
   

Major Haemorrhaging in Hospital Protocols 

Reference Number:  F4428 
Date of Response: 24th March 2022 

 
Further to your Freedom of Information Act request, please find the Trust’s response, 
in blue bold text below: 
 
 

Request and Royal Devon and Exeter NHS Foundation Trust 
Response 

 
 

1. Following the publication of the NICE Pathway ‘Major haemorrhaging in 
hospital’ in May 2021, I am writing to enquire if Royal Devon and Exeter NHS 
Foundation Trust has protocols in place for the management of major 
hemorrhage, the rapid identification of patients taking anticoagulants and the 
reversal of anticoagulation agents. If such protocols are available, please 
could I request a copy.  

 
 

Please see the attached protocols and guidelines.  



 MAJOR HAEMORRHAGE PROTOCOL 
 Give 1g Tranexamic Acid  

 

• 'I want to activate the MH 
protocol'

• 1 person to communicate with lab on 
#6151

• Run blood samples to Lab
• TEG to direct clotting products

ACTIVATE
2222

• Immediately available
• x2 Theatre fridge
• x2 Lab fridge
• x2 Labour Ward fridge
• More available from lab if required

Emergency 
Group O RBC

• From lab
• 4 RBC (20 min from sample receipt) 
• 2 FFP (30 min from frozen)
• Resus 2:1 RBC: FFP

Pack 1

• From lab
• 4 RBC
• 2 cryoprecipitate
• 1  platelets

Pack 3

• From lab
• 4 RBC
• 4 FFP
• Resus 1:1 RBC:FFP

Pack 2

• Check FBC and clotting
• platelets >50x109

• fibrinogen >1.5g/l (>2 obstetrics)
• INR < 1.5

Reassess
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SUMMARY 

Management of a major haemorrhage requires rapid input from a multidisciplinary 
team.  

Early intervention improves outcome.  

Effective communication between all personnel involved in the provision and 
transportation of blood is vital. 
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MAJOR HAEMORRHAGE PROTOCOL 

Give 1g TXA 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

KEY POINTS 

More available 
from Lab if 
required 

'I want to activate the MH protocol' 
• 1 person to communicate with lab on #6151 

• Run blood samples to Lab 

• TEG to direct clotting products 

Immediately available 
• x2 Theatre fridge 

• x2 Lab fridge 

• x2 Labour Ward fridge 

•  

From Lab 
• 4 RBC (20 min from sample receipt) 

• 2 FFP (30 min from frozen) 

• Resus 2:1  RBC : FFP 

•  

• Check FBC and clotting 

• Platelets >50 

• Fibrinogen >1.5 (>2 obstetrics) 

• INR <1.5 

From Lab 
• 4 RBC 

• 4 FFP 

• Resus 1:1  RBC : FFP 

•  

Pack 3 

From Lab 
• 4 RBC 

• 2 cryoprecipitate 

• 1 platelets 

•  

Pack 2 

Reassess 

Pack 1 

Emergency 

Group O RBC 

ACTIVATE 

2222 
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1. INTRODUCTION  
 
1.1 In 2010 the National Patient Safety Agency issued a rapid response report 

highlighting patient harm due to delay in provision of blood products in major 
haemorrhage. One of the actions required was that each Trust should have a 
local Major Haemorrhage policy.    

 

2. BACKGROUND 
 

2.1 In 2015 the British Society for Haematology (BSH) further highlighted blood 
provision in major haemorrhage stating: “The provision of emergency 
blood to a bleeding patient requires the use of specifically designed 
protocols, which include robust and clearly understood communication 
channels between clinical staff and those in the blood transfusion 
laboratory”  

 

3. DEFINITIONS  
 
3.1 Major haemorrhage has been defined by the BSH as bleeding which leads to 

a heart rate more than 110 beats/min and/or systolic blood pressure less than 
90 mmHg. It was also described as 50% blood volume lost in 3 hours or 
150ml/min, but there has been a move away from these standard definitions 
as they tend to be retrospective and subjective. 

 

4. MAJOR HAEMORRHAGE PROTOCOL 
 
4.1 The major haemorrhage protocol is for use throughout the hospital with an 

additional Trauma Code Red protocol for trauma in the Emergency 
Department, a Major Obstetric Haemorrhage (MOH) Protocol in Obstetrics 
and a paediatric Major Haemorrhage Protocol. 

