform blood bank Ex

5711
• Return all unused units

directly back to Lab
• Record all donation

numbers on transfusion
documentation

• Debrief

AIMS OF TREATMENT 
BP 100 systolic until definitive 
control 
pH > 7.35 
Lactate < 2 
Hb > 70 -90g/l 
Plts > 75 x 109/l 
PT ratio < 1.5 
APTT ratio < 1.5 
Fib > 2.5 g/l 
Ca2+ > 1mmol/l (ABG) 
Temp > 36oC 
Monitor K+ 

ACTIVATION 
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Action Card 5: CLINICAL ACTION FOR OBSTETRIC HAEMORRHAGE 

Goal Procedure Comments 
Assess patient 
If MOH 
confirmed 

Peripheral perfusion 
Conscious level 
Blood pressure, Pulse 
Urine output 

Warning signs - skin pallor,  Cool peripheries 
Blood pressure < 90 systolic,  Pulse > 100/minute 
Diminished level of consciousness 
Poor urine output, Low JVP/CVP 

Contact key 
personnel 

Ring 2222 and state:  
OBSTETRIC EMERGENCY with 
HAEMORRHAGE 

Nominate a coordinator to have overall responsibility for 
organization, liaison communication and documentation 
Nominated Communications Officer must ring 
laboratory BMS directly to confirm patient details 

Switchboard will contact: 
Obstetric emergency team (Obstetric SpR and SHO, 
Obstetric anaesthetic middle grade/SHO, Delivery site co-
ordinator, Porter, Theatre co-ordinator) 
CSM bleep ###/###Consultant Obstetrician & 
Anaesthetist (if requested) Team Leader Porter 
Laboratory BMS **###/Ex ####
Consultant Haematologist  
Anaesthetist bleep ###

Restore 
circulating 
volume 

Place patient flat or feet elevated, 
Give 15L/min oxygen by face mask. 
If patient has not delivered avoid aorto-
caval compression by placing in left 
lateral position or tilt to left. 
Call for resuscitation trolley to be brought 
into patient’s room. 
Site two large bore peripheral intravenous 
cannulae (eg 14G or 16G) 
Give Tranexamic acid - 1g by slow IV 
bolus over 10 minutes. This can be 
repeated every 8 hours or after the initial 
bolus injection a continuous IV infusion of 
1g infusion over 8 hours can be 
considered. 

Remember the external jugular vein if problems with venous 
access 
Set up central venous line if - peripheral veins poor, or 
prolonged resuscitation necessary. Consider IO access if 
venous access inadequate. 
Besides overt blood loss there may be concealed losses. 
Estimate and predict on-going risk and extent of blood loss. 
Blood loss of up to 1,000 mls is usually tolerated without 
physiological compromise. 
Estimation of blood loss will usually be an under-estimate. 
Double the volume of any clots in the estimation. 

The continued use of tranexamic acid must be reviewed on 
a regular basis by a senior obstetrician or anaesthetist.   

Request 
laboratory tests 

FBC, PT, APTT, fibrinogen,  Blood 
Transfusion sample, U&E, Calcium 
Repeat bloods regularly ideally every 
30mins 
The coagulation screen should be 
rechecked at regular intervals (including 
fibrinogen) and after attempts at 
coagulopathy correction. 

Take samples at earliest opportunity 

Misidentification is commonest transfusion risk 

Samples will be taken by Porter to Laboratory, NOT via air 
tube 
May need to give components before results available 

Point of care 
Tests 

ROTEM 
VBG 
Haemacue 

Green top 3ml citrate filled to line 
Blood gas for Ca2+, lactate 
For Hb 
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Request 
suitable red 
cells 

The porter will bring 2 units Emergency O 
Negative Blood and 2 units pre thawed 
plasma Group A (SHOCK PACK 1) to 
Delivery Suite. 
The laboratory will prepare 4 units group 
compatible blood, which will be 
crossmatched retrospectively, and retain 
in lab until required 
Additional blood to be issued /cross-
matched as required.  
The emergency call initiates the following 
timescales for the delivery of blood from 
the time of the emergency call to arrival 
for use: 

2 units O Rh 
Negative  Blood  

 Immediate 

Group compatible 
blood   

  15 minutes 

Requested X –
matched blood 

  30 minutes 
 

Please inform blood bank if any of SHOCK PACK 1 units 
are used.  
Use a pressure bag to speed infusion if necessary or Level 
1 Rapid Infuser or Belmont Infusor 
Warm blood and other fluids with blood warmer. 

