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1. Early haemorrhage control

2. Permissive hypotension

3. Limit fluid infusions (dilution)
4. Target coagulopathy
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1. Early haemorrhage control (DCS)
2. Permissive hypotension

3. Limit fluid infusions (dilution)

4. Target coagulopathy
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CODE RED TRAUMA - MAJOR HAEMORRHAGE

SENIOR MEMEER OF TRAUIWA TEAM LEADER MUST DEGLARE CODE RED If
Systolic BP <30
+ Poor response to initialflud resuscitation
+ Suspected active haemorrhage

Take baseline blood samples prior to transfusion for:
~ FBC, GA3,clotting screen and fibrinogen
+_Near ogtienttestina ~ ABG. FBC and ROTEM
AEG.FEC and ROTE

Nominate amember of team to call blood bank on 51108 to activate CODE RED

- State"patientunique identifier & CODERED TRAUMA

© Reque
EITHER “CODE RED PACK A" {eontains: S units REC. 4 units FEP]
“CODERED PACK B” (contains: 6 units RBC. 4units FEP, | unit platelets, 2
poolscryoprecipiate)

+ Send parterto b to collect pack immediately

Tate. cells) from RESUS fridge.

+ Use GNEG units in femalesor O POS units in males
+ Usegroup spesific blood as soon 25 available

CheckCat+ level s sfter Bunits of REC

arrival in ED

« Givebolus of 1g IV TxAover 10min (within3 hrs of massive haemorrhage]
fallowed by [Vinfusion of 1g over £ hrs

I

‘ IF_ BLEEDING CONTINUES:

‘ ‘Chackifbolus dose of Tranexamic acid (TxA) has been given by HEMS team prior
o

- Continua requestingone -CODE RED PACK E” unti blssding stops.
I 0 "~

<o wmis
W)
1 bleeding is controlled REPEAT FBC
1f bleeding persists after 7 x ANDCLOTTING SCREEN and
“CODE RED PACK B administer:

Transfusion Lab must contact the.
on call haemophilia SpR on
bleep 1155 or via switchboard

- Platelets: if count <{00x10%
- Cryprecipitate: if Fibrinogen <1.Sgll
© FPR o maintain PTIAPTT rafio 31 2x

normal
- Keep Temp>36°C and Cas >1.0

Revisad in Tuly 2011
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% of patients with coagulopathy
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MCF Extem <48mm

and
MCF Fibtem 210mm

MCF Fibtem <10mm CT Extem >100sec

andior

CT Intem >240sec

ML Extem >15%

andfor

andior

andior

| Pratelets <100 x10%/L ][ Fibrinogen <1.5 git_][PT/aPTT >1.5x normai |

Platelets

Cryoprecipitates
and/or
Fibrinogen concentrate

FFP
and/or

PCC

Tranexamic acid

or
Aminocapronic acid

Microvasular
Bleeding

ROTEM
Coagulatigh

¥

MCF Extem <48mm

and
MCF Fibtem 210mm

andfor

ML Extem >15%

| Platelets <100 x10%/L

/aPTT >1.5x normal

FFP Tranexamic acid
andior or
PCC Aminocapronic acid
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Evaluation of rotation thrombelastography for the diagnosis
of hyperfibrinolysis in trauma patients

A. Levrat?, A. Gros?, L. Rugeri®.
and J.

Inaba?, B. Floccard?, C. Negrier?
vid !

! Department of Anesthesiology and Critical Care, Lyon-Sud Hospital, Hospices Civils de Lyon and

6% hyperfibrinolysis
100% mortality

—
of i is with rotaton (ROTEM™) may be beneficial

Methods. Eighty-seven trauma patiencs were included in this prospective observational study
Blood samples were collectad at admission. After in vitro activation with tissue faar (EXTEM)
and inhibition with aprotinin (APTEM), ROTEM™ parameters induding maximal clot firmness
(MCF) and clot Iysis index at 30 min {CLhg) were determined. Hyperfibrinalysis was defined
as a euglobulin lysis time (ELT) <%0 min. Threshold for ROTEM® parameters were determined
with receiver-oparating characteristic curves (ROC) aralysis according to the ELT results

Results. ELT was determined in a subgroup of 23 patients. In this group of patients, ROC
analysis showed that for a threshold of 18 mm (MCF-EXTEM). 71% (CLlz) and 7% (incremse
of MCF-APTEM), sensicivity was. respectively 100%, 75%, and 80% with a specfidty of 100%.
With the application of these thresholds to the whole rauma cohort, ROTEM™ analysis
detected hyperfibrinolysis in fve patients [6%, 95% confidence interval (Cly 2- 13%]. As
expected, patients with hyperfibrinolysis were more severely injured (median Injury Severity
Scare: 75 v 20, P<0.05), had greater coagulation abormalities [intermational normalized ratio
(INR): 82 vs 13, P<0.05; fibrinogen: 0.0 vs 2.2 g litre ™', P<0.05), and a higher mortality rate
(100% Ck 48 100% vs 11% Cl: 5-20%, P<0.05).

Condlusions. ROTEM® provided rapid and accurate detection of hyperfibrinolysis in severely
injured rauma patents.
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CRYOSTAT Mortality
[Standard:  7/22: 32%
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Effects of tranexamic acid on death, vascular occlusive 2@

events, and blood transfusion in trauma patients with
significant haemorrhage (CRASH-2): a randomised,
placebo-controlled trial

CRASH-2 trind collaboratars*
Summary
Backpound Tranexamic acd can educe beding in patients i ' the effects of s onane
on death, vascular i . and the receipt of blood. l"ﬂS?ﬂ:'
[
ransfuson in teurs puticnt. e

Methods This mndomised controlled In-l was undertaken in 274 hospitals in 40 countries. 20211 adult rauma. -,;‘::m,‘lmmt

ith, or atrisk of, signi m.w.u.mﬂumﬂhnlm,mymmh!rmnmmlnd
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0T

dose 1 g over 10 min then infusion of 1 g over § b) or maching
centre, lnd:m)ﬂuﬂnmuqum!hﬂdm!h]ﬂl-ﬂn‘!@tp‘nmdwlﬂil(ﬂnpnnnnﬂnm number

[—
generato. Both particpants o sty salf ek imestiguors s tril cooninatig cente saf) were masked o ol o

“The primary

following calegories: bleeding, vascular occlusion {myocardial infarction. stoke and pulmonary :mbdm] et

muliorgan fime, head infuy. ad ol AL snales wese by inenton to et Thi sindy s egitered s
. and South African Clinical Trial Register DOH-17-0607-1919.

Findings i ic aci P dwlnmmmmimm respectively.
lysed. AlL i i
ﬂlﬂﬂ|lﬂlﬂh|p\su|mgmllpldmemlﬂ!19§9éclﬂm§7p=0 Tlmmlnl'dmlhdnelnﬂm‘lmg
significantly 489 [4-956] , 95% C10. 7r>n 96; p=0-0077).
ic aci i in bleeding ‘patients in this study. On the basis
of ic acid should i I patients.
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1. Early haemorrhage control
2. Permissive hypotension
3. Limit fluid infusions (dilution)

4. Target coagulopathy
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Targeted Action for Curing Trauma Induced Coagulopathy
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