 

 All medical, nursing, lab and support staff should know how to find the 
protocol and know their role. The Major Haemorrhage flow chart should be 
visibly present in those high risk areas. There should be additional in situ 
training and regular drills to imbed the knowledge and test the protocol. 

  
4.2. When to initiate a Major Haemorrhage call  
 
4.2.1 Major haemorrhage has been defined by the BSH as bleeding which leads to 

a heart rate more than 110 beats/min and/or systolic blood pressure less than 
90 mmHg 

 
4.2.2  Blood loss is normally underestimated and haemoglobin and haematocrit 

values may not fall for several hours so do not be falsely reassured by one 
normal value  
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4.3 Haemorrhagic Shock as per ATLS Classification 
 

 Class I Class II Class III Class IV 

Blood Loss % <15 15-30 30-40 >40 

Volume (ml) 750 800-1500 1500-2000 >2000 

Systolic BP Normal Normal Low Very low 

Pulse Normal 100-120 120 thready >120 very 
thready 

 

This will be affected by age, co-morbidities, medication and differences in 
compensation.  

 
4.4 Initiating the Protocol 
 
4.4.1 Early Communication with the laboratory is crucial to the timely delivery of 

appropriate blood components.  
 
4.4.2  Dial 2222 stating “I want to initiate the Major Haemorrhage Protocol” and give 

your location and extension number. 
 
4.4.3 Switchboard puts the call through to:  

o Transfusion laboratory bleep  
o Site Management bleep  
o Anaesthetic on call bleep 
o Anaesthetic 4th on call at night bleep 

 
4.4.4  The laboratory staff will telephone the extension number given on the bleep 

and will ask for the patient name, hospital number and date of birth. 
 
4.4.5 If the patient is unable to be identified then the unidentified patient policy must 

be used. 
 
4.4.6 It is essential that the same member of clinical staff speaks with the Lab at all 

times so as to optimise communication, the lab have a direct line for major 
haemorrhage communication on #6151. 

 
4.4.7 In cases of major haemorrhage, if the samples are taken via the interosseous 

route the lab must be informed as these are processed differently. 
 

4.4.8 Nominate a member of staff to collect blood products and take blood samples 
to the lab, samples must be run to the laboratory rather than put in the pod 

 
4.4.9 The laboratory will tell you how many transfusion samples are required and will 

give an estimate of the time that it will take to issue group specific blood and 
FFP from receipt of sample.  
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4.4.10 Site management will ensure sufficient staff is available in the clinical area to 
manage the haemorrhage and collect blood components/ products  

 
4.4.11 Anaesthetic teams are alerted in case back up is needed. 

 

4.5 Resuscitation  

 
4.5.1 During resuscitation of patient with major haemorrhage think A, B, C 

• Maintain airway with adequate ventilation with additional oxygen 

• Control the source of the haemorrhage and gain venous access with 2 
large bore cannula 

• Transfuse blood components/products promptly 

• Maintain normothermia 

• Anticipate a coagulopathy 

• Correct calcium levels 

4.6 Tranexamic Acid 
 
4.6.1 The British Society of Haematology 2015 recommended 1g tranexamic acid 

for all cases of major haemorrhage.  
NICE guidelines support this for all surgical cases where more than 500ml 
blood loss is expected.   
 

4.6.2 In Obstetrics, The WOMAN Trial in 2017 showed a significant reduction in 
deaths due to post-partum haemorrhage with Tranexamic acid with no 
adverse effects and so recommended giving it as soon as haemorrhage 
starts. 

 
4.7 Important Points to Consider 
 
4.7.1 The blood pressure is adequate if the patient is conscious, talking, and 

has a palpable peripheral (e.g. radial) pulse.  
 

4.7.2 In cases of major trauma, resuscitation should be with blood components/ 
products rather than crystalloid wherever possible 

 
4.7.3 All patients being resuscitated for massive haemorrhage are at risk of 

dilutional coagulopathy.  
 

4.7.4 In uncontrolled haemorrhage resuscitation should be with blood and 
clotting products as soon as they are available. 

 
4.7.5 Blood loss is usually underestimated, and it must be remembered that 

haemoglobin and haematocrit values do not fall for several hours after acute 
haemorrhage. Do not be misled by one normal Hb. 

