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Guidelines

Changing practice

Implementation research studies

Aims



 

https://b-s-

h.org.uk/guidelines/guidelines/haematol

ogical-management-of-major-

haemorrhage-2022



Overview of Guideline: structure

Use of Blood Components

Major haemorrhage protocols and blood banking

Tranexamic acid

Other haemostatic agents

Coagulation testing and Cell Salvage

Specific Clinical Settings and mass casualty

Audit, education and Quality management



Blood Transfus. 2020;18(6):434–45.

OR 0.71 [0.56-0.90]



Callum et al, Brit J Haem2022

Draw on expanding number of randomised trials



Role of education: algorithms for different populations



Cases are different

• 25 year man admitted to emergency department 

following motorcycle accident

– Injuries: open pelvic fracture, active bleeding

• 35 year pregnant woman admitted to maternity unit 

with major PV blood loss 

• 75 year old presents with large volume frank 

haematemesis 

– HR 98, BP 125/85, RR 28

– PMH: TIA, Hypertension

– Takes Clopidogrel, Statin, CCB



Can we support better practice -

Getting the basics right

What is your major haemorrhage protocol, MHP?

How do ED clinical staff communicate with Blood Bank?

What education is provided to clinical and lab staff? 

Is the use of your MHP audited and are ‘lessons learnt’?

How often is your MHP updated to reflect new evidence?



Delays to activation is important to avoid

Every 1 minute delay from activation to first RBC is 

associated with a 5% increase in mortality

Meyer DE, et al. Every minute counts: Time to 
delivery of initial massive transfusion cooler 
and its impact on mortality. J Trauma Acute 
Care Surg. 2017 Jul;83(1):19-24

680 patients from PROPPR study





Date of download:  4/21/2024
Copyright 2023 American Medical 

Association. All Rights Reserved.

Early and Empirical High-Dose Cryoprecipitate 

for Hemorrhage After Traumatic Injury: 

The CRYOSTAT-2 Randomized Clinical Trial

JAMA. 2023;330(19):1882-1891. doi:10.1001/jama.2023.21019



Guidelines are strategies for quality improvement

➢Guidelines

• International/national

• Local

➢ Education

• Group

• Individual

➢Audit / Feedback

➢Audit / Approval

➢ Reminders & prompts

• Computerized

• Paper



EVIDENCE PRACTICE

Bridge the gap & improve uptake of evidence

What strategy works best for me and is most cost-effective?



Red cells: 49 randomized trials enrolled 20,599 

participants at baseline (now 70 trials!)

Platelets: 19 randomized trials enrolled 4,715 patients

All of transfusion practice is characterised by variation 

e.g. despite restrictive transfusion strategies 

recommended by evidence-based guidelines

Stanworth & Shah, 2021



Example of variation in practice: 

Real world data  for ICU:

J Staves



Preventing bleeding Transfusion Practice Information & consent

Other common practices



A consistent findings from clinical and health services 

research is the failure to translate research into 

practice and policy

This problem is 
widespread 
in health care

Le Mythe de Sisyphe par Serge Mazel
https://www.serge-mazet.fr/mythe/



Implications

30-40% 
of people do not receive care 

according to current scientific 

evidence1,3 14-25% 
of healthcare provided is 

not needed3

1Schuster, McGlynn, & Brook (1998); 2Grol (2001); 3Squires et al (2022)

@JPresseau



@JPresseauOur current approaches to implementation?

Develop & issue 

local guidelines

Throw everything at the 

issue and see what sticks
 

16 28 46 63 56 N = 

Absolute effect size 

Number of interventions in treatment group 

>4 4 3 2 1 
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Grimshaw et al (2004) Health Technology Assessment

Choose a favorite 

solution (eg A&F)

May not be fit 

for purpose
They do not 

self-

implement

Develop an 

app

What about 

change 

techniques

? What 

about use?

Deliver 

training/CPD

Is content 

including 

strategies to 

address 

barriers to 

change?

F Lorencatto



Developing own (internal) solutions

Problems: trial and error

Most frequently used approach to 

implementation in the literature: 

ISLAGIATT

It Seemed Like A Good Idea At The Time!

