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Myths to bust!




Myth 1

‘We’'re just here to provide
a service — no questions
asked’

POSITIVE
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*#  Avoid the unnecezzary use of blood and blood components In medical and
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effective altermatives in
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Patient Blood Management (2014)

 Evidence-based multidisciplinary
team approach to optimising the
care of patients who might need
transfusion

 [Focuses on measures for blood
avoidance as well as correct use
of blood components when
needed

* Improves patient care — optimises
use of donor blood and reduces
transfusion-associated risk

e Reduces financial costs



Where do BMSs fit iIn to PBM?

 Collective responsibility

to ensure appropriate use
of blood:

— PATIENT SAFETY
— Blood conservation

— Falling blood stocks

— £££

Need to be a service which
advises and challenges to:

— protect a vital and finite blood

supply

— Help prevent patients receiving
inappropriate transfusions

— Save money
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POSITIVELY
NO QUESTIONS ASKED HERE!

————

T ————



How do we do this?

Lab staff should aim to be blood ‘custodians’
— Collective responsibility, blood stocks, patient safety etc. etc.

BUT be mindful of urgency and clinical situation and
not delay blood provision....

Review all requests — know the clinical details up front

— Active bleeding? If not:
* Check for recent Hb
» Check clotting for FFP
* You can ask for blood tests before issue if non-urgent 2"

Clear guidelines (lab and clinical)
Support from haematology medical staff
Transfusion Committee backing R

Trust Board backing

-



FFP Algorithm

Is there major life/limb threatening bleeding?

Yes No
REFER TO TRUST MAJOR Has clotting screen t
HAEMORRHAGE PROTOCOL
Yes
Is the patient on Warfarin?
No Yes
Complies with indications for FFP? Patient bleeding/ ne¢
Yes No
No
Give FFP 15 mis/kg Refer to Haematologist
Royal United Hospital Bath m

NHS Trust

Blood Transfusion Lab
u4735/4734
Mon-Fri 09:00. 20

SHOCK PACK A

* 4 units suitable! red cells

SHOCK PACK B
* 6units red cells
* 4 units FFP
= 1ATD platelets
8

MANAGEMENT OF WARFARIN REVERSAL

INR > 3 and < 6 with target 2.5
INR > 4 and < 6 with target 3.5

INR TOO HIGH,
 —
NOT BLEEDING

—

URGENT SURGERY

OR PROCEDURE

MINOR BLEEDING

MAIOR OR LIFE
THREATENING BLEED

3 critical area or organ, eg intracranial,

Wajor Bleed: Symptomatic bleeding in}
mtraspinal, intraocular, intra-articular,

Reversal in 4 to 24 hours

Reduce warfarin dose, or stop
warfarin and restart when INR <5.0

INR6-8

Stop warfarin, restart when INR <5.0

Stop warfarin, restart when INR <5.0
Consider vitamin K 2 mg oral (use
Konakion MM iniection)

INR >3

L J

Vitamin K 2 mg oral (use Konakion MM
injection) or 1 mg slow IV injection

Contact haematologist

B | within 1 h
Syersalwitn L hour PCC (Beriplex) 30 units/ke

® Stop warfarin

. o Check clotting screen at 24
* Consider vitamin K 2 mg oral (use hours, or sooner if dlinical
Konakion MM injection} or 1 mg by ' deteroration

slow IV injection

® Stop warfarin

& \itamin K 5 mg (use Konakion Mh
injection) by slow IV injection

# Consider PCC {Beriplex) 30 units /
kg (discuss with haematologist)

Check clotting screen at 4
g hours, or sooner if clinical
deterioration

» Check dotting screen 20
mins post administration

» |fadequate correction,
recheck in 4 hours

» |finadeguate, discuss

with haematologist

e Stop warfarin

# Contact haematologist

# Vitamin K 5 mg (use Konakion MM =~ =3
injection) by siow IV injection

# PCC(Beriplex) 30 units/kg