 
4.7.6 For bleeding patients, blood transfusion is rarely indicated when the 

haemoglobin concentration is >100 g/L but is almost always indicated when it 
is <60 g/L 
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4.7.7 Determination of whether intermediate haemoglobin concentrations justify red 

cell transfusion should be based on the patient’s risk factors, such as pre-
existing cardiorespiratory disease. The rate of blood loss should also be 
considered.  

 
4.7.8 Regular blood tests should be taken to assess effectiveness of resuscitation.  

Haemaglobin and clotting can be measured by the laboratory or point of care 
testing (TEG).  
 

4.8 Therapeutic goals for Resuscitation 
 

4.8.1 Restoration of an adequate blood volume to maintain tissue perfusion and 
oxygenation. 

• a falling heart rate ( <100 beats per min) 

• restoration of blood pressure ( >100 mmHg systolic) 

• satisfactory urine output (>30 mls/hour or 0.5 mg/kg/hr) 

• a falling serum lactate on blood gas analysis 
 
4.9 Investigations to Order 
 
4.9.1 Always run the following samples to the laboratory as soon as possible. The 

sooner the samples arrive in the laboratory the sooner the laboratory is going 
to be able to issue group specific blood. It is also difficult to group and cross 
match patients who have received large quantities of Emergency Group O 
blood.  

• Full blood count 

• Cross match 

• Clotting screen with clauss fibrinogen 

• Urea and Electrolyte 

• Arterial Blood Gas 

• Thromboelastometry should be considered to speed up detection of 
coagulopathy and allow goal directed replacement 

 
4.9.2 Repeat FBC and coagulation screen after every 4 units transfused or 

every hour, whichever is sooner to keep:  

Laboratory Goals: 

• Hb > 70g/L 

• Platelets >50 

• fibrinogen >1.5 (>2 obstetrics) 

• INR < 1.5 
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4.10 Blood Components and Products during Major Haemorrhage 
 
4.10.1 The optimum target Hb has not been established but a trigger below 70g/l is 

generally quoted. This restrictive transfusion threshold has been shown to be 
associated with either an improved outcome or no difference in morbidity or 
mortality. 

     
 4.11 Blood 
 
4.11.1 Immediately available Emergency Group O blood 

• In an emergency when the patient’s blood group is not known Emergency 
Group O blood should be given if transfusion required.  

• Premenopausal females (female <50 years of age) should be given Group 
O Rh(D) negative red cells in order to avoid sensitization with Anti-D 
antibodies which can lead to haemolytic disease of the newborn in 
subsequent pregnancy. 

• Males less than 18 years of age should also be given O RhD negative until 
the blood group is known. 

• Immediately available Emergency Group O Rh negative red cells are found:  

o Theatre Blood Fridge:  2 units 
o Maternity Blood Fridge:  2 units 
o Laboratory Blood Fridge:  2 units.  

• Further Emergency Group O blood is available in the laboratory if required. 

• A blood tracking pick-up slip is NOT required to collect emergency blood 
from the blood fridges 

• Group-specific or fully crossmatched red cells should be given at the 
earliest possible opportunity to preserve our stocks of Emergency Group O 
as this is the most appropriate blood for patients once their blood group is 
known. 

4.12 Cell Salvage 
 

4.12.1 If at all possible cell salvage should be set up to enable recycling of the 
patients own blood and reduce the requirement for allogeneic blood. 250ml 
washed salvaged red cells can be considered to be equivalent to 1 unit of 
packed red cells. Cell salvaged blood only contains red cells and so if large 
volumes are reinfused additional clotting products will be needed to be given. 
 

4.12.2 Bacterial contamination of the wound is a relative contraindication. 
 
4.13 FFP 

 

4.13.1 First line replacement should be with FFP in most cases. An initial ratio of 2:1 
Blood to FFP for resuscitation is suitable for most cases for the first 4 units of 
blood, after this a more aggressive approach is taken with a 1:1 ratio. In cases 
of trauma a ratio of 1:1 is used from the start because of the increased risk of 
consumptive coagulopathy. 
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4.13.2 In obstetrics because of the increased levels of clotting factors found in 
pregnant women blood is initially used, if further factors are needed 
cryoprecipitate is generally used so as not to dilute existing factors. 
 