Other blood components (FFP, Cryoprecipitate, 
Platelets) WILL be issued based on ROTEM results 

Request FFP 

Request 
Cryoprecipitate 

Based on ROTEM results 
Indicated if there is documented 
coagulopathy or ongoing haemorrhage or 
the need to perform an invasive 
procedure. 
Coagulopathy = PT or APTT ratio > 1.5. 
When indicated, give 15 ml/kg of FFP the 
and recheck coagulation  
If the fibrinogen is < 2 g/l give 2 units 
Cryoprecipitate, Check clotting 30 mins 
later. 

Allow for thawing time (20mins) for FFP and Cryoprecipitate. 
In some cases of severe persistent haemorrhage, it may be 
necessary to give FFP and/or cryoprecipitate before 
coagulation screen results are known.  (2 units of FFP and 2 
pooled units of cryoprecipitate can be given empirically in 
the face of relentless bleeding, while awaiting the results of 
coagulation studies). 
This may be requested by either the an anaesthetist or 
obstetrician dealing with the emergency and does not 
require permission from the consultant haematologist 
If Fib <2.0 g/l and woman is continuing to bleed, consider 
giving cryoprecipitate earlier. 

Request 
platelets 

Indicated if the platelet count is < 75 or in 
cases of severe, persistent bleeding. 
Platelets not kept on site - liaise with the 
haematology BMS on call if you feel 
platelet transfusion may shortly be 
indicated. 

Platelets have to be sent from Birmingham, allow sufficient 
time. 

Monitor the 
Patient 

- Keep BP > 100
- pulse oximeter (SpO2 and pulse),  ECG
- Urine output (catheterized and aim for
urine output of at least 0.5ml/kg/hr)
- conscious level
- Maintain temperature > 35oC
- fetal heart monitoring if antepartum
- serial haematological investigations,
arterial blood gases, U & Es, calcium

Consider 10ml 10% calcium chloride IV slowly if ECG 
changes suggestive of (prolonged Q-T interval) or 
biochemical evidence of hypocalcaemia 
Consider intra-muscular or intra-myometrial Carboprost 
(maximum dose 250 micrograms every 15 mins to a 
maximum of 8 doses or 2 mg). This is kept in delivery suite 
fridge. Discuss with consultant obstetrician. 
Do not move the patient whilst bleeding or unstable unless 
urgent operative intervention required. 
Transfer to ITU if prolonged resuscitation is necessary, 
invasive monitoring is required and / or if inotropes are 
necessary and if indicated post-operatively. 

Use of 
NovoSeven 
(Recombinant 
activated factor 
VII – rVIIa) 

If haemorrhage persists despite attempts 
at correction of coagulopathy and surgical 
intervention is anticipated, r VIIa 
(NovoSeven) may be life saving. 
A suggested dose is 90 micrograms/kg, 
which may be repeated in the absence of 
clinical response within 15–30 minutes.  

In life-threatening MOH, rFVIIa may be considered following 
consultation with a consultant haematologist, as an adjuvant 
to standard pharmacological and surgical treatments. 
THIS MUST BE DISCUSSED WITH THE CONSULTANT 
HAEMATOLOGIST AND WILL ONLY BE ISSUED ON 
THEIR APPROVAL. Refer to Trust Policy on Major 
Haemorrhage PR.60 
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Keep accurate 
Records 

Record all blood and blood products 
transfused on Patient Transfusion 
Record. 
Use an HDU/ITU chart, 
Include fluid input/output 

ACCURATE DOCUMENTATION OF ALL BLOOD 
PRODUCTS GIVEN INCLUDING TIMES OF 
TRANSFUSION AND DONATION NUMBERS IS 
ESSENTIAL TO ENSURE TRACEABILITY 
Complete audit proforma – Appendix 1 

REMEMBER Anticipate blood/blood product 
requirements early 
Press door release button to allow 
easy access to Labour Ward 
Care of the relatives. 
THE RESUSCITATION TROLLEY / 
DEFIBRILLATOR IS IN THE LABOUR 
WARD CORRIDOR 

Special situation – maternal refusal of blood 
transfusion/blood products for personal or religious 
reasons – make ante-natal plans in anticipation – Refer 
to specific Trust policy PR.34. 
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Action Card 6: LABORATORY 

3. The Consultant Haematologist will have already being contacted by switchboard
and is available to give advice if required.

