
Scenario Major Haemorrhage 

Situation 
68 year old female admitted to ICU following AP resection (laparoscopic converted to open). Six-
hour procedure complicated by 2500 ml blood loss and some spillage of faecal material. Transient 
intraoperative ST depression 
 
Background 
HTN and CAD. Coronary stents x3 3 years ago. Gave up smoking then. On statin aspirin and beta - 
blocker. All continued and given that morning. CKD 3  
Spinal plus GA. 
Given 2 units cross matched blood and 4000 ml Plasmalyte 
 
Assessment 
A Intubated 
B Ventilated. Good sats on 28% oxygen 
C Has arterial line and central line. Drain in pelvis 200 ml blood stained fluid. Abdomen closed. 
Not distended. HR 74 BP 95/60. Cool hands. UO in theatre 15 – 20 ml/hr 
 
ABGs coming off table pH 7.32 pO2 19 pCO2 5.3 BE -6, Lactate 2.0. Hb 95 (pre-op 120) 

 
Clinical Course 
The patient is bleeding into the pelvis. The abdomen never distends nor does the drain fill up (wrong 
place). HR is fixed at 74 (beta blockade) 
 
The signs of shock are progressive falling and narrowing of pulse pressure. The UO becomes < 10 
ml/hr and the patient feels cold peripherally. The BP increases transiently with volume initially but  
subsequently falls despite filling. ST depression appears at SBP < 80. 
 
Initial management should include fluid challenge and 12 lead ECG (nil acute). If noradrenaline 
started there is a transient response 
Repeat ABG (after resuscitation) 
pH 7.1 pO2 15 pCO2 4.8 BE -11 lactate 5.6 Hb 69 
 
Patient then becomes peri-arrest with SBP 60. Cold and pale. ST depression laterally 
 
Actions 
Contact senior surgeon 
Activate Major Haemorrhage protocol 
Bleeding is from pelvic veins. Requires theatre for packing followed by radiology. 
 
Learning points 
 
Major haemorrhage protocol 
Insidious nature of post-op bleeding. 
Importance of turning the tap off 
Haemodynamic management prior to haemostasis 