4.13.3 In March 2012, the Advisory committee on the Safety of Blood, Tissues and 
Organs (SaBTO) recommended people born on or after the 1st January 1996 
should receive imported plasma (Methylene Blue treated FFP or Octoplas LG) 
as part of risk reduction measures against variant Creutzfeldt-Jakob Disease.   
However in March 2019 updated SaBTO guidance withdraws this advice; the 
change is likely to come into practice during 2020.   

4.14 Platelets 

4.14.1 One Adult Therapeutic dose of platelets is available for the major 
haemorrhage policy and there may be additional ones available in the 
hospital. 

4.14.2 Transfusion of platelets through a giving set previously used for red cells is 
not recommended, as one that has previously been used for red cells may 
cause the platelets to stick to the red cells and therefore reduce the effective 
transfused platelet dose.  

4.15 Cryoprecipitate  

4.15.1 A concentrated frozen source of fibrinogen which also contains factor VIII, 
factor VIII and von Willebrand factor. Although ABO blood group compatibility 
is not required, it is preferred because of the 10-20 mls of plasma in each unit. 
Cryoprecipitate takes about 25 minutes to thaw in the laboratory before it can 
be used 

4.16 Fibrinogen concentrate  

4.16.1 Fibrinogen is the first clotting factor to fall to critical levels during major 
haemorrhage. Freeze dried fibrinogen concentrate is made from pooled 
human plasma. It does not need to be defrosted and so can be available more 
quickly than FFP or cryoprecipitate but it does require reconstituting at the 
bedside. 4 g is the standard dose.  

4.16.2 Replacement Products for Clotting Factors 
 

 Dose Volume ml 
Factor VIII 

IU/pack 
Fibrinogen 

mg 

Fresh frozen 
plasma (FFP) 

15ml/kg 200 160 520 

Cryoprecipitate X2 packs 236 499 1596 

Fibrinogen 
Concentrate 

4g 100ml 0 4000 
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4.17 Disseminated Intravascular Coagulation (DIC) 

4.17.1 This is a disorder resulting from inappropriate excessive activation of the 
haemostatic system. It may be manifested by both thrombotic and 
haemorrhagic pathology.  

4.17.2 The main trigger for DIC is the exposure of blood to a source of tissue factor 
(TF) that initiates coagulation, for example from sepsis, tissue injury or 
malignant cells.  

4.17.3 This is more commonly seen in trauma and obstetrics 

4.17.4 Massive tissue factor exposure results in early fibrin formation leading to 
activation of clotting factors and subsequent fibrinolysis, this may result in 
micro thrombus formation. 

4.17.5 Due to on-going activation of coagulation, there is consumption of nearly all 
clotting factors and platelets. When combined with fibrinolysis and the 
generation of fibrin degradation products, this results in the generalised and 
continued bleeding that is characteristic of DIC.  

4.17.6 Early aggressive replacement is needed focusing specifically on fibrinogen 
replacement. 

 
4.17.7 The coagulopathy will worsen with the hypothermia, acidosis and 

hypocalcaemia that commonly occur with major haemorrhage and 
subsequent resuscitation. 

 
4.17.8 Traditional laboratory tests such as PT and APTT do give an indication of 

coagulability but  near patient assays of clot viscoelasticity using TEG or 
Rotem  monitor clot strength and fibrinolysis give a more dynamic picture. 
  

4.17.9 They can identify impaired platelet function, low fibrinogen levels and low 
coagulation levels. Cochrane reviews (Wikkelso et al. Cochrane Emergency and 

Critical Care Group. Issue 12 2018) show that use of these lead to reduced 
bleeding.  
 

4.18 Patients taking anticoagulants 
 
4.18.1 If a patient is anticoagulated this should be reversed as soon as 

possible.  
 
4.18.2 Advice is available on the Trust anticoagulation policy on HUB.  

(https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=6760&type=F
ull&servicetype=Attachment) 
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4.19 Reversal of Warfarin and Direct oral Anticoagulants (DOAC) 
 
4.19.1 Prothrombin Complex Concentrate (PCC) should be given to patients on 

warfarin with life, limb or sight threatening bleeding and an INR of 2 or more.  
 
4.19.2 It can also be used in patients on Factor Xa inhibitor. For dabigatran, a 

specific antidote, Idarucizumab is available from the lab. 
 
