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Patient blood management guideline for adults with critical bleeding (guias
australianas)

https://blood.gov.au/pbm-critical-bleeding

Author of the comment: Dra. Sonia Maria Veiras. Hospital Clinico Universitario de Santiago de Compostela. Head of
Section at the Anesthesia and Resuscitation Department. A Coruria Province.

This document offers a specific simple guide for the management of critical bleeding.

There are plenty of massive hemorrhage management guides—European, American, advocated for by
anesthesiologists, by intensivists, referred to specific bleeding scenarios, such as obstetric cases, multiple
trauma, heart surgery, or liver transplant). Many of these documents are long and tedious, hard to read and

summarize, which makes them less useful.

Australian guides are also a long document (185 pages) containing the arguments for each one of the

recommendation.

Atthe same time, the Australian work group has published a summary of guides for quick reference.
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In summary, the document contains seven recommendations and eleven clinical best practice statements,
depending on the level of existing evidence.

The recommendations, in a nutshell, are the following:

e Having amassive hemorrhage protocolin place at each site.

e Frequently measuring these parameters in the bleeding patient: temperature, acid-base status, ionized
calcium, hemoglobin, platelet count, PT/INR, aPTT, fibrinogen.

e Transfusion ratio between PRBC, FFP and platelets not below 2:1:1 (a 1:1:1 ratio is even advocated for,
although without the necessary evidence).

e Atleast 1unitof FFPisrecommended for each 2 PRBCs, and 1 unit of platelets for each 8 PRBCs.

e The group takes a stance against the routine use of recombinant activated factor VII, except for cases of
factor VII or IX inhibitors, congenital deficiency of factor VII and Glanzmann thrombasthenia. In massive
bleeding, recombinant FVII will be used as a last resort after using up other hemostatic measures.

e Early administration of tranexamic acid is recommended in trauma patients and in obstetric hemorrhage

cases.

Best practice statements are agreements emerging from the working group that are considered to be beneficial

but are lacking the evidence required to become recommendations:

e |dentifying the cause of bleeding and early control of bleeding

e Temperature <35 °C, pH<7.2, Ca+2 <1 mmol, PT>1.5, INR>1.5, aPTT >1.5, fibrinogen <2 are considered
critical physiological deterioration values.- the replacement of fibrinogen with 3-4 g of concentrate or else
one unit of cryoprecipitate for each 30 kg of body weight, or the administration of 25-50 Ul/kg of prothrombin
complex concentrate (no evidence was found to make recommendations on the time of administration or
the exact dose)

e Theadministration of PRBCs through fluid warmers
e Theadministration of isogroup blood products as soon as possible

e Stopping the activation of the massive hemorrhage protocol as soon as the critical hemorrhage is under

control

e |t is agreed that there is insufficient evidence to recommend using tranexamic acid in critical digestive
bleeding

e Using viscoelastic tests to manage critical bleeding can be beneficial, as well as blood salvage (cell saver)
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