
University of Alabama Division of Trauma 

Massive Transfusion Protocol (MTP)  

 

Purpose Statement: The purpose of this protocol is to provide clear guidance on the initiation and 
administration of Massive Transfusion Protocol (MTP) and the use of low-titer Whole Blood (WB) 
in trauma patients.  

Background: Blood product resuscitation is the standard of care for hemorrhagic shock. While 
most trauma patients requiring transfusion do not need a massive transfusion, MTP is defined as 
administering 10 units of PRBCs within 24 hours. Predictive indicators, including the Assessment 
of Blood Consumption (ABC) score, should guide MTP activation. 

Recent data show that FDA-approved low-titer Whole Blood (WB) improves survival in traumatic 
shock compared to component therapy and reduces overall transfusion requirements. 

 UAB prioritizes O+ low-titer Whole Blood (WB) for trauma MTP activations. 

 Transition to component therapy occurs when WB is unavailable. 

 WB is exclusively for trauma patients and can be used in the Trauma Bay, OR, and TBICU. 

 For component therapy, early platelet administration is critical for hemostasis and 
reduced mortality. 

Blood Resources: 

 The UAB Trauma Bay contains a Haemonetics Refrigerator for emergent access to Whole 
Blood and Component Blood therapy. 

 Component Blood products are bundled as a ‘Quick Pack,’ with 1 unit of PRBCs and 1 unit 
of FFP released together. 

 The refrigerator also contains O+ low-titer Whole Blood (WB) for immediate use. 

In the event of technical issues with the refrigerator or if all blood supply from the refrigerator is 
depleted prior to resupply: 

 The UAB ED Lab contains 6 units of PRBCs and 6 units of plasma ready for emergent 
release. 

 These products are released as an “ED Quick Pack” in a cooler containing 2 units of PRBCs 
and 2 units of FFP upon request. 

 Unused blood products can be returned if kept at appropriate temperature. 

The satellite blood bank maintains 3 Whole Blood coolers. The Trauma Attending may request an 
MTP cooler of Whole Blood and has the authority to request continued use of Whole Blood 
coolers if needed. The Trauma Attending must balance the needs of the individual patient with 
the limited overall supply of WB (approximately 28 units delivered per week). 
  



Indications for MTP: 

- Severe blood loss (Class III/IV hemorrhagic shock with blood loss greater than 30-40% 
blood volume) 

- Assessment of Blood Consumption (ABC) score of 2 or greater 

o Penetrating Mechanism 

o Systolic BP <90 

o HR >120 

o Positive FAST  

- Two or more of the following: 

o INR>1.5 

o Base deficit<-6 

o Hgb<11 g/dL 

o Platelets <200 K/µL 

- Persistent hemodynamic instability 

- Attending Physician Assessment 

Massive transfusion protocol should be activated for patients who receive more than two units of 
blood products  

Massive Transfusion Processes 

Step 1: Initial Resuscitation 

 Preparation of Belmont Rapid Transfuser. 

 If the patient has hemorrhagic shock on arrival, utilize Whole Blood (if available) via the 
Haemonetics Refrigerator. 

 If Whole Blood is not available, utilize a 'Quick Pack' (1u PRBC / 1u FFP) from the 
Haemonetics Refrigerator. 

 If the Haemonetics Refrigerator has technical issues or is empty, utilize an 'ED Quick Pack' 
(2u PRBC / 2u FFP) from the UED Lab. 

Step 2: Transition to MTP Cooler if MTP triggers in place or requiring more than two units of blood 
products 

 Whole Blood Coolers will contain 4u WB, Component-based coolers will contain 6u 
RBC/6u FFP/1u Platelet.  

 Subsequent coolers will be delivered at 15-minute intervals until the MTP has been 
terminated. 

 Blood Bank will stay at least one MTP cooler ahead for the duration of the MTP 
activation. 

 MTP to be terminated by Trauma Attending  

 



Ancillary:  

 2 grams of Tranexamic Acid (TXA) if the patient is within 3 hours of injury. TXA should be 
given in 100 ml of Normal Saline over 20 minutes. 

 After 2 units of blood products have been administered, calcium should be given (e.g., 1g 
of Calcium Chloride or 2g of Calcium Gluconate) early in resuscitation to mitigate citrate 
toxicity and maintain hemostasis. 

 
  



MTP Physician Activation Request Form: 



 