4.19.3 An immediately available emergency fixed dose of 1000IU of PCC is available 

in Theatre fridge or via the lab. As with the emergency Group O blood, a 
blood tracking pick-up slip is NOT required to collect emergency PCC. There 
is an option to choose between red blood cells (RBC) and PCC when 
selecting emergency units at the fridge.  

 
4.19.4 There is a flow chart available to guide the administration of PCC: See Use of 

Emergency Prothrombin Complex Concentrate (Octaplex) Flowchart 
 
4.20 Reversal of Heparin 

4.20.1 Unfractionated heparin can be reversed with protamine sulphate. Usual 
reversal is by infusing either 25 or 50 mg of IV protamine sulphate (1 mg 
protamine sulphate reverses 100 iu heparin). Excessive doses of protamine 
can however induce a coagulopathy.  

4.20.2 Low molecular weight heparin can be partially reversed with protamine 
sulphate.  

4.21 Reversal of Aspirin and Clopidogrel 

4.21.1 Patients on aspirin alone have a low increased risk of bleeding. Patients on 
combined therapy do have an increased risk of bleeding, platelets only 
partially reverse clopidogrel. 

4.21.2 Recombinant factor VIIa is no longer recommended in the management 
of major haemorrhage. 

 
5. COMPLICATIONS OF A MASSIVE BLOOD TRANSFUSION 
 
5.1 Transfusion in the NHS is generally extremely safe, with the latest SHOT 

Report in 2018 estimating a risk of death from transfusion of 1 per 117 000 
components transfused.  

 
5.2 In fact one of the greatest risks in major haemorrhage is that the 

provision of blood and blood products is delayed.  
 
5.3 Never the less blood transfusion is not without risk as is detailed below.  

Any transfusion related adverse event must be reported via the Hospital 
Transfusion team to SHOT.   

  

https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=61086&type=Full&servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=61086&type=Full&servicetype=Attachment
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5.4 Human Error 
 
5.4.1 Human Error, often inpatient identification at blood sampling and 

administration, is the most common cause for adverse incidents relating to 
blood transfusion reported to SHOT. Such errors can lead to incompatible 
ABO blood transfusion causing fatal haemolytic reactions; one of the NHS so 
called ‘never events’.  

 
5.4.2 It is vital to positively identify patients at every stage and before 

administration check blood product compatibility labels against the 
details on the patient wrist band and prescription as described in the 
Trust Blood Transfusion policy.  

 
5.4.3 The BloodTrack electronic system is designed to reduce the risk of human 

error and should be used as the second check of patient and product 
compatibility before taking any samples for blood transfusion or administering 
any blood product. 

 
5.5 Transfusion Reactions 
 
5.5.1 Transfusion is generally very safe but adverse reactions such as acute transfusion 

reaction (ATR), transfusion transmitted infection (TTI), delayed transfusion reaction 
(DTR), or transfusion related acute lung injury (TRALI) do still occur.   

5.6 Transfusion Related Acute Lung Injury (TRALI)  

5.6.1 TRALI is a serious complication of blood transfusion which is thought to arise 
as a result of the interaction of specific leucocyte antibodies with leucocytes in 
most cases.  

5.6.2 TRALI has been reported to occur more commonly after FFP but can occur 
after transfusion of all the following blood components; red blood cells, 
plasma, platelets and cryoprecipitate.  

5.6.3 Patients present with dyspnoea, hypoxia and symptoms and signs of 
pulmonary oedema. 

5.6.4 Diagnosis is made on clinical grounds, which may later be supported by 
demonstrating the presence of donor leucocyte antibodies.  

5.7 Transfusion Associated Circulatory Overload (TACO)  

5.7.1 TACO is a serious but under-recognised complication of blood transfusion 
and all patients who are thought to have developed TACO with blood 
transfusion should be reported via the hospital transfusion team to SHOT.  

5.7.2 By way of clinical definition, patients should have developed new or 
worsening respiratory compromise with onset during or up to 12 hours after 
transfusion (SHOT continues to accept cases up to 24 hours) as evidenced by 
clinical or radiographical findings.  
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5.7.3 TACO can be associated with rapid or massive transfusion of blood/Blood 
products, especially in patients with diminished cardiac function or chronic 
anaemia. Patients over the age of 60 years of age, infants and those with 
severe anaemia, are particularly susceptible.  