4. On receipt of transfusion sample, select and issue 4 x Group compatible red cells
and crossmatch retrospectively. Retain in laboratory until requested by clinical
area

5. Check ROTEM results
Once Haematology and Biochemistry results are available, the results must be
phoned to the Communication Lead. Further blood components may be required
dependent upon these results.
NB Ensure that Fibrinogen level is performed with every coagulation

screen. 

6. Repeat Full blood counts and coagulation screens as required, and issue blood
and blood components following further communication from the Communication
Lead in the Clinical Area.

7. Remember to Replace the Emergency O negative blood and pre thawed Group A
HT- plasma in the Issue Fridge

1. On receipt of the Haemorrhage call, switchboard will state one of the following to
the BMS:
 Obstetric Emergency and Haemorrhage on location
 Adult emergency & haemorrhage on location
 Paediatric emergency and haemorrhage on location
 Haemorrhage on location

8. At Stand down:
 Ensure documentation is completed
 Ensure any unused blood and blood components are immediately returned to
the laboratory, not the issue fridge, to ensure that the cold chain has not being
breached.

2. The Team Leader/Communication Lead  will then contact you with:
 the patient’s details (name, date of birth, identification number – if available),

gender and details of haemorrhage.
 Patient’s weight, if paediatric call
 Contact telephone number

IF THE TEAM LEADER DOES NOT CONTACT THE BMS, THEN THE BMS 
MUST CONTACT THE LOCATION TO FIND OUT THIS INFORMATION 
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Laboratory Management of Major Haemorrhage 

 

 

 
 
 
 
 

 

Haematology BMS 
receives call 

“Haemorrhage on Location” 

Receive call from Communication Lead 
Caller will state: 
 Patient’s name, ID number, DOB or minimum acceptable identifies if

unknown.
 Name and contact number of Communication Lead / Team Leader

Receive samples and request forms 

Consultant 
Haematologist 
contacted 

Porter collects 
2 x Emerg. O neg 
2 x Pre thawed 
FFP  

Anaes. 
Staff 
Grade 

Theatre 
Co-
ordinator 

CSM 

Haematology 
Perform FBC, PT, APTT, Fibrinogen urgently 

Transfusion 
Perform rapid Blood Group, then G&S & issue 4 
Group Compatible 
 

Ring Clinical area (Communication 
Lead) when blood / components 

ready 

Ring Results to Communication 
Lead when available 

Receive further calls from 
Communication Lead in clinical area: 
Repeat investigations 
Order for further components dependent 
upon ongoing results 
Liaise with Consultant Haematologist 

Issue blood 
components, 
based on ROTEM 
results as required. 

MAJOR HAEMORRHAGE PROTCOL ACTIVATED 

Replace Emergency O Negative blood and Group A Plasma in Issue Fridge 

If SHOCK PACK 2 
requested, issue  
2 x red cells 
2 x FFP 
2 X Cryo  

Stand down 
Recall any unused components to 
ensure cold chain not breached. 
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Action Card 7: TEAM LEADER PORTER 

Porters Action on Receipt of Haemorrhage Call 

 

 
 

 
 
 
 

Team Leader Porter Co-ordinates event 

Porter to collect: 
• 2 units Emergency O negative red cells AND
• 2 units Fresh frozen plasma from Issue fridge.

Record removal in blood register file.
• Belmont Infusor

Porter to collect samples from Location for: 
• Laboratory (Blood Sciences & Blood Transfusion)
• Theatre Foyer (3ml Green for ROTEM)
• NB Recovery to do test 08:00-21:30, Site Manager 21:30 – 08:00

 

MAJOR HAEMORRHAGE PROTCOL ACTIVATED 

Team Leader Porter receives call 
“….Haemorrhage on Location 

Porter to inform laboratory if Blood and /or FFP 
returned to Issue Fridge or not 

Porter to collect and transport blood / 
components as required by laboratory / 

clinical area until “Stand down” 
AND 

Return any unused components immediately 
back to the laboratory. 
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Action Card 8: RECOVERY, ODP AND CLINICAL SITE MANAGERS 

Action on Receipt of Haemorrhage Call 

 

 

08:00 – 21:30 
Recovery / ODP 

To do ROTEM test 

Theatre Co-ordinator to inform 
staff 

 

Porter to DELIVER sample for ROTEM to theatre foyer: 

