
BURC Guidelines System-Wide Proposal 

Adult Note: The minimal effective dose of all blood components should be used: SINGLE UNIT transfusions of red 
cells are often effective 
If you anticipate greater than 4 units of RBCs in one hour with ongoing need for transfusion or blood loss greater 
than 150 mL/min with hemodynamic instability and need for transfusion then consider using the EBCC ADULT 
MASSIVE TRANSFUSION GUIDELINES (MTG) ORDERS (SO-0091) 

 
Red Cells- Autologous & 

Homologous 
 
 

 
Hemoglobin < 7 gm/dl (Hemodynamically stable) 
 
Hemoglobin < 8 gm/dl:  

 Post-operative orthopedic and cardia surgery w/ symptoms:  
Chest pain, Orthostatic hypotension, tachycardia unresponsive to fluid resuscitation, and/or CHF 

              Or 

 Hemodynamically stable with preexisting cardiovascular disease and w/ symptoms:  
Chest pain, Orthostatic hypotension, tachycardia unresponsive to fluid resuscitation, and/or CHF 
 

Hemodialysis patients w/ Hgb < 8.5 gm/dl and hemodynamic instability or < 8 gm/dl with cardiac pathology 
 
Hemoglobin > 8-9 gm/dL AND 

 Hemodynamic instability not corrected by medical management 
 
RBC dosing: 

 Administer as a single unit dose 

 Obtain H/H post-transfusion to determine if additional transfusions are indicated 
 

 
Platelets 

 
Patient is not bleeding and the platelet count is < 20,000/µl 
Patient is bleeding or to have surgery or invasive procedure & platelet count is < 50,000/µl 
Patient with intracerebral hemorrhage & platelet count is < 100,000/µl 
Patient to undergo eye surgery & platelet count is <50,000/µl 
 
Obtain platelet count 10-60 minutes after transfusion of 5 to 10 units to assess adequacy of response to 
transfusion. 
Successful transfusion: increase of ≥ 7500/µl 
 

 
Fresh Frozen Plasma / 
FP 24 

 
Even though plasma products are widely used, current evidence-based guidelines for plasma transfusion are 
weak. 
 
Indications: 

 Patient is bleeding and has a known or suspected coagulation factor deficiency 

 Patient is not bleeding but has a documented coagulopathy and is about to undergo surgery or an 
invasive procedure  

 Bleeding or coagulation disorder with documentation of prolonged PT or PTT of 1.5 times the mean of 
the normal range 

 Replacement therapy in Antithrombin III, Protein C or Protein S deficiencies 

 Replacement therapy during therapeutic plasma exchange for disorders in which FFP is beneficial 

 Reversal of warfarin therapy in patients with intracranial hemorrhage 
 
Not Recommended for: 

 No prophylactic uses 

 Coagulopathy or bleeding absence 

 Reversal of warfarin if INR < 2.0 
 
Conclusions: 

 Evidence based guidelines for widespread use of plasma are weak 

 Vitamin K  effective in reversing warfarin if needed 

 Plasma and vitamin K are ineffective with direct thrombin inhibitors (Xarelto, Pradaxa, Eliquis)  

 Strategies to address bleeding due to new anticoagulants are: gastric lavage, oral charcoal, dialysis or 
plasma exchange 

 

 

 Cryoprecipitate is considered a blood component. Each unit contains a minimum of 80 IU of factor VIII and at 



Cryoprecipitate least 150 mg of fibrinogen, in addition to significant amounts of von Willebrand factor and factor XIII. 
 
 
Indications: 

   A patient is bleeding or is about to undergo a significant invasive procedure and has a diagnosis of: 

 Von Willebrand’s Disease 

 Hypofibrinogenemia < 100 mg/DL   

 Fibrinogen concentration is < 150 mg/dl.  

 Diagnosis of Von Willebrand’s Disease or Hypofibrinogenemia < 100 mg/DL 

 Factor XIII deficiency in association with bleeding 

 von Willebrand disease and hemophilia A 
 

Administration: 
For fibrinogen replacement, two units of cryoprecipitate/10 kg of body weight generally raise fibrinogen 
concentration by 100 mg/dL 

 
 

 

Recombinant activated 
factor VII 
 

 

 
Should be considered when traditional well-tested options for treating excessive microvascular bleeding (i.e., 
coagulopathy) have been exhausted  
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