5.8 Hypocalcaemia  

5.8.1 High infusion rates of products containing citrate can decrease calcium 
concentrations, particularly in patients with hypothermia or liver failure (who 
are unable to metabolise citrate). FFP and platelets contain high citrate 
concentrations. Therefore serum calcium levels must be monitored during 
massive transfusion.  

5.8.2 Calcium chloride should be administered during massive transfusion if ionised 
calcium levels are low or electrocardiograph (ECG) suggests hypocalcaemia. 
The recommended dose is 10mls of 10% calcium chloride IV.  

5.9 Hyperkalaemia  

5.9.1 Hyperkalaemia may occur, due to the high extracellular potassium 
concentration in stored red cell units.  

5.9.2 This may be compounded by oliguria associated with shock. 
If > 6 mmol/l, refer to the hospital policy for the treatment of raised potassium 
levels.  

5.10 Hypomagnesaemia  

5.10.1 Hypomagnesaemia is often associated with massively transfused patients and 
will need monitoring and correction.  

5.10.2 For the treatment of hypomagnesaemia (<0.6 mmols/l) 
Give 2g (8 mmols Mg2+) over 30 minutes or 5g (20 mmols Mg2+) over 1 hour 
IV.  

5.11 Acid base disturbances  

5.11.1 Transfused citrate will produce an alkalosis once it is metabolised.  

 
6. PATIENTS WHO REFUSE BLOOD 

6.1 Adult patients are legally allowed to refuse treatment, some refuse blood for 
many different reasons. The largest group are the Jehovah’s Witnesses. If this 
is the case they should have with them their “Advanced Directive” this 
indicates their wishes and is further witnessed. Once known to the medical 
team must be acted on, for further information please see policy on Patients 
who Refuse Blood / Blood or blood product refusal in labour and postnatally - 
Maternity guideline 

  

https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=4535&type=Full&servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=4535&type=Full&servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=2697&type=Full&servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=2697&type=Full&servicetype=Attachment
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7. MONITORING COMPLIANCE WITH THIS GUIDELINE  

7.1 All Major haemorrhage Calls are audited and the results shared with the 

PBMG. 

 

8. ASSOCIATED CLINICAL GUIDELINES OR POLICIES/PROCEDURES 

 Blood Transfusion Policy 

Trauma Code Red 

 Massive Obstetric Haemorrhage policy 

Patients who Refuse Blood   

Blood or blood product refusal in labour and postnatally - Maternity guideline 

 Use of Emergency Prothrombin Complex Concentrate (Octaplex) Flowchart 

Guideline for the use of TEG 

 

 

https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=6894&type=Full&servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=4535&type=Full&servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=2697&type=Full&servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=61086&type=Full&servicetype=Attachment
https://hub.exe.nhs.uk/EasysiteWeb/getresource.axd?AssetID=112139&type=Full&servicetype=Attachment
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PAEDIATRIC TRAUMA MASSIVE 
HAEMORRHAGE PROTOCOL 

 

Is Major haemorrhage likely? 
Call 2222 and say ‘Please can I activate the Paediatric Major Haemorrhage Protocol in 

the Emergency Department for a x year old child’ 

What is the cause and can we terminate the bleeding? 
Contact surgeons/radiologist if not already done 

O negative blood is always available in the blood fridge 

Give 5ml/kg aliquots of red cells (RC) and 5ml/kg aliquots of FFP at 1:1 ratio to 
20ml/kg each 

Give Tranexamic acid 15mg/kg (max 1g) over 10 minutes, then 2mg/kg/hr 
infusion 

Reassess for ongoing bleeding; use pH and clinical state 

Second phase: 
Continue 20ml/kg RC & FFP in 5ml/kg aliquots 

Give platelets 10ml/kg 
 

Consider Cryoprecipitate 5ml/kg 
Consider Calcium Chloride 0.2ml/kg 

Is the child stable? 

Unstable: 
Move to damage control surgery and 
continue 20ml/kg RC and 20 ml/kg FFP 
in 5ml/kg aliquots. 
Use ROTEM to guide platelets, 
cryoprecipitate and CaCl. 

Stable: 
Move to definitive care. 
 

Transfusion end points: Stop bleeding, 
HR, BP, CRT, VBG/Lactate 