Recovery Nurse /ODP/CSM to start ROTEM and leave running 

NB You may be required to wait up to 10 minutes for initial results 

21:30 – 08:00 
ODP / CSM 

To do ROTEM test 

MAJOR HAEMORRHAGE PROTCOL ACTIVATED 

Theatre Co-ordinator and Clinical Site Manager receives call 
“….Haemorrhage on Location 

Both aware that a sample for ROTEM testing 
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Action Card 9: BLOOD TO SCENE – CODE RED 

WM Support Medical Practitioner at 
scene requests blood 

Trauma Centre at UHB received 
request and contacts ED at WVT 

ED contacts Blood Bank 
CODE RED and requests 2 x O 
negative blood + 2 x Octaplas 

BMS 
 Select 2 x O Rh D negative rr K- red cells and label as Emergency Stock.
 Thaw 2 x Group AB Octaplas
 Write each donation number on a separate patient identity band and attach to

corresponding tag on unit
 Pack blood according to Blood Transfer. Box ready in blood bank
 Provide transfer documentation for each box
 Retain Lab copy of Manual compatibility tag as evidence of units transferred

Porter will collect 2 transport boxes 
from blood bank and take to ED for 

collection by Land ambulance to 
take to scene 

Patient should be transferred 
directly to Trauma Centre UHB. 

Blood Bank UHB to confirm fate of 
units 

Blood Bank WVT to allocate units 
following communication of any 

patient details  
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Guidelines for the use of Recombinant factor V11a (Novoseven) in the management of 
Haemostasis. 

Recombinant factor V11a is thought to act by enhancing thrombin generation on activated platelets 
via a tissue factor dependant mechanism. 

It is licensed for the treatment of bleeding episodes & surgery in patients with inherited or acquired 

haemophilia & inhibitors to coagulation factors in V111 & 1X. 

It is NOT licensed for general management of haemostasis. 

Despite this, there is growing evidence for its efficacy & at times of uncontrollable haemorrhage 
where this is a potential for surgical intervention, it may be life saving. 

Indication for Use: 

Severe uncontrolled haemorrhage where bleeding continues despite correction as far as possible 

of any coagulopathy with FFP, cryoprecipitate and platelets, and where a definitive procedure is 

planned, e.g. massive obstetric haemorrhage. 

Dose: 

90ug/kg = 4.5KIU/kg diluted in water for injection as a single IV bolus over 2-5 minutes. 

(10 vials of 60KIU each are kept in Blood Bank in Haematology) 

Side Effects: 

The most worrying is the possible increase in risk of thrombosis.  Advice given is that any patients 
treated with Novoseven who are known to have a predisposition to VTE should be closely 
monitored 
Others: pain, fever, headaches, vomiting. 

Novoseven will ONLY be released after the direct authorisation from a Consultant 
Haematologist, all cases MUST be discussed. 



PR.60 Haemorrhage policy Sep 2019 Page 32 of 36 



PR.60 Haemorrhage policy Sep 2019 Page 33 of 36 

11 EQUALITY IMPACT ASSESSMENTS 

Equality Impact Assessment 

1 Name and Job Title of person completing 
assessment Blood Transfusion Practitioner 

2 Name of service, policy or function being 
assessed 

Transfusion of blood and blood 
components in event of major 
haemorrhage 

3 What are the main objectives or aims of the 
service/policy/function? 

The rapid provision of blood and 
blood components 

4 Date 06/06/19 

Stage 1: Initial Screening 
5 What evidence is available to suggest that the proposed 

service/policy/function could have an impact on people from the protected 
characteristics? Document reasons, e.g. research, results of consultation, 
monitoring data and assess relevance as: Not relevant or Relevant 
Low/Medium/High 
Protected Characteristic Relevance Evidence 

A Race Not Relevant 
B Religion/Spirituality Relevant 
C Gender Not Relevant 
D Disability Not Relevant 
E Sexual Orientation Not Relevant 
F Age Not Relevant 
G Pregnancy/maternity Not Relevant 
H Gender reassignment Not Relevant 
I Marriage and Civil Partnership Not Relevant 
J Carers Not Relevant 
If you assess the service/policy/function as not relevant, please proceed to section 
11. 
If you assess the service/policy/function as relevant, continue to Stage 2, Full 
Equality Impact Assessment. 

Stage 2: Full Equality Impact Assessment 
6 Are there service user, public or staff concerns that the proposed 

service/policy/function may be discriminatory, or have an adverse impact on 
people from the protected characteristics? 