• Inefficient: Does not build on what we already know

• Insufficient: May miss important underlying factors or barriers

• Unscientific: Based on implicit ideas of what drives change in 

practice, undermining scale, spread, and evidence accumulation

J Francis



More interest in trying to ‘change practice’ in a 

more ‘scientific’ way - Two examples in bleeding



Behaviour: 
Prescription and 

administration of TXA

Capability
- Behavioural 

regulation
- Knowledge

the clinical context and 
planned use of TXA

variable knowledge and 
experience of TXA use

variable knowledge of guidelines 
and clinical application

Motivation
- Belief about 
capabilities

- Belief about 
consequences

- Emotion
- Motivation and 

goals

confidence in self and others in 
administering TXA

whether perceived benefits of 
administration outweighed risks

concerns about side
 effects and risks

education and training regarding 
potential risk factors

Opportunity
- Environmental 

context & resources
- Social or 

professional role and 
identity

availability of both TXA and a 
checklist to support decision-

making

administration being consistent 
with professional expectations

Influences on the use of 
tranexamic acid in surgery (to 
prevent bleeding): a qualitative 
study using Theoretical 
Domains Framework

Qualitative Study

- Surgical Teams at OUH

- Enablers and barriers to use

- Framework analysis of findings



Qualitative study 
examining the 
factors which 

influence the use of 
TXA in surgery

Deliberative workshops 
with clinicians from 

different surgical 
specialties and hospitals 
with different levels of 

TXA use. 

Identify and select 
interventions which can 
be combined within an 

implementation 
strategy and tested 

nationally 

Developing an implementation 
strategy to accelerate the uptake 
of tranexamic acid in surgery

Joint approach:

• Data Driven BTRU

• PQIP Team

• NHSBT PBM Team

• Royal Colleges TXA Group

- Single site study in write up
- Workshop ethics has been reviewed
- Recruitment to start in August
- Workshops in Autumn



Clinical and cost-effectiveness of a maternity 
quality improvement programme to reduce excess 
bleeding and need for transfusion after childbirth: 

the Obstetric Bleeding Study UK (OBS UK)

OBS UK Co-CI: Dr Sarah Bell, Prof Peter Collins

OBS UK Co-Investigators: Mairead Black, Rachel Collis, Haddy Fye, Ayse Gur-

Geden, Philip Pallmann, William Parry-Smith, Stavros Petrou, Catherine Pope, 

Tanvi Rai, Julia Sanders, Pauline Slade, Simon Stanworth, Julia Townson



Why do women bleed during childbirth?

• Uterine Atony - 65%

• Trauma; lacerations, 

inversions, rupture – 19%

• Retained tissue, invasive 

placentation – 10%

• Coagulopathy, 

hypofibrinogenaemia – 5%

Often multiple 

causes, requiring 

different strategies



Study overview

Primary objective

Test the effectiveness of the Obstetric Bleeding Strategy 

(OBS) ‘care bundle’ intervention vs standard care on 

clinical and psychological PPH outcomes after childbirth 

and to evaluate the cost-effectiveness

OBS UK intervention = OBS Cymru PPH care bundle 

rolled out as a quality improvement project



OBS UK PPH care 
bundle*

• Universal risk assessment
• Real-time measurement of 

blood loss from birth
• Structured and consistent 

escalation of care to senior 
staff based on blood loss

• Bedside tests to identify and 
treat abnormal clotting with 
fibrinogen

Standard PPH care
• Risk assessment not always 

done
• Measured blood loss once 

abnormal bleeding identified
• Escalation to senior staff once 

abnormal bleeding  identified
• Laboratory tests of clotting 

with empirical blood 
component transfusion

OBS UK PPH care bundle implemented using quality 
improvement methodology over 9-months

Plan

DoStudy

Act

OBS UK care 
bundle*

Comparator Intervention

The intervention

Maternity unit intervention

Population = everyone giving birth



Status
Clinical and cost-effectiveness of a maternity quality improvement programme 
to reduce excess bleeding and the need for blood transfusion after childbirth

• Dr Sarah Bell 
OBS UK Chief Investigator

Consultant Obstetric Anaesthetist, 

CAVUHB

Professor Peter Collins
OBS UK Chief Investigator
Consultant Haematologist,

CAVUHB



Summary – can we do better?

Guidelines on major haemorrhage

Background: need for more emphasis on implementation

Opportunities for research and sharing knowledge of 

what we are doing (what works/ what does not work?)

Any questions?
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