A Public No Concerns 
B Staff No concerns 
If there are no concerns proceed to section 11. 
If there are concerns, amend service/policy/function to mitigate adverse impact, consider 
actions to eliminate adverse impact, or justify adverse impact 
7 Can the adverse impact be justified 
Separate policy for Patients who refuse Blood exists 
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8 What changes were made to the service/policy/function as result of information 
gathering? 

None 

9 What arrangements will you put in place to monitor impact of the proposed 
service/policy/function on individuals from the protected characteristics? 

Each event triggering the major haemorrhage protocol is recorded and reviewed by the 
Hospital Transfusion Committee. 

10 List below actions you will take to address any unjustified impact and promote 
equality of outcome for individuals from protected characteristics. Consider 
actions for any procedures, services, training and projects related to the 
service/policy/function which have the potential to promote equality. 

Action Lead Timescales 

11 Review date 
I am satisfied that this service/policy/function has been successfully equality impact 
assessed.  
Date: 06/06/19 
Author: 
Please send the completed assessment for scrutiny to: Risk & Security Support Officer, 
Vaughan Building, Ruckhall Lane, Belmont, Hereford.  HR2 9RP. 
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12 DOCUMENT CONTROL CHECKLIST 

1. Indicate type of document (tick most appropriate box)

Policy       x        Procedure               Guideline       Protocol  Pathway 

Link to NHSLA/CQC/Trust Policy/Other (please specify) 
2. Title:

PR.60 Major Haemorrhage Policy

3. Has the Document Template been applied fully?

Yes   x      No 
Comments: 

4. Key Words: List the key words from your document.  (Key words allow rapid/accurate
searching of guidance when using the Trust intranet search engine)

Major Haemorrhage, ROTEM 

5. Why have you written this document? (Complaint, incident, NICE/External advice,
review, NHSLA standard level 1, CQC registration etc.)

NPSA Rapid Provision of Blood, NICE Transfusion Guidelines

6. Is there written patient information for this document?

Yes                No x 
If yes, please ensure that it is forwarded to the PALS Department for display on the intranet. 
If no, does there need to be?  Yes                No 

7. Has an Equality Impact Assessment been completed and submitted with the
document?

Yes           x     No 
If no, this document cannot be ratified/approved. 

8. Please list the staff members and committees that have been consulted and have
agreed with the submitted document.

Name Job Title Department 
Dr R Dawes Consultant Anaesthetist / 

Trauma Lead 
Anaesthetics 

Mrs T Clarke Transfusion Practitioner Blood Sciences 
Dr S Willoughby Consultant Haematologist Haematology 
Dr R McColm Consultant ED Emergency Department 
Dr M Wheeley Speciality Doctor Anaesthetics 
Dr D Cochran Consultant Anaesthetist Anaesthetics 
Mr H Katali Consultant Obstetrician O&G 
Mr M Cohn Consultant Obstetrician O&G 
Mr M Oakley Consultant Orthopaedic 

Surgeon 
T&O 

Dr S Meyrick Consultant Paediatrician Paediatrics 
Miss C Cheek Consultant Surgeon General Surgery 
Mr Ian Hancock Blood Bank Manager Blood Sciences 
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Dr E Torrance Speciality Doctor A&E 

9. Have service users and/or other representatives been consulted?

Yes   x             No 
If yes, please provide details.  If no, please justify. 
Already consulted Anaesthetics, General Surgeons, T&O, ED, O&G 
Change is in Paediatric pathway, who have been consulted 

10a. For clinical guidance, have you documented the level of evidence and 
recommendations where relevant, within the guidance and given references? 

Yes   X      No 
If no, please justify. 

10. Does this guidance have additional resource implications for the Trust?

Yes   No X 
If no, please justify. 

11. How will this guidance be implemented/disseminated within the Trust? (Tick as
many as appropriate)

Training         X     Technology Change    Department/Ward Based 
EducationX  

Other  Please specify ___________________________________________________ 

12. Are the monitoring arrangements defined clearly?

Yes  X     No 

13. Does submitted guidance conflict with NICE or NSF?

Yes   No X 
If yes, please justify 

Signatures below indicate that the appropriate officers take responsibility for the 
clinical content, financial resources and performance management of this document: 
Author(s) Departmental Manager/Executive Director 

Print Name: Print Name: 

Signature: Signature: 

Date: 
06/06/19 

Date: